
1 7flDbHM 12kbb3 
9 0 / 2 1 1 5 7 Cat. No. 90 1255 9 

A u s t r a l i a ' s h e a l t h 
1 9 9 0 

• • 

The second biennial 
report of the 

Australian Institute 
of Health 

mm 
J . , A U S T R A L I A , , 1 -

AIHW
Sticky Note
This Acrobat file (PDF) has been scanned from the only available archived hard copy, which has unfortunately resulted in a large file. Additionally, the text in the PDF has been mechanically recreated from the scanned hard copy, which may have resulted in some textual errors. We apologise for any inconvenience this may cause.



Australian Institute of Health 

Chairman of the Board 
Emer i tus Professor Peter Karmel AC, CBE 

Director 
Leonard R Smith PhD 

The Austra l ian Ins t i tu te of Health Is a n Independent statist ics a n d 
resea rch agency within the Federal Communi ty Services and Health 
portfolio. It comprises three major research divisions—Health 
Services, Health Technology a n d Health Monitoring. 



Australian Institute of Health 

AUSTRALIAN INSTITUTE OF HEALTH 
LIBRARY 

Australia's health 1990 

The second biennial report of the 
Australian Institute of Health 

Australian Government Publishing Servic^ 
Canberra 

COPY No..3J.^i.|:5& 

MASTER N o . ? ? - f ^ 

37-85 



© Commonwea l Ui of Aust ra l ia 1990 
ISBN 0 644 134852 
ISSN 1032 6 1 3 8 

This work is copyright. Apart from any u s e a s permi t ted u n d e r tlie 
Copyright Act 1968, no par t may be reproduced by any process 
wi thout wri t ten permiss ion from the Aust ra l ian Government 
PubUshlng Service. Reques t s a n d inquiries concerning reproduct ion 
a n d r ights shou ld be directed to the Manager. AGPS Press , Aust ra l ian 
G o v e r n m e n t Publ i sh ing Service. GPO Box 84 Canbe r r a ACT 2 6 0 1 . 

A comple te list of AIH publ ica t ions is available from the Publicat ions 
Section, Aus t ra l i an Ins t i tu te of Health. GPO Box 570 Canbe r r a ACT 
2 6 0 0 . 

S u g g e s t e d c i ta t ion 

Aust ra l i an Ins t i tu te of Health (1990) Australia's health 1990: Uxe 
second biennial report of Uie Australian Institute of Health- AGPS, 
C a n b e r r a . 

McCal lum J (1990) Health: t he quality of survival in older age. In 
Aus t r a l i an Ins t i tu te of Health (1990) Australia's healtti 1990: the 
second biennial report of the Australian Institute of Health. AGPS, 
C a n b e r r a : 1 9 5 - 2 4 0 . 

P r i n t e d b y P i r i e P r i n t e r s 



The Honourab le Brian Howe MP 
Minister for Communi ty Services a n d Heal th 
Par l i ament House 
CANBERRA ACT 2 6 0 0 

Dear Minister 

As requi red u n d e r Subsec t ion 31(11 of the Australian Institute of 
Health Act 1987, t he Board of the Ins t i tu te is p leased to p r e s e n t to you 
Australia's health 1990, a repor t covering t hose a s p e c t s of Aus t ra l ia ' s 
hea l th a n d hea l th services for which d a t a a re cu r ren t ly be ing 
collected e i ther nationally or in some S ta t e s . 

This second biennia l repor t by the Ins t i tu te con ta ins a fea ture 
c h a p t e r on t h e hea l th of older Aus t ra l i ans . 

Peter Karmel 
Board C h a i r m a n 

J A BJsset 
RV Calder 
I Cas t l e s 
J P Collie 
G Davidson 
S Hamil ton 
S Morey 
IT Ring 
RB Scot ton 
LR Smi th 

Board Members 

December 1990 

AUSTRALIAN INSTITUTE OF HEALTH 
wmi 



Contents 

Letter of transmit ta l Hi 

1 Introduct ion 1 

2 The hea l th s t a t u s of Australians 7 
2.1 Life expectancy 9 
2 .2 Death r a t e s 13 
2 .3 Hospital isat ion 16 
2.4 Disability a n d h a n d i c a p 18 
2 .5 Congeni tal malformat ions 2 2 
2.6 Dental hea l th 2 5 
2 .7 Health differentials 3 0 

3 Today's e p i d e m i c s 4 1 
3.1 Today's epidemics: Injury a n d poisoning 4 1 
3.2 Today's epidemics: cardiovascular d i sease 4 9 
3 .3 T o d a y s epidemics: cancer 5 7 
3.4 Today's epidemics: AIDS 6 4 
3.5 As thma: a new epidemic? 6 7 
3.6 Drug a b u s e : a n o t h e r epidemic? 6 9 

4 Australia's hea l th goals and s trateg ies 7 9 
4.1 Inequali t ies in hea l th 7 9 
4 .2 Health goals a n d targets 79 
4 .3 The National Better Health Program 81 
4.4 Monitoring progress towards goals a n d ta rge ts 81 
4 .5 Other na t ional hea l th Initiatives 108 

5 Health serv ices in Australia 1 1 3 
5.1 Use of hospi ta l s a n d o ther related Ins t i tu t ions 113 
5.2 Medical services 122 
5.3 Pharmaceu t ica l d rugs 135 
5.4 Health personne l 145 



5.5 Health expenditure 
5.6 Private health insurance 

153 
157 

6 Heal th care t e c h n o l o g i e s 1 6 3 
6.1 Introduction and diffusion of health technologies 163 
6.2 The impact of health technologies 165 
6 .3 Health teclmology assessment 169 
6.4 Usage data for selected technologies 173 
6 .5 Case studies 181 

7 Health: t h e quality of survival in older age 195 
7 .1 The changing social and economic fabric 197 
7 .2 The health status of older Australians 208 
7 .3 Health and support services for older people 226 
7 .4 Assessment of health quality In later life 235 

8 R e v i e w of d e v e l o p m e n t s in heal th s ta t i s t i c s 2 4 1 
8.1 Organisational changes 241 
8.2 Developments relating to individual collections 244 

8.3 Gaps in health statistics 251 

Ac k n o w l e d g m e n t s 2 5 7 

Glossary 2 5 9 

List of figures 2 6 7 

List of tables 2 7 3 

Index 2 7 7 

v i 



Introduction 

The p a s t few yea r s have seen some significant deve lopments h i t he 
hea l th sector in Austral ia . By mos t available m e a s u r e s , t he h e a l t h of 
m o s t Aus t ra l i an people h a s cont inued to improve steadily. In bo th the 
tradi t ional hea l th services a n d in the recent ly revital ised publ ic 
hea l th and prevention a reas , impor tan t new init iatives have 
occur red . It is worth reflecting on these deve lopments . 

The link be tween a count ry ' s hea l th services a n d Its hea l th is 
complex. Tlie principal role of mos t hea l th services h a s b e e n to 
provide care for people once they have become sick. T h e s e services 
con t inue to improve. For example, the survival in chi ldhood leukemia 
h a s improved greatly over the p a s t 30 yea r s . S u c h c h a n g e s m a y r e s u l t 
in some Improvement in the overall hea l th of the popula t ion , a s 
m e a s u r e d by current ly available indicators . However, in m a n y a r ea s , 
t he evidence sugges ts t ha t o ther factors have h a d a m u c h grea te r 
effect. 

The a s s e s s m e n t of the hea l th of a popula t ion still d r a w s o n a few 
key indicators , which a re . in fact, r a the r limited m e a s u r e s . Mortality 
s ta t i s t ics , centra l in mos t m e a s u r e s of hea l th s t a t u s , a d d r e s s only 
p a r t of wider definitions of heal th , s u c h a s a s ta te of comple te 
physical , menta l and social well-being, n o t merely t h e a b s e n c e of 
d i sease or Inflnnlty' (World Health Organizat ion 1946). F u r t h e r work 
Is needed on the development of m e a s u r e s to descr ibe these o ther 
d imens ions of hea l th . 

The re lat ionship between hea l th and hea l th s e r v i c e s 
The re la t ionship be tween declining dea th r a t e s a n d u s e of h e a l t h 
services Is t e n u o u s . Various s tud ies have shown tha t t he ma in 
d e t e r m i n a n t s of a country 's dea th r a t e s a re the living condi t ions of i ts 
people. In Austral ia , a s In o ther developed count r ies , d e a t h r a t e s from 
m o s t major infectious d i seases h a d declined dramat ica l ly before a n y 
effective t r e a tmen t or vaccine was available. McKeown (1976) 
conc luded tha t in England a n d Wales the decline In d e a t h r a t e s for 
these d i seases was mainly a t t r ibutable to improvemen t s in nu t r i t i on 
a n d the physical environment . Similarly, r ecen t decl ines in the d e a t h 
r a t e s from circulatory d i seases in Austral ia a n d o the r developed 
coun t r i e s have been d u e largely to changes In diet, smoking , a n d 
possibly exercise, a l though the m a n a g e m e n t of high blood p r e s s u r e 
h a s also played a par t . 

Recent s tud ies have reported a positive re la t ionship be tween total 
expend i tu re on hea l th services a n d life expectancy, infant mortal i ty, 
a n d age - s t anda rd i sed mortality ra tes , if a l lowance is m a d e for 
c h a n g e s In diet a n d other behavioura l factors. Including smok ing 
(Wolfe 1986. Wolfe and Gabay 1987). 

Links between mortality a n d heal th expend i tu re a re more likely to 
be found for par t icular condi t ions a n d sect ions o f t h e popu la t ion . 
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In principle, re la t ionsh ips between hea l th expendi ture and 
morbidi ty a n d m e a s u r e s of well-being a re more likely to be 
demons t r ab l e , b u t s ta t i s t ics a re limited. Hospital s ta t is t ics provide 
s o m e evidence, b u t give a relatively na r row perspective a n d have 
technical l imi ta t ions . Tlie hea l th surveys conducted by the Aust ra l ian 
B u r e a u of S ta t i s t ics provide some information on people wi th heal th 
p rob lems , b u t . a s the surveys rely on self-reporting, c h a n g e s over 
t ime in p a i l reflect shifts in society's percept ion of s u c h problems. 
M e a s u r e s of o ther a s p e c t s of hea l th ment ioned in the WHO definition 
a r e often no t available, a n d s tat is t ics a n d methodology a re in need of 
development . 

Informat ion on h a n d i c a p a n d disability gives further ins ights , but 
t h e major surveys also rely on self-reporting. Services for those with 
a h a n d i c a p or disabili ty may Increase because of greater awareness 
In the communi ty , decreas ing acceptance that a disability m u s t be 
tolerated, a n d inc reased technical capacity to meet this perceived 
need . In addi t ion , some types of disability will become more common 
with demograph ic changes , part icularly increases in tlie n u m b e r of 
older people . Bet ter ou tcomes of services for hand i cap or disability 
m a y no t a p p e a r in mortal i ty or hospital morbidity s tat is t ics , b u t still 
r ep r e sen t significant improvements in hea l th . 

Use of hea l th services wtll in part be driven by societal values and 
expec ta t ions . There is d iscuss ion in the communi ty generally, and 
a m o n g hea l th ca re professionals , on placing increasing emphas i s on 
qual i ty of life, l i icluding freedom from pa in a n d Independence from 
ins t i tu t iona l a n d o the r formal heal th ca re sys tems. Development of 
m e a s u r e s s u c h a s qual i ty adjus ted life years (QALYs) a n d disability 
free yea r s will m e e t some of the gap between available s tat is t ics a n d 
t h e need for improved descr ip t ions of var ious a spec t s of tlie na t ion ' s 
h e a l t h . For cancer , for example, available Information on dea th ra tes 
could b e supp l emen ted by da t a on life years gained through 
intervent ion, the qual i ty of those years , a n d the cost of obtaining 
t h e m . S u c h m e a s u r e s have the potential to more accurate ly reflect 
t he impac t of Aus t ra l ia ' s heal th care services on the populat ion 's 
h e a l t h . 

S o m e i s s u e s facing t h e heal th serv ices 
Heal th services over tlie last decade have been u n d e r Increased 
sc ru t iny . Genera l economic condit ions have resul ted In a m u c h 
g rea te r p r e s s u r e to justify expendi ture a n d have genera ted concerns 
a b o u t n e w technologies. Mechanisms have been developed to review 
the cos t s a n d benefits of hea l th services, a n d more a t ten t ion h a s been 
given to c o n s u m e r in te res t s and patient r ights . 

The re h a s been a n increased emphas i s on tlie efficiency a n d 
effectiveness of service delivery and on quali ty of care . There h a s also 
been a n increased willingness to invest In prevention p rog rams in the 
belief t h a t t hese will r educe the need for t r ea tmen t services. 

T h r o u g h o u t Austra l ia , hea l th services have been th rough major 
r eo rgan i sa t ions over the las t decade, with the a im of Increasing thelr 
efflciency a n d effectiveness. Most hospi ta l s have gone th rough 
s u b s t a n t i a l c h a n g e s . There have been s t rong moves towards 
decentra i lsaUoj i ,_and_at te^pJ:s^to^tre i ig then communi ty services. 
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There is some conce rn t h a t inves tment tn technology m a y have 
ou tpaced inves tment in bas ic Infras t ructure . 

In a n e w Initiative add res s ing costs in the hea l th sector, par t icular ly 
in hospi ta l s , the Commonweal th Government jias_pr.o.vided funds to 
p romote the mtroauction~~of casemix account ing . The a i m is to 
d o c u m e n t variat ion in thlTcosfoT m a n a g e m e n t of condi t ions which 
could be expected to have a reasonab ly s t a n d a r d cost . In the Uni ted 
S ta tes , th is app roach h a s been used a s a b a s i s for controll ing the cos t 
of r e i m b u r s e m e n t s chemes . In Austral ia , It s e e m s likely to b e u s e d 
bo th for m a n a g e m e n t a n d r e i m b u r s e m e n t p u r p o s e s . Th is app roach 
can be expected to resu l t in p r e s s u r e be ing applied to p rac t i t ioners 
a n d cen t res whose cos t s a re significantly h igher t h a n the average. 

Broader i s sues relat ing to hea l th financing will be a d d r e s s e d a s p a r t 
of the development of a National Health Strategy, ini t iated recent ly by 
the Commonwea l th Government . 

Eff ic iency and e f fec t iveness of hea l th s erv i ce s 

In c u r r e n t economic c i r cums tances . It will be neces sa ry for 
gove rnmen t s t h roughou t Austral ia to con ta in hea l th ca re cos ts , 
where possible by improving efficiency. 

Many hea l th ca re professionals view with conce rn these con t inu ing 
a t t e m p t s to con ta in costs , fearing tha t cos t - cu t t ing In the s ea rch for 
efficiency may th rea t en effectiveness a n d qual i ty of care , a n d r e su l t 
in pa t i en t s be ing denied the bes t t r ea tmen t . 

Clinical effectiveness and quality a s s u r a n c e are impor t an t 
professional i s sues . Most providers of hea l th services a r e commit ted 
to delivering the bes t possible ca re a n d a re concerned w h e n they a r e 
no t able to do so . 

At one level, a n effective me thod of moni tor ing t h e qual i ty of ca re 
is by investigation of those ou tcomes which are usua l ly preventable . 
Invest igat ions of ma te rna l a n d anes the t i c d e a t h s are well known 
examples . Effective a s s e s s m e n t of t h e s t a n d a r d of more rou t i ne 
s i t ua t ions is more elusive. 

Mann ing a n d De Bakey (1987) have suggested tha t , to profit m o s t 
by experience, doctors need some objective m e a n s of examining their 
prac t ice : pract ice analys is ' shows w h a t is actual ly be ing done a n d 
w h a t requ i res correction' . Construct ive ana lys i s of even ts In prac t ice 
is seen a s a vehicle for doctors to con t inue their educa t ion , w h e r e a s 
d racon lan penal t ies could be counterproduct ive . 

tn Austral ia , a n u m b e r of professional bodies a re active in 
promot ing con t inu ing educat ion courses a n d con t r ibu t ing to prac t ice 
guidel ines a n d s t a n d a r d s of hea l th care . 

Aus t ra l ia is moving in a similar direction to the Ne ther lands , which 
h a s a l ready es tab l i shed pract ice guidel ines for general p rac t i t ioners 
(Grol e t al 1988). A recent survey of m e m b e r s o f the Royal Aus t r a l i an 
College of General Pract i t ioners found t h a t a t t i t udes were general ly 
favourable towards a prac t ice-based qual i ty a s s u r a n c e p rog ram 
(Steven et al 1989). 

The sys temat ic development of clearly defined s t a n d a r d s in critical 
a r e a s of hea l th care h a s the potential a lso to p r o d u c e significant 
improvement in the quali ty of care . 
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The c o s t of improved e f fec t iveness 
Eliminating unnecessary, Inappropriate or poorly administered 
services will improve efficiency and provide benefits to the health 
service and to patients. However, reducing the number of 
diagnostlcally or therapeutically useful services may reduce costs in 
the short term, possibly at the price of decreased effectiveness and 
poorer health outcomes. 

Given that health care budgets are limited, there seems likely to be 
continuing pressure on those who provide health services to contain 
costs and direct available resources In the most appropriate manner. 
This situation will produce stress and difficult choices, given the 
variety of competing claims, the limited information on outcomes and 
restricted options for altering allocation of resources to some areas. 

For example, many costs are incurred In health care in the last few 
months of life. This may marginally increase the length of life but the 
added life may be of reduced quality. It has been argued that these 
costs could be substantially reduced by a change In practice from do 
no harm' to 'employ a treatment only when It will make a noticeable 
improvement' (Thurow 1985). 

It may be difficult to change with current practices, given 
community and professional attitudes. It may also be the case that 
the last few months of life will increasingly be associated with 
acceptable quality of life. Health professionals in many areas of 
practice have concerns that overall mortality statistics, and other 
commonly used health measures, do not reflect the progressive gains 
in the management of patients that have occurred over many years, 
the improved outcomes In some groups, and the decreased burden 
on patients and their families. 

Demographic changes will Increasingly focus planning and 
organisation of health services towards the appropriate care of older 
people, and sharpen the debate on such Issues, Provision of 
non-institutional care, extension of independent living and 
availability of support services will continue to be major concerns for 
health care providers and planners. 

Health care professionals will continue to face the realities of 
continuing concern for their patients, peer pressure, requirements 
for evaluation and accountability, the demands of new methods, and 
new knowledge and retraining. 

Leeder (1989) recognised the difficulty In which clinicians could 
find themselves If they were to, on tlie one hand, act as patient 
advocates for the best possible care, as they are required to ethically, 
and, on the other, make decisions about rationing care to rival 
cortenders . Nevertheless he suggested that clinicians be given more 
responsibility in choosing the most effective way of using resources 
In the care of their patients. 

Wider application of health care technologies will Increase the cost 
of health services. Health technologies offer gains to health status and 
standards of care, but their introduction is often poorly controlled 
and inadequately evaluated. Much of the Impact of health care 
technologies on costs arises not so much from the procurement of 
high unit cost machines and new services as from the need to update 
and extend established modalities, and address associated 
infrastructure requirements. 
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Prevent ive heal th programs 
Heal th care services will r ema in the d o m i n a n t c o m p o n e n t of t h e 
hea l th sys tem, b u t the re Is widespread ag r eemen t t h a t there a r e 
l imits to w h a t they c a n achieve in t e r m s of improving t h e hea l th o f the 
na t ion . Prevention services a n d p r o g r a m s r ep re sen t a 
complementa ry app roach with the p romise of genera t ing grea te r 
improvements in hea l th . 

The 1988 repor t of the Health Targe t s a n d Implemen ta t ion 
Commit tee , Health for all Australians, a n d the s u b s e q u e n t 
development of the National Better Health Program, h a s subs tan t ia l ly 
increased the e m p h a s i s In Aust ra l ia on the p romot ion of hea l thy 
behav iour a n d hea l thy env i ronments (physical a n d social), a s well a s 
t h e prevent ion of d i sease . 

Th is t r end may resu l t In fur ther p r e s s u r e o n hea l th ca re services 
to d e m o n s t r a t e tha t they a re cost effective, a n d t h a t the r e sou rce s 
u s e d In t r e a tmen t of d i sease a n d injury could n o t b e be t te r d i rec ted 
towards their prevention or the early detect ion. 

Existing hea l th services will con t inue to play a n i m p o r t a n t role in 
p r imary a n d secondary prevention p rog rams , for Ins tance , in the 
p r imary prevent ion th rough immuni sa t ion aga ins t d i s eases s u c h a s 
meas les a n d rubella; t h rough the screening of blood for t r ans fus ions 
for evidence of HIV a n d hepat i t i s v i ruses ; t h r o u g h sc reen ing for 
cance r of t h e cervix a n d of the breas t ; a n d t h r o u g h moni tor ing food 
a n d water to e n s u r e pur i ty . 

Many prevent ion p rograms , however, a re n o t l inked closely to 
exist ing hea l th ca re services. Some a re of a n educa t iona l n a t u r e , 
encourag ing change in behaviours a n d lifestyle. The evaluat ion of 
s u c h p rog rams ra i ses different i s sues , with some ou t come m e a s u r e s 
being less readily defined. Prevention p r o g r a m s will con t inue to be 
subjected to scrut iny to es tabl ish whe the r they a r e cost effective, a n d 
w h e t h e r they do in fact con t r ibu te to Improved h e a l t h a n d lessen the 
d e m a n d for t r ea tmen t services. They may themse lves rely heavily on 
technology, especially information technology. 

Pe rhaps reflecting their more recent development , m o s t p r e s e n t or 
p l anned prevent ion p rog rams undergo more r igorous evaluat ion t h a n 
some clinical services. The recen t decision to ini t iate n e w p r o g r a m s 
for b r ea s t c ance r screening benefited from a na t ionwide eva lua t ion of 
a n u m b e r of pilot projects. Subs tan t i a l funds have also b e e n 
commit ted to the evaluat ion of the National AIDS Strategy a n d the 
National Better Heal th Program. Evaluat ion a n d p l a n n i n g will need 
to focus on the technical per formance of t h e m e t h o d adopted , 
w h e t h e r the me thod h a s sui table l inks to the condi t ion it a i m s to 
prevent , whe ther there is a d e q u a t e coverage of the popu la t ion a n d 
w h e t h e r the re is appropr ia te rerx>rting, feedback a n d evaluat ion . 
There will be a need to develop a c o n s e n s u s o n the compara t ive 
cost-effectiveness of prevent ion a n d t r ea tmen t p r o g r a m s , to guide the 
fu ture development of hea l th s t ra tegies . 
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H e a l t h t a r g e t s a n d d i f fe ren t ia l s 
Both t r e a t m e n l services a n d preventive p rograms a re being directed 
towards add re s s ing Inequali t ies In hea l th a n d to meet ing hea l th goals 
a n d ta rge t s . The re is a par t icu lar focus on major causes of i l lness a n d 
d e a t h a n d on r i sk factors. T h e hope is t ha t encouragement of more 
h e a l t h y lifestyles, decrease in environmental h a z a r d s a n d 
app rop r i a t e u s e of hea l th care services will lead to improvements in 
a r ange of a r e a s of disability a n d ill hea l th , including those which may 
b e classified a s ep idemics in presen t Aust ra l ian society. 

A major chal lenge Is to more effectively help those g roups who a re 
a t significant d i sadvan tage . Aborigines a n d Torres Strai t I s landers 
have the lowest hea l th s t a t u s in this country . O the r s of low 
socioeconomic s t a t u s , including some recent migran t g roups , a re 
a lso d i sadvan taged in t e rms of hea l th s t a t u s . I s sues he re will include 
a s s u r a n c e of equi ty a n d access to hea l th services a n d more effective 
s t ra tegies to dec rease r i sk taking behaviour. 

T h e va r ious i s s u e s ment ioned here provide a context In which to 
cons ider t h e s u b s e q u e n t chap t e r s . There is a need for property 
informed decis ions on app roaches to improving the hea l th of the 
na t i on b a s e d o n improved s ta t is t ics a n d m e a s u r e s of hea l th s t a tu s . 
There is a lso a need to a s s e s s the effectiveness of the strategies 
adop ted . 
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2 The health status of 
Australians 

The hea l th of Aus t ra l ians h a s improved steadily d u r i n g the 2 0 t h 
cen tury . Life expectancy h a s increased a n d the re have b e e n 
r educ t ions in dea th ra tes a t all ages a n d for a wide r ange of condi t ions . 
There have been major declines In Infant mortal i ty and , over t he p a s t 
2 0 years , in mortal i ty from h e a r t d i sease a n d s t roke a n d from road 
acc iden t s . 

However, moving agains t these favourable overall t r ends , c ance r 
d e a t h s con t inue to increase , suicide r a t e s for young m e n a re still 
r ising, AIDS con t inues to b e of concern a n d a s t h m a - r e l a t e d d e a t h s 
a p p e a r to be increasing. The repor ted prevalence of h a n d i c a p a n d 
disability increased substant ia l ly in (he 1980s . 

National s ta t is t ics a lso disguise the poor h e a l t h s t a t u s of s o m e 
groups , par t icular ly Aboriginal a n d Torres St ra i t I s lander people a n d 
the socioeconomlcalry d isadvantaged. While m a n y a s p e c t s of 
Austra l ia ' s hea l th compare favourably with o the r developed 
count r ies , there is room for improvement (Box 2.1). Much I l l -heal th 
a n d m a n y d e a t h s are preventable , par t icular ly t hose assoc ia ted wi th 
tobacco smoking, alcohol consumpt ion , poor nu t r i t ion , obesity a n d 
insufficient physical activity (Chapter 4). 

In Austral ia , only b i r th a n d d e a t h regis t ra t ions provide 
hea l th - re la ted d a t a for the whole popula t ion (Box 2.2). T h e u s e of life 
expectancy a s a n indicator is descr ibed in Box 2 . 3 . 

B o x 2 . 1 : In ternat iona l c o m p a r i s o n s 
Comparisons are presented in t h i s report b e t w e e n 
Australia and 2 3 countr ies s e l e c t e d e i ther because of the ir 
h i s tor ic t i e s t o Australia or their p o s i t i o n as world leaders 
in hea l th . They Include: 

• countr ies providing s ignif icant sources of immigrant s 
t o Australia (for w h i c h data are available); and 

• all countr ies wi th a life e x p e c t a n c y of e i ther s ex at 
birth in 1 9 8 7 (or latest earlier year for which data are 
available) greater than that of t h e s a m e s ex in Australia 
in 1 9 8 7 . 

A lmos t all of the 2 3 countr ies are deve loped industrial 
e c o n o m i e s . Data are not available for s o m e other 
countr ies , such as China and Vie tnam, w h i c h have b e e n 
s ignif icant sources of immigrat ion to Australia. A s e t of 
countr i e s including s e l e c t e d deve lop ing countr i e s has 
b e e n used for internat ional compar i sons of Aboriginal life 
e x p e c t a n c y . For t h e charts in w h i c h va lues of a hea l th 
s t a t u s indicator are shown for m a l e s and females 
separately , countr ies are ranked in order of male va lues . 
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B o x 2 . 2 : H e a l t h s t a t u s d a t a s o u r c e s 
The World Health Organization defines heal th as 'a s ta te of 
c o m p l e t e phys ica l , menta l and social wel l -being and not 
mere ly t h e a b s e n c e of d i sease or infirmity' (WHO 1946) . But 
e v e n to descr ibe t h e health of a populat ion in t h e more 
l imi t ed t e r m s of absence of d isease and infirmity requires 
c o m p r e h e n s i v e data on quality of life, the level and types 
of s i c k n e s s and disabil i ty in t h e populat ion, and on 
morta l i ty . 

Hospi ta l inpat i en t data provide detai ls of i l lness regarded 
as severe e n o u g h t o warrant admiss ion to hospital . Data for 
all a c u t e hosp i ta l s are available for three S ta tes only—New 
S o u t h Wales, Queens land and Western Australia. No 
regularly c o l l e c t e d data are available for i l lness result ing in 
v i s i t s t o hosp i ta l outpat ient c l inics , private medica l 
pract i t ioners or o ther providers of heal th care. 

The Austral ian Health Surveys of 1 9 7 8 - 7 9 and 1 9 8 3 
c o n d u c t e d by ABS provided g l impses of overall hea l th and 
i l lnes s l eve l s . Analyses were presented in Australia's 
Health (AIH 1988) . The ABS is conduct ing another National 
Health Survey, w h i c h should provide detai led information 
o n t h e l eve l s of hea l th and short - term and chronic i l lness 
in t h e popula t ion . Resul ts will be available in 1 9 9 1 . 

Informat ion o n disabil i ty and handicap is provided by the 
ABS 1 9 8 8 Disabled and Aged Persons Survey. 

B o x 2 . 3 : Life e x p e c t a n c y a s a h e a l t h i n d i c a t o r 
Life e x p e c t a n c y is an e s t i m a t e of the expec ted average 
number of years of life remaining to members of a group if 
their prevai l ing morta l i ty pattern does not change . It is 
usual ly ca lcu la ted us ing observed age specif ic death rates 
in a particular calendar year. 

Life e x p e c t a n c i e s summari se the mortal i ty exper ience of 
people born in m a n y different years and are not e s t i m a t e s 
of t h e e x p e c t e d length of life of individuals born in a 
particular year. For example , the life e x p e c t a n c y of 
Austral ian f e m a l e s born in 1 9 8 8 was 7 9 . 5 years . This m e a n s 
girls born in 1 9 8 8 can expec t to live, on average, 7 9 . 5 years 
if t h e morta l i ty rates at each age in 1988 ne i ther improve 
nor worsen over the ir l i fe t imes . If mortal i ty rates con t in u e 
to d e c r e a s e in t h e future, t h e n life expec tancy will increase . 

The purpose of calculat ing life e x p e c t a n c i e s is to 
s u m m a r i s e p r e s e n t morta l i ty experience , not to predict the 
future l i fespan of individuals . Life expec tancy is a useful 
comparat ive indicator because , as wi th the age 
s tandardised d e a t h rate (Box 2.4), it is unaffected by the age 
d is tr ibut ion of t h e populat ion. It a lso has t h e advantage of 
be ing expres sed in years of life—a measure that is 
meaningfu l in t e r m s of individual exper ience . 
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2 .1 Life expectancy 
Life expectancy in Australia has risen continuously during the 20th 
century, except in the early 1960s when it levelled off because of 
increasing death rates for cardiovascular disease, especially among 
males. Between 1905 and 1988, life expectancy at birth increased by 
18 years to 73.1 years for males and by 21 years to 79 .5 years for 
females (Table 2.1). 

T a b l e 2 . 1 : L i f e e x p e c t a n c y a t s e l e c t e d a g e s b y s e x , 1 9 0 0 t o 1 9 8 8 

Period 

At birth At age 60 At age 80 

Period Male Female Male Female Male Female 

1 9 0 0 - 1 9 1 0 5 5 . 2 5 8 . 8 1 4 . 4 1 6 . 2 5 . 0 5 . 7 
1 9 4 6 - 1 9 4 8 6 6 . 1 7 0 . 6 1 5 . 4 18 .1 5 . 4 6 . 0 
1 9 6 0 - 1 9 6 2 6 7 . 9 7 4 . 2 1 5 . 6 1 9 . 5 5 . 6 6 . 7 
1 9 7 0 - 1 9 7 2 6 8 . 1 7 4 . 8 1 5 . 5 1 9 . 9 5 . 7 7 .1 
1 9 8 0 - 1 9 8 2 7 1 . 2 7 8 . 3 1 7 . 2 2 2 . 0 6 . 3 8 . 0 
1 9 8 8 7 3 . 1 7 9 . 5 1 8 . 4 2 2 . 8 6 . 7 8 . 4 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 3 0 2 . 0 

Life expectancy at older ages increased also, particularly in tlie 
1970s and 1980s. In the 66 years between 1905 and 1971, life 
expectancy at age 60 increased by only 1.1 years for males and 3.7 
years for females, while in the 17 years to 1988, it increased by 2.9 
years for males and 3.0 years for females. 

Tlie difference between male and female life expectancy at birth 
widened considerably, from 3.6 years at tlie beginning of the century 
to a maximum of 7.1 years in 1980, but has since narrowed. In 1988 
it was 6.4 years. There was also a similar widening ofthe gap between 
males and females at older ages, but the difference between male and 
female life expectancies at age 60 has remained nearly stationary at 
about 4.4 years since tlie early 1970s. 

Life expectancy at birth is affected by changes in death rates at all 
ages, but particularly by changes at young ages. Increases in life 
expectancy at birth during the first half of the century resulted mainly 
from reductions in infant and childhood mortality. 

While a greater proportion of the Australian population now 
survives into older age, there is no evidence that there has been any 
change in the maximum attainable lifespan. This would require a 
major scientific breakthrough in the slowing ofthe biological process 
of ageing. H o w e v e r w e r a n still look forward to the majority of 
Australians leading long disability-free lives and dying close to the 
limit ofthe average biological lifespan, as represented by the so-called 
'rectangular' curve labelled 'Ideal in Figure 2.1 (Fries and Crapo 
1981). The hope is that not only will there be added years of life 
through reduction in premature mortality, but that quality of life will 
be improved through a reduction in chronic illness and disability. 

Australia has a better average life expectancy at birth than most 
countries (Figure 2.2, ranking 10th in tlie world for male and female 
expectancies combined). 

In 1987, Japanese life expectancy exceeded that in Australia by 2.7 
years for males and 2.3 years for females, so there is clearly still 
potential for Improvement in Australia. 
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Figure 2 .1: Proportion surviving to a given age, 
1901-1910 and 1988 
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Source: Australian Bureau of Statistics 3101 0; 3302.0 

This is further demonstrated by estimates that in 1981-1985 the 
elimination of all cancer deaths could have added 3.1 and 2.9 years 
to male and female life expectancies respectively. Similarly, the 
elimination of all cardiovascular disease could have added 6.9 and 
8.0 years (ABS unpublished data). 

Life expectancy for males and females in Australia was higher than 
in both Sweden and the United States in the 1920s (Figure 2.3). In the 
period since, the gap between tlie United States and Australia has 
remained, but Australia was overtaken by Sweden in tlie 1930s and 
1940s. The gap between Swedish and Australian male life expectancy 
peaked at 4.2 years in tlie mid 1960s before narrowing to one year in 
1987. 

Life expectancy in Japan in tlie first half of the 20th century was 
much lower than in the other countries included in the comparison. 
It rose throughout the entire post-war period at a greater rate than 
in the other countries and did not flatten during the 1960s, overtaking 
Australia in the 1970s. Tlie trend shows no signs of changing, 
suggesting that the upper limits of realistically attainable life 
expectancy have not been reached. 
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Figure 2.2: Life expectancy at birth, selected countries, 1987 
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F igure 2 .3: In ternat iona l t rends in life expectancy , 1920 to 1988 
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2.2 Death rates 
Australia's age standardised death rates halved between 1921 and 
1988. In 1921, the male death rate was 1.674 per 100 ,000 and the 
female rate was 1,344 per 100,000. By 1988, these rates had fallen 
to 931 per 100,000 for males and and 550 for females (Figure 2.4). 

There have been three phases in tlie decline in death rates since 
1921. There was a consistent decline for both females and males 
between 1921 and tlie early 1960s. During tlie next phase, to the early 
1970s, the female rates decreased very slowly while the male rates 
actually showed small increases at some ages. Since the early 1970s, 
death rates for both sexes have declined substantially. 

A significant factor in reducing death rates between 1921 and the 
early 1960s was the decline in deaths from infectious and parasitic 
diseases, particularly among infants and young children. Australia's 
infant mortality rate fell from 103.6 per thousand live births at the 
turn of tlie century to 8.7 per thousand in 1988 (ABS 3302.0) . Further 
reductions are possible: Japan has the world's lowest rate, with 4.8 
deaths per thousand live births in 1988 (WHO 1989). 

The halt in the decline in death rates during the 1960s was largely 
because ofthe impact of cardiovascular disease mortality, which rose 
until the end of the 1960s for males (and declined very slowly from 
a 1950s peak for females). During the 1970s there were rapid declines 
in tlie male and female rates, which was reflected in the overall death 
rates for all causes and in increased life expectancies at older ages. 

Cardiovascular disease has been the leading cause of death 
throughout the 20th century, but the proportion of total deaths which 
it causes has increased dramatically as other causes have declined 
(Figure 2.5). In 1988, cancers were the second leading cause of death, 
followed by respiratory diseases. 

Box 2 .4: Death rates 
Statistics relating to deaths are often presented as crude 
death rates (the numbers of deaths in a period divided by 
the numbers in the relevant population or population 
sub-group). For example, the 1988 Australian crude death 
rates were 7.9 per thousand males and 6.6 per thousand 
females. Since the risk of dying is very different at different 
ages, crude death rates may change over time because of 
changes in the age distribution of the population, even if 
death rate* at particular ages (age specific death rates) 
remain constant. 

The age standardised death rate is a summary measure 
which allows comparison between populations with 
different age distributions, whether the same population 
over time or different populations at the same time. 

For comparisons of Australian deaths rates over time, 
rates for males and females have been standardised to the 
total Australian population as at June 1987 (ABS 3201.0). 
The WHO European standard population has been used for 
computing age standardised rates for international 
comparisons (WHO 1989). 
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Figure 2.4: Major causes of death, age standardised rates, 
1921 to 1988 
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Figure 2.5: Distribution of major causes of death, 
1921,1958 and 1988 
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2.3 Hospitalisation 
Some il lnesses and accidents rarely result in death, but nevertheless 
bring about a signilicant reduction in the quality of life. Hospiiai 
statistics can provide information about conditions which generally 
result in hospitalisation, although they have limitations as indicators 
of population health status (see Box 2.5). 

For every death recorded in Australia, there are 30 hospital 
admiss ions and more than 1,000 private doctor services recorded 
(Table 2.2). As with deaths, the level of hospital admissions rises with 
age, but much more slowly. The admission rate for people aged 65 and 
over is about double that of people aged 15-24 years. 

There are differences between the distribution of causes of hospital 
admission and the distribution of causes of death (Table 2.3). 
T a b l e 2 . 2 : D e a t h r a t e , h o s p i t a l a d m i s s i o n r a t e a n d d o c t o r v i s i t s b y 

a g e g r o u p , 1 9 8 8 

(Per l.OOO p o p u l a t i o n ) 

Age group Death rate Hospital admission ratefa) Doctor visits(b) 
L e s s t h a n 1 8 . 7 4 1 4 1 2 . 9 7 0 
1 -14 0 . 3 9 8 5 . 2 3 0 

1 5 - 3 4 1.0 1 9 5 7.1 10 

3 5 - 4 9 1.8 1 8 0 7 . 9 5 0 
5 0 - 6 4 8.4 2 4 4 1 0 , 9 2 0 
6 5 - 7 4 2 5 . 7 3 7 6 1 3 . 1 6 0 

7 5 a n d o v e r 6 4 . 3 5 4 8 1 5 . 6 4 0 

All a g e s 7 . 2 2 0 6 8 , 3 1 0 

(a) E s t i m a t e d s e p a r a t i o n r a t e f rom p u b l i c p r i v a t e a n d r e p a t r i a t i o n h o s p i t a l s in 
1 9 8 6 . 

(b) P r i v a t e m e d i c a l s e r v i c e s in 1988—89 for w h i c h a M e d i c a r e b e n e f i t w a s p a i d . 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 2 0 1 . 0 ; 3 3 0 2 . 0 
M a t h e r s a n d H a r v e y 1 9 8 8 
H e a l t h I n s u r a n c e C o m m i s s i o n 1 9 8 9 
C o m m o n w e a l t h D e p a r t m e n t of C o m m u n i t y S e r v i c e s a n d H e a l t h 
u n p u b l i s h e d 

In 1988, the diagnosis category injury and poisoning was the 
leading cause of admission for males, followed by diseases of the 
digestive s y s t e m . Conditions associated w i t h pregnancy a n d 
childbirth-were the leading causes of admission for females, followed 
by d i s e a s e s of the g e n i t o - u r i n a r y s y s t e m A further large proportion 
of female hospital episodes (10 per cent) was assigned to 
investigations and other reasons f o r hospital admission, mainly for 
special investigations and examinations, sterilisation and admission 
of mothers accompanying sick infants. Diseases o f t h e respiratory 
s y s t e m were the leading cause of hospitalisation for children 14 years 
and under, accounting for about 25 per cent of admissions for the age 
group (Figure 2.6). 

In the older age groups, diseases of the circulatory system, cancers 
and d i s e a s e s o f the digestive system accounted for the largest 
numbers of hospital admissions, with older men also being admitted 
at a higher rate for d i s e a s e s of the respiratory s y s t e m 
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Table 2.3: Hospital admission rate(a) and total death ratefb) by 
principal diagnosis(c) and sex, most recent years 

(Per 1 , 0 0 0 p o p u l a t i o n ) 

Admission rate Death rate in 
in 1986 1988 

ICD-9 Principal diagnosis Males Females Males Females 

0 0 1 - 1 3 9 I n f e c t i o u s / p a r a s i t i c d i s e a s e s 3 . 2 3.6 0 . 0 5 0 . 0 4 

1 4 0 - 2 3 9 N e o p l a s m s ( c a n c e r s ) 1 3 . 1 1 3 . 3 2 . 0 6 1 .56 
2 4 0 - 2 7 9 E n d o c r i n e , n u t r i t i o n a l , m e t a 

b o l i c a n d i m m u n i t y d i s e a s e s 1.9 2 . 8 0 . 1 6 0 . 1 7 

2 8 0 - 2 8 9 B l o o d a n d b l o o d f o r m i n g 
o r g a n s 1.4 1.5 0 . 0 2 0 . 0 3 

2 9 0 - 3 1 9 M e n t a l d i s o r d e r s 7 . 8 8 . 1 0 . 1 2 0 . 1 2 
3 2 0 - 3 8 9 N e r v o u s s y s t e m a n d s e n s e 

o r g a n s 1 0 . 9 1 1.6 0 . 1 3 0 . 1 3 

3 9 0 - 4 5 9 C i r c u l a t o r y s y s t e m 1 9 . 7 1 6 . 0 3 . 3 6 3 . 3 0 

4 6 0 - 5 1 9 R e s p i r a t o r y s y s t e m 1 6 . 6 1 3 . 3 0 . 6 8 0 . 4 1 

5 2 0 - 5 7 9 D i g e s t i v e s y s t e m 2 2 . 3 2 2 . 2 0 . 2 6 0 . 2 4 
5 8 0 - 6 2 9 G e n i t o - u r i n a r y s y s t e m 1 0 . 7 2 8 . 7 0 . 1 0 0 . 1 2 

6 3 0 - 6 7 6 P r e g n a n c y a n d c h i l d b i r t h — 4 4 . 9 — (d) 
6 8 0 - 7 0 9 S k i n a n d s u b c u t a n e o u s t i s s u e 5 . 2 4 . 6 0 . 0 1 0 . 0 1 

7 1 0 - 7 3 9 M u s c u l o s k e l e t a l s y s t e m 1 3 . 2 1 2 . 6 0 . 0 3 0 . 0 5 

7 4 0 - 7 5 9 C o n g e n i t a l a n o m a l i e s 2 . 3 1.7 0 . 0 6 0 . 0 5 
7 6 0 - 7 7 9 P e r i n a t a l c o n d i t i o n s 2 . 2 1.8 0 . 0 6 0 . 0 5 

7 8 0 - 7 9 9 S y m p t o m s , s i g n s a n d 
i l l - d e f i n e d c o n d i t i o n s 1 3 . 1 1 4 . 6 0 . 0 6 0 . 0 4 

8 0 0 - 9 9 9 I n j u r y a n d p o i s o n i n g 2 5 . 5 1 6 . 3 0 . 7 2 0 . 3 0 

V 0 1 - V 8 2 I n v e s t i g a t i o n s a n d o t h e r 
r e a s o n s for h o s p i t a l a d m i s s i o n 1 7 . 8 2 4 . 1 — 

T o t a l 1 8 6 . 9 2 4 1 . 6 7 . 8 8 6 . 6 1 

(a) E s t i m a t e d u s i n g i n p a t i e n t s e p a r a t i o n s f r o m p u b l i c , r e p a t r i a t i o n a n d p r i v a t e 
h o s p i t a l s h i N e w S o u t h W a l e s , Q u e e n s l a n d a n d W e s t e r n A u s t r a l i a , t h e o n l y 
S t a t e s for w h i c h s t a t i s t i c s c o v e r i n g a l l s h o r t - s t a y h o s p i t a l a d m i s s i o n s a r e 
a v a i l a b l e . 

(b) T o t a l d e a t h r a t e for A u s t r a l i a n p o p u l a t i o n , n o t for h o s p i t a l i s e d p e r s o n s o n l y . 

(c) P r i n c i p a l d i a g n o s i s g r o u p e d b y I C D - 9 C h a p t e r s ( W H O 1 9 7 7 ) . 

(d) L e s s t h a n 0 . 0 0 5 p e r 1 , 0 0 0 p o p u l a t i o n . 

S o u r c e : A u s t r a l i a n I n s t i t u t e of H e a l t h . 
A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 2 0 1 . 0 : 3 3 0 2 . 0 ; 4 3 0 3 . 3 ; 4 3 0 6 . 1 
H e a l t h D e p a r t m e n t of W e s t e r n A u s t r a l i a 1 9 8 7 

B o x 2 . 5 : M e a s u r i n g h o s p i t a l i s a t i o n 
The unit of m e a s u r e m e n t for i l lness resul t ing in hospital isa­
t ion is an episode of inpatient care, t h e period b e t w e e n ad­
mis s ion to hospital and separation by discharge, transfer to 
another ins t i tut ion or death. If the pat ient i s readmit ted for 
further care, another episode occurs . Publ ished admiss ion 
rates include readmiss ions and transfers and s o do n o t nec­
essari ly provide good e s t i m a t e s o f t h e rates of n e w i l lnes ses 
in the populat ion. 
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F igure 2 .6: Hosp i ta l (a ) a d m i s s i o n rates by a g e and pr incipal 
d i a g n o s i s ( b ) , 1986 
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(a) Public, private and repatriation hospitals in NSW, Qld and WA. 
(b) Principal diagnoses grouped by ICD-9 Chapters (WHO 1977). 

Source: Australian Institute of Hearth 
Australian Bureau of Statistics 4303.3 
Health Department of Western Australia 1987 

2.4 Disability and handicap 
The 1988 Disabled and Aged Persons Survey estimated that almost 
16 per cent of Australians (2.5 million people) were disabled in some 
way (Box 2.6). This included 13 per cent of Australians (2.1 million) 
classified as handicapped, of whom 657 ,400 (4 per cent of the 
population) were classified as severely handicapped (ABS 4118.0). 

By comparison, the 1981 Survey of Handicapped Persons 
estimated that only 13 per cent ofthe population (1.9 million people) 
was disabled, including almost 9 per cent (1.3 million) classified as 
handicapped (ABS 4343.0) . Between tlie two surveys, the number of 

18 



Figure 2.7: Prevalence of handicap by severity and age, 
1981 and 1988 

Per cent of age group 

90 

35 -59 
Age group 

85+ 

(a) Comprises all disabled children aged 0—4 years and persons who had a 
schooling or employment limitation only. 

Source: Australian Bureau of Statistics 4118.0 

people reported as handicapped increased by 859 ,400 . a 68 per cent 
increase. 

The prevalence of reported handicap rose in all age groups, but 
most of the increase occurred in the mild or moderate handicap 
groups (Figure 2.7). 

Most ofthe increase in the prevalence of severe handicap occurred 
in those aged 85 years and over. Twenty-seven per cent of the increase 
was a result of changes in the size and age distribution of the 
population. The same definition of handicap was used in the 1981 
and 1988 surveys, but this relied on self-reported assessments , 
which may change in line with changing community attitudes 
towards, and perceptions of, disability. This may account for the fact 
that in 1988, 84 per cent of disabled people reported that they were 
handicapped, compared with only 6 5 per cent in 1981. 
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Box 2 . 6 : Def ini t ion of disabil ity and handicap 
T h e 1 9 8 1 a n d 1 9 8 8 ABS s u r v e y s u s e d de f in i t ions of 
d i s ab i l i t y a n d h a n d i c a p b a s e d on World H e a l t h Organ i za t i on 
r e c o m m e n d a t i o n s . 

A d i s ab l ed p e r s o n is def ined as a p e r s o n who h a s o n e or 
m o r e of a g r o u p of s e l e c t e d i m p a i r m e n t s a n d d isab i l i t i es 
w h i c h h a v e l a s t ed , o r a re l ikely t o l as t , for s ix m o n t h s or 
m o r e . E x a m p l e s of d i sab i l i t i e s i n c l u d e : 

• l o s s of s i g h t (even w h e n wea r ing g l a s se s or c o n t a c t 
l enses ) 

• loss of h e a r i n g 
• i n c o m p l e t e u se of l imbs or d ig i t s 
• s l o w n e s s a t l e a r n i n g or u n d e r s t a n d i n g 
• r e s t r i c t i o n in p h y s i c a l a c t i v i t i e s or in do ing phys i ca l 

work 
• long t e r m t r e a t m e n t or m e d i c a t i o n (but s t i l l r e s t r i c t e d 

in s o m e w a y b y t h e c o n d i t i o n be ing t r e a t e d ) 
A h a n d i c a p p e d p e r s o n is def ined a s a d i sab led p e r s o n aged 

5 y e a r s or ove r w h o is l i m i t e d t o s o m e degree in h i s / h e r 
ab i l i ty t o p e r f o r m c e r t a i n t a s k s in r e l a t i on t o o n e or m o r e 
of t h e fol lowing five a r e a s : 

• self c a r e 
• m o b i l i t y 
• ve rba l c o m m u n i c a t i o n 
• s c h o o l i n g 
• e m p l o y m e n t 
Peop le u n d e r t h e age of five y e a r s w i th d i sab i l i t i e s were 

al l r e g a r d e d a s b e i n g h a n d i c a p p e d . 
Peop le h a n d i c a p p e d in a n y of t h e self ca re , mob i l i t y a n d 

ve rba l c o m m u n i c a t i o n a r e a s were fu r the r c lassif ied i n t o 
c a t e g o r i e s of s e v e r i t y as follows: 

s e v e r e p e r s o n a l h e l p or s u p e r v i s i o n requ i red , o r u n a b l e 
t o p e r f o r m o n e or m o r e t a s k s r e l e v a n t t o t h e s e 
a r e a s : 

m o d e r a t e n o p e r s o n a l h e l p or s u p e r v i s i o n requ i red , b u t 
d i f f icul ty e x p e r i e n c e d : 

mi ld n o di f f icul ty in p e r f o r m i n g t a s k s , b u t an aid 
u s e d or diff icul ty walk ing 2 0 0 m e t r e s or u p and 
d o w n s t a i r s . 

T h e ABS d e f i n i t i o n s of h a n d i c a p a n d d i sab i l i ty do n o t 
n e c e s s a r i l y m a t c h t h o s e u s e d in v a r i o u s g o v e r n m e n t 
a s s i s t a n c e p r o g r a m s , for e x a m p l e , e l igibi l i ty for a n inval id 
p e n s i o n or n u r s i n g h o m e a d m i t t a n c e . 

The prevalence of severe handicap in the Australian population 
increases dramatically with age (Figure 2.7). Nevertheless, almost 50 
per cent of severely handicapped Australians (326,700 people) are 
under 65 years. More females than males are classified as severely 
handicapped in all adult age groups, and the prevalence of severe 
handicap rises faster with age in females until it is nearly double that 
of males in the oldest age groups (Table 2.4). 
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Table 2.4: Prevalence of severe handicap by age group and sex, 1988 

Per cent of population 

Age group M a l e s Females Ralio(a) 

5 - 1 4 2 . 6 1.9 0 . 7 
1 5 - 6 4 2 . 3 2 . 7 1.2 
6 5 - 6 9 8 . 6 9 . 0 1.0 
7 0 - 7 4 1 0 . 7 1 4 . 3 1.3 
7 5 - 7 9 1 1 . 7 2 2 . 6 1.9 
8 0 - 8 4 2 6 . 2 3 6 . 3 1.4 
8 5 a n d o v e r 3 9 . 6 6 9 . 6 1.8 
Al l a g e s 3 . 2 4 . 9 1 . 6 

(a) F e m a l e r a t e d i v i d e d b y m a l e r a t e . 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 4 1 1 8 . 0 a n d u n p u b l i s h e d 

Physical conditions account for the majority of (Usabilities in both 
sexes with an overall prevalence in 1988 of 142 per thousand males 
and 134 per thousand females. Musculoskeletal cUsabilities and 
mental disorders, unlike most other conditions, are more commonly 
cited as disabling conditions by females than males (Figure 2.8). 

Only a small proportion of people reporting a disability or handicap 
receive a disability pension. The Commonwealth Department of 
Social Security paid disability benefits to 4 3 6 . 0 0 0 people (3 per cent 
of Australians aged 65 and under) in tlie 1987-88 financial year 
(Table 2.5). This did not include people with disability or handicap 
receiving the old age pension, s ickness benefits, special benefits or 
unemployment benefits. Tlie number of people receiving disability 
benefits varies with legislative and administrative changes and so 
provides at best a partial indicator of the prevalence of disability. 

Figure 2.8: Primary disabling conditions, 1988 

0 10 20 30 40 50 
Prevalence ot disability per 1,000 persons 

Source: Australian Bureau of Statistics 4118.0 
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T a b l e 2 . 5 : P e n s i o n e r s r e c e i v i n g C o m m o n w e a l t h d i s a b i l i t y b e n e f i t s , 
b y t y p e o f b e n e f i t , 1 9 8 7 - 8 8 

( N u m b e r ) 

Type of benefit Recipients 

I n v a l i d p e n s i o n 3 8 8 . 8 8 6 

C h i l d d i s a b i l i t y a l l o w a n c e 3 3 . 8 5 0 

S h e l t e r e d e m p l o y m e n t a l l o w a n c e 1 0 . 6 6 9 

R e h a b i l i t a t i o n a l l o w a n c e 2 . 6 2 9 

T o t a l 4 3 6 , 0 3 4 

S o u r c e : C o m m o n w e a l t h D e p a r t m e n t of S o c i a l S e c u r i t y 1 9 8 8 

2.5 Congenital malformations 
Between 1981 and 1987, 22 ,730 malformed fetuses and infants, or 

1.5 per cent of all births, were notilied to the National Perinatal 
Statistics Unit national monitoring system (NPSU 1989). From 1981 
to 1985, tlie trend in single and total malformations was consistently 
downward but there were increases in 1986 and again in 1987, and 
the rates are now higher than in 1981 (Figure 2.9). 

The highest reported malformation rates in 1987 were in 
Queensland and Soutli Australia and tlie lowest in the Australian 
Capital Territory (Figure 2.10). Differences in notification sources, 
and variable reporting of relatively common malformations such as 
congenital dislocation of tlie hip, account for much of the variation 
among States. 

B o x 2 . 7 : M o n i t o r i n g c o n g e n i t a l m a l f o r m a t i o n s 
N a t i o n a l m o n i t o r i n g of c o n g e n i t a l m a l f o r m a t i o n s is 
u n d e r t a k e n by t h e AIH Na t iona l P e r i n a t a l S t a t i s t i c s Unit a t 
t h e U n i v e r s i t y of S y d n e y . This began in 1 9 8 1 wi th d a t a 
no t i f i ed t o t h e NPSU by s o m e S t a t e s . All S t a t e s a n d 
T e r r i t o r i e s h a v e n o w deve loped p e r i n a t a l d a t a s y s t e m s so 
t h a t n a t i o n a l m o n i t o r i n g of m a l f o r m a t i o n s h a s b e e n 
poss ib le for s e v e r a l y e a r s . 

Ma l fo rmed f e t u s e s a n d i n f an t s of a t l eas t 2 0 w e e k s ' 
g e s t a t i o n or 4 0 0 g b i r t h w e i g h t , a s well a s i n d u c e d a b o r t i o n s 
o c c u r r i n g af ter p r e n a t a l d i agnos i s of m a l f o r m a t i o n s or 
c h r o m o s o m a l a b n o r m a l i t i e s , a re i n c l u d e d in t h e n a t i o n a l 
d a t a s y s t e m , w h i c h re l ies p r i m a r i l y on d a t a from o b s t e t r i c 
h o s p i t a l s . T h e u p p e r age l imi t for d i agnos i s is usua l ly abou t 
5 - 7 d a y s w h e n m o s t i n f an t s a re d i s c h a r g e d from t h e 
h o s p i t a l of b i r t h , b u t c h r o m o s o m a l a b n o r m a l i t i e s 
d i a g n o s e d u p t o 12 m o n t h s of age a re not i f ied by 
c y t o g e n e t i c l a b o r a t o r i e s . O t h e r s o u r c e s of i n f o r m a t i o n a re 
p e r i n a t a l d e a t h ce r t i f i c a t e s , c h i l d r e n ' s h o s p i t a l s a n d 
n o t i f i c a t i o n s of i n d u c e d a b o r t i o n s . 

A u s t r a l i a n d a t a are r e p o r t e d t o t h e I n t e r n a t i o n a l 
C l e a r i n g h o u s e for B i r th Defec ts Mon i to r i ng S y s t e m s , a n d 
t r e n d s in Aus t ra l i a a re c o m p a r e d wi th s imi la r d a t a from 
m o r e t h a n 2 0 o t h e r m o n i t o r i n g p r o g r a m s a r o u n d t h e world . 
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Figure 2.9: Malformed fetuses and infants, incidence rates, 
1981 to 1987 
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Source: Australian Institute of Health National Perinatal Statistics Unit 1989 

1987 

Figure 2.10: Malformed fetuses and infants, incidence rates, 
States and Territories, 1987 

Incidence per 1,000 births 
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Source: Australian Institute of Health National Perinatal Statistics Unit 1989 

AUSTRALIAN INSTITUTE OF HEALTH 
UBRfttf 2 3 



Mahormations of the musculoskeletal and cardiovascular systems 
and the genital organs were the most commonly reported groups 
(Table 2.6). Rates for some selected specific major malformations in 
1987 are shown in Table 2 .7 . 

T a b l e 2 . 6 : I n c i d e n c e o f c o n g e n i t a l m a l f o r m a t i o n s b y m a j o r 
a n a t o m i c a l g r o u p , 1 9 8 7 

ICD-9 Anatomical group 

Fetuses and infants 

Rate per 
Number 10, 000 birtl\s(a) 

7 4 0 - 7 4 2 N e r v o u s s y s t e m 4 6 0 1 8 . 7 
7 4 3 E y e 7 9 3.2 
7 4 4 E a r , facre a n d n e c k 2 4 1.0 
7 4 5 - 7 4 6 H e a r t 6 9 9 2 8 . 5 
7 4 7 C i r c u l a t o r y s y s t e m 2 5 4 10 .4 
7 4 8 R e s p i r a t o r y s y s t e m 6 0 2 .4 
7 4 9 Cleft p a l a t e a n d / o r Up 3 6 2 1 4 . 8 
7 5 0 - 7 5 1 D i g e s t i v e s y s t e m 3 0 5 12 .4 
7 5 2 G e n i t a l o r g a n s 5 8 8 2 4 . 0 
7 5 3 U r i n a r y s y s t e m 2 9 4 1 2 . 0 
7 5 5 I J m b s 3 4 4 1 4 . 0 
7 5 4 . 7 5 6 O t h e r m u s c u l o s k e l e t a l 8 4 5 3 4 . 4 
7 5 7 I n t e g u m e n t 2 8 1.1 
7 5 8 C l i r o m o s o m a l 4 8 4 1 9 . 7 
7 5 9 O t h e r a n d u n s p e c i f i e d 8 2 3 . 3 

(a) B a s e d o n 2 4 5 . 3 9 1 b i r t h s h i 1 9 8 7 . 

S o u r c e : A u s t r a l i a n I n s t i t u t e of H e a l t h N a t i o n a l P e r i n a t a l S t a t i s t i c s Un i t 1 9 8 9 

T a b l e 2 . 7 : I n c i d e n c e o f s e l e c t e d m a j o r c o n g e n i t a l m a l f o r m a t i o n s . 
1 9 8 7 

F e t u s e s and infants 

Rate per 
ICD-9 Congenital malformation Number 10.000 birDxs (a) 

7 4 0 A n e n c e p h a l u s 9 3 3 . 8 
7 4 1 S p i n a b i f ida 1 7 7 7 .2 
7 4 2 . 3 I I y d r o c e p h a l u s 88 3 . 6 
7 4 5 . 1 T r a n s p o s i t i o n of g r e a t v e s s e l s 9 5 3 . 9 
7 4 5 . 4 V e n t r i c u l a r s e p t a l de fec t 3 6 2 1 4 . 8 
7 4 9 . 0 Cleft p a l a t e 1 2 8 5.2 
7 4 9 . 1 , 2 Cleft l ip a n d cleft p a l a t e 2 3 4 9 .6 
7 5 0 . 3 T r a c h e o — o e s o p h a g e a l f i s t u l a , 

o e s o p h a g e a l a t r e s i a , e t c 88 3 . 6 
7 5 1 . 2 A t r e s i a o r s t e n o s i s of l a r g e i n t e s t i n e , 

r e c t u m a n d a n u s 9 9 4 . 0 
7 5 2 . 6 H y p o s p a d i a s 4 5 3 1 8 . 5 
7 5 3 . 0 R e n a l a g e n e s i s , d y s g e n e s i s 9 0 3 . 7 
7 5 4 . 3 C o n g e n i t a l d i s l o c a t i o n of h i p 5 1 0 2 0 . 8 
7 5 8 . 0 D o w n ' s s y n d r o m e 2 9 7 12.1 

(a) B a s e d o n 2 4 5 . 3 9 1 b i r t h s In 1 9 8 7 . 

S o u r c e : A u s t r a l i a n I n s t i t u t e of H e a l t h N a t i o n a l P e r i n a t a l S t a t i s t i c s U n i t 1 9 8 9 
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2.6 Dental health 
There have been marked improvements in the dental health of 
Australians over tlie past 2 0 to 30 years, especially among children. 
However, the prevalence of dental and periodontal disorders is still 
high in some sections of the population, particularly among older 
people. 

2 .6 .1 Dental health status 
A substantial decline in the extent and severity of dental decay among 
Australian children has occurred (Spencer et al 1989; Carr 1985). 

Tlie Australian Child Dental Health Survey has collected data on 
tlie dental health status of schoolchildren examined by the State and 
Territory school dental services since 1977. Data on the dental caries 
experience of year of birth cohorts identified from the survey reveal 
a number of temporal trends in dental disease. 

Tlie dental caries experience (measured as the DM FT—Box 2.8) of 
children born in 1966, 1970. 1974 and 1978 in New South Wales and 
all Australia is shown in Figure 2 .11 . At corresponding ages, the 
earlier the year of birth the greater the DMFT prevalence (indicated 
by tlie higher position of tlie lines) and the higher the annual 
incidence of caries (DMFT increment—indicated by the slope of tlie 
lines). 

The rate of decline is (liminishing—the differences between tlie 
1978 and 1974 cohorts are smaller than those between tlie 1970 and 
1966 cohorts. The South Australian data have been examined using 
a linear regression model (Slade, Spencer and Dooland 1989) which 
projects a levelling of the decline early next century, before which the 
Health for All target of 1.0 DMFT for 12-year-olds is likely to be 
achieved (Health Targets and Implementation Committee 1988). 
Geographical differences also appear to be diminishing. Marked 
differences between New South Wales and Australian children in the 
earlier cohorts are now substantially less . In South Australia, a 
similar convergence may be seen between cohorts in Adelaide and the 
rest of the State (Figure 2.12). 

Box 2 .8: DMFT index 
The status of the permanent teeth of dentate people (those 
with one or more natural teeth) is summarised in the DMFT 
index. The index is a measure of dental decay experience, 
and is assessed by counting the number of decayed, missing 
or filled permanent teeth. The most recent convention for 
constructing the M' (missing) component of the index 
(WHO 1987b) is used. For people under 30, extractions for 
decay contribute to the index, but extractions for other 
reasons do not. For older people, all missing teeth 
(regardless of the reason for extraction) are included. 
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F igure 2 . 1 1 : Cohor t c h a n g e s in d e c a y e d , miss ing a n d fil led 
p e r m a n e n t teeth in schoo lch i ld ren , N S W and 
Austra l ia , i 9 7 7 to 1988 
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Source: Commonwealth Department of Health 1987 
South Australia Dental Service unpublished 
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F igure 2 .12: Cohor t c h a n g e s in d e c a y e d , miss ing a n d fil led 
p e r m a n e n t teeth in schoo lch i ld ren , SA: Ade la ide and 
n o n - A d e l a i d e , 1976 to 1988 

DMFT 
6 

Adelaide 

1970. 

Non-Adelaide 

196(j 

197p 

1974 

1978 

6 7 8 9 10 11 12 6 7 8 9 10 11 12 
Age Age 

Source: Commonwealth Department of Health 1987 
South Australian Dental Service unpublished 
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B o x 2 . 9 : D e n t a l h e a l t h s u r v e y s 
T h e 1 9 8 7 - 8 8 Na t iona l Oral H e a l t h S u r v e y of A u s t r a l i a w a s 
t h e f irst r e p r e s e n t a t i v e n a t i o n a l o ra l h e a l t h s u r v e y . It was 
c o n d u c t e d j o i n t l y by t h e C o m m o n w e a l t h a n d t h e S t a t e s a n d 
T e r r i t o r i e s . T h e C o m m o n w e a l t h was r e s p o n s i b l e for t h e 
p l a n n i n g a n d c o o r d i n a t i o n o f t h e s u r v e y a n d t h e p r o c e s s i n g 
of d a t a , a n d t h e S t a t e s a n d Te r r i t o r i e s were r e s p o n s i b l e for 
t h e c o n d u c t of t h e s u r v e y in a c c o r d a n c e w i t h a g r e e d 
m e t h o d o l o g y . 

T h e ABS s e l e c t e d a r e p r e s e n t a t i v e s a m p l e of h o u s e h o l d s , 
i den t i fy ing 2 , 5 0 0 p o t e n t i a l p a r t i c i p a n t s for e a c h S t a t e a n d 
Te r r i t o ry . M e m b e r s of e a c h s e l e c t e d h o u s e h o l d were 
a p p r o a c h e d t o p a r t i c i p a t e . T i m e s were s c h e d u l e d for 
i n t e r v i e w s w i t h ABS i n t e r v i e w e r s a n d h o m e d e n t a l 
e x a m i n a t i o n s by d e n t i s t s w h o v o l u n t e e r e d t h e i r t i m e . S o m e 
1 6 , 8 9 7 peop le aged five y e a r s a n d ove r were i n t e r v i e w e d 
a n d 1 4 , 4 3 0 were a l so e x a m i n e d . 

One unanswered question concerns the distribution of children's 
dental caries among different socioeconomic groups. There would 
clearly be value in examining any trends over time in the association 
between socioeconomic status and DMFT, and recent modifications 
to the Child Dental Health Survey should provide a greater 
opportunity for future investigations of this nature (Chapter 8). 

There are marked differences with age in tlie prevalence of 
edentulism, the loss of all natural teeth (Table 2.8). Less than 1 per 
cent of people aged 30 years have lost all natural teeth compared with 
about half of those over 65. 

These same data, together with the findings from a 1979 Survey 
(ABS 4339.0) , show that, the prevalence of edentulism has declined 
in all age groups, particularly among those 6 5 and over (Figure 2.13). 
In 1979, 66 per cent of this age group had lost all their teeth. This was 
16 per cent higher than the 1987-88 figure. 

T a b l e 2 . 8 : P r e v a l e n c e o f e d e n t u l i s m b y a g e g r o u p 

(Per c e n t ) 

Age group Edentate pet .->ui is 
5 - 9 0 . 0 
1 0 - 1 4 0 . 0 
1 5 - 1 9 0 . 1 
2 0 - 2 4 0 . 3 
2 5 - 2 9 0 . 7 
3 0 - 3 4 1.6 
3 5 - 4 4 6 . 2 
4 5 - 5 4 1 6 . 7 
5 5 - 6 4 2 7 . 8 
6 5 a n d o v e r 5 0 . 2 

S o u r c e : N a t i o n a l O r a l H e a l t h S u r v e y 1 9 8 7 - 8 8 u n p u b l i s h e d ( s e c B o x 2 . 9 ) 
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Figure 2.13: Prevalence of edentulism(a), 1979 and 1987-88 

Edentate persons per cent 

70 

(a) No natural permanent teeth 

Source: Australian Bureau of Statistics 4339 0 
National Oral Hearth Survey 1987-88 unpublished 

Figure 2.14: Decayed, missing and filled teeth for dentate(a) 
persons, mean number, 1987-88 
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In dentate people tlie total mean DMFT index increases across age 
groups to a mean level of 24 .3 at 65 and over (Figure 2.14). There are 
also differences in the components of the index among age groups. 
Below age 25, the dental decay experience is almost exclusively 
represented by filled and decayed teeth. Above age 25, the number of 
missing teetli starts to become significant, and above tlie age of 35 tlie 
mean number of filled teeth reduces while tlie mean number of 
missing teeth increases. The mean number of decayed teeth is 
relatively constant in all adult age groups, ranging from 2.0 in those 
aged 2 5 - 2 9 years to 1.3 in people aged 5 5 - 6 4 . 

2 . 6 . 2 Use of d e n t a l s e rv i ce s 
Age specific utilisation rates which fail to control for dentition status 
appear to demonstrate a marked reduction in utilisation among older 
age groups. However, this is entirely a result of the lack of utilisation 
by tlie edentate. 

Tlie period since the most recent dental visit differs markedly 
between dentate and edentate people (Figure 2.15). Nearly 6 0 per cent 
of dentate people reported a visit for dental care within the previous 
year, compared with only about 18 per cent of edentate people. 68 per 
cent of edentate people had last attended two or more years before. 

Among tlie dentate, children aged 5-14 years use dental services 
most frequently, with 80 per cent of them visiting within the previous 
year, and 56 per cent visiting within the previous six months (Figure 
2.16). The percentage of dentate adults who visited a dentist within 
the previous year is relatively constant across age groups, ranging 
from 51 per cent among those aged 2 5 to 34 years, to 58 per cent for 
those aged 55 to 64 . 

Figure 2.15: Period since last dental visit, dentate and edentate 
persons, 1987-88 
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Source: National Oral Health Survey 1987-88 unpublished 



Figure 2.16: Period since last dental visit, dentate persons by 
age,1987-88 
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Source: National Oral Hearth Survey 1987-88 unpublished 

The Australian experience of increasing numbers of older people 
retaining their teeth, and both tooth decay and tlie use of dental 
services remaining relatively constant throughout adulthood, reflects 
tlie experience in other comparable countries. These findings suggest 
also that future requirements for and use of dental services by adults 
are likely to increase, particularly among those aged 65 and over 
(Section . 

2.7 Health differentials 
Overall, Australia has one ofthe healthiest populations in the world 
but there are significant disparities in the health status of different 
groups in Australia. The most significant disparities are between 
Aboriginal and non-Aboriginal Australians. The next most significant 
differences are between Australians in low and high socioeconomic 
status (SES) groups. 

2 . 7 . 1 A u s t r a l i a n Abor ig ines a n d Tor res S t r a i t I s l ande r s 
The descendants of tlie original inhabitants of Australia have not 
shared in the recent marked improvements in mortality in Australia, 
and their health remains substantially worse than that of other 
Australians. Their level of mortality is between two and four times 
that of the total Australian population (Figure 2.17) and their life 
expectancy is 12 to 20 years less than that of other Australians. 
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Figure 2.17: Standardised mortality ratio(a), Aborigines 
compared with total Australian population 

Standardised mortality ratio 

(a) Ratio of age standardised death rate for Aborigines to age standardised death rate 
for the total Australian population 

(b) Aboriginal reserve communities 

Source: Gray and Hogg 1989 
Queensland Department of Health unpublished 
Health Department of Western Australia unpublished 
Northern Territory Department of Health and Community Services unpublished 
Australian Bureau of Statistics 3302.0 

For males, available estimates of life expectancy range from 5 3 
years for Aboriginal people living in tlie Northern Territory in 1985 to 
61 years for those living in the Kimberley region of Western Australia 
in 1983-1984 (Table 2.9). For females, estimates range from 58 years 
for Queensland communities In 1985-1986 to 6 5 years for tlie 
western areas of New South Wales in 1984 -1987 (Gray and Hogg 
1989). Even the highest estimates were well below those o f the total 
Australian population in 1988: 73 years for males and almost 80 
years for females (ABS 3302.0). 

Internationally, the expectation of life at birth for Aborigines and 
Torres Strait Islanders is comparable with levels reported for India, 
Indonesia, Haiti and Kenya (Figure 2.18). 

On the basis of these estimates, less uhan one-third of Aboriginal 
or Torres Strait Islander males can expect to live to their 65th 
birthday, compared with more than three—quarters of all Australian 
males. Less than half of Aboriginal or Torres Strait Islander females 
can expect to live to 65 . compared with nearly nine out of ten of all 
Australian females. 

Despite substantial improvements during the 1970s . Aboriginal 
and Torres Strait Islander infant mortality remains much higher than 
that of the total Australian population. The rates for Aborigines and 
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Torres Strait Islanders living in Queensland communities and in 
Western Australia are between 2 and 2.5 times that of tlie total 
Australian population (Table 2.10). In the Northern Territory, the 
mortality rate in 1985-1987 was almost four times that of tlie total 
Australian population, and there has been no significant change 
since tlie late 1970s . 

In 1985. death rates for Aborigines and Torres Strait Islanders 
nving in the Queensland communities, Western Australia and the 
Northern Territory, exceeded those ofthe total Australian population 
for all ICD9 Chapter groupings of causes of death (Figure 2.19). 

T a b l e 2 . 9 : L i f e e x p e c t a n c y o f A b o r i g i n e s b y s e x , s e l e c t e d r e g i o n s , 
m o s t r e c e n t y e a r s 

(Years) 

Region Male Female 

A b o r i g i n e s 
W e s t e r n N e w S o u t h W a l e s , 1 9 8 4 - 1 9 8 7 
Q u e e n s l a n d ( a ) , 1 9 8 5 - 1 9 8 6 
W e s t e r n A u s t r a l i a , 1 9 8 5 - 1 9 8 6 
K i m b e r l e y , W e s t e r n A u s t r a l i a , 1 9 8 3 - 1 9 8 4 
N o r t h e r n T e r r i t o r y . 1 9 8 5 

T o t a l A u s t r a l i a n p o p u l a t i o n , 1 9 8 6 

5 3 . 5 6 4 . 8 
5 6 . 2 5 7 . 8 
5 5 . 2 6 1 . 9 
6 0 . 8 6 4 . 2 
5 3 . 0 6 3 . 0 
7 2 . 8 7 9 . 1 

(a) A b o r i g i n a l r e s e r v e c o m m u n i t i e s ( see G l o s s a r y ) . 

S o u r c e s : G r a y a n d H o g g 1 9 8 9 
H o l m a n a n d Q u a d r o s 1 9 8 6 
Q u e e n s l a n d D e p a r t m e n t of H e a l t h u n p u b l i s h e d 
H e a l t h D e p a r t m e n t of W e s t e r n A u s t r a l i a u n p u b l i s h e d 
N o r t h e r n T e r r i t o r y D e p a r t m e n t of H e a l t h a n d C o m m u n i t y S e r v i c e s 
u n p u b l i s h e d 
A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 3 0 2 . 0 

T a b l e 2 . 1 0 : A b o r i g i n a l i n f a n t m o r t a l i t y r a t e ( a ) , 1 9 7 3 - 1 9 7 5 t o 
1 9 8 5 - 1 9 8 7 

Infant mortality rate(a) Aboriginal/total population 

Aborigines rale ratiosflj) 
Triennium 9ld(c) WA NT Australia Qld WA NT 
1 9 7 3 - 1 9 7 5 7 8 . 8 n . a 6 1 . 7 1 5 . 7 5 . 0 n a 3 . 9 
1 9 7 6 - 1 9 7 8 5 6 . 1 n . a 5 8 . 4 1 2 . 8 4 . 4 n a 4 . 5 
1 9 7 9 - 1 9 8 1 2 7 . 4 2 4 . 7 3 6 . 8 1 0 . 7 2 . 6 2 . 3 3 . 5 
1 9 8 2 - 1 9 8 4 2 8 . 6 2 4 . 8 3 2 . 9 9 . 7 2 . 9 2 . 6 3.4 
1 9 8 5 - 1 9 8 7 1 8 . 2 2 2 . 9 3 5 . 5 9 .1 2 . 0 2 . 5 3 .9 

(a) I n f a n t d e a t h s p e r 1 , 0 0 0 l ive b i r t h s . 

(b) T h e r a t i o of t h e i n f a n t m o r t a l i t y r a t e for A b o r i g i n e s t o t l ie i n f a n t m o r t a l i t y r a t e 
for t h e t o t a l p o p u l a t i o n . 

(c) A b o r i g i n a l r e s e r v e c o m m u t i i t i e s . 

S o u r c e s : Q u e e n s l a n d D e p a r t m e n t of H e a l t h u n p u b l i s h e d 
H e a l t h D e p a r t m e n t of W e s t e r n A u s t r a l i a u n p u b l i s h e d 
N o r t h e r n T e r r i t o r y D e p a r t m e n t of H e a l t h a n d C o m m u n i t y S e r v i c e s 
u n p u b l i s h e d 
A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 3 0 2 . 0 . 3 3 0 4 . 0 
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Figure 2.18: Life expectancy at birth for Aborigines and 
selected countries, 1985 
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Source: United Nations 1987 

Australian Bureau of Statistics 3302.0 

The leading cause of death for both male and female Aborigines and 
Torres Strait Islanders was diseases of the circulatory system 
(mcludlng heart disease and stroke). In 1985, Aboriginal or Torres 
Strait Islander death rates due to diseases of the circulatory system 
were 2.2 and 2.6 times higher than the age-adjusted Australian rates, 
while for young and middle-aged adult Aborigines and Torres Strait 
Islanders, they were between 10 and 2 0 times higher. 
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Figure 2.19: Deaths of Aborigines by cause, observed(a) and 
expected(b) rates, 1985 
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(a) The observed rates represent the combined data for Aborigines of the Queensland 
reserve communities, Western Australia, South Australia, and the Northern Territory 

(b) The expected rates are the mortality rates for the total Australian population applied 
to the Aboriginal population 

Source: Queensland Department of Hearth unpublished 
Health Department of Western Australia unpublished 
Northern Territory Department of Health and Community Services unpublished 
Australian Bureau of Statistics 3302.0 
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For Aborigines and Torres Strait Islanders in general, as for other 
Australians, deaths from circulatory system disease are 
predominantly because of degenerative conditions such as ischemic 
heart disease and cerebrovascular disease. 

However, for those in tlie more remote areas of Australia, there are 
also still a number of deaths due to acute rheumatic fever and chronic 
rheumatic heart disease: these results of infection in childhood are 
uncommon causes of death for other Australians. This highlights tlie 
complexity of Aboriginal and Torres Strait Islander health 
disadvantages: they experience high levels of diseases characteristic 
of developed countries as well as those, such as infectious diseases 
and their sequelae, common only in developing countries. 

Injury and poisoning is tlie second most frequent cause of death for 
Aboriginal and Torres Strait Islander males and the third most 
common (after respiratory diseases) for females. In 1985, the death 
rate from injuries for Aborigines and Torres Strait Islanders was 3.6 
times higher for males than in tlie general population and 4 .3 times 
for females. For both males and females, motor vehicle accidents and 
injuries purposefully inflicted by others were the main causes of fatal 
injuries among Aborigines and Torres Strait Islanders. In the 
Northern Territory the Aboriginal death rate from injuries inflicted by 
others was close to 27 times that of tlie general population between 
1977 and 1982 (Devanesen et al 1986). 

Tlie overall hospital admission rates of Aborigines or Torres Strait 
Islanders are 2.5 to 3 times those of the rest of tlie population, with 
higher rates in every age group and for every cause at ICD9 Chapter 
level (Figure 2.20). Unlike the rest of the population, where tlie 
highest hospitalisation rates are among older people, the rates for 
Aborigines and Torres Strait Islanders are highest among infants and 
young children. The highest rate ratios are in the 0 -4 age group at 3.9 
for males and 4.8 for females, with the next highest among young and 
middle aged adults (3.7 for males aged 3 5 - 4 4 years and 3.8 for 
females aged 4 5 - 5 4 years). 

Excluding pregnancy-related admissions, injury and poisoning is 
the leading cause of hospitalisation among Aborigines and Torres 
Strait Islanders, for both males and females. For males, the age 
standardised admission rate for Aborigines and Torres Strait 
Islanders was 2.7 times that ofthe general population (Figure 2.20). 
For females, the age standardised admission rate was 3.7 times 
higher. The leading causes of injury resulting in hospitalisation were 
assault, traffic accidents, and burns and scalds. 

Respiratory disease is the next most common reason for Aborigines 
and Torres Strait Islanders being admitted to hospital. Their 
admission rate for respiratory disease is 3.7 times higher than for the 
rest of the population for males and 4.4 times higher for females. 
Pneumonia and other infectious respiratory diseases are significantly 
more common among Aboriginal and Torres Strait Islander people, 
and levels of chronic respiratory disease are also higher. 

For hospitalisation, tlie ratio of inequality between Aborigines and 
Torres Strait Islanders and the general population is greatest in the 
case of infectious and parasitic diseases, where the admission rates 
are 9 times higher for males and 8.3 times for females. 

3 5 



F igure 2 .20 : Hosp i ta l separa t ions for Abor ig ines a n d 
n o n - A b o r i g i n e s , age s tandard ised rates by pr incipal 
d i a g n o s i s , 1986 
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Western Australia, South Australia, and the Northern Territory. 
Northern Territory data are for 1984. 

Source: Health Department of Western Australia unpublished 
South Australian Health Commission unpublished 
Northern Territory Department of Hearth and Community Services unpublished 
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2 .7 .2 S o c i o e c o n o m i c d i s a d v a n t a g e d 
As the Health Targets and Implementation Committee (1988) 
observed, socioeconomic status dominates any other explanation of 
the variance in health in a given population. 

A variety of indicators has been used to establish socioeconomic 
status, for example, income, education, occupation or employment 
status. But whichever measure is used, the socioeconomically 
disadvantaged have higher death rates than the socioeconomically 
advantaged for all major causes of death (Figure 2.21). For example, 
in the 1970s males in the lowest socioeconomic group had 1.3 times 
the rate of heart disease and stroke and 2.8 times the rate of 
bronchitis, emphysema and asthma of those in the highest 
socioeconomic group. Only colon cancer and tlie relatively rare brain 
cancers show a higher incidence in men of higher socioeconomic 
status (McMichael 1985; Baumann 1989). 

Ischemic heart disease death rates for both males and females in 
Australia have declined at a greater rate in higher SES groups than 
in lower SES groups as measured by broad occupational grouping 
(Gibberd et al 1984; Dobson et al 1985). The differential between low 
and high SES groups has thus widened in Australia. 

Risk factor surveys by the National Heart Foundation (1980; 1983) 
have found that lower SES groups have higher levels of high blood 
pressure and smoking, and are more often overweight than higher 

Figure 2.21: Social class risk ratio(a) for selected causes of death, 
males, 1970 
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(a) Ratio of age standardised death rate for lowest social class to age standardised 
death rate for highest social class. Social class defined by using Congalton 4-point 
scale classification of occupation. 

Source: McMichael 1985 
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SES groups. This could explain much ofthe difference in death rates, 
particularly for cardiovascular diseases and some cancers. In 
addition, environmental, occupational and social inequalities almost 
certainly contribute to these differentials. 

Reduction of health inequalities between the advantaged and 
disadvantaged is a major goal of tlie National Better Health Program 
(see Chapter 4). 
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Today's epidemics 

The major d i seases affecting developed societies s u c h a s Aust ra l ia a r e 
no longer the infectious d iseases , b u t those associa ted with lifestyle 
a n d related social a n d envi ronmenta l factors. Several categories of 
d i sease war ran t closer examina t ion b e c a u s e a subs tan t i a l p ropor t ion 
of d e a t h s from these c a u s e s could be prevented . 

3.1 Today's epidemics: injury and poisoning 
Each year, a s a r e su l t of injuries, one in 2 .000 Aus t ra l i ans dies , o n e 
in 5 0 is admi t ted to hospi ta l , a n d more t h a n one in two visit pr ivate 
doctors fTable 3-1). For every fatal injury a m o n g females, the re a re 2 .5 
fatal injuries a m o n g males . 

Injury (Including poisoning) a c c o u n t s for 7 pe r cen t of all d e a t h s 
a n d is t he leading c a u s e of dea th In Austral ia for males aged u n d e r 
4 5 a n d females u n d e r 30 . Injuries kill more Aus t r a l i ans aged be tween 
one and 34 yea r s t h a n all d i seases combined a n d accoun t for more 
yea r s of life lost to age 6 5 t h a n card iovascular d i sease a n d c a n c e r s 
combined (Table 3.2). 

Table 3 .1: Doctor consultations, hospital admissions and deaths 
resulting from injury by age and sex. 1988 

(Per l.OOO population) 

Doctor consultation 
rate(a) 

Hospita t adm ission 
mte(b) Death rate 

Age group 
0-4 610 18.7 0.21 
5-14 710 18.3 0.11 
15-24 890 29.2 0.69 
25-44 590 18.3 0.51 
45-64 560 15.6 0.48 
65 or more 320 30.5 1.09 

Males 780 25.5 0.72 
Females 470 16.3 0.30 
All persons 620 20.9 0.51 

(a) Estimated using Medicare claims data for 1988 and data from Australian 
Bureau of Statistics Australian Health Survey 1983 on reason for most recent 
doctor visit. 

(b) Separation rates for public and private hospitals In New South Wales. 
Queensland and Western Australia In 1986. 

Source: Health Insurance Commission 1989 
Australian Bureau of Statistics 3302.0: 4303.3: 4306.1: 4311.0 
Health Department of Western Australia 1987 
Australian Institute of Health 
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Table 3.2: Potential years of life lost to age 65. cause of death. 1988 
Cause of death Years of life lost to age 65 Proportion of all c a u s e s 

(000) (Percent) 

Injury a n d p o i s o n i n g 2 1 1.6 3 3 . 1 
C a n c e r s 1 1 4 . 2 1 7 . 9 
C a r d i o v a s c u l a r d i s e a s e 8 1 . 8 1 2 . 8 

O t h e r c a u s e s 2 3 1 . 2 3 6 . 2 
A l l c a u s e s 6 3 8 . 8 1 0 0 . 0 

S o u r c e : A u s t r a l i a n I n s t i t u t e of H e a l t h , b a s e d o n u n p u b l i s h e d d a t a s u p p l i e d by 
A u s t r a l i a n B u r e a u of S t a t i s t i c s 

In 1986, Injuries were the leading c a u s e of hospital admiss ion in 
Aust ra l ia , accoun t ing for 10 per cent of all admiss ions . Accidental 
falls accoun ted for close to one in four injury admiss ions , followed by 
moto r vehicle acc iden t s . Iatrogenic injury (misadventures to pa t ien ts 
d u r i n g surgical a n d medical care, a n d adverse or abnorma l reac t ions 
to medical p rocedures a n d medicat ionsl accounted for abou t 13 per 
cen t of all injury-related episodes in acu t e hospi ta ls (Figure 3.1). 

In the 0—4 yea r age group, accidental drownings are the leading 
c a u s e of fatal injury, followed by motor vehicle acc idents (Figure 3.2). 
Among older people, accidental falls a re the leading cause of fatal 
injury, followed by motor vehicle acc idents a n d suicides . 

Age s tandardJsed dea th r a t e s from in]ury have decreased 
consis tent ly for bo th sexes over recent years , h i 1967 the ra tes were 
106 p e r 100 ,000 ma le s a n d 47 per 100.000 females, while in 1988 
they were 7 5 per 100 ,000 males a n d 28 per 100,000 females. Death 
r a t e s decl ined for all major componen t s except suicides among males , 
t he largest decl ines be ing for motor vehicle acc idents in males a n d 
falls hi females . 

Aus t ra l ia ' s fatal Injury r a t e is lower t h a n tha t of m a n y comparab le 
developed count r ies , b u t significantly higher than tha t of Malta, the 
Ne the r l ands , the United Kingdom, a n d Greece (Figure 3.3), mainly 
d u e to h igher r a t e s of motor veliicle accident fatalities a n d suicides . 

3 . 1 . 1 M o t o r v e h i c l e a c c i d e n t s 
Motor vehicle acc iden t s a re the greates t c ause of fatal Injury in 
Aust ra l ia . In 1988, they were responsible for 3 ,078 dea ths , one- th i rd 
of all fatal injuries: t h e male dea th r a t e was 2 6 per 100,000 and the 
female r a t e 11 per 100 .000 . The r a t e s for both sexes peaked in the age 
r a n g e s 15-29 a n d 70 a n d over. Motor vehicle acc idents a re the major 
c a u s e of d e a t h in the 15-29 year age group, being responsible for 52 
per cent of fatal injuries and nearly 37 per cent of all d e a t h s (Figure 
3.2). 

Between 1960 and 1988 . the road accident fatality ra te fell by more 
t h a n 3 0 per cent, from 2 5 to 17 d e a t h s per 100.000 a year. Relative 
to vehicle ki lometres travelled, the decline w a s 6 0 per cent , from 44 
to 18 d e a t h s per billion ki lometres (Federal Office of Road Safety 
1989). 

Aus t ra l ia ' s road fatality ra te of 18.5 per 100,000 is similar to that 
o f t he United S ta te s a n d C a n a d a (19 per 100,000 and 17 per 100.000 
respectively In 1987) bu t m u c h higher t h a n that of tlie United 
Kingdom a n d Sweden (both 9.4 per 100,000) and J a p a n (9.9 per 
100.000). 
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Figure 3.1: Hospital admission rates for injury by cause, age(a), 
Queensland, 1988 
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(a) Rates plotted at mid-points of age groups, rates for persons aged 75 years or 
more plotted at 80 years. 

(b) Includes misadventures during medical care, abnormal reactions, late 
complications and injuries because of therapeutic use of drugs, medicinal and 
biological substances. 

Source: Australian Bureau of Statistics 4303.3 

However, in relation to vehicle ki lometres travelled the 
in ternat ional differences a re less p ronounced . In 1987, the re were 19 
d e a t h s per billion ki lometres in Austral ia compared with 15 pe r 
billion in Sweden and the United States , 17 per billion In the United 
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Figure 3.2: Fatal injury rates by cause, age, 1988 
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Note: Rates for 5-year age groups plotted at mid—points of age ranges, rates for 
persons aged 85 years or more plotted at 90 years. 

Source: Australian Bureau of Statistics unpublished 

Kingdom and 21 per billion kilometres in Japan. The most recent data 
available for Canada and New Zealand relate to 1985, when the 
fatality rates per kilometre travelled were 14 per cent and 43 per cent 
higher respectively than the Australian rate (Federal Office of Road 
Safety 1989). 

In 1988, 37 per cent of car drivers and motor cycle riders who were 
killed had a blood alcohol level over the legal limit for tlie State or 
Territory where the accident occurred. 
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Figure 3.3: Injury and poisoning deaths, age standardised rates, 
selected countries, 1987 
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3 .1 .2 Su ic ide a n d se l f - inf l ic ted in ju ry 
In 1988. the second largest cause of fatal Injury was suicide, 
accounting for 2 .197 deaths. The male suicide rate was 21 per 
100,000 and the female rate was 6. Suicides accounted for 2.7 per 
cent of male deaths and 0.9 per cent of female deaths. 

Since the early 1970s, the female suicide rate has declined by about 
25 per cent, falling to 6 per 100,000 in 1988. However, the male rate 
remained steady through the 1970s at about 16 per 100 ,000 and then 
increased to 21 per 100,000 in 1988. 
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F i g u r e 3.4: Su ic ides , a g e s tandard ised rates, se lected count r ies , 
1987 
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Source: World Health Organization 1988; 1989 

Australia's age standardised suicide rates are substantially lower 
than those in Japan, Switzerland and France but higher than those 
in the United Kingdom (Figure 3.4). 

It is a matter oi particular concern that the Australian male suicide 
rate increased by 30 per cent in the 1980s. In 1983, suicide for the 
first time overtook deaths from motor vehicle accidents as the leading 
cause of death among males aged 30 -39 years. 

This negated the substantial gains made between 1965-1969 and 
1 9 8 0 - 1 9 8 4 , when Australia had one of the greatest relative declines 
in suicide death rates among developed countries (Figure 3.5). 
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Figure 3.5: Suicides, changes in rates, selected countr ies 
1965-1969 to 1980-1984 
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Over that period many countries experienced large increases in 
suicide rates, particularly for males. Australia is now following the 
overseas trend, although the increase in Australia in the 1980s is too 
recent to be evident in Figure 3.5. The increasing suicide rate of 
working-age males in the United Kingdom closely parallels the 
increase in unemployment (Smith and Jacobson 1989). It Is possible 
that higher unemployment and its impact on the social roles of young 
males has been a factor also In the increase in Australian male suicide 
rates. 

In 1901 there were 4.5 male suicides for every female suicide. This 
ratio fell to less than 2 in 1965 but has now increased, to 3.7 in 1988 
(ABS 3309.0; 3302.0). 

Similar sex differentials in trends In suicide rates have been 
observed in the United Kingdom and for young adults in the United 
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States. (National Center for Health Statistics 1988; Smith and 
Jacobson 1989). 

Overseas studies indicate a relationship between the reduction in 
the female suicide rate over the last 20 years and an increase in tlie 
autonomy of women, as reflected in divorce rates and increased 
female participation in the labour force (Hassan and Tan 1988). 
Improvements in medical services and technology have also reduced 
the fatality of non-violent forms of attempted suicide favoured by 
females (Hassan and Carr 1987). 

Overseas studies have found that the majority of people who 
commit suicide have suffered depressive illness and contacted their 
general practitioner in the month beforehand (Murphy 1983; Smith 
and Jacobson 1989). However, since only a small minority of people 
suffering from depression commit suicide, it is difficult for the 
primary care provider to identify those people most in need of help, 
and attempts to develop profiles to predict suicide have not been 
successful (Goldney and Spence 1987). 

Although opinion is divided, there is evidence that elimination of a 
method of suicide can have a substantial effect on overall suicide 
rates (Goldney and Burvill 1980). Oliver and Hetzel (1973) have 
argued that a decline in the suicide rates in Australia in the late 1960s 
and early 1970s was directly attributable to legislation in 1967 which 
reduced the quantity of hypnotic/sedative drugs available per 
prescription. The significant reduction in suicides in the United 
Kingdom in the 1960s and early 1970s was generally attributed to tlie 
elimination of carbon monoxide from domestic gas supplies (Smith 
and Jacobson 1989). 

Drug overdose was tlie most common form of suicide in the early 
1960s: poisoning by solid or liquid substances accounted for 30 per 
cent of suicides in 1961 compared with 18 per cent in 1988 (Table 
3.3). Poisoning by domestic gas accounted for 13 per cent of suicides 
in 1961, but only 0.5 per cent in 1988, because of the shift to use of 
carbon monoxide-free natural gas. 

T a b l e 3.3: L e a d i n g m e t h o d s o f s u i c i d e b y s e x , 1 9 6 1 a n d 1 9 8 8 

(Per c e n t ) 

Method of suicide 1961 198S 

M a l e s 
F i r e a r m s a n d e x p l o s i v e s 3 2 2 8 
H a n g i n g , s t r a n g u l a t i o n a n d s u f f o c a t i o n 2 r . 
P o i s o n i n g b y s o l i d o r l i q u i d s u b s t a n c e s 2 2 12 
P o i s o n i n g b y g a s e s in d o m e s t i c u s e 9 1 
P o i s o n i n g b y o t h e r g a s e s a n d v a p o u r s 9 21 

F e m a l e s 
P o i s o n i n g b y s o l i d o r l i q u i d s u b s t a n c e s 5 0 4 0 
H a n g i n g , s t r a n g u l a t i o n a n d s u f f o c a t i o n 6 2 0 
F i r e a r m s a n d e x p l o s i v e s 5 7 
P o i s o n i n g b y g a s e s In d o m e s t i c u s e 2 2 — 
P o i s o n i n g b y o t h e r g a s e s a n d v a p o u r s 2 15 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 3 0 2 . 0 ; 3 3 0 9 . 0 

48 



3.2 Today's epidemics: cardiovascular disease 
Cardiovascular disease, which includes all diseases of the heart and 
the circulatory system, is the leading cause of death in Australia, 
accounting for 46 per cent of all deaths. Tlie classification includes 
ischemic heart disease and cerebrovascular disease (Figure 3.6). 

The epidemic of cardiovascular disease in Australia reached a peak 
about 1970. and has been in decline since. The male age standardised 
death rate for cardiovascular disease increased from 372 per 100,000 
in 1921 to 804 in 1968 before falling to 411 in 1988. The female rate 
increased from 330 per 100,000 in 1921 to 519 in 1968 before 
declining to 261 in 1988. 

Figure 3.6: Cardiovascular disease 
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Figure 3.7: Cardiovascular deaths, age standardised rates, 
selected countries, 1987 
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In 1921, deaths from cardiovascular disease accounted for 22 per 
cent of male and 25 per cent of female deaths. As the death rate rose, 
so did the proportion, peaking in 1968 at 57 per cent for males and 
6 0 per cent for females before declining to 43 per cent for males and 
50 per cent for females in 1988. 

In 1988, nearby 57 per cent of deaths from cardiovascular disease 
were due to ischemic heart disease, which accounted for 26 per cent 
of all deaths. Cerebrovascular disease accounted for 23 percent, with 
the remaining 20 per cent due to other conditions such as 
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hypertensive disease, cardiomyopathy and peripheral vascular 
disease. Despite substantial falls since 1970, tlie Australian rate is 
still high compared with many other countries (Figure 3.7) 

3 .2 .1 I schemic heart d isease 
Tlie National Heart Foundation (1990) estimated there were about 
26 ,000 heart attacks among Australians aged 2 0 to 69 years in 1987 
(19,500 in males and 6 ,500 in females). There were about 2 0 , 0 0 0 first 
heart attacks, accounting for 77 per cent of all attacks. About 37 per 
cent of people suffering a heart attack died within 12 months. 

Age standardised death rates for heart disease declined by 4 3 per 
cent for females and 4 6 per cent for males between 1968 and 1988 
(Figure 3.8), representing an average 3 per cent annual decline over 
tlie 2 0 years. These declines were the major factor in the increase in 
life expectancy and the decline in adult death rates between 1963-67 
and 1983-87 . 

Declines occurred at all ages in both males and females (Table 3.4). 
Percentage declines were fairly uniform across age groups, although 
because death rates are very much higher in the older age groups, tlie 
greatest absolute reductions in numbers occurred in tlie older age 
groups. 
T a b l e 3 . 4 : D e c r e a s e s i n i s c h e m i c h e a r t d i s e a s e d e a t h r a t e s b y a g e 

g r o u p a n d s e x , 1 9 6 4 - 1 9 6 8 t o 1 9 8 4 - 1 9 8 8 

( P e r c e n t ) 

Age group Males Females 

3 0 - 3 4 3 6 6 9 
3 5 - 3 9 5 3 7 1 
40-^14 5 5 6 1 
4 5 - ^ 9 5 5 5 8 
5 0 - 5 4 5 6 5 6 
5 5 - 5 9 5 2 5 7 
6 0 - 6 4 5 1 5 4 

S o u r c e : N a t i o n a l H e a r t F o u n d a t i o n 1 9 9 0 

Tlie greatest declines in heart disease death rates during the 1970s 
were among the professional occupational groups. The least 
advantaged socioeconomic groups not only had higher mortality rates 
at the beginning of the period but also experienced smaller declines 
(Dobson et al 1985). 

Despite tlie declines, Australia's ischemic heart disease mortality 
rates are high compared with many other countries (Figure 3.9). In 
1987, Japan had the lowest death rates from ischemic heart disease: 
they were close to one-fifth of the Australian rates. The French rates 
were about one third of those in Australia. 

Many other developed countries including the United States, 
Canada and Japan experienced declines In heart disease death rates 
in the 1970s and 1980s (Figure 3.10). On the other hand, the declines 
were much smaller or non-existent in other developed countries such 
as tlie United Kingdom, West Germany and France; and in some 
countries, including Sweden, Spain, Greece and Malta, the death rate 
for males increased. 
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Figure 3.8: Coronary heart disease and stroke deaths, 
age standardised rates, 1968 to 1988 
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Source: Australian Institute of Health 

The declines in deaths from ischemic heart disease have been 
attributed mainly to decreasing incidence of tlie disease, in turn due 
to reductions in the risk factors leading to heart attacks. However, 
improved treatment of heart attacks has also made a contribution. 

A Western Australian study of heart attacks found that 80 per cent 
of the decline in mortality from heart attack was in deaths outside 
hospital (Martin et al 1989), mainly due to a decrease in incidence of 
heart attacks. 

Reductions in levels of three risk factors—cigarette smoking, high 
blood pressure and high serum cholesterol levels—have been 
estimated by Dobson (1987) to account for 75 per cent ofthe decline 
in Australian heart disease death rates among females in their 50s 
and for 4 0 to 50 per cent among males in their 40s . 

Similar findings have been made in other countries. New Zealand 
data suggest that 4 0 to 50 per cent of the decline in mortality can be 
attributed to improvements in population risk factor levels (Jackson 
and Beaglehole 1987). 

Goldman and Cook (1984) estimated that more than hall tlie 
decline in heart disease mortality in the 1970s in the United States 
was due to changes in lifestyle, particularly to reductions in 
cholesterol levels and cigarette smoking, while about 40 per cent was 
attributed to medical interventions, particularly medical treatment of 
hypertension and diagnosed heart disease. Burke et al (1989) 
concluded that a substantial proportion of the decline in heart 
disease observed in tlie Minnesota Heart Survey between 1980 and 
1986 was due to reductions in average community levels of blood 
cholesterol and of blood pressure, and in smoking rates. 
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Figure 3.9: Coronary heart disease deaths, age standardised, 
rates, selected countries, 1987 
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The Pooling Project study of 27 countries estimated that most ofthe 
decline was due to risk factor changes, with medical care contributing 
little (Blackburn 1989). The influence of diet on heart disease 
mortality is supported by correlations between population trends in 
consumption of animal fats and trends in coronary death rates across 
27 countries between 1961 and 1985 (Epstein 1989). In nearly every 
case where heart disease mortality rose, there was increased 
consumption of animal fat; where consumption did not change, there 
was no change in heart disease mortality; and where consumption 
fell, there was a fall in heart disease mortality (Epstein 1989). 
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Figure 3.10: Coronary heart disease deaths, changes in rates, 
selected countries, 1965-69 to 1980-84 
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A number of other recent studies have emphasised the importance 
of dietary and other lifestyle factors in the causation and prevention 
of cardiovascular disease (Blackburn and Jacobs 1988; Austin 1989; 
Gordon et al 1989; Paul 1989; Rose 1989; Steinberg 1989). although 
other authors (Ahrens 1985; Oliver 1986) have questioned the role of 
dietary and other lifestyle risk factors. 

Lf improvements in lifestyle and related risk factors have been major 
contributors to the decline in heart disease mortality, greater declines 
would be expected among the socioeconomically advantaged (who 
have more scope and resources to alter lifestyle factors) and in the 
better informed. Such differential improvements in mortality have 
been observed in the United States (Stamler 1989), the United 
Kingdom (Marmot 1989) and Australia (Dobson et al 1985). 

In spite of the major declines in incidence and mortality in 
Australia, premature death rates remain high, particularly among 
disadvantaged groups. Primary prevention needs to be extended and 
intensified to ensure that all socioeconomic and ethnic groups share 
in the decline in heart disease mortality. 
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3 .2 .2 S t r o k e 
Death rates from stroke rise rapidly with age; from 1.8 per 100 .000 
a year for those aged under 45 to about 2 ,777 per 100 ,000 a year for 
those aged 85 and over. 

In 1968, stroke accounted for 31 per cent of female deaths and 2 2 
per cent of male deaths due to diseases of the circulatory system. 
Stroke death rates have declined faster than deaths from other 
circulatory diseases, notably heart disease, so that in 1987 stroke 
accounted for 27 per cent of tlie female and 19 per cent of the male 
deaths due to diseases of the circulatory system. 

Stroke death rates began falling in tlie early 1950s. Between 1968 
and 1988, tlie age standardised stroke death rates declined by 55 per 
cent for males and 56 per cent for females, corresponding to an 
average annual decline of 4 per cent compounded over the 20 years. 

Similar declines occurred in many other developed countries, in 
contrast to Greece. Yugoslavia and Poland which had significant 
increases (Figure 3.11). 

Figure 3.11: Deaths from stroke, changes in rates, selected 
countries, 1965-69 to 1980-84 
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Figure 3.12: Deaths from stroke, age standardised rates, 
selected countries, 1987 
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Despite substantial falls in the past few decades, Australia's stroke 
death rates are substantially higher than those for the US and 
Canada, which were the lowest among developed countries in 1987 
(Figure 3.12). 

The dramatic declines in stroke mortality in Australia and other 
developed countries are thought to be due mainly to decreases in 
average blood pressure levels (Rose 1989; Blackburn 1989). The 
relationship between high blood pressure and stroke rates is stronger 
than for heart disease, and there have been proposals to use stroke 
mortality in a population as an indicator of mean blood pressure 
(Ashton 1988; Rose 1989). 
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3.3 Today's epidemics: cancer 
Cancer remains tlie second most common cause of death in Australia, 
accounting for 25 per cent of all deaths in 1988. At current rates, 
about one in three males and one in four females will develop a cancer, 
excluding non-melanoma skin cancers, by the age of 75 (Giles, 
Armstrong and Smith 1987). 

Cancer is the only major cause of death in Australia which is 
increasing in both sexes (Figure 3.13). There has been a very large 
increase in cancer death rates in males since the 1940s, mainly due 
to smoking related cancers. Female death rates have fallen slightly: 
tlie smaller increase in deaths from lung cancer in females has been 
offset by a reduction in deaths from cancer of the stomach 
(Figure 3.14). 

In 1921, the age adjusted cancer death rate was similar for males 
and females at 153 deaths per 100,000. Cancer accounted for 11 per 
cent of male and 9 per cent of female deaths. The male death rate 
increased sigmficantfy from 1921, rising to 2 3 6 deaths per 100 ,000 
in 1988. The increase was most marked from the 1940s , especially 
for males aged 50 years and over. The female death rate has fallen 
somewhat from its 1921 level to 139 per 100,000 in 1988. Between 
1968 and 1988, age adjusted cancer death rates increased by 8 per 
cent for males and 4 per cent for females, corresponding to average 
annual increases of 0.4 per cent and 0.2 per cent respectively. 

Tlie higher incidence and mortality for males is largely due to their 
greater use of tobacco. About one-third of cancer deaths can be 
ascribed to tobacco and another 3 per cent to alcohol. Sexual 
behaviour and reproductive patterns account for a further 7 per cent 

Figure 3.13: Cancer deaths, age standardised rates, 1945 to 1988 
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F igure 3 .14: D e a t h rates d u e to major cancers , 1945 to 1988 

Deaths per 100,000 population 
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Source: Australian Institute of Health 

of deaths, and about 4 per cent of cancer deaths may be due to 
occupational factors. It has been estimated that between 10 per cent 
and 70 per cent of cancer could be due to diet but tlie responsible 
factors have not been fully established and quantified (Doll and Peto 
1981). 

On a world-wide basis, cancer death rates are highest in the 
developed countries. Within selected countries of a similar level of 
economic development, Australia's rate is similar to that of tlie United 
States, higher m a n those of Japan and Scandinavian countries and 
lower than those of other Western European countries (Figure 3.15). 

Male cancer death rates rose in tlie 15 years to 1984 in most 
developed countries, whereas female cancer death rates showed 
small increases hi some countries and small declines in others 
(Figure 3.16). 
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Figure 3.15: Cancer deaths, age standardised rates, 
selected countries, 1987 
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Figure 3.16: Cancer deaths, changes in rates, selected 
countries, 1965-1969 to 1980-1984 
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3 . 3 . 1 L u n g c a n c e r 
Apart from nou-melauoma skin cancer, which is rarely fatal, lung 
cancer is the most common cancer in Australia both in terms of 
incidence and deaths (Table 3.5), accounting for one in eight new 
cancers (Giles, Armstrong and Smith 1987) and one in five cancer 
deaths. At current rates of incidence, about one in 14 males and one 
in 61 females will develop lung cancer (Giles, Armstrong and Smith 
1987) and almost all of these will die from it. Most lung cancers are 
due to smoking and could be avoided (See Section 4.4.4). 

In 1945, the age adjusted lung cancer death rate was 10 per 
100 ,000 males and 3 per 100,000 females. The male death rate 
increased seven-fold to a peak of 68 per 100,000 in 1982, and has 
since declined slowly to 6 3 per 100,000 in 1988, reflecting the 
declining prevalence of smoking among males over recent years. The 
female death rate increased nearly six-fold to 17 deaths per 100,000 
in 1988. Female smoking rates, while showing declines, have not 
been proportionately as great as those for males, and female lung 
cancer mortality is unlikely to decline significantly in the near future. 
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Table 3.5: Death, incidence and survival rates by sex, for the 10 
leading cancers(a). most recent years 

Proportion of Incidence Survival 

Type of cancer 
cancer deaths 

(J988) 
Death rate 

(1988) 
rate(b) 
(1982) 

rate(c) 
(1977-1987) 

(Percent) (Per 100.000 
population) 

(Per 100.000 
population) 

(Per cent) 

M a l e s 
1 L u n g 2 7 . 3 5 6 . 1 6 1 U 
2 P r o s t a t e 1 1 . 1 2 2 . 8 4 4 6 2 
3 C o l o n 9 . 0 1 8 . 6 2 8 4 8 
4 S t o m a c h 5 . 2 1 0 . 6 1 5 2 2 
5 P a n c r e a s 3 . 9 8 . 1 9 4 
6 R e c t u m 3 . 9 8 . 0 1 9 4 9 
7 No n-H odgki i i son'a 

l y m p h o m a 3 . 6 7 . 4 11 ( d ) 4 4 - 7 0 
8 B l a d d e r 3 . 0 6 . 2 2 1 7 2 
9 M e l a n o m a 2 . 9 5 . 9 2 0 8 2 
1 0 B r a i n 2 . 9 5 . 9 7 2 4 
O t h e r 2 7 . 2 5 4 . 2 9 0 — 

A l l cancers 100.0 203.8 325 4 4 
F e m a l e s 
1 B r e a s t 1 8 . 2 2 8 . 4 6 6 7 4 
2 C o l o n 1 2 . 0 1 8 . 7 3 1 5 1 
3 L u n g 1 1 . 9 18.G 1 6 12 
4 O v a r y 4 . 8 7 . 5 11 3 3 
5 P a n c r e a s 4 . 5 7 . 0 7 3 
6 S t o m a c h 4 . 1 6 . 3 9 2 2 
7 N o n - H o d g k i n s o n ' s 

l y m p h o m a 3 . 7 5 . 8 9 ( d ) 4 5 - 7 5 
8 R e c t u m 3 . 2 4 . 9 1 4 5 4 
9 Brain 2 . 8 4 . 4 5 2 3 
1 0 Cervix 2 . 7 4 . 2 1 2 6 9 
O t h e r 3 2 . 2 4 8 . 1 9 7 — 

A l l cancers 100.0 153.8 277 56 

(a) All n e o p l a s m s (ICD 1 4 9 - 2 3 9 ) , r a n k e d a c c o r d i n g to m o r t a l i t y . 

fb) I n c i d e n c e d a t a r e l a t e s to all m a l i g n a n t n e o p l a s m s (ICD 1 4 9 - 2 0 8 ) e x c l u d i n g 
n o i i - m e l a n o c y U c s k i n c a n c e r s (ICD 173) . 

(c) Five—year surv iva l rate in S o u t h A u s t r a l i a . 

(d) Lower surv iva l rate r e l a t e s to d i f fuse non—Hodgktnson ' s l y m p h o m a , u p p e r 
s u r v i v a l rate r e l a t e s to m o d u l a r l y m p h o m a . 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 2 0 1 . 0 , 3 3 0 2 . 0 
G i l e s . A r m s t r o n g , S m i t h 1 9 8 7 
B o n e t t . Roder . E s t e r m a n 1 9 8 9 

3 . 3 . 2 Meso the l ioma 
Mesothel ioma Is a form of cancer of the lung lining p redominan t ly d u e 
to occupat ional exposure to a sbes tos . 

Its Incidence tn Austral ia is higher t h a n in any o the r coun t ry for 
which adequa te d a t a a re available (Ferguson 1989). T h e incidence is 
h ighes t in Western Aust ra l ia where Austra l ia ' s largest a s b e s t o s m i n e 
opera ted unti l 1966. Mesothelioma c a u s e s more work- re la ted d e a t h s 
a year in Austral ia t h a n any other single d i sorder or injury. 

6 1 



T h e Incidence of mesothel ioma rose from very low levels in the 
1950s to 4 c a se s per 100 ,000 a year for males and 0.5 for females in 
1 9 8 2 - 1 9 8 5 . Between 1970 a n d 1980 a five-fold rise In the age 
s t a n d a r d i s e d mortal i ty r a t e w a s observed (Musk et al 1989). 

T h e r ise in mortal i ty r a t e s followed a n increase in the product ion 
a n d u s e of a sbes to s d u r i n g and after World War 11. Although asbes tos 
product ion a n d u s e peaked In 1958 a n d h a s now almost ceased, tlie 
incidence a n d mortal i ty are no t expected to peak before the year 2000 . 

3 . 3 . 3 Breast cancer 
Excluding n o n - m e l a n o m a skin cancers , b r ea s t cancer is t he third 
m o s t c o m m o n cance r in Austral ia , with more than 99 per cent of 
c a se s occur r ing in females. Females have a one in 16 chance of 
developing b r e a s t c ance r a n d a one in 4 5 chance of dying from it 
before age 7 5 (Giles, Armst rong a n d Smith 1987). 

T h e age s t a n d a r d i s e d b r ea s t cancer mortality h a s r isen from 21 per 
100 ,000 females in 1921 to 2 6 per 100,000 in 1988. It h a s been 
relatively s table s ince the 1950s . Despite advances In screening a n d 
t r e a t m e n t technologies little impact h a s been made on b r e a s t cancer 
mortal i ty. 

3 . 3 . 4 Colorectal cancer 
Colorectal cancer (cancer of (he colon or the rectum) is the most 
c o m m o n cancer in Austral ia hi terras of Incidence (again excluding 
n o n - m e l a n o m a skin cancer) and tlie second most common, after lung 
cancer , h i t e r m s of mortal i ty. The r isk of developing colorectal cancer 
is one in 2 0 for ma le s a n d one In 2 7 for females. The risk of dying from 
colorectal cancer before age 7 5 is abou t one in 4 5 for ma les and one 
in 57 for females (Giles. Armst rong a n d Smith 1987). 

In 1945 . the age adjus ted colorectal cancer dea th ra te was 29 per 
100 ,000 males a n d 2 8 per 100.000 females. Since then , the male age 
adjus ted r a t e h a s increased to 31 per 100,000 in 1988, whereas the 
female r a t e h a s decl ined to 21 per 100,000 (Figure 3.14). 

Colorectal cancer a p p e a r s to be associated with tlie modern 
Western diet which is high in fat a n d protein a n d low in vegetables, 
fruit a n d fibre. Aust ra l ia h a s a relatively high incidence compared 
with the majority of countr ies , bu t in termedia te ra tes compared with 
coun t r i e s of s imilar economic development (Giles, Armst rong a n d 
Smith 1987). 

3 . 3 . 5 Skin cancer 
Aust ra l i an skin cance r ra tes are the highest in the world (Marks 
1989). There a r e th ree major types of sk in cancer: me lanomas , basa l 
cell c a r c i n o m a s (BCC) a n d s q u a m o u s cell ca rc inomas (SCC). BCC 
a n d SCC a re c lassed a s non-melanocyt ic or non melanoma skin 
cancer (NMSC) a n d usual ly a re no t fatal, a l though they can be 
disfiguring if not t rea ted early. 

For females, the age s t andard i sed dea th ra te for sk in cancer 
f luctuated a r o u n d 4 per 100,000 between 1945 a n d 1988 (Figure 
3.17). The male ra te increased slowly from 1950 until (he m i d - 1 9 7 0 s 
w h e n it began to increase more rapidly to 9 per 100.000 today. 
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Figure 3.17: Skin cancer deaths, age standardised rates, 
1945 to 1988 
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Source: Australian Institute of Hearth 

Data on the incidence of NMSC are not routinely collected, but a 
1985 national survey estimated approximately 800 new cases per 
100,000 population a year (Giles et al 1988), making it tlie most 
common cancer in Australia in terms of incidence. 

Melanomas are the fifth most common cancer (after lung, 
colorectal, breast and prostate). Melanomas are responsible for 3 per 
cent of cancer deaths and 0.7 per cent of all deaths. Early detection 
and treatment can prevent many of these deaths. In 1988, there were 
784 melanoma related deaths compared with 219 NMSC deaths. 14 
per cent of melanoma deaths were among people under 4 0 compared 
with only 4 per cent of NMSC deaths (ABS unpublished data). 

Australians have slightly less than a one in 50 risk of developing 
malignant melanoma before age 75. The incidence of malignant 
melanoma is 10 times higher than in the United Kingdom, where the 
majority of Australians' forebears originated, suggesting that about 
90 per cent of melanomas in Australia are related to the environment 
and behaviour. 

The ultraviolet component of sunlight is the major risk factor for 
skin cancer. Australian-born people are more than twice as likely to 
develop skin cancer than people who emigrated from the United 
Kingdom as adults, suggesting that reducing childhood exposure to 
sunlight is important in the prevention of skin cancer (Holman et al 
1986; Marks et al 1990). 

Queensland has the highest reported incidence rate for melanoma 
in Australia (and the world) and Tasmania usually has the lowest 
incidence in Australia, reflecting differences in exposure to sunlight 
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with latitude (Giles, Armstrong and Smith 1987). Between 1978 and 
1988 there was an 88 per cent increase in melanoma incidence and 
an almost doubling of melanoma mortality in Tasmania (Dwyer et al 
1989). Given tlie long lag between sunlight exposure and 
development of skin cancers, the most likely explanation is increased 
exposure to sunlight associated with lifestyle changes. 

There are fears that depletion of stratospheric ozone may lead to 
increased skin cancer incidence and mortality. The National Health 
and Medical Research Council (1989) has estimated that for every 1 
per cent increase in biologically active ultraviolet radiation, there will 
be an increase of about 2,500 new cases of NMSC and 50 new cases 
of melanoma a year. Associated with this will be an extra 4 to 6 deaths 
due to NMSC and an extra 10 to 15 deaths a year due to melanoma. 

The likely effects of ozone depletion on skin cancer rates will also 
depend on whether people change their behaviour to avoid exposing 
themselves to sunlight. Australians can take action to reduce both 
skin cancer rates and the possible effects of ozone depletion by 
changing their attitudes and exposure to sunlight. 

3.4 Today's epidemics: AIDS 
AIDS continues to be a major concern in Australia. Although AIDS 
deaths still represent a very small proportion of total mortality, AIDS 
mortality has been increasing much faster than for any other single 
cause of death, leading to concern about a widespread epidemic. No 
vaccine or cure is yet available. 

To 1988, the Australian Bureau of Statistics had recorded 396 AIDS 
deaths as such, although many other AIDS deaths appear to have 
been classified as other causes. Because ofthe long incubation, the 
number of diagnoses in the next few years is already largely 
determined by tlie numbers of people currently infected with Human 
Immunodeficiency Virus (HIV), the virus that causes AIDS. New AIDS 
cases will continue to develop for several years, even if no new 
transmission occurs. 

There is evidence that the epidemic is unlikely to affect as many 
people as previously leared. Early estimates of tlie numbers already 
infected with HIV, and of tlie likely increase in cases, appear to have 
been too high. Previously, the estimates of tlie number of people 
infected varied greatly but ranged up to 100.000. Tlie National 
HIV/AIDS strategy is based on an estimate that about 15,000 
Australians are infected (Commonwealth Department of Community 
Services and Health 1989). Tlie most recent estimate of 12,500 to 
17 ,000 infected is ofthe same magnitude (Solomon and Wilson 1990). 

Tlie AIDS epidemic is made up of sub-epidemics in largely separate 
risk groups. It began in homosexual and bisexual men, then affected 
blood transfusion and blood product recipients, and only later 
involved intravenous drug users and heterosexuals (Figure 3.18). 

The epidemic has had different characteristics in these different 
subgroups: for example transmission of HIV through blood 
transfusion and blood products ceased once treatment of blood 
factors and testing of blood donations was introduced in 1985, 
whereas infection via intravenous drug use is continuing. 
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Figure 3.18: Cumulative AIDS cases by year of diagnosis and 
transmission group, 1982 to 1990(a) 
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Source: National Centre in HIV Epidemiology and Clinical Research unpublished 

The time between successive doublings of the number of AIDS 
cases in homosexual and bisexual men has lengthened considerably 
(Table 3.6), indicating that in those risk groups at least the epidemic 
is slowing. 

Despite the seriousness of tlie infection, it is clear that not all AIDS 
cases are routinely notified. For example. 9 0 cases which had not 
previously been included in tlie national statistics were recently 
identified in New South Wales. (National Centre in HIV Epidemiology 
and Clinical Research 1990). 

There are also problems with tlie data on deaths from AIDS, The 
National Centre in HIV Epidemiology and Clinical Research identified 
199 deaths of AIDS patients in 1988, while according to the 
Australian Bureau of Statistics figures, there were 136. There were 
a further 95 deaths with AIDS mentioned on the death certificate, and 
8 deaths from opportunistic infections almost certainly due to AIDS 
even though the death certificates did not mention it, giving a total of 
239 . This is substantially higher than the National Centre's figure, 
and itself may be an underestimate. 

In J u n e 1987 the anti-viral agent azldothymidlne, generally known 
as AZT, became widely available for the treatment of AIDS. Until then, 
the only treatment available was for the complicating Illnesses such 
as infections and cancers. Use of AZT has substantially extended the 
survival of AIDS patients (Figure 3.19). 
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T a b l e 3.6: I n t e r v a l s b e t w e e n s u c c e s s i v e d o u b l i n g o f t h e n u m b e r o f 
c a s e s o f c l i n i c a l A I D S i n h o m o s e x u a l a n d b i s e x u a l m e n 

Case M o n t h and year diagrxosed Interval 

5 0 t h F e b r u a r y 1 9 8 5 
5 m o n t h s 

1 0 0 t h J u l y 1 9 8 5 
10 m o n t h s 

2 0 0 t h M a y 1 9 8 6 
10 m o n t h s 

4 0 0 t h M a r c h 1 9 8 7 
14 m o n t h s 

8 0 0 t h M a y 1 9 8 8 
19 m o n t h s 

1 . 6 0 0 t h ( a ) D e c e m b e r 1 9 8 9 

(a) T h e r e w e r e 1 . 5 4 9 n o t i f i e d A I D S c a s e s in h o m o s e x u a l a n d b i s e x u a l m e n at 3 1 
D e c e m b e r 1 9 8 9 . l ^ t e r e g i s t r a t i o n s m e a n t h a t t h e 1 6 0 0 t h r e g i s t r a t i o n will h a v e 
o c c u r r e d In D e c e m b e r 1 9 8 9 o r J a n u a r y 1 9 9 0 . 

N o t e : T l i e d e f i n i t i o n of A I D S w a s b r o a d e n e d In J a n u a r y 1 9 8 8 . U s e of AZT p r i o r t o 
d e v e l o p m e n t of A I D S will a l s o h a v e a f f ec t ed i n t e r v a l s f rom a b o u t t h i s t i m e . 
T h e n e t effect of t h e s e t w o o p p o s i n g i n f l u e n c e s o n g r o w t h of t h e e p i d e m i c 
i s no t k n o w n . 

S o u r c e : N a t i o n a l C e n t r e in HIV E p i d e m i o l o g y a t i d C l in i ca l R e s e a r c h 1 9 9 0 

Figure 3 .19: H o m o s e x u a l / b i s e x u a l m e n wi th A I D S in Austra l ia : 
surv iva l s ince d iagnos is by t ime of d iagnos is 
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3.5 Asthma: a new epidemic? 
Asthma deaths in Australia increased in the 1980s, from 5 4 3 in 1980 
to 826 in 1988. Although standardised death rates fluctuate from 
year to year. Figure 3.20 indicates a general increase over the period. 

For all ages, combined 1988 mortality was about 5 per 100,000 in 
both sexes. Among those aged 20 to 34 years and 6 0 and over, age 
specific rates for males were slightly higher than those for females. 

The highest rates of asthma mortality occur at older ages. Although 
there are problems in establishing asthma as a cause of death at older 
ages, the data indicate t_hat. throughout the 1980s, about 70 per cent 
of asthma deaths occurred in people aged 55 or over. 

Tlie data do not indicate any increases in asthma mortality in 
people under age 20, but it is difficult to draw firm conclusions about 
trends in asthma mortality at these ages because the numbers of 
deaths are very low. Above age 20, asthma mortality has increased in 
almost every age / sex group (Australian Institute of Health, 
unpublished data). 

Australian asthma mortality rates are higher than those of England 
and Wales, Canada and the United States, but lower than those in 
New Zealand (Figure 3.21). Further, the Australian rate has risen at 
a greater rate than in Canada and the United States. 

Much less is known about the differences in prevalence and 
severity of tlie disease between countries. Prevalence in Australia has 
been estimated variously from 7 per cent to 15 per cent of the 
population. Available data on asthma prevalence are incomplete, 
longitudinal studies are rare and comparisons are made difficult by 
tlie problem of defining tlie disease accurately. 

Figure 3.20: Asthma deaths, age standardised rates, 1980 to 1988 
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Source: NHMRC Working Party on Asthma Associated Deaths 1988 
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Figure 3.21: Asthma deaths, international trends, 1973 to 1988 
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Source: NHMRC Working Party on Asthma Associated Deaths 1988 
Australian Institute of Health 

Most available population prevalence data relate to children (Table 
3.7). Reported prevalence ranges from negligible in some developing 
countries to about 13 per cent in 8 to 10 year olds in Sydney. New 
Zealand, which has the highest reported death rates, also has the 
highest current prevalence rates, except for a few island populations, 
such as the Maldives. 

Increased hospital admission rates for asthma have been 
documented in recent years in Australia, New Zealand and England 
(van Asperen 1987). Such data may retlect increases in prevalence or 
severity, but may also reflect changes in treatment practices o r 
community attitudes. 

Apparent changes in incidence and prevalence over time, and 
international differences, may relate to a variety of factors apart from 
true variations in the occurrence of the disease including variations 
in oding of deaths, variations in severity, and variations in health 
care and treatment. 

Research has suggested that a significant proportion of asthma 
deaths are preventable. Key patient management factors present in 
preventable deaths include Inadequate assessment of prior asthma, 
inappropriate therapy, poor patient compliance, and delays in 
seeking medical care. Risk factors include chronic severe asthma, the 
occurrence of a previous life threatening attack, a previous hospital 
admission for asthma, and psycho-social problems. Further research 
is required, particularly in the development of an index of risk of death 
from asthma. More data are also required relating various 
sociodemographic characteristics and the treatment and 
management of asthma to asthma mortality. 
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T a b l e 3.7: I n t e r n a t i o n a l c o m p a r i s o n o f r e p o r t e d p r e v a l e n c e o f 
c u r r e n t a s t h m a i n c h i l d r e n 

I*revalence Age* group 
(Ver cent) (Years) 

G a m b i a 0 (a) 
P a p u a N e w G u i n e a 0 (a) 
I n d i a ( r u r a l ) 0 0 — 9 
I n d i a (city) 0 . 2 — 0 . 4 0 — 9 
E n g l a n d 2 1 1 
T u s c o n , U n i t e d S t a t e s 8 . 4 5 — 1 4 
B u s s e l t o n , W e s t e r n A u s t r a l i a 6 6 — 1 2 
S y d n e y , N e w S o u t h W a l e s 1 2 . 7 8 — 1 0 
N e w Z e a l a n d 1 7 . 2 7 
M a l d i v e s 2 0 . 2 (a) 

(a) Age n o t s p e c i f i e d . 

S o u r c e : W b o l c o c k 1 9 8 6 

3.6 Drug abuse: another epidemic? 
Although drug abuse is not a specific disease, it is a factor in many 
of the epidemics already reviewed. It also contributes to morbidity 
and mortality in numerous other ways. 

In Australia, about one in five deaths and one in eight hospital 
bed-days are estimated to be caused by drugs. In the 15-34 year age 
group, about one in three deaths is estimated to be caused by drugs 
(Holman et al 1988). 

Tobacco was estimated to be responsible for 15 per cent of all 
deaths in 1987, accounting for about 71 per cent of all drug-caused 
deaths (Figure 3.22). Tobacco smoking remains Australia's largest 
preventable cause of death and disease. By the end ofthe century, a 
further 500 ,000 Australians will have died because they smoked 
(Daube 1987). For every death due to heroin and other opiates, there 
are 56 deaths due to tobacco—caused illness (Table 3.8). 

Among young people, the majority of drug-caused deaths are due 
to alcohol. In 1987. an estimated 65 per cent of all drug-caused 
deaths in the 15-34 year age group were due to alcohol, and 17 per 
cent were due to opiates (Figure 3.23). 

Tlie overall rate of drug-caused deaths in Australia decreased 
slightly between 1979 and 1987 (Figure 3.22), mainly because of an 
estimated decrease of 15 percent in alcohol-caused deaths. This was 
due mainly to a decrease In the overall level of road accident fatalities 
combined Wil l i a decrease in the proportion of road fatalities caused 
by alcohol. Tlie estimated rate of drug-caused deaths In the 15 -34 
year age group decreased by 30 per cent, again mainly due to the 
substantial fall In alcohol-caused deaths (Figure 3.23). However,the 
rate of opiate-caused deaths In 15-34 year olds more than doubled. 
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Figure 3.22: Estimated drug-caused death rates, 1979 to 1987 
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3 . 6 . 1 T o b a c c o 
Tobacco—caused disease is generally considered to be the leading 
preventable cause of mortality and morbidity in Australia. 

Tlie major conditions contributing to tobacco—caused mortality are 
ischemic heart disease (29 per cent), lung cancer (25 per cent), 
chronic bronchitis (18 per cent), peripheral vascular disease (6 per 
cent), stroke (5 per cent) and upper alimentary tract and laryngeal 
cancers (5 per cent)(Holman et al 1988). 

Tobacco is the leading addictive substance causing death and 
premature mortality in Australia and is likely to remain so for tlie rest 
of the century. Tobacco smoking was responsible for an estimated 
18.165 deaths in 1987, representing more than 15 per cent of all 
deaths (Table 3.8). It is estimated to be tlie cause also of 11 per cent 
of potential years of life lost before age 70, 3 per cent of hospital 
episodes, 4 per cent of hospital bed-days, and 16 per cent of all new 
cancers (Table 3.9). 

The prevalence of tobacco smoking is declining in Australia for both 
males and females, although the female rate is declining much more 
slowly than the male (Section 4.4.4). Despite these trends, Australia 
still has one of tlie highest levels of tobacco smoking in the world 
(Commonwealth Department of Community Services and Health 
1990). 
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Figure 3.23: Estimated drug-caused death rates among persons 
aged 15-34 years, 1979 to 1987 
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3 .6 .2 Alcohol 
Alcohol is estimated to be responsible for about 5.5 per cent of all 
deaths, 8 per cent of potential years of life lost before age 70, 2 per cent 
of hospital episodes, 4 per cent of hospital bed-days, and 5 to 6 per 
cent of all newly diagnosed cancers (Tables 3.8 and 3.9). 

The major conditions contributing to alcohol-related mortality are 
cancers of the upper alimentary tract and larynx (25 per cent of all 
alcohol-related mortality), stroke (17 per cent), road injuries (16 per 
cent), alcoholic liver cirrhosis (13 per cent), suicide (8 per cent), 
colorectal cancer (8 per cent) and breast cancer (7 per cent). 

Major conditions contributing to alcohol-related hospital morbidity 
are alcoholic psychosis and dependence (42 per cent of all 
alcohol-related bed-days), fall injuries (20 per cent), stroke (15 per 
cent) and road injuries (13 per cent). 

There has been a 10 per cent decline in the per capita consumption 
of alcohol in Australia in the last decade. A draft National Health 
Policy on Alcohol is being developed. 
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T a b l e 3 . 8 : E s t i m a t e d d r u g - c a u s e d d e a t h s ( a ) b y d r u g i n v o l v e d , 
A u s t r a l i a , 1 9 8 7 

Drug/cause of death 
Deaths 

(Number) 

Deatlis per 
100.000 

population 
P e r cent of 

drug deaths 
Per cent of 
all deaths 

T o b a c c o 
C a n c e r s 6 . 2 2 2 3 8 . 3 2 4 . 4 r v 2 
I s c h e m i c h e a r t d i s e a s e 5 . 1 3 4 3 1 . 6 2 0 . 1 4 . 3 
C h r o n i c b r o n c h i t i s 3 , 5 1 0 2 1 . 6 1 3 . 8 2 . 9 
O t h e r 3 . 2 9 9 2 0 . 3 1 2 . 9 2 . 8 
Total tobacco 1 8 . 1 6 5 1 1 1 . 7 7 1 . 2 1 5 . 2 

A l c o h o l 
C a n c e r s 1 .898 1 1.7 7.4 l r, 
A l c o h o l i s m & a l c o h o l i c 
l iver c i r r h o s i s 1 .038 6 .4 4 .1 0 . 9 
R o a d i n j u r i e s 8 0 5 4 . 9 3 .2 0 . 7 
O t h e r 2 . 8 8 0 17.7 1 1.3 2 4 
Total alcohol 6 . 6 2 1 4 0 . 7 2 6 . 0 5 . 5 

O t h e r d r u g s fb) 
T o t a l o p i a t e s 3 2 3 2 . 0 1.3 0 . 3 
T o t a l b a r b i t u r a t e s 8 5 0 . 5 0 . 3 0. 1 
T o t a l o t h e r 3 0 1 1.9 1 .2 0 . 3 
Total other drugs 7 0 9 4 . 4 2 . 8 0 . 6 

Total all drugs 2 5 , 4 9 5 1 5 6 . 7 lOO.O 2 1 . 3 

(a) T o t a l d r u g — c a u s e d d e a t h s . T h e s e f i g u r e s d o n o t t a k e a c c o u n t of d e a t h s 
p r e v e n t e d b y d r u g u s e ( s e c F o o t n o t e s t o T a b l e 3 .9 ) . 

(b) I n c l u d e s illicit d r u g u s e a n d lie it d r u g u s e ( p r e s c r i b e d a n d o v e r - t h e - c o u n t e r 
p h a r m a c e u t i c a l s ) b u t e x c l u d e s d e a t h s d u e t o a d v e r s e r e a c t i o n s t o t h e r a p e u t i c -
u s e of d r u g s . 

S o u r c e : C o m m o n w e a l t h D e p a r t m e n t of C o m m u n i t y S e r v i c e s a n d H e a l t h 1 9 9 0 

3 . 6 . 3 I l l ic i t d r u g s 
The major conditions contributing to mortality related to the illicit 
drugs are narcotic dependence and drug suicide. 

The study by Holman et al (1988) defined illicit drugs as narcotics, 
cannabis, hallucinogens, stimulants and sedatives. Some of these 
drugs are available legally only on medical prescription, whereas 
others are not available legally for any purpose. 

Because morbidity and mortality statistics do not distinguish 
between licit and illicit use of such drugs, it Is difficult to estimate the 
number of deaths they cause. 

Holman et al (1988) looked at the total health impact of these drugs, 
irrespective of whether use was licit or illicit. They estimated that in 
1986, illicit drugs caused 479 deaths, representing 0.4 per cent of all 
deaths. They also accounted for about 2 per cent of potential years 
of life lost before age 70 and probably less than 0.5 per cent of hospital 
episodes and bed-days (Tables 3.8 and 3.9). 

In the same study, an alternative method of estimating deaths 
based on mortality rates in addict populations indicated that 
mortality due to illicit drugs could be underestimated by at least 30 
per cent. 
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Table 3.9 Estimated net health impact of alcohol, tobacco and illicit 
drugs by sex. 1986 

Health Unpad Tobacco(a) Alcoholfb) Otherfc) Total 
(Number) 

M a l e s 
D e a t h s 1 3 . 3 3 0 3 . 1 2 9 3 0 9 1 6 . 7 6 8 
PYLL b e f o r e a g e 70(d) 6 9 . 1 2 9 4 5 . 5 1 5 1 1 . 2 1 8 _ 
H o s p i t a l c p i s o d e s ( e ) 7 3 . 9 6 3 5 5 . 7 2 7 4 . 5 7 9 1 3 4 . 2 6 9 
H o s p i t a l b e d - d a y s ( e ) 7 1 7 . 2 8 3 7 2 7 . 5 1 3 3 0 . 5 4 4 1 4 7 . 3 4 0 
N e w l y d i a g n o s e d c a n c e r s 6 . 9 4 7 1 . 6 5 5 — 8 , 6 0 2 

F e m a l e s 
D e a t h s 4 . 4 7 0 2 . 2 3 1 1 7 0 6 . 8 7 1 
PYLL before a g e 70(d) 2 2 . 8 9 4 2 0 . 5 1 9 5 . 2 2 0 — 
H o s p i t a l e p t s o d e s ( e ) 2 9 . 3 6 9 2 0 . 7 4 0 4 . 7 2 0 5 4 . 8 2 9 
H o s p i t a l b e d - d a y s ( e ) 2 9 7 . 0 5 3 2 8 2 . 0 7 8 2 6 . 7 4 1 6 0 5 . 8 7 2 
b i d d e n t c a n c e r s 1 . 9 9 1 1 . 4 2 7 

(Per cent) 
— 3 , 4 1 8 

M a l e s 
D e a t h s 2 1 . 4 5 . 0 0 . 5 2 7 . 0 
PYLL before a g e 70(d) 1 2 . 9 8 . 5 2 .1 > 2 3 . 5 
H o s p i t a l e p i s o d e s ( e ) 4 . 5 3 . 4 0 . 3 8 . 0 
H o s p i t a l b e d - d a y s ( e ) 6 . 6 6 . 7 0 . 3 1 3 . 6 
I n c i d e n t c a n c e r s 2 5 . 3 6 . 0 — 3 1 . 3 

F e m a l e s 
D e a t h s 8 . 4 4 . 2 0 . 3 1 3 . 0 
F Y U , be fore a g e 70(d) 8 . 0 7 . 2 1.8 > 1 7 . 1 
Hosp i ta l c p i s o d e s ( e ) 1.3 1 .0 0 . 2 2 . 5 
Hosp i ta l b e d - d a y s ( e ) 2 . 1 2 . 0 0 . 2 4 . 5 
I n c i d e n t c a n c e r s 7 . 2 5 . 2 — 1 2 . 4 

(a) Net h e a l t h i m p a c t o f t o b a c c o e s t i m a t e d by t a k i n g Into a c c o u n t t h e pro t ec t i ve 
e f f ec t s o f s m o k i n g a g a i n s t e n d o m e t r i a l c a n c e r . P a r k i n s o n ' s d i s e a s e , u l c e r a t i v e 
c o l i t i s a n d h y p e r t e n s i o n o f p r e g n a n c y . T h e s e p r o t e c t i v e e f f e c t s s a v e d a n 
e s t i m a t e d 1 5 9 l ives In 1 9 8 6 c o m p a r e d w i t h 1 7 9 5 8 d e a t h s d u e to a c t i v e t o b a c c o 
s m o k i n g . T h e h e a l t h e f f ec t s of p a s s i v e s m o k i n g a r e n o t i n c l u d e d tn t h e a b o v e 
e s t i m a t e s . L u n g c a n c e r d e a t h s i n 1 9 8 6 d u e to p a s s i v e s m o k i n g p r o b a b l y 
n u m b e r e d a r o u n d 1 4 6 . 

(b) Net h e a l t h I m p a c t o f a l c o h o l e s t i m a t e d by t a k i n g i n t o a c c o u n t i t s p o t e n t i a l 
p r o t e c t i v e e f f ec t s a g a i n s t i s c h e m i c h e a r t d i s e a s e a n d c h o l e l i t h i a s i s . T h e s e 
p r o t e c t i v e e f f ec t s s a v e d a n e s t i m a t e d 9 9 4 l ives in 1 9 8 6 c o m p a r e d w i t h 6 3 5 4 
a l c o h o l - c a u s e d d e a t l i s . 

(c) E s t i m a t e d h e a l t h I m p a c t o f Illicit d r u g s . I n c l u d e s a l l a c c i d e n t a l d r u g p o i s o n i n g 
a n d se l f - in f l i c t ed injury d u e to n a r c o t i c s , s e d a t i v e s a n d s t i m u l a n t s , w h e t h e r u s e 
Is l ic i t or illicit. D o e s no t i n c l u d e a d v e r s e h e a l t h e f f ec t s of l ic i t d r u g u s e . 

(d) P o t e n t i a l y e a r s of life los t (PYLL) before 7 0 y e a r s o f a g e , a d j u s t e d for r e s i d u a l 
c a u s e s o f d e a t h . PYLL d u e to dif ferent c a u s e s c a n n o t b e a d d e d . 'I"he to ta l PYLL 
d u e lo al l d r u g c a u s e s will b e g r e a t e r t h a n t l ie s u m of t h e PYLL d u e to e a c h 
d r u g g r o u p . 

(e) N a t i o n a l l e v e l s of h o s p i t a l u s e e s t i m a t e d u s i n g W e s t e r n A u s t r a l i a n d a t a for 
p u b l i c , pr ivate a n d p s y c h i a t r i c h o s p i t a l s . 

S o u r c e : H o l m a n e t a l 1 9 8 8 
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3 . 6 . 4 Other drugs 
Pha rmaceu t i ca l d r u g s (prescribed a n d over- the-counter) a re a 
significant c a u s e of morbidity a n d mortali ty in Austral ia . Excluding 
p resc r ibed opiates , ba rb i t u r a t e s and sedat ives (included in d e a t h s 
d u e to illicit d r u g s referred to above), o ther licit d rugs caused a n 
e s t ima ted 173 d e a t h s h i 1986, of which over 50 per cent were suicides 
a n d the r ema inde r d u e to accidental poisoning (29 per cent) a n d 
adver se reac t ions (18 per cent) (ABS unpub l i shed data) . 

Adverse reac t ions to d rugs used for therapeut ic p u r p o s e s accoun t 
for a b o u t 0.6 per cent of hospi ta l bed -days (Health Depar tmen t of 
Western Aust ra l ia 1987). 

A National Campaign Against the Misuse of Pharmaceu t i ca l s h a s 
been developed a s pa r t of the National Campaign Against Drug Abuse. 
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4 Australia's health goals 
and strategies 

4.1 Inequalities in health 
In recent years it h a s become Increasingly clear t h a t t he hea l th of 
individuals , how they live, t he condi t ions u n d e r which they do so, a n d 
the s t r u c t t u e s of society a re closely connec ted . Advances in medical 
t r ea tmen t a n d reduct ion of financial ba r r i e r s to hea l th ca re have n o t 
greatly r educed the inequal i t ies In hea l th s t a t u s t h a t relate to social 
condi t ions . 

The Health Targets a n d Implementa t ion Commit tee (1988) 
concluded tha t socioeconomic inequal i t ies domina te a n y o ther 
exp lana t ions for these con t inu ing hea l th inequal i t ies . It e m p h a s i s e d 
t h a t the ability to choose hea l thy behav iour s d e p e n d s on the social 
a n d economic c i r cums tances of Individuals. 

Lifestyle a n d behaviour based hea l th promot ion p r o g r a m s 
in t roduced In the 1970s a n d 1980s have failed to improve the hea l th 
s t a t u s or the r isk avoidance behaviour of socioeconomically deprived 
g roups a s m u c h a s those of advan taged g r o u p s . This h a s led to a 
renewed e m p h a s i s on s t ruc tu ra l a p p r o a c h e s to hea l th , hea l th 
promot ion a n d d isease prevent ion. 

4.2 Health goals and targets 
It h a s been recognised internat ional ly t h a t targeted a n d t ime-l imited 
na t ional hea l th p rog rams are needed to m e e t t he p rob lems descr ibed 
in the previous section. Health goals a n d ta rge t s a r e a n integral p a r t 
of the World Health Organ iza t ions Heal th for All strategy, which 
Includes regular moni tor ing a n d evaluat ion of 12 global ind ica tors 
(WHO 1981). WHO'S succes s in eradicat ing smal lpox a n d Increas ing 
world-wide levels of child irnmirnisation a r e s t r iking examples of the 
effectiveness of set t ing specific targets a n d striving to a t t a i n t h e m 
(Mahler 1988). Set t ing goals a n d targets focuses r e sources a n d 
commi tmen t a n d facilitates evaluat ion a n d moni tor ing of p rogress . 

Wltliin Europe , t he s t ra tegy h a s led to 3 3 coun t r i e s agreeing to 3 8 
targets a s s t eps on the p a t h to Health for All {Ashton 1988). T h e 
United S ta te s h a s adopted five b road hea l th goals a n d a se t of specific 
a n d measu rab l e objectives for 1990 within 15 priority a r e a s (National 
Center for Health Stat is t ics 1987). 

In Austral ia, t he Federal Government es tab l i shed the Bet ter Heal th 
Commiss ion in 1986. The Commission identified na t ional h e a l t h 
goals a n d targets for three priority a r e a s : card iovascular d i sease , 
nu t r i t ion a n d injury. 
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B o x 4 . 1 : G o a l s a n d t a r g e t s 
Goals are general s t a t e m e n t s concern ing desirable heal th 
i m p r o v e m e n t s and represent broad aspirat ions. Targets are 
spec i f ic and measurable , t o make it possible to identify and 
m o n i t o r progress toward a c h i e v e m e n t of goals . Targets 
m u s t take a c c o u n t of the m e c h a n i s m s available for 
a c h i e v i n g goals and the availabil ity of suitable data. 

Health for All Australians proposed goals and targets 
under t h e fol lowing detai led headings: 
• Populat ion groups 

S o c i o e c o n o m i c a l l y d isadvantaged people 
Aboriginal people 
Migrants 
Women 
Men 
Older people 
Children and a d o l e s c e n t s 

• Major c a u s e s of i l lness and death 
Heart d i sease and stroke 
Cancers ( including lung, breast, cervical and skin) 
Injury 
Communicab le d i seases 
Musculoske le ta l d i sease 
Diabetes 
Disabi l i ty 
Denta l d i sease 
Menta l i l lness 
A s t h m a 

• Risk factors 
Drugs ( including tobacco smoking , alcohol misuse , 
pharmaceut i ca l m i s u s e or abuse, i l l icit drugs and 
s u b s t a n c e abuse) 
Nutri t ion 
Phys ica l inact iv i ty 
High blood pressure 
High blood choles tero l 
Occupat iona l hea l th hazards 
Unprotec ted sexual ac t iv i ty 
Env ironmenta l hea l th hazards 

In 1987, the Aus t ra l ian Health Ministers ' Conference set u p the 
Heal th Targe t s and Implementa t ion (Health for All) Commit tee to 
develop comprehens ive hea l th goals a n d targets for Austral ia in the 
y e a r 2 0 0 0 togeUier with r ecommenda t ions for prevent ion strategies 
a n d p r o g r a m s . 

The Commit tee ' s report , Health for All Australians, proposed major 
na t iona l goals (and ta rge ts where appropriate) u n d e r th ree headings : 
popu la t ion groups , major c a u s e s of i l lness and death , a n d r i skfac tors 
(see Box 4.1). 
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Health for All Australians set targets for r educed differences In 
heal Hi s t a t u s between advantaged and d i sadvantaged g r o u p s so t h a t 
by the year 2 0 0 0 the ac tua l differences In hea l th s t a i n s be tween 
popula t ion g roups a n d between geographical a r e a s will be r educed by 
a t l eas t 2 5 per cent . 

The repor t also set targets for major c a u s e s of Il lness a n d dea th , a n d 
r isk factors. Some of these are examined In Section 4 .4 . 

4.3 The National Better Health Program 
The Commonwea l th . S ta te a n d Territory G o v e r n m e n t s e s tab l i shed a 
National Better Health Program in 1988 b a s e d on the 
r ecommenda t ions in Health for All Australians. T h e p rog ram focuses 
on five priority a r e a s : 

• Improved nutr i t ion 
• prevent ion and control of high blood p r e s s u r e 
• cancer prevent ion (lung. skin, b r ea s t a n d cervical) 
• Improved injury prevent ion 
• improved hea l th of older people. 
Cos ts of the nat ional program are s h a r e d be tween t h e 

Commonwea l th and tlie S ta t e s a n d Terri tories, with bo th levels of 
government cont r ibut ing $20 .5 million e a c h over the t h r ee y e a r s 
1 9 8 9 - 9 0 to 1991-92 . 

F u n d i n g Is being provided for heal th promot ion a n d prevent ion 
activities in the priority a r ea s , mcludtng Intervent ion projects , 
c h a n g e s in public policy (especially In the n o n - h e a l t h sectors) a n d 
s t ruc tu r a l change In hea l th services. Tlie Intervent ions will be largely 
communi ty based . The p rogram will b e s u p p o r t e d by na t iona l 
communica t ions . monitoring, evaluat ion a n d coordinat ion 
c o m p o n e n t s . 

4.4 Monitoring progress towards goals and targets 
Monitoring of progress toward the targets is a n integral pa r t of t h e 
National Bet ter Health Program. Information on the c u r r e n t or 
base l ine s i tua t ion and , where available, o n p rogress towards the 
ta rge ts is outl ined in th is section. In s o m e a r e a s pe r fo rmance 
indica tors a re no t yet available. 

4.4.1 Priority area: improved nutrition 
Unba lanced nut r i t ion is one of th ree major r i sk factors for p r e m a t u r e 
dea th In Austral ia (the o thers a re smoking a n d high alcohol 
consumpt ion) . 

Diseases related to diet Include coronary h e a r t d i sease , h igh blood 
p r e s s u r e a n d s t roke, some cancers including bowel a n d b r e a s t 
cancers a n d m a t u r e onse t d iabe tes . These d i sorders , which a re a lso 
related to o ther lifestyle factors, a re major c a u s e s of d e a t h in 
Austra l ia . Other condi t ions in which diet p lays a role inc lude 
gal lbladder d isease , diverticulitis. Iron deficiency anemia , den t a l 
car ies , osteoporosis , obesity, overweight a n d u n d e r - n u t r i t l o n . 
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Less active lifestyles c o m p o u n d the effect of overconsumpt ion of 
food. A con t r ibu t ing factor to overconsumpt ion is the increase in the 
energy dens i ty o f the food supply because of tlie addi t ion of fat a n d / o r 
refined s u g a r to m a n y foods. Unbalanced nut r i t ion leading to 
nu t r i t iona l d i so rde r s is also l inked with excessive c o n s u m p t i o n of 
s o d i u m a n d alcohol, a n d low in t akes of complex ca rbohydra tes a n d 
d ie tary fibre. 

Health for All Australians set a goal of reducing tlie incidence a n d 
preva lence of d ie t - re la ted hea l th d isorders . Seven nu t r i t ion targets to 
be achieved by t h e yea r 2 0 0 0 were set (Figures 4.1 to 4.7) a n d a 
n u m b e r of o the r t a rge t s specified for some condit ions associa ted with 
diet . 

B o x 4 . 2 : O v e r w e i g h t a n d o b e s i t y 
The Risk Factor Prevalence Studies c o n d u c t e d by the 
National Heart Foundat ion (1980; 1983) classif ied people as 
underweight , acceptable weight , overweight or obese , 
w h i c h i s ca lcu la ted as weight divided by the square of 
he ight . 

Body Mass Index(kg /m2) 
Descr ipt ive t erm Men 
Underweight < 19 
Acceptable we ight 2 0 - 2 5 
Overweight 2 6 - 3 0 
Obese >30 

Women 
<18 

1 9 - 2 4 
2 5 - 3 0 

>30 

8 2 



Targe t : To r e d u c e t h e p r e v a l e n c e of o v e r w e i g h t a n d o b e s i t y from 
3 8 pe r c e n t (1983) t o 2 5 pe r c e n t o r l ess in p e o p l e aged 
2 5 - 6 4 y e a r s by t h e y e a r 2 0 0 0 . 

Figure 4 . 1 : Preva lence of overwe ight a n d obes i ty 

Per cent 
50 , 

4 0 -

30 4 

20 

+ • 

Target 2000 

10 

1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

+ 1980 Risk Factor Prevalence Survey, 25-64 years 

• 1983 Risk Factor Prevalence Survey, 25 -64 years 

Source: National Heart Foundation 1980; 1983 

Excess body weight is very common In Australia. For those aged 2 5 
to 64 years 6 per cent of men and 9 per cent of women are obese, and 
a further 36 per cent of men and 26 per cent of women are overweight 
(Box 4.2). Tlie prevalence of overweight and obesity is higher for men 
(42 per cent) than for women (35 per cent) and increases with age. 
Overweight and obesity are associated with a number of chronic 
diseases, including cardiovascular disease, and their reduction and 
prevention would greatly improve health. 
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T a r g e t : To r e d u c e t h e c o n t r i b u t i o n of fat t o d i e t a r y ene rgy from 
3 8 p e r c e n t ( 1983 -84 ) t o 3 3 per c e n t or less by t h e yea r 
2 0 0 0 

Figure 4.2: Contribution of fat to dietary energy 

Per cent 
40 

Target 2000 

R 1 1 1 1 1 1 1 1 1 1 

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

• Apparent consumption of foodstuffs, per capita 

+ 1983 National Dietary Survey of Adults, 25-64 years 

A 1985 National Dietary Survey of Schoolchildren, 10-15 years 

Source: Australian Bureau of Statistics 4306.0 
Commonweafth Department of Community Services and Health 1987; 1989a 

Tlie target is based on production and import statistics from Apparent 
consumption of foodstuffs and nutrients (ABS 4306.0). These include 
estimates of fat on meat when sold and make no allowance for 
domestic trimming or cooking loss. They do allow for butchering 
waste. Tlie 1983 National Dietary Survey of Adults collected 
information on fats and optional fat sources, eg type of milk used in 
cooking. It specifically sought information on trimming of meat 
(Commonwealth Department of Community Services and Health 
1987). 
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Targe t : To r e d u c e t h e c o n t r i b u t i o n of r e f ined s u g a r s t o d i e t a r y 
e n e r g y from 14 pe r c e n t ( 1 9 8 3 - 8 4 ) t o 12 p e r c e n t or l e s s 
by t h e y e a r 2 0 0 0 . 

Figure 4.3: Contribution of refined s u g a r s to dietary energy 

Per cent 
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• Apparent consumption of foodstuffs, per capita 

+ 1983 National Dietary Survey of Adults, 25 -64 years 

• 1985 National Dietary Survey of Schoolchildren, 10-15 years 

Source: Australian Bureau of Statistics 4306.0 
Commonwealth Department of Community Services and Health 1987; 1989a 

The target is based on data from Apparent consumption of foodstuffs 
and nutrients. Estimates of intake from the National Dietary Survey 
are below the apparent consumption figures because the food 
composition tables used to derive refined sugar intake assume the 
maximum amount of natural sugars for each food. The refined sugar 
estimates are minimum values. 

Tlie biggest growth in sugar usage is in soft drinks and 
confectionery. Data on consumption at 15 to 24 years, missing at 
present, is therefore a very Important component ofthe total picture. 
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Target: To reduce dietary sodium intake to 100 mil l imoles (2 .3 
grams) per day or less by the year 2 0 0 0 . 

Figure 4.4: Dietary sodium intake 
Mmol per day 

220 

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

Source: National Health and Medical Research Council 1984 

The sodium target is the only nutrition target on which there are no 
baseline data. There are no comprehensive national figures available 
on the average sodium intake of Australians. Tlie target was based on 
a recommendation of a National Health and Medical Research 
Council working party on sodium in the Australian diet (NHMRC 
1984). 

Measurement of 24 hour urinary excretion is believed to provide the 
best estimate of sodium intake. In the few studies which have 
measured 24 hour sodium excretion levels of small groups of 
Australians, the average sodium intake of Australians appears to 
range from 130 mmol/day to over 200 mmol/day. 

The Intersalt Study measured 24 hour sodium excretion in 52 
centres in 36 countries. In 49 of these centres, median excretion rates 
ranged between 100 and 200 mmol/day. Four ofthe study groups (in 
Brazil, Papua New Guinea and Kenya) had median sodium excretion 
rates ranging from 1 to 51 mmol/day. Tlie prevalence of hypertension 
was 5 per cent or less in these groups compared with 16 per cent in 
Australia (Intersalt Cooperative Research Group 1988). 
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Targe t : To r e d u c e t h e c o n t r i b u t i o n of a l coho l i c b e v e r a g e s t o 
d i e t a r y e n e r g y from 6 pe r c e n t ( 1 9 8 3 - 8 4 ) t o 5 pe r c e n t 
or less by t h e yea r 200O. 

Figure 4.5: Contribution of alcoholic beverages to dietary energy 

Per cent 
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+ 1983 National Dietary Survey of Adults, 2 5 - 6 4 years 

Source: Australian Bureau of Statistics 4306.0 
Commonwealth Department of Community Services and Health 1987 

The target is based on data from Apparent consumption of foodstuffs 
and nutrients. Although the data from the National Dietary Survey of 
Adults are similar to the ABS estimates, it is also well established that 
alcohol consumption is under-reported in survey collections. 

A reduction in alcohol consumption by changing from standard to 
reduced alcohol products will not necessarily reduce the contribution 
of alcoholic beverages to dietary energy intake. Wine coolers (made 
from white wine and fruit juice), for example, have lower alcohol levels 
than wine, but energy is added with the fruit juice. 
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Target: To increase dietary fibre intake to 3 0 grams or more per 
day by the year 200O 

Figure 4.6: Dietary fibre intake 

Grams per day 
35 

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

• Apparent consumption of foodstuffs, per capita 

+ 1983 National Dietary Survey of Adults, 25-64 years 

Source: Australian Bureau of Statistics 4306.0 
Commonwealth Department of Community Services and Health 1987 

Tlie target needs careful interpretation for children and older people 
who have lower food intakes. The time series for dietary fibre intake 
is derived from Apparent consumption of foodstuffs data by applying 
edible portion factors and fibre content estimates to detailed apparent 
consumption figures for fruit, vegetables and grain. 
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Targe t : To i n c r e a s e t h e level of b r e a s t f e e d i n g a t t h r e e m o n t h s of 
life t o 8 0 pe r c e n t or m o r e b y t h e y e a r 200O 

Figure 4.7: Breast-feeding at three months of life 

Per cent 

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

Source: Palmer 1985 

Tlie most recent national survey of Infant feeding practices was 
carried out In 1983. The ABS National Health Survey in 1989-90 will 
obtain further data. 

Tlie prevalence of breastfeeding at hospital discharge is already 
high. The intention is to increase its duration. 

As with other nutrition targets, there are large variations between 
socioeconomic groups and ethnic groups in breastfeeding practices. 
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4 . 4 . 2 Priority area: high blood pressure 
High blood pressure is tlie most prevalent of all cardiovascular 
disease risk factors, affecting an estimated 2.7 million Australians, 
or 16 per cent of tlie population. 

High blood pressure (diastolic >90 mm Hg pressure) is almost twice 
a s prevalent in men as in women. Its prevalence rises rapidly with age. 

The 1983 Risk Factor Prevalence Survey (National Heart 
Foundation 1983) found that 50 per cent of men and 32 per cent of 
women with high blood pressure (defined as > 160/95) were not being 
treated for it. Untreated high blood pressure results in a seven-fold 
increase in the risk of stroke, a two-fold increase in myocardial 
infarction and a six-fold increase in congestive heart failure (Health 
Targets and Implementation Committee 1988). 

Two equity target population groups disproportionately affected by 
high blood pressure are Aborigines and Torres Strait Islanders and 
the socioeconomically disadvantaged. 

Tlie following risk factors are known to be associated with high 
blood pressure: 

• Obesity 
• Physical inactivity 
• High dietary salt intake 
• High alcohol intake 
HeaW\ for All Australians set a goal of reducing tlie incidence and 

prevalence of high blood pressure. Two blood pressure-related 
targets were set. 
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Targe t : To r e d u c e t h e p r o p o r t i o n of a d u l t s w h o p e r s i s t e n t l y h a v e 
a d i a s to l i c b lood p r e s s u r e g r e a t e r t h a n 9 0 m m Hg t o 5 p e r 
c e n t or less by t h e y e a r 2 0 0 0 . 

Figure 4.8: Prevalence of high blood pressure 

Per cent 

1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

+ 1980 Risk Factor Prevalence Survey, 25-64 years 

• 1983 Risk Factor Prevalence Survey, 25-64 years 

Source: National Heart Foundation 1980; 1983 

Tlie data points shown on Figure 4.8 come from die Risk Factor 
Prevalence Surveys (National Heart Foundation 1980; 1983), which 
measured blood pressure at a single visit for a sample of people aged 
2 5 - 6 4 years resident in Australian capital cities. They relate to the 
prevalence, at screening, of diastolic blood pressure of 9 0 millimetres 
of mercury or more. No prevalence data are available relating to all 
adults in Australia or to levels of persistent high blood pressure, a s 
referred to by the current target. 

Targe t : To i n c r e a s e t h e p r o p o r t i o n of a d u l t s w h o h a v e h a d t h e i r 
b lood p r e s s u r e a c c u r a t e l y m e a s u r e d w i t h i n t h e l a s t t w o 
y e a r s t o 9 0 p e r c e n t or m o r e by t h e y e a r 1 9 9 2 . 

No data are currently available to set a baseline for this target. The 
1989 Risk Factor Prevalence Survey will provide data relating to this 
target. 
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4 . 4 . 3 P r i o r i t y a r ea : in jury p r e v e n t i o n 
As mentioned in Section 3 .1 . injury is a major cause of preventable 

illness, disability and death in Australia. Mullet and Vimpani (1985) 
estimated the total direct cost of medical treatment of injuries in 
Australia was $1 .18 billion a year. Tlie Better Health Commission 
(1986) estimated the annual total economic burden of injury In 
Australia at approximately $11 billion. 

The great majority of injuries are preventable. Injury prevention 
programs offer enormous potential for reducing premature mortality 
and illness, and tlie related economic burden. 

Health for All Australians set a goal of reducing preventable death 
and disability from injury and poisoning. Nine injury-related targets 
were set. 

Targe t : To r e d u c e t h e i n c i d e n c e of in jury seve re e n o u g h to 
r e q u i r e m e d i c a l a t t e n t i o n by 10 pe r c e n t or m o r e by t h e 
y e a r 2 0 0 0 . 

Figure 4.9: Incidence of injury requiring medical attention 

Number of people visiting doctor within two weeks 
prior to interview as a result of injury (000) 

250 

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

• Australian Health Survey 1983 

Note: 1983 data taken as baseline for calculating target. 

Source: Australian Bureau of Statistics 4311.0 

No routine statistical information on tlie reason for private doctor 
consultations is collected in Australia. The data in Figure 4.9 comes 
from the Australian Health Surveys conducted by ABS in 1978-79 
and 1983 (ABS 4311.0) . These estimated the number of Australians 
who consulted a doctor in relation to an injury within the two weeks 
prior to interview. 
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Target: To reduce early chi ldhood deaths due to motor veh ic le 
acc idents (under revision) 

Figure 4.10: Deaths due to road traffic accidents 
in children aged 0-4 

Deaths per 100,000 children aged 0 -4 
10 

1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

Source: Australian Bureau of Statistics 9405.0 

There are currently of the order of 70 deatlis a year among children 
aged 0—4 years due to motor vehicle accidents (ABS 9405.0) . The 
target is under revision. 
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Targe t : To r e d u c e by 2 0 pe r c e n t or m o r e t h e i n c i d e n c e of m o t o r 
v e h i c l e in ju ry seve re e n o u g h t o r equ i r e h o s p i t a l i s a t i o n 
in c h i l d r e n aged 0 -4 yea r s by t h e y e a r 200O, 

Figure 4 . 1 1 : Ear ly c h i l d h o o d hospi ta l isat ion d u e to motor vehic le 
traff ic acc iden ts 

Admissions due to motor vehicle 
injury for children aged 0—4 

800 

1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

Note: 1987 data taken as baseline for calculating target. 

Source: Australian Bureau of Statistics 9405.0 

This target will be met by the year 2000 if current trends continue. 

Targe t : To r e d u c e by 10 pe r c e n t or m o r e by t h e year 200O t h e 
i n c i d e n c e of m o t o r veh ic le injury, i nc lud ing whip lash , 
d u e t o r e a r - e n d co l l i s ions involv ing p a s s e n g e r ca r s . 

No data are currently available to set a baseline for or to monitor this 
target. 
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Target: To reduce the death rate from drowning t o 2 per lOO.OOO 
a year or less in children aged 1^4 years by t h e year 2 0 0 0 . 

Figure 4.12: Drowning in children aged 1-4 

Deaths per 100,000 children aged 1-4 
20 

1968 1972 1976 1980 1984 1988 

Source: Australian Bureau of Statistics unpublished 

1992 1996 2000 

Pool drowning is the major cause of death in children under school 
age. The rates vary from very high in New South Wales, Victoria and 
Queensland (over 10 pool fatalities per 100 ,000 at risk) to negligible 
in tlie Australian Capital Territory (0.34 pool fatalities per 100,000) 
(Better Health Commission 1986). The variation appears to be related 
to the different legal requirements for fencing around pools. 

The target of two deatlis per 100,000 children aged 1—4 years 
represents a considerable reduction on the 1988 rate of 8 per 
100,000. However, tlie target is considered to be realistic in view of 
the levels which have been achieved in some Australian communities. 

Target: To reduce fractures related t o playground equ ipment by 
2 0 per cen t or more by the year 200O. 

Hospital casualty department data collected by tlie National Injury 
Surveillance and Prevention Project (Vimpani and Hartley 1988) 
indicates that playground equipment is a major source of fall injuries 
in younger children and that two-thirds of all playground injuries are 
due to falls on to hard under-surfaces. Other playground equipment 
hazards identified Include excessive fall height and lack of guard 
rails. The national playground standard ofthe Standards Association 
of Australia has been redrafted to take account of these hazards. 

Tlie injury surveillance data collection is not comprehensive 
enough to provide indicative incidence data for monitoring this target. 
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T a r g e t : To r e d u c e by 2 5 pe r c e n t by t h e y e a r 2 0 0 0 t h e i n c i d e n c e 
of p o i s o n i n g s e v e r e e n o u g h t o r equ i r e h o s p i t a l i s a t i o n . 

Figure 4.13: Hospitalisation caused by poisoning 
Admissions due to accidental poisoning 
in Qld and WA 

5500 

Target 2000: 3960 

5000 

4500 

4000 

3500 

3000 

2500 

2000 

1500 

1000^ 

500 

04 
1976 1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

Note: 1986 data taken as baseline for calculating target. 
Source: Australian Bureau of Statistics 4303.3 

Health Department of Western Australia 1979, 1981, 1982, 1984 to 1987 

The interim data in Figure 4.13 relate to total admissions to public 
and private hospitals in Queensland and Western Australia where the 
principal diagnosis was accidental poisoning. The baseline data will 
be revised to include admissions from all States and Territories when 
available. 
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Targe t : To r e d u c e by 2 0 pe r c e n t by t h e y e a r 2 0 0 O t h e i n c i d e n c e 
of b u r n s a n d s c a l d s s e v e r e e n o u g h t o r e q u i r e 
h o s p i t a l i s a t i o n . 

Figure 4.14: Hospitalisation caused by burns and scalds 

Admissions due to burns 
in NSW, Qld and WA 
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Note: 1986 data taken as baseline for calculating target. 

Source: Australian Bureau of Statistics 4306.1, 4303.3 
Health Department of Western Australia 1979 to 1982, 1984 to 1987 

The interim data in Figure 4.12 relate to total admissions to public 
and private hospitals in New South Wales, Queensland and Western 
Australia where the principal diagnosis was burns and scalds. Tlie 
baseline data will be revised to include admissions from all States and 
Territories when available. 
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4 . 4 . 4 Priority area: preventable cancers 
Health for All Australians identified four cancers—lung cancer, breast 
cancer, cancer of the cervix and skin cancer—for which known 
prevention and early detection methods could prevent one quarter of 
all cancer deaths. Table 4.1 shows the contribut ion of the preventable 
cancers to total mortality and total cancer mortality for 1988. 

Higher risk population sub-groups for these preventable cancers 
are listed in Box 4 .3 . Major risk factors are shown in Box 4.4. For each 
cancer, they are listed in order of priority based on current 
epidemiological consensus (Giles, Armstrong and Smith 1987; 
Anti-Cancer Council of Victoria 1985; New South Wales Cancer 
Registry 1988). 

T a b l e 4 . 1 : P r e v e n t a b l e c a n c e r s a n d t h e i r c o n t r i b u t i o n t o m o r t a l i t y i n 
f e m a l e s . 1 9 8 8 

Preventable cancer deaths 

7\ / rx ' of cancer N u m b e r 
A s percentage of 

cancer deatlis 
As percentage of 

total deatlis 

Lung 6 , 1 6 9 2 0 . 9 5.1 

B r e a s t 2 . 3 4 8 1 8 . 4 4 . 3 

S k i n 1 .003 3 . 4 0 . 8 

C e r v i c a l 3 5 0 2 . 7 0 .6 

Total 9 , 8 7 0 3 3 . 4 8 . 2 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 3 0 2 . 0 

B o x 4 . 3 : H i g h e r r isk p o p u l a t i o n s u b g r o u p s 

Lung cancer 
• Blue collar occupat ions 
• Men and w o m e n over age 5 0 

Breast cancer 
• Nulliparous w o m e n 
• Obese w o m e n 
• Women aged over 5 0 years 
• Women who have a direct relative with breast cancer 

Cervical cancer 
• Women having early first intercourse 
• Women over age 5 0 

Skin cancer 
• People in lower lat i tudes 
• People wi th fair skin 
• Outdoor occupat ions 
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B o x 4 . 4 : Major r i sk f a c t o r s for p r e v e n t a b l e c a n c e r s 

Lung c a n c e r 
• Tobacco s m o k i n g 
• O c c u p a t i o n a l e x p o s u r e t o c a r c i n o g e n s (eg a s b e s t o s ) 
• Air po l lu t ion 

B r e a s t c a n c e r 
• Fami ly or p e r s o n a l h i s t o r y of t h e d i s e a s e 
• Obes i ty 
• Ben ign b r e a s t d i s e a s e 
• Nul l ipar i ty or l a t e age a t f irst full t e r m p r e g n a n c y 

Cerv ica l c a n c e r 
• Ear ly age a t f irst s exua l i n t e r c o u r s e 
• Sexua l i n t e r c o u r s e w i th m a n y p a r t n e r s 
• A m a l e p a r t n e r h a v i n g i n t e r c o u r s e w i t h a n u m b e r of 

o t h e r female p a r t n e r s 
• H u m a n pap i l l oma v i ru s (HPV), a s exua l ly t r a n s m i t t e d 

i n f ec t i ous a g e n t 
S k i n c a n c e r 

• Fair s k i n w h i c h b u r n s r a t h e r t h a n t a n s 
• Fair or red h a i r a n d b lue e y e s , l iv ing in h i g h s u n 

e x p o s u r e a r e a s 
• Mean a n n u a l h o u r s of b r i g h t s u n l i g h t a t p l a c e of 

r e s i d e n c e 
• I n t e r m i t t e n t r e c r e a t i o n a l e x p o s u r e 
• N u m b e r a n d t y p e of m o l e s a p e r s o n h a s (eg d y s p l a s t i c 

m o l e s s h o w i n c r e a s e d risk) 

L u n g c a n c e r 
Health for All Australians set five lung-cancer related goals: 
• To reduce the incidence of death from lung cancer. 
• To prevent the onset of smoking in non-smokers , especially 

children. 
• To reduce the number of smokers. 
• To reduce the exposure of smokers to tobacco derived 

carcinogens. 
• To reduce involuntary exposure to tobacco smoke. 
The following four targets were set also. 
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T a r g e t : To r e d u c e t h e p r e v a l e n c e of s m o k e r s from 3 3 pe r c e n t 
(1983) t o 2 8 p e r c e n t or less by t h e yea r 1 9 9 0 a n d t o 15 
pe r c e n t or l e ss by t h e yea r 2 0 0 0 . 

Figure 4 .15 : P r e v a l e n c e of regular s m o k e r s 15 years and over 

Percentage of regular cigarette smokers 
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Target 1990 

Target 2000 

1972 1974 1976 1978 1980 1982 1984 1986 1 988 1990 1992 1994 1996 1998 2000 

• Patterns of Tobacco Smoking in Australia, 14+, 15+ or 16+ years 

-f- Alcohol and Tobacco Consumption Patterns, 18+ years 

• Risk Factor Prevalence Surveys, 25-64 years 

Source: Gray and Hill 1975; 1977 
Hill and Gray 1982; 1984 
Hill 1988 
Australian Bureau of Statistics 4308.0 
National Heart Foundation 1980; 1983 

The prevalence of tobacco smoking has been declining steadily since 
1980, according to two national surveys conducted by ABS and the 
Anti-Cancer Council of Victoria. It is likely that the 1990 target has 
been achieved, and if the trend continues, the year 2000 target will 
also be achieved. 
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Targe t : To r e d u c e t h e di f ference in p r e v a l e n c e of s m o k i n g 
b e t w e e n m a l e s a n d females from 2 3 p e r c e n t t o 10 pe r 
c e n t or less by t h e y e a r 1 9 9 0 a n d t o a negl ig ib le f igure 
by t h e y e a r 20OO. 

Figure 4.16: Difference in prevalence of male and female regular 
smokers 

Relative difference in the percentage 
of regular cigarette smokers 
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• Patterns of Tobacco Smoking in Australia, 14+, 15+ or 16+ years 

+ Alcohol and Tobacco Consumption Patterns, 18+ years 

• Risk Factor Prevalence Surveys, 25-64 years 

Source: Gray and Hill 1975; 1977 
Hill and Gray 1982; 1984 
Hill 1988 
Australian Bureau of Statistics 4308.0 
National Heart Foundation 1980; 1983 

Tlie prevalence of tobacco smoking in males declined from 4 0 per cent 
in 1980 to 33 per cent in 1986 compared with a decline from 3 3 per 
cent to 29 per cent in females over the same period (Hill, White and 
Gray 1988). It is likely that the 1990 target has been achieved, and 
if the trend continues, bhe year 2000 target will also be achieved. It 
is hoped that the prevalence of female smoking will begin to decrease 
faster. 
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T a r g e t : To r e d u c e t h e di f ference in t h e p r eva l ence of s m o k i n g 
b e t w e e n u p p e r wh i t e col lar a n d lower b lue col lar m a l e s 
f rom 34 pe r c e n t (1983) t o 10 pe r c e n t or less by t h e y e a r 
2 0 0 0 . 

F igure 4 .17 : D i f fe rence in p reva lence of regular male s m o k e r s 
by occupa t iona l g roup ing 

Relative difference in the prevalence of regular cigarette smokers 
between upper white collar and lower blue collar men 

Per cent 
100 

1972 1974 1976 1978 1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 

• Patterns of Tobacco Smoking in Australia, 14+, 15+ or 16+ years 

Source: Gray and Hill 1975; 1977 
Hill and Gray 1982; 1984 
Hill 1988 

National data from surveys conducted by the Anti-Cancer Council of 
Victoria Indicate that tlie differential smoking prevalence between 
male upper white collar and lower blue collar occupational groups is 
increasing. Smoking in both groups has declined, but the decline 
among upper white collar workers has been substantial while tlie 
decrease among the lower blue collar occupations has been very 
small. As a result, the difference in prevalence has been moving away 
from the target of a 10 per cent difference by tlie year 2000 . 
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Targe t : To r e d u c e t h e p r e v a l e n c e of r egu la r s m o k e r s f rom 3 1 pe r 
c e n t (1984) t o 26 pe r c e n t or l ess for a d o l e s c e n t s aged 15 
y e a r s by t h e y e a r 1 9 9 0 a n d 18 p e r c e n t or l e s s by t h e y e a r 
20O0. 

Figure 4.18: Prevalence of 15 year old regular smokers 
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• Regular smokers (more than 10 cigarettes in lifetime and thought of 
themselves as smokers) 

• Current cigarette smokers (smoked in past week) 

Source: Hill et al 1987; 1990 

There are quality and compatibility problems with the existing data 
on smoking behaviour among adolescents, creating difficulties in 
comparing studies against the baseline rate of 31 per cent, which is 
the mean 1984 Australian Cancer Society male and female rates. New 
South Wales, South Australia and Australian Capital Territory 
surveys suggest that males are closer to the target than females, 
although further data is required to a s se s s tlie trends. 
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B r e a s t c a n c e r 
Health for all Australians set a goal of reducing illness and death from 
breast cancer. Two targets were set also. 

Targe t : To r e d u c e t h e d e a t h r a t e from b r e a s t c a n c e r by 2 5 per 
c e n t o r m o r e by t h e yea r 2 0 0 0 . 

Figure 4.19: Breast cancer death rates 

Deaths per 100,000 females 
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Note: 1988 data taken as baseline for calculating target. 

Source: Australian Bureau of Statistics unpublished 

Tlie age—standardised death rate for female breast cancer in Australia 
shows an upward trend between 1968 to 1988. The target will not be 
met if this trend continues. A breast cancer screening program 
announced while this report was In preparation aims to reduce the 
breast cancer death rate by 30 per cent in the target population and 
by around 15 per cent in the total female population. 
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Targe t : To i n c r e a s e p a r t i c i p a t i o n in b r e a s t c a n c e r s c r e e n i n g t o 
7 0 pe r c e n t or m o r e of el igible w o m e n by t h e y e a r 1 9 9 5 . 

Figure 4.20: Mammography rates by age group, 1984 to June 1988 

Mammograms per 100,000 women 
20 

1984 1985 1986 

Note: Data plotted on a quarterly basis. 

Source: Health Insurance Commission unpublished 

1987 1988 

Screening mammography, unlike diagnostic mammography, does 
not attract a Medicare rebate. However, a large proportion of 
diagnostic mammography services are believed to be for screening 
purposes, and so Medicare data can be used to estimate trends in the 
use of screening mammography by Australian women (Figure 4.20). 
Because the Medicare data relates to services, not individual women, 
the percentage of women participating in screening can not be 
monitored using this data However, the ABS National Health Survey 
in 1990 is collecting data which will be used to establish a baseline 
for this target. 

Use of marnmography services increased in all age groups between 
1984 and 1988, particularly in the third quarter of 1987 and in the 
40 to 64 year age group. In 1988, there were 90 breast cancer deaths 
per 100,000 women aged 6 5 - 6 9 compared with 21 per 100,000 
thousand women aged 40-44 , but despite the fact that tlie death rate 
is highest in older women, women aged 6 5 years and over make tlie 
least use of mammography services. 
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Cervical cancer 
HealUx for All Australians set a goal of reducing the incidence of death 
from cervical cancer 

Target: To reduce the death rate from cervical cancer by 3 0 per 
c e n t or more by the year 2O0O. 

Figure 4.21: Cervical cancer death rate 

Deaths per 100,000 females 

1968 1972 1976 1 980 1984 1988 1 992 1996 2000 

Note: 1988 data taken as baseline for calculating target 

Source: Australian Bureau of Statistics unpublished 

There is a definite downward trend in the age-standardised deatli rate 
for cervical cancer. The target of 2.4 deaths per 100,000 seems 
achievable in the light of this trend, and even further reductions may 
be possible if a national screening program is organised. 
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Targe t : To i n c r e a s e t r i e n n i a l p a r t i c i p a t i o n in P a p s m e a r 
s c r e e n i n g t o 5 0 pe r c e n t or m o r e of w o m e n aged 2 0 - 6 9 
by t h e yea r 1990 , t o 7 5 pe r c e n t by t h e y e a r 1 9 9 5 a n d t o 
all b u t a negl igible n u m b e r by t h e y e a r 20OO. 

Figure 4 .22: Cervical cancer screening by age group, 1985 to 1987 

Percentage of women 
having Pap smears 

30 , 1 

18-25 26 -35 36-^5 46 -55 56 -65 65+ 
Age 

(a) Population comprises persons who had any Medicare claim in the three years to 
March 1987. 

(b) 1986 census (ABS). 

(c) Data from Health Insurance Commission. 

Note: Estimations are based on a 10 per cent sample of medicare claims. 

Source: Health Insurance Commission 

Cervical cancer screening rates for Australian women have been 
estimated using Medicare data on rebate claims for Pap smear tests. 
These are minimum estimates because in Victoria, for example, more 
than 70 per cent of smears are processed and funded by the Victorian 
Cytology Gynaecological Service fVCGS) rather than Medicare. 

The proportion of women having Pap smears increased for all age 
groups between 1985 and 1987. The rate is highest for child-bearing 
age groups, whereas cervical cancer deauh rates are highest in the 
over-50 age group. 

Tlie target relates to triennial participation in Pap smear screening 
and cannot be monitored using the data shown in Figure 4.21 but 
other data are being developed for this purpose. 
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Skin cancer 
Health for All Australians set two skin cancer goals: 

• To reduce illness and death from melanoma and other skin 
cancers through early detection. 

• To reduce the incidence of all forms of skin cancer through 
protection against ultraviolet exposure. 

Two skin cancer-related targets were set. 

Target: To reduce exposure to ultraviolet radiation by 2 0 per 
c e n t or more by the year 1 9 9 3 and by 4 0 per cent or more 
by the year 2 0 0 0 . 

Target: To reduce exposure to ultraviolet radiation by 5 0 per 
c e n t or more for people at high risk of skin cancer by the 
year 1 9 9 3 and by 9 0 per cent or more by the year 2 0 0 0 . 

Some work has been done to measure ultraviolet radiation levels for 
speciilc locations in Australia (Marks and Selwood 1985), but no 
study has measured population exposure to ultraviolet radiation. 
Monitoring of targets will require development of new data collections. 

4 . 4 . 5 Priority area: health of older people 
Tlie health of older |>eople was chosen as one of tlie initial priorities 
for tlie National Better Health Program because: 

• there are serious and prevalent health problems with large by 
preventable components; 

• age is tlie single greatest independent predictor of illness. Older 
people utilise medical and hospital services both absolutely and 
relatively more than all other age groups combined; 

• tlie proportion and number of older Australians is growing 
A goal of reducing the percentage of older Australians with health 

problems precluding their independence was set, but no speciilc 
targets were set for this priority area. However, targets for the other 
four priority areas ofthe National Better Health Program are all highly 
relevant to the health of older people. 

4.5 Other national health initiatives 
Several other major national programs are being used to develop 
health-related goals and targets. 

4 . 5 . 1 AIDS 
A national approach to the health and social problems caused by 
AIDS has been developed and has the agreement of all Australian 
Health Ministers. It is outlined in the National HIV/AIDS strategy 
which states tlie following: 

Recognising uhat the human immunodeficiency virus may impinge 
on the lives of all Australians, the National HIV/AIDS Strategy aims 
to: 

• eliminate transmission of the virus; and 
• minimise tlie personal and social impact of HIV infection. 

(Commonwealth Department of Community Services and 
Health 1989b). 
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Program componen t s Include educa t ion , prevent ion, t r ea tmen t , 
ca re a n d counsell ing, access a n d par t ic ipa t ion , r e sea rch , a n d 
in terna t ional cooperat ion. No specific t a rge t s h a v e b e e n set . 

The cu r r en t s t a t u s of the AIDS epidemic is examined in sect ion 3.4. 

4 . 5 . 2 w o m e n ' s heal th 
Development of a National Women's Heal th Policy b e g a n in 1987 a n d 
after wide-ranging consu l ta t ions the repor t National Women's Health 
Policy: advancing women's healiix in Australia was p r o d u c e d 
(Commonweal th D e p a r t m e n t of C o m m u n i t y Services a n d Heal th 
1989c). Tlie policy was endorsed h i pr inciple by all Heal th Minis ters 
a n d was l aunched by the Prime Minister in April 1989. 

The policy identified several priority hea l th i s s u e s for women: 
• reproduct ive hea l th a n d sexuali ty 
• hea l th of ageing women 
• women 's emotional a n d menta l hea l th 
• violence aga ins t women 
• occupat ional hea l th a n d safety 
• tlie hea l th needs of women a s ca r e r s 
• the hea l th effects of sex role s tereotyping on women . 
Tlie policy led to es tabl is l imenl of the National Women's Heal th 

Program, tlie cos t s of which a re sha red between t h e Commonwea l th 
a n d the S t a t e s a n d Terri tories. The p rogram's goal is to improve the 
hea l th a n d well-being of all women in Austral ia , with a focus on those 
m o s t a t r isk, a n d to encourage the hea l th sys t em to b e more 
respons ive to the needs of women. 

The objective of the National Women's Heal th Program is to provide 
funding for the promotion of pr imary hea l th ca re for women, focusing 
o n improvements relat ing to the identified priority a r e a s . T h e 
Program Incorporates funding for women ' s communi ty hea l th 
services, a n educa t ion and information s t rategy, a n d braining a n d 
educa t ion of hea l th ca re providers . 

4 . 5 . 3 Aboriginal hea l th 
In 1987, all Federal, S ta te a n d Territory Heal th a n d Aboriginal Affairs 
Minis ters agreed on the need for a National Aboriginal Health St ra tegy 
to a d d r e s s the hea l th d i sadvan tages experienced by Aborigines a n d 
Torres St ra i t I s landers . 

A working party, which h a d a majority of Aborigines a n d Torres 
Strai t I s lander members , w a s es tabl ished to develop the s t ra tegy. It 
repor ted to the Ministers in early 1989 (National Aboriginal Health 
Stra tegy Working Party 1989). The proposed strategy Involved a 
p a r t n e r s h i p between Aboriginal communi ty g r o u p s a n d gove rnmen t s 
a t all levels to tackle the problems . The repor t h a s been accepted a n d 
Federal , S t a t e a n d Terri tory gove rnmen t s a r e cur ren t ly finalising 
a r r a n g e m e n t s for implementa t ion. 
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4 . 5 . 4 Drug abuse 
Tlie National Campaign Against Drug Abuse (NCADA) was 
e s t ab l i shed in April 1985 after a special Premiers ' Conference on 
d r u g s . 

It is joint ly funded by Commonweal th , S ta te a n d Territory 
gove rnmen t s , a n d is coordinated by a Ministerial Council on Drug 
Strategy, compris ing hea l th a n d law enforcement Ministers . 

The p r o g r a m places a major e m p h a s i s on reducing d e m a n d for 
d r u g s t h r o u g h educat ion , t r ea tment a n d rehabil i tat ion programs . 
Effort is directed also a t the general communi ty , with special 
a t t en t ion to young people, Aboriginal people, women, pe r sons of 
n o n - E n g l i s h speak ing background , pr isoners a n d in t ravenous d rug 
u s e r s . 

T h e goal of tlie p rog ram is: 
To minimise tlie harmful effects of d rugs on Aust ra l ian society 

t h r o u g h : 
• p romot ing grea ter awareness a n d part icipat ion by tlie 

Aus t ra l ian communi ty in confronting tlie p roblems of d rug 
a b u s e ; 

• achieving condi t ions a n d promoting a t t i tudes whereby the u s e 
of illegal d rugs is less at tract ive and a more responsible a t t i tude 
exis ts towards those d rugs and s u b s t a n c e s which a re both legal 
a n d readily available; 

• improving both the quant i ty and quality of services provided for 
tlie casua l t i es of d r u g abuse ; 

• d i rect ing firm a n d effective law enforcement efforts at 
comba t ing d rug trafficking, with par t icular a t tent ion to those 
who control , direct a n d finance s u c h activities; 

• suppor t ing in ternat ional efforts to control the product ion a n d 
d is t r ibut ion of Illegal d rugs ; a n d 

• seeking to main ta in , a s far a s possible, a common approach 
t h r o u g h o u t Austral ia to the control of d rug u s e and a b u s e . 

Quant i t a t ive targets for the campaign were being developed a s th is 
edi t ion of Australia's Health was p repared . As par t of the process of 
se t t ing ta rgets , r e sea rch is being commissioned to es tabl ish whether 
the re is a methodological b a s i s for set t ing quantifiable ta rge ts a n d 
a t t r i bu t ing causal i ty to NCADA activities. 
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5 Health services in 
Australia 

The focus of th is chap t e r is the supply, u s e a n d cos t s of services 
directly provided to improve or ma in t a in the hea l th of Aus t r a l i ans , 
a n d the labourforce t h a t provides these services. Most of the 
d i scuss ion relates to hospi ta l a n d o ther ins t i tu t ions , a n d services 
provided by professionals ou t s ide ins t i tu t ions . In genera l , 
a l ternat ive ' t r ea tment modali t ies a n d remedies a re excluded, a s a r e 

activities a n d expendi ture u n d e r t a k e n ou t s ide the hea l th sector to 
improve health—provision of c lean water, be t t e r r o a d s etc . T h e s e 
i s sues were reviewed in Australia's health 1988 (AIH 1988a) . 

5.1 Use of hospitals and other related institutions 
Responsibili ty for the provision of ins t i tu t ional hea l th care wi thin 
Aust ra l ia is divided between t h e Commonweal th , t he var ious S l a t e s 
a n d Terri tories and the pr ivate sector. Consequent ly , Aust ra l ia does 
not have a single system, b u t r a t h e r publ ic a n d private sy s t ems wi th in 
each S ta te a n d Teiri tory a n d a n u m b e r of s e p a r a t e Commonwea l th 
funded p rog rams . There a re considerable differences between t h e s e 
sy s t ems In organisa t ion a n d s t ruc tu re , a n d in the degree of 
in tegra t ion be tween the hospi ta l a n d o ther hea l th ca re sec tors (AIH 
1988a). 

The cos t of hea l th Inst i tu t ions , a n d the services they provide, 
accoun t for a b o u t 5 5 pe r cent of all r e cu r r en t hea l th expend i tu re . As 
a resul t , publ ic policy h a s tended to locus on their opera t ions a n d 
pe r lb rmance . ~ 

5 . 1 . 1 Use of acute hosp i ta l s 
Acute hosp i ta l s mainly provide care for the t r e a t m e n t of shor t t e rm, 
or a c u t e , episodes of i l lness. Care is provided by bo th the publ ic a n d 
pr iva te sec tors in all S ta t e s a n d Terri tories. 

In 1 9 8 7 - 8 8 the re were 7 2 5 public a c u t e hosp i t a l s ( including 
D e p a r t m e n t of Veterans ' Affairs hosp i ta l s b u t excluding den t a l 
hospi ta ls) with approximately 64 ,000 available b e d s (AIH 
unpub l i shed) . In 1988 there were also 3 3 5 pr ivate hosp i t a l s with 
approximately 2 2 , 0 0 0 available beds (Commonweal th D e p a r t m e n t of 
C o m m u n i t y Services a n d Health 1989a). 

Between 1985-86 a n d 1987-88 overall bed n u m b e r s r e m a i n e d 
near ly c o n s t a n t while popula t ion increased by 1.8 per cen t a year. As 
a resul t , beds per t h o u s a n d popula t ion fell by a b o u t 1.7 pe r cen t a 
yea r over the two-year period (Table 5.1) (Harvey a n d Ma the r s 1988; 
AIH unpub l i shed ) . T h e reduct ion in the n u m b e r s of a c u t e b e d s p e r 
t h o u s a n d populat iori^began in tae^Srly 1980s- (Figure 5.1). b u t 
Aust ra l ia s u l l h a s a relatively h igh supply of a c u t e hospi ta l b e d s , wi th 
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Table 5.1: Use of acute hospitals(a) 1985-86 and 1987-88 

Number Rate (per 'OOO population) 
1985-86 1987-88 Change 1985-86 1987-88 Change 

(OOO) rooo) m (*>) 
A v e r a g e a v a i l a b l e b e d s 

P u b l i c 6 4 . 7 6 4 . 5 - 0 . 3 4 . 0 9 3 . 9 3 - 3 . 9 
Pr ivate 2 1 . 1 2 1 . 3 1 .0 1 . 3 3 1 .30 - 2 . 6 
T o t a l 8 5 . 8 8 5 . 8 — 5 . 4 2 5 . 2 3 - 3 . 6 

O c c u p i e d b e d - d a y s 
P u b l i c 1 6 . 8 9 1 1 7 . 0 9 5 1.2 1 ,068 1 . 0 4 3 - 2 . 4 
Pr ivate 4 . 7 7 6 4 . 5 3 1 - 4 . 9 3 0 1 2 7 6 - 8 . 3 
T o t a l 2 1 . 6 5 7 2 1 , 6 2 6 - 0 . 1 1 . 3 6 9 1 . 3 1 9 - 3 . 7 

S e p a r a t i o n s 
P u b l i c 2 . 4 6 6 2 . 6 2 2 6 . 3 1 5 6 1 6 0 2 . 5 
Pr ivate 8 7 2 8 7 8 0 . 7 5 5 5 4 - 2 . 9 
T o t a l 3 , 3 3 8 3 . 5 0 0 4 . 8 2 1 1 2 1 3 1.1 

A v e r a g e l e n g t h of s l a y (Days) (Days) 
P u b l i c 6 . 9 6 . 5 -4.8 
Private 5 . 5 (b )5 .2 - 5 . 6 
T o t a l 6 . 5 6 . 2 - 4 . 7 

O c c u p a n c y (%) (%) 

P u b l i c 7 1 . 5 7 2 . 4 0 . 9 
Pr iva te 6 1 . 8 5 8 . 1 - 3 . 8 
T o t a l 6 9 . 2 6 8 . 9 0 . 3 

P o p u l a t i o n (000) (000) 
N u m b e r 1 5 . 8 1 7 1 6 , 3 9 7 3 . 7 

(a) P u b l i c h o s p i t a l d a t a i n c l u d e all p u b l i c a c u t e h o s p i t a l s a n d C o t o m o n w e a I t h 
D e p a r t m e n t of V e t e r a n s ' Affairs h o s p i t a l s . Private h o s p i t a l s i n c l u d e b o t h pr ivate 
a c u t e a n d pr ivate p s y c h i a t r i c h o s p i t a l s . 

fb) E s t i m a t e d b y tlie A u s t r a l i a n I n s t i t u t e of H e a l t h . 

N o t e s : T l i e n u m b e r o f a d m i s s i o n s w a s e s t i m a t e d a s e q u a l to t h e n u m b e r of 
d i s c h a r g e s p l u s t r a n s f e r s p l u s d e a t h s [le n u m b e r of s e p a r a t i o n s ) . 

S o u r c e : C o m m o n w e a l t h D e p a r t m e n t o f C o m m u n i t y S e r v i c e s a n d Hea l th 1 9 8 9 b . 
1 9 8 9 c : M a t h e r s a n d Harvey 1 9 8 8 (Box 5 . ! ) 

more t h a n 5.1 b e d s per t h o u s a n d populat ion. IUsJikeJy tha t the level 
wJltcpntlnueTafafl; someJiUrtes p l an to r educe tlie rat io to a b o u t four 
b e d s p_er„thousand__population. and~ever i this is no t low by 
in te rna t iona l s t a n d a r d s , in C a n a d a the targeted supply is 2 .9 to 4 .0 
b e d s per t h o u s a n d while England already h a s fewer t h a n four beds 
pe r t h o u s a n d . Some hea l th m a i n t e n a n c e organisa t ions in tlie United 
S t a t e s p l a n on i h e b a s i s of two b e d s per t housand (AIH 1988a). 

P T h e hea l th sys t em h a s responded to a reduct ion in bed capacity by 
/ more efficient u s e of the remain ing beds , including reducing length 

of s tay of pa t i en t s a n d expanding al ternat ives s u c h a s day surgery. 
Between 1985-86 a n d 1987-88 there was a small percentage 

growth (0.5 per cent a year) in the n u m b e r s of b e d s in private hospi ta l s 
(Harvey a n d Mathers 1988; AIH unpubl i shed) . This w a s lower t h a n 
popu la t ion growth a n d a s a resu l t the n u m b e r s of private hospital 
b e d s pe r t h o u s a n d fell by 1.3 per cent a year (AIH unpubl i shed) . 

Admiss ion r a t e s Increased steadily du r ing tlie 1970s (Figure 5.2). 
T h e t r end dur ing the 1980s w a s not consis tent , with a reduct ion in 
r a t e s followed by growth a n d then a period of s tabi l isat ion. 
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Figure 5.1 Provision of acute hospital beds, 1967-68 to 1987-88 

Beds per 1,000 population 

1968 1970 1972 1974 1976 1978 1980 1982 1984 1986 1988 

At 30 June 

Source: Mathers and Harvey 1988 

These changes may represent normal variations in the underlying 
demand for acute hospital services. Between 1985-86 and 1987-88 
tlie number of admissions to public hospitals grew by 3.1 per cent a 
year and the admission rate per thousand population grew by 1.3 per 
cent (Mathers and Harvey 1988; AIH unpublished). The data for 
private hospitals in 1987-88 are less reliable. It is estimated, however, 
that tlie number of admissions to private acute hospitals increased 
by 0.3 per cent a year and tlie admission rate per thousand population 
fell by 1.4 per cent. This suggests that over the two-year period there 
was a transfer of demand from the private to the public sector 
(Box 5.2). 

The number of inpatient bed-days per thousand population has 
continued the decline that began in the mid 1970s . The number of 
inpatient bed-days per thousand population fell between 1985-86 
and 1987-88 by 1.2 per cent a year in public acute hospitals and by 
an estimated 4.2 per cent in private acute hospitals (Mathers and 
Harvey 1988; AIH unpublished). The reduction in the per capita 
utilisation of acute hospitals, as measured by bed-days, was due 
mainly to reductions in the average time patients stay in hospital in 
both public and private hospitals. Average length of stay has fallen 
from 10.3 days in 1965-66, to 6.5 days in 1985-86 and 6.2 days in 
1987-88 . The trend to shortened length of stay in acute hospitals is \^ 
world wide; there are a variety of reasons, Including changes in 
medical and surgical practice, changes in medical technology, and 
budgetary constraints. 
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B o x 5 . 1 : H o s p i t a l U t i l i s a t i o n a n d C o s t s S t u d y 
In 1 9 8 6 the Australian Inst i tute of Health undertook i t s 
first Hospital Uti l isat ion and Costs Study at the request of 
the Australian Health Ministers' Advisory Council . The 
s tudy provided information on the use and c o s t s of 
hosp i ta l s and related ins t i tut ions within Australia in 
1 9 8 5 - 8 6 . Data from the s tudy were presented in a four 
v o l u m e report and in Australia's Health (AIH 1988a). 
During 1 9 8 9 the AIH undertook a s econd HUCS survey for 
the fiscal year 1 9 8 7 - 8 8 and data from this s tudy have been 
incorporated into this report. 

This reduction in length of stay has had an impact on hospital 
staffing requirements. Most patients require more intensive care 
early in their stay in hospital, and with shorter length of stay and 
increased numbers of patients treated, the workload of hospitals can 
increase. Such an increase may not be reflected in a change in the 
number of bed-days or tlie occupancy rate but may result in a need 
for additional and more highly qualified staff. A study by the AIH 
estimated that a reduction of one day in the length of stay for all 
patients with a length of stay of more than one day would lead to an 
overall reduction in required nursing hours of 9.4 per cent (Renwick 
et al 1989). However, the average level of nursing care provided to 
patients would rise. If additional patients were admitted so that the 
total number of occupied bed-days remained the same, the newly 
arrived patients would require more intensive nursing attention and 
the nursing hours required would increase by 6.4 per cent. 

Tlie overall occupancy rate in Australia is still relatively low by 
international standards, with acute public hospitals reporting an 
occupancy rate of 72 per cent and private hospitals a rate of 58 per 
cent in 1987-88 . However, tlie overall figures conceal wide 
variationsbetween hospitals of different types and in different 
locations. In 1987-88 public teaching hospitals had an average 
occupancy rate of 82 per cent and seven of these (16 per cent) had an 
average rate of over 90 per cent (AIH unpublished). Some larger 
hospitals are running at, or near, capacity for significant periods, and 
this would certainly be tlie case in specific units or wards. 

Public concern has been expressed over waiting lists and waiting 
times for elective surgery, especially in public hospitals in the Sydney 
and Melbourne metropolitan areas. The availability of beds varies 
considerably between regions, with country areas generally having 
relatively higher supplies than cities. However, the range and quality 
of specialised services available to country people is generally more 
limited. The proportion of acute hospital beds available within public 
hospitals also varies widely, with country hospitals providing a 
greater proportion of non-acute care than city hospitals. The 
availability of medical services varies between hospitals of the same 
type and from sector to sector. Some hospitals are unable to recruit 
or retain adequate numbers of medical and nursing staff and. in some 
States, some medical specialities practice predominantly through 
private hospitals. 
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Figure 5.2 Utilisation and bed supply, all acute hospitals, 
1969-70 to 1987-88 
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Source: Harvey and Mathers 1988 
Australian Institute of Health unpublished 

B o x 5 . 2 : C l a s s i f i c a t i o n of h o s p i t a l p a t i e n t s 
T h e c la s s i f i ca t ion of h o s p i t a l p a t i e n t s a s e i t h e r pub l i c or 
p r i v a t e is an i m p o r t a n t a n d l o n g - s t a n d i n g f ea tu re of t h e 
A u s t r a l i a n h e a l t h ca re s y s t e m . On a d m i s s i o n t o a publ ic 
h o s p i t a l , a p a t i e n t c a n e l e c t t o b e t r e a t e d e i t h e r as a 
h o s p i t a l (public) p a t i e n t by a h o s p i t a l a p p o i n t e d doc tor , o r 
a s a p r i v a t e p a t i e n t by a p r i v a t e d o c t o r . If a p a t i e n t e l e c t s 
t o be t r e a t e d a s a h o s p i t a l p a t i e n t , a c c o m m o d a t i o n a n d 
t r e a t m e n t a re p rov ided a t n o c o s t t o t h e p a t i e n t . T h e c o s t 
of s e r v i c e s t o publ ic p a t i e n t s is m e t fully u n d e r t h e 
Med ica re p r o g r a m . P a t i e n t s a t t e n d i n g a p r i v a t e h o s p i t a l o r 
e l e c t i n g t o be c l a s sed as p r i va t e p a t i e n t s in a pub l i c h o s p i t a l 
a r e c h a r g e d for s e rv i ce s , s u c h a s a c c o m m o d a t i o n , as well a s 
m e d i c a l t r e a t m e n t by t h e i r own d o c t o r s . M e d i c a r e r e f u n d s 
7 5 pe r c e n t of t h e C o m m o n w e a l t h M e d i c a r e S c h e d u l e d Fee 
for m e d i c a l s e rv i ce s in h o s p i t a l s . P r i v a t e h e a l t h i n s u r a n c e 
c a n cove r m o s t or al l of t h e h o s p i t a l c h a r g e s a s well a s t h e 
2 5 pe r c e n t d i f fe rence b e t w e e n t h e M e d i c a r e bene f i t a n d t h e 
s c h e d u l e d fee for m e d i c a l s e r v i c e s . P r i v a t e i n s u r a n c e of 
m e d i c a l fees in e x c e s s of t h e S c h e d u l e fee is p r o h i b i t e d b y 
l eg i s l a t ion . 
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5 .1 .2 H o s p i t a l o u t p a t i e n t s e rv i ce s 

Between 1978-79 and 1985-86 outpatient treatments are estimated 
to have increased by almost 6.9 per cent a year, representing an 
average annual increase of 5.5 per cent a year in the number of 
outpatient services per person (AIH 1988a). This trend has continued 
with almost 44 million outpatient treatments, or 2,676 treatments 
per thousand population, in public acute hospitals (including 
Department of Veterans' Affairs hospitals) in 1987-88. This 
represents an annual increase of 7.7 per cent in overall numbers, or 
a 5.8 per cent annual increase in the rate per thousand since 1985-86 
(AIH unpublished). 

5 . 1 . 3 F u t u r e i n f l u e n c e s o n t h e d e m a n d for h o s p i t a l ca re 
Tlie Australian population, like that of most developed countries, will 
age substantially over tlie next few decades (Chapter 7), and there has 
been some concern among health planners about the effect of the 
increasing proportion of older people on the future demand for acute 
hospital services. However, although older people are using an 
increasing proportion of acute hospital resources, this is largely 
because of increased use of services per person among older people, 
rather than to population ageing. This increased utilisation is 
illustrated by the changes in Western Australia between 1979 and 
1985 (Figure 5.3). 

In contrast, the Western Australian figures show reduced usage by 
the young. The reason is not clear, but one possibility is that there has 
been a shift in provision of services from an inpatient setting to other 
settings. It may also reflect improved health status of younger age 
groups compared with earlier cohorts. If this is the case there would 
be significant implications for future demand for health services. 

AIDS will also have an impact on acute hospital usage, depending 
on the rate at which the disease spreads throughout the community 
(Section 3.4). 

Currently, the additional hospital resources required for treating 
AIDS cases are relatively small compared with the total requirements 
for acute care. Projections by the National Centre in HIV Epidemiology 
and Clinical Research suggest that the number of people living with 
AIDS will increase from an esUmated 700 at 30 June 1989 to 1,350 
at 30 June 1993. 

Tlie number of people with HIV related illnesses other than AIDS 
is expected to rise from 2,100 to 2,300 over the same period. This 
increase of 850 people with either AIDS or HIV related illness will have 
a limited impact on acute hospitals overall, although its impact on the 
hospitals where such patients are concentrated could be significant. 

It has been estimated that the costs associated with treating AIDS 
cases in hospitals will increase from $13 million hi 1988-89 to $30 
million in 1992-93 , and that the cost of AZT treatment and 
community care will be $60 million in 1988-89 and $86 million in 
1992-93 (National Centre in HIV Epidemiology and Clinical Research 
unpublished). The additional hospital costs will represent only a 
small percentage increase on the $7.2 billion total operating costs of 
public acute hospitals for 1987-88. 
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Figure 5.3 Acute hospital separations by age, Western Australia, 
1979 and 1988 
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5.1 .4 Use of long s t a y i n s t i t u t i o n s 

P s y c h i a t r i c h o s p i t a l s 
The n u m b e r of b e d s in public psychiatr ic hosp i ta l s per t h o u s a n d 
popula t ion h a s been falling steadily s ince 1970 (Figure 5.4). The 
n u m b e r of b e d s fell from 12,741 in 1985-86 to 8,620 in 1987-88 . The 
n u m b e r of beds in private psychiatr ic hosp i ta l s also fell du r ing th i s 
period, from 1,675 to 1.543. 

Use of public psychiatr ic hospi ta ls h a s also fallen. In 1985-86 the re 
were j u s t u n d e r 4 million occupied b e d - d a y s in publ ic psychia t r ic 
hospi ta ls—an occupancy ra te of 86 per cent (Mathers a n d Harvey 
1988). 

Occupied bed -days fell to j u s t u n d e r 2 .5 million in 1987-88 , giving 
a n occupancy ra te of 78 per cent. This reduc t ion is a resul t of policies 
to m a n a g e psychiatr ic pa t i en t s in communi ty set t ings where 
possible. However, some of these pa t i en t s a re now t rea ted in acu t e 
hospi tals ; the extent of the transfer of psychiat r ic pa t i en t s from 
psychiatr ic to acu te hospi ta ls will be clarified w h e n S ta te a n d 
Territory hospital morbidity da t a for 1987-88 become available. 

Treat ing psychiatr ic pa t ien t s in the communi ty a p p e a r s to have 
h a d a n impact on other p a r t s of the heal th care sys tem. An Indicat ion 
of the effect of deinst i tut lonal lsat lon on private medical pract ice , 
Including private pa t ien t s in public a n d private hospi ta ls , may b e 
obta ined from Medicare da ta for specific psychiatr ic services which 
shows a n increase between 1985-86 a n d 1 9 8 7 - 8 8 subs tan t ia l ly 
above tha t of populat ion growth. 
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Figure 5.4 Public psychiatric beds, 1970 to 1988 
Beds^per i ,000 population 

1970 1975 1980 1985 1990 

Source: Australian Institute of Health unpublished 

Nursing h o m e s 
At 30 J u n e 1988 there were 1,429 nursing homes for older people 

in Australia, providing 72 ,532 beds for frail aged people requiring 
ongoing nursing care (Box 5.3). This level of bed supply equates to 61 
nursing home beds and 37 hostel beds per thousand people aged 70 
years and over. However, tlie actual level of current provision varies 
considerably between States and Territories (AIH unpublished). 

The Commonwealth Government is committed to a long term 
objective of 4 0 nursing home beds and 60 hostel beds per thousand 
people aged 70 years and over. This objective involves a significant 
decrease in utilisation rates of nursing homes and an equivalent 
increase in hostel utilisation rates. 

Nursing home bed-day use by those aged 70 years and over 
increased from 21 ,207 per thousand in 1969-70 to 23 ,565 per 
thousand in 1984—85. The supply of nursing home beds for aged 
people increased from 63 .4 per thousand people aged 70 years and 
over in 1969-70 to 71 .7 per thousand in 1984-85 (Mathers and 
Harvey 1988). Since then a reduction in nursing home capacity 
consistent with Commonwealth policy has occurred. In 1987-88 
there were 62.1 nursing home beds per thousand people aged 70 
years and over providing about 22,131 occupied bed-days per 
thousand people aged 70 years and over (AIH unpublished). 

In 1988 the Commonwealth introduced a new formula for 
subsidising care for individuals in non-government nursing homes. 
The previous classification system of extensive or ordinary care and 
the payments for providing that care did not adequately reflect levels 
of care required by different nursing home residents. 
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B o x 5 . 3 : N u r s i n g h o m e s 
Nursing h o m e s provide long term care involv ing regular 

basic nursing care for chronical ly ill, frail, disabled or 
c o n v a l e s c e n t or sen i le inpat ients . T h e y are ca tegor i sed b y 
Commonwea l th Department of C o m m u n i t y S e r v i c e s and 
Health as e i ther nursing h o m e s for t h e aged or nurs ing 
h o m e s for y o u n g disabled people and wi th in t h o s e 
c lass i f i cat ions as e i ther private-charitable , private-for 
profit, or S ta te Government nursing h o m e s . 

The incentive for nu r s ing h o m e propr ie tors w a s to prefer pa t i en t s 
with the lowest possible levels of disabili ty. To overcome th is , a 
five-level classification sys tem of dependency b a s e d on capaci ty to 
u n d e r t a k e activities of daily living h a s been in t roduced , with levels of 
benefit c o m m e n s u r a t e with the cos t s of providing su i tab le care to 
pa t i en t s tn each category. This sys tem Is expected to facilitate the 
t rend to greater u s e of hostels , a s opposed to n u r s i n g h o m e care . 

5 . 1 . 5 Trends in acute hospi ta l c o s t s 
For all types of Inst i tut ional care, the average expend i tu re per bed a n d 
pe r b e d - d a y h a s cont inued to increase in rea l t e r m s s ince 1974—75 
(Table 5.2). Although total operat ing cos t s for publ ic a cu t e hosp i t a l s 
(Including repat r ia t ion hospitals) increased by 10.7 per cen t be tween 
1 9 8 5 - 8 6 a n d 1987-88 . the more intensive u s e of hospi ta l facilities 
(for example . Increased occupancy and reduced length of stay) 
resu l ted in a 4 .3 per cent increase In the cost pe r occupied b e d - d a y 
a n d a n increase of only 1 per cent In the cost per pa t i en t (Table 5.3). 

Table 5.2: Health expenditure(a) for institutional care, selected 
years. 1974-75 to 1987-88 

1974-75 1979-60 1984-85 1987-88 
Average e x p e n d i t u r e per b e d ($'000) 

A c u t e c a r e h o s p i t a l s 
Publ icfb) 6 3 . 5 7 8 . 4 9 1 . 6 1 1 3 . 3 
Private (c) 3 2 . 7 3 8 . 5 5 1 . 2 5 7 . 0 

P u b l i c p s y c h i a t r i c 3 1 . 7 4 4 . 5 5 4 . 2 5 5 . 6 
N u r s i n g h o m e s 1 7 . 3 1 8 . 9 2 1 . 7 n a 

A v e r a g e e x p e n d i t u r e per o c c u p i e d b e d - d a y ($) 
A c u t e c a r e h o s p i t a l s 

Publ icfb) 2 3 7 3 1 5 3 8 2 4 2 8 
Private (c) 1 2 8 1 7 9 2 4 9 2 6 8 

P u b l i c p s y c h i a t r i c 9 0 1 3 7 1 7 3 1 9 4 
N u r s i n g h o m e s 5 1 5 5 7 0 n a 

(a) B a s e d o n a v e r a g e 1 9 8 7 - S 8 d o l l a r s . 
(b) I n c l u d e s r e p a t r i a t i o n h o s p i t a l s . 
(c) I n c l u d e s pr ivate p s y c h i a t r i c h o s p i t a l s . 
S o u r c e : A u s t r a l i a n I n s t i t u t e o f H e a l t h u n p u b l i s h e d 
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Table 5.3: Public hospital costs(a) 1985-86 and 1987-88 

1985-86 1987-88 Change 

(Percent) 
T o t a l o p e r a t i n g c o s t s ( $ m ) 6 , 3 3 0 7 . 0 0 9 1 0 . 7 
C o s t p e r p a t i e n t ($) 1 , 8 3 6 1 .891 1.0 
C o s t p e r o c c u p i e d b e d - d a y ($) 2 8 2 2 9 4 4 . 3 

(a) B a s e d o n a v e r a g e 1 9 8 7 - 8 8 d o l l a r s . 

N o t e : A d j u s t e d for o u t p a t i e n t a n d c a s u a l t y act iv i ty by u s i n g t l ie H e a l t h a n d 
All ied S e r v i c e s A d v i s o r y C o m m i t t e e (HASAC) i n p a t i e n t / o u t p a t i e n t c o s t 
e q u i v a l e n t (Hospital Utilisation And Costs Study Vol 2 : 1 7 4 ) . 

S o u r c e : M a t h e r s a n d H a r v e y 1 9 8 8 
A u s t r a l i a n I n s t i t u t e o f H e a l t h u n p u b l i s h e d 

5.2 Medical services 
Medical services in Austral ia a re provided in both inst i tut ional a n d 
c o m m u n i t y set t ings—mainly in acu te hospi ta l s a n d a t private 
medical p rac t i ces . It is not possible to provide an overview of the use 
of all medical services for three reasons : 

• tlie descr ip t ion a n d classification of medical services provided 
in hosp i t a l s , especially for hospital pa t ien ts in public hospi ta ls , 
differs from those used for services In private medical pract ices; 

• n o t all informat ion is recorded in accessible information 
sys t ems ; a n d 

• t he extent of t h e da t a recorded h a s varied over time a s the 
m e t h o d s of paying for medical services have changed. 

To provide some ins ights into t rends in private medical service use , 
t h e AIH (Barer et al 1990a) analysed all insured medical services for 
s i x - m o n t h per iods in 1975-76 a n d 1985-86 . These were per iods of 
universa l i n s u r a n c e of private medical services for which complete 
Information w a s collected (Box 5.4). 

5 . 2 . 1 Nat ional and State changes , 1 9 7 6 to 1 9 8 6 
T h e n u m b e r of private medical services recorded pe r person 
inc reased In t h e two s ix -month periods from 2.8 in 1976 to 4 .0 in 
1986, a n inc rease of 4 2 per cent over the decade or a compound ra t e 
of i nc rease of 3 .5 per cent a year. The cost of services pe r person 
ad jus ted for i nc r ea se s in schedule fees (the ' fee-adjusted cost') grew 
a t a slightly h igher r a t e of 3.9 per cent a year. 

C h a n g e s in the age and sex composition of the popula t ion 
a c c o u n t e d for a 0 .35 pe r cent increase in the a n n u a l per person 
recorded u s e of services. Th is was a small par t of the total 3.54 per 
cen t a n n u a l p e r p e r s o n increase in the use of services. Almost the 
whole of t h e inc rease represented growth In age-specific a n d 
sex-specific r a t e s of u s e , which were most rapid for the very young 
(under four years) , t he very old and, for some services, women of 
ch i ld -bear ing age . 
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Levels of use and rates of growth in use of services showed 
considerable variation between States and Territories (Figure 5.5). 
New South Wales had the largest use of services per person in both 
1976 and 1986. Except for tlie Northern Territory, which experienced 
a large increase in the availability of private medical services, the 
largest percentage increases (about 4.5 per cent a year) were in 
Tasmania and Queensland. South Australia, with the second-highest 
use of services per person in 1976, recorded the lowest rate of 
increase. 

While there is a high correlation between tlie number of private 
medical services per person in a State and the number of private 
medical practitioners per person in that State, the effect is not clear 
(Figure 5.6). There has been considerable unresolved debate over 
whether doctor supply responds to demand for services or whether 
doctor supply induces services (Richardson 1987). 

B o x 5 . 4 : M e t h o d o f a n a l y s i s a n d d a t a c o n s i d e r a t i o n s 
The medical service data analysed by Barer e t al (1990a) 

were summary data provided by the Commonwea l th 
Department of Communi ty Services and Health from 10 per 
cent samples of Medibank and Medicare data originally 
co l lec ted by the Health Insurance C o m m i s s i o n . 

In the interes ts of c o n c i s e n e s s and s impl ic i ty , m o s t o f t h e 
results presented here are confined to the use of s erv i ce s 
rather than the cos t s , a l though the Barer report a lso 
analysed changes in the cos t of serv ices adjusted for 
inflation by adjusting the 1 9 8 6 c o s t s for increases in the 
fees given in the Medicare Benefi ts Schedule . 

The main problem with using these data s e t s to compare 
the use of medical services at different t i m e s is the lack of 
detai led information about the effects of c h a n g e s in the 
provision of medica l services in public hospi ta l s . Private 
medical serv ices could have increased for a number of 
reasons, the m o s t ev ident being an increase in the 
proportion of pat ients treated as private pat ients in public 
hospita ls . 

The Medicare Benef i ts Schedule c lass i f ies serv ices in to 
broad groups of i t e m s known as 'parts' of the schedule . The 
AIH s analys is used these 'parts' with s o m e modif icat ions: 
for ins tance , serv ices classif ied under 'operations' and 
ass i s tance at operat ions' have been combined here in to a 

s ingle i t em group called operations' . The term i tem group' 
d e n o t e s these modified parts'. 

The Medibank and Medicare data available to the AIH 
conta ined no direct information on the character i s t ics of 
non-users of serv ices and no diagnost ic information was 
co l l ec ted on pat ients . 
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Figure 5.5: Private medical services per person by 
State and Territory, 1976 and 1986(a) 

Increase 
(% pa.) 
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Services per person 
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I ! 1986 

(a) Six months, April to September, 1976 and 1986. 

Source: Barer et al 1990a 

Figure 5.6: Relationship of services per person to number of 
doctors in private practice per 10,000 population 
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5 .2 .2 Changes by i tem group, age group and sex 
Tlie largest increase in the number of services recorded per person in 
absolute terms occurred in pathology (Figure 5.7). The size of tlie 
increase reflects tlie change in tlie use of private services, some of 
which will be a redistribution from the public sector (Box 5.5). 

Tlie next largest absolute increase was in GP consultations, which 
was the largest group of medical services. By comparison, 
radio therapy, miscellaneous procedures, diagnostic radiology and 
specialist consultations each involved much smaller numbers of 
services, but their percentage increases were substantial. 

For both males and females, services per person by age group 
(Figure 5.8) dipped between the ages of five and 15 years and then 
increased steadily with increasing age. For females, services 
increased during the main child-bearing years of 15 to 35 . 

The greatest percentage increases over tlie decade were in the 0-4 
and 10-14 year age groups in both sexes, and for males aged 5 5 - 5 9 
and 80-84 years (Figure 5.9). 

When the variations in services by age group and sex were 
disaggregated by type of service, a striking observation is the 50 per 
cent increase in GP consultations to the very young (Figure 5.10). For 
boUi sexes, the increases were about 50 per cent in the 0-4 age group 
and about 40 per cent in the 10-14 age group. 

Figure 5.7: Private medical services per person by item group, 
1976 and 1986(a) 

Item group 

GP consultations 

Specialist consultations 

Obstetrics 

Anesthetics 

Miscellaneous procedures 

Pathology(b) 

Diagnostic radiology(b) 

Radiotherapy 

Operations 

Nuclear medicine 

1 1.5 
Services per person 

2.5 

1976 

' 1986 

(a) Six months, April to September, 1976 and 1986. 
(b) See Box 5.5. 
Source: Barer et al 1990a 
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B o x 5 . 5 : S e r v i c e s i n s u r e d b y M e d i b a n k a n d M e d i c a r e 
Medibank began in July 1975 , but from October 1976 there 
was a ser ie s of changes which progressively reduced i ts 
coverage . Ult imately , Medibank provided cover only to 
s e l e c t e d soc ia l security beneficiaries (Sax 1984) . As a 
result , the on ly period for which a lmost comple te data were 
available to the Medibank s y s t e m was from about April 
1 9 7 6 , when m o s t of the initial process ing problems had 
been overcome , to the end of September in the same year, 
w h e n the modif icat ions began. For this reason, this 
s i x - m o n t h period was c h o s e n as the basel ine period of the 
s t u d y (Box 5.4). 

Medicare, which c lose ly resembles the original Medibank 
program, has operated as a universal national health 
insurance s c h e m e s ince February 1984 . 

The serv ices recorded under Medibank and Medicare 
e n c o m p a s s all medical serv ices for which c la ims were paid 
by the Health Insurance Commiss ion . They include all 
med ica l serv ices billed by GPs and specia l i s ts as private 
pract i t ioners in surgeries, nursing homes , laboratories and 
on h o m e v i s i t s and services to private pat ients in public and 
private hospi ta l s . They exclude services which did not 
at tract Medibank/Medicare benefits , such as those 
provided free by salaried and sess ional doctors in public 
hosp i ta l s and c o m m u n i t y health centres , services to 
ve terans (treated under the Department of Veteran Affairs 
hea l th program) and services provided by charitable 
organisat ions . Services covered by compensat ion and 
screen ing serv ices are also excluded. The exc lus ions and 
non-b i l l ed serv ices under Medibank are d i scussed in more 
detai l by Richardson and Deeble (1982) . 

It is important to note that diagnost ic services (pathology 
and radiology) provided by public hospitals for private 
pat i ents in 1 9 7 6 were not included in the Medibank data as 
no p a y m e n t was made. Diagnostic services were included 
under the 1 9 8 6 Medicare s c h e m e , and a benefit paid. No 
adjus tments for the change have been made, which may 
result in s o m e overs ta tement o f t h e increase in the series . 
An e s t i m a t e of the effect is provided by Harvey and 
Richardson (1983) . Other changes , such as benefit schedule 
restructuring, may have acted in a countervai l ing manner. 

GP consultations were the only broad category of service for which 
there were reductions in use by older people (except for men aged 
75—84). Tlie reduction in the use of GP consultations may have been 
because, before Medibank, eligible aged pensioners received GP 
consultations free through the Pensioner Medical Service. Specialist 
services were provided through hospital outpatient departments. 
Over the decade private specialist care may have substituted, in part, 
for both outpatient services and for some GP services. 
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Figure 5.8: Private medical services per person, 1976 and 1986(a) 

In all the other item groups, which were mostly specialist 
procedures, there were large increases in services to the older people 
of both sexes. 

In pathology, tlie dramatic shift in the age-related pattern of use is 
most clearly portrayed by the percentage change in the number of 
services, which showed very large growth in the diagnostic laboratory 
services delivered to the very young and the very old (Figure 5.11). In 
1976. the 0—4 age group was second only to the 10-14 group as the 
lowest pathology user in per capita terms of all the five-year age 
groups (Figure 5.12). But, by 1986, per capita services for those under 
5 years were almost double those for the 10-14 group. Use by that 
latter group had itself more than doubled over the 10 years (Figure 
5.11). Among the very old, those over 75 years of age were the highest 
users of pathology services In 1986 (Figure 5.12). Rates of growth in 
use among these very old were exceeded only by those for the very 
young. Those 85 and older in 1986 received, on average, almost four 
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Figure 5 .9: Increase in pr ivate medica l serv ices per pe rson , 
1976 to 1986(a) 

Increase in services per person 
Per cent 
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Age 

(a) Six months, April to September, 1976 and 1986. 

Source: Barer et al 1990a 

times the number of tests per capita, as their 1976 counterparts. It 
should be mentioned that, both in 1976 and 1986, women of 
child-bearing age were the largest users of pathology (Figure 5.12), 
but the percentage increase in their use was moderate. 

There was a major restructuring of pathology items in the Medical 
Benefits Schedule in 1977. Although tlie change was designed neithei 
to increase nor to decrease overall pathology tees, there was a large 
reduction in the actual number of claimable items. For example, it 
four tests of a specified type were performed and claimed for 
previously, now it might be possible to claim only one higher priced 
item for tlie same set of tests. This would mean that the increase in 
number of pathology services per person between 1976 and 1986 
tends to underestimate tlie increase in tlie use of pathology services. 
In this case a better indicator is the fee-adjusted cost' (Barer et al 
1990a). 
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Figure 5.10: C h a n g e in pr ivate genera l pract i t ioner c o n s u l t a t i o n 
serv ices per p e r s o n , 1976 to 1986(a ) 

Change in services per person 
Per cent 
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(a) Six months, April to September, 1976 and 1986. 

Source: Barer et al 1990a 

The restructuring of hospital based pathology services for private 
patients under Medibank and Medicare should also be borne in niind 
(Box 5.5). Even if an adjustment is made for the changes, pathology 
services were still the fastest growing part of the Medical Benefits 
Schedule (Barer et al 1990b). 

Detailed analysis of increased use of individual items of service is 
still to be undertaken. There has been an initial study of the growth 
in miscellaneous procedures, covering a variety of non-surgical 
diagnostic and therapeutic procedures other than radiology or 
pathology (Figure 5.13). Tlie growth rate for females was almost 16 
per cent a year, compared with about 10 per cent for males. In this 
category, the leading service was ultrasound, which increased from 
6,660 services in tlie six-month period studied in 1976 to 3 7 0 , 0 9 0 for 
tlie same period in 1986. While substitution for hazardous prenatal 
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Figure 5.11: Increase in private pathology services(a) per 
person, 1976 to 1986(b) 

Increase in services per person 
Per cent 
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(a) See Box 5.5. 

(b) Six months, April to September, 1976 and 1986. 

Source: Barer et al 1990a 

x-rays can explain much of the rapid growth of ultrasound among 
females aged 15-39 , it cannot account for the high growth in other age 
groups. Increases among people of both sexes aged 75 years or more 
were all in excess of 270 per cent over the decade. However, the 
marked growth was from a low base as ultrasound technology had 
been newly introduced to clinical practice in the 1970s. That 
ultrasound is not just a substitute for x-rays, as they were formerly 
used, is demonstrated by the large increases in diagnostic radiology 
services among both sexes, especially in the very young and very old 
(Figure 5.14). 
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Figure 5 .12: Pr ivate p a t h o l o g y serv ices(a ) per p e r s o n , 
1976 a n d 1986(b) 
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F igure 5.13: Pr ivate m i s c e l l a n e o u s p rocedures per p e r s o n , 1976 
a n d 1986(a) 
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Figure 5.14: Increase in pr ivate d iagnost ic rad io logy serv ices(a ) 
per p e r s o n , 1976 to 1986(b) 
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(a) See Box 5.5. 
(b) Six months, April to September, 1976 and 1986. 
Note: Data plotted in 5 year age groups 0—4 years, 5 -9 years, etc. 
Source: Barer et al 1990a 

5 .2 .3 R e c e n t t r e n d s : 1 9 8 5 - 8 6 t o 1 9 8 8 - 8 9 
To obtain some information on recent trends in the use of Medicare 
services, statistics published in the annual reports of the Health 
Insurance Commission are used. 

These recent HIC data are not strictly comparable with those 
presented from Barer s 1976-1986 study. The recent data were 
collected for whole financial years rather than for s ix-month periods, 
they correspond to services per enrolled person rather than services 
per resident person, and they have been aggregated by date of 
processing rather than by date of service. 

133 



T a b l e 5.4: P r i v a t e m e d i c a l serv ices per p e r s o n , b y age a n d sex. 
1 9 8 5 - 8 6 to 1 9 8 8 - 8 9 and a n n u a l increase f r o m 
1 9 7 6 - 1 9 8 6 a n d 1 9 8 5 - 1 9 8 9 

Services per person Annual increase 

Age group I a S S 86 198C> 87 1987-88 1988 89 (til 19 76 8C, 89 

(Number) (Numlier) (Number) (Number) (Percent) (Per cent) 

M a l e s 
0 - 4 7.7 8.0 8.4 8 .9 r>. 1 5 .0 

5 - 9 4 . 3 4 .4 4 . 7 5 .0 3 . 1 4 . 9 

1 0 - 1 4 3 . 7 3 . 8 4 . 0 4 . 2 4 . 5 4 . 5 

1 5 - 1 9 3 . 6 3 .7 4 . 0 4 . 2 4 . 0 5 .5 

2 0 - 2 4 4 . 1 4 . 2 4 . 3 4 .4 3 .2 2 . 8 

2 5 - 3 4 4 . 4 4 . 5 4 . 7 4 . 9 2 . 6 3 . 3 

3 5 - 4 4 5 . 1 5 .3 5 .5 5 .8 2 .1 4 . 0 

4 5 - 5 4 7 . 0 7.2 7.4 7 .5 2 . 9 2 . 5 

5 5 - 6 4 9 . 0 9 . 7 10 .1 1 0 . 6 3 . 9 5 .7 

6 5 - 7 4 1 0 . 6 1 1 . 0 1 0 . 0 11.1 2 .1 1 . 9 

7 5 + 1 3 . 8 14 .4 14 .4 1 4 . 4 3 . 8 1.5 

All m a l e s 5 . 9 6 .2 6 .4 6 . 7 3 . 5 4 . 0 

F e m a l e s 
0-4 6 . 9 7 . 3 7 .6 8. 1 5 .0 5 . 3 

5 - 9 4 . 2 4 . 4 4 . 7 4 . 9 3 . 3 r>. 1 

1 0 - 1 4 3 . 8 3 . 9 •1.1 4 .4 4 . 8 4 . 7 

1 5 - 1 9 6 . 3 6 . 6 6 . 9 7.4 4 . 0 5 .0 

2 0 - 2 4 9 . 6 9 . 8 9 .8 10 .2 3 . 8 1 . 9 

2 5 - 3 4 1 0 . 4 1 0 . 7 1 0 . 9 1 1.3 3 . 6 3 . 0 

3 5 - 4 4 8 . 9 9 .2 9 . 6 10 .1 2 . 7 4 . 2 

4 5 - 5 4 10 .1 1 0 . 5 1 0 . 9 1 1.3 3 . 0 3 . 9 

5 5 - 6 4 1 1.5 12 .1 1 2 . 6 13 .1 2 . 8 4 . 3 

6 5 - 7 4 1 4 . 0 1 4 . 7 1 5 . 0 1 5 . 5 2 . 4 3 .4 

7 5 + 1 6 . 3 1 7 . 0 1 7 . 0 1 7 . 0 2 . 2 1.5 

All f e m a l e s 9 .2 9 .6 9 . 9 1 0 . 4 3 . 6 3 . 9 

All p e r s o n s 7 . 6 7 . 9 8.2 8 . 5 3 . 5 4 . 0 

(a) D e r i v e d f r o m a 10 p e r c e n t s a m p l e b a s e d o n d a t e of s e r v i c e for t l i e t w o 
s i x - m o n t h p e r i o d s . Apr i l to S e p t e m b e r , 1 9 7 6 a n d 1 9 8 6 ( B a r e r e t a l 1 9 9 0 a ) . 

N o t e : I l e a l O i I n s u r a n c e C o m m i s s i o n A n n u a l R e p o r t s u s e d a t e of p r o c e s s i n g d a t a . 
T l i e A u s t r a l i a n I n s t i t u t e of H e a l t h l i a s a d j u s t e d t h e H e a l t h I n s u r a n c e 
f i g u r e s for d i f f e r e n c e s b e t w e e n H e a l t h I n s u r a n c e C o m m i s s i o n e n r o l l e d 
p e r s o n s a n d A B S r e s i d e n t p o p u l a t i o n n u m b e r s . 

S o u r c e : H e a l t h I n s u r a n c e C o m m i s s i o n 1 9 8 6 to 1 9 8 9 
B a r e r e l a l ( 1 9 9 0 a ) 

Since these differences preclude a precise numerical comparison 
o f t h e 1976 to 1986 trend with the 1985-86 to 1988-89 trend, the 
following summary is limited to some broad features of the data. A 
more detailed analysis is in progress at the AIH. 

In the recent data, tlie annual increase hi services over tlie 
three-year period was 3.5 per cent per enrolled person and 4.0 per 
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cent pe r res iden t person . This sugges t s the a n n u a l inc rease in 
services is now a little higher t h a n the 3 5 pe r cen t recorded be tween 
1976 a n d l 9 8 6 . 

Disaggregation of tlie increase from 1 9 8 5 - 8 6 to 1 9 8 8 - 8 9 into p a r t s 
of the Schedu le is complicated b e c a u s e several i t ems were shifted 
be tween different pa r t s of the Schedule . But t he r e does a p p e a r to have 
been a real Increase in GPconsu l t a t l ons . Between 1976 a n d 1986. the 
a n n u a l increase in the n u m b e r of GP consu l t a t ions per p e r s o n w a s 
1.7 per cent , b u t be tween 1985-86 and 1 9 8 8 - 8 9 it w a s 3.7 pe r cent . 

A prel iminary disaggregat ion by age a n d sex of the inc rease in 
n u m b e r of services per pe rson shows similar b road charac te r i s t i cs to 
those of the 1976-1986 s tudy, b u t the re a re some differences In detai l 
(Table 5.4). For males , t he largest percentage Increases were, in order, 
in the 5 5 - 6 4 , 15 -19 and 0 -4 age groups) , whereas be tween 1976 a n d 
1986 they were in the 8 0 - 8 4 , 0-4, 5 5 - 5 9 a n d 10-14 age g r o u p s . (The 
8 0 - 8 4 age g roup does not exist h i the c u r r e n t H1C d a t a which have 
only the 7 5 a n d over age g roup for the oldest aged.) For females. tlie 
largest percentage increase was still In the 0-4 age g roup while the 
nex t h ighes t r a t e s of Increase were in the 5 -9 age group , t h e n the 
10 -14 age g roup . The r a t e s of inc rease in t h e u s e of services by 
females of different ages was more variable t h a n for ma les . 

5.3 Pharmaceutical drugs 
Information abou t a lmost all aspec ts of p h a r m a c e u t i c a l d r u g u s e in 
Aust ra l ia Is very poor. Good quality d a t a do not exist for aggregated 
use of d r u g s (such a s total expendi ture by hosp i t a l s or Individuals o n 
prescr ipt ion drugs) , or for disaggregated u s e (such a s tlie p a t t e r n s of 
d r u g u s e by individuals). 

The Commonweal th Government provides a wide r a n g e of 
pha rmaceu t i ca l d rugs free, or a t subs id ised pr ices , t h rough t h e 
Pharmaceu t i ca l Benefits Scheme (PBS) a n d th rough direct g r a n t s for 
specific p u r p o s e s (Box 5.6). Prescription d r u g s cons t i tu te the g rea t e s t 
proport ion, by n u m b e r a n d by cost , of d r u g s provided u r rough the 
PBS. a l though a significant proport ion of d r u g s available for 
Pens ioner Beneficiaries a re ove r - the -coun te r (OTC) d r u g s . D r u g s 
suppl ied t h rough hospital p h a r m a c i e s a re a lso a mix tu re of 
prescr ipt ion a n d OTC, b u t mainly prescr ip t ion. The OTC p r o d u c t s a r e 
the only major c lass of d rug for which a prescr ipt ion is no t r equ i red 
a n d for which a significant proport ion of sa les a r e m a d e t h r o u g h retai l 
ou t le t s o ther t h a n communi ty p h a r m a c i e s . 

The Aus t ra l i an Pharmaceut ica l Manufac tu re r s ' Associat ion 
es t imated the total value in 1988 of sales of d r u g s a t m a n u f a c t u r e r s ' 
pr ices a t $1 .5 billion, of which $420 million w a s for OTC d r u g s . F rom 
its 1987 -88 hospital uti l isation a n d cost s t udy (unpublished)i tlie AIH 
es t imated sa les a t manufac tu re r s ' prices to hosp i t a l s a t a b o u t $ 2 2 0 
million. Sales a t manufac tu re r s ' pr ices of prescr ip t ion d r u g s were 
e s t ima ted a t a b o u t $1.1 billion, of which a b o u t 12 per cen t were for 
private prescr ip t ions with the r emainder available u n d e r the PBS a n d 
Repatr ia t ion Pharmaceut ica l Benefits S c h e m e (Figure 5.15). 
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B o x 5 . 6 : P h a r m a c e u t i c a l B e n e f i t s S c h e m e ( a ) 
The Pharmaceut i ca l Benef i t s S c h e m e (PBS) subs idises the 
c o s t of a wide range of drugs and medic ina l preparations 
with t h e a im of ensur ing that individuals are not financially 
precluded from a c c e s s t o t h e s e i t e m s . 

There are three main c las ses of benef ic iaries under the 
PBS: 

• Pens ioner Benefic iaries receive scheduled drugs free. 
This group Includes: 
- t h o s e in rece ipt of a full age pens ion; 
- support ing parents holding Pensioner Health 

Benef i t s cards, invalid pens ioners holding Health 
Benef i t s cards, war widows with Dependent 
T r e a t m e n t Ent i t l ement cards and veterans without 
recogn i sed war caused disabil i t ies holding Service 
Pens ioner Benef i t s cards, and their dependents . 
(Veterans wi th recognised war caused disabil i t ies 
rece ive spec ia l t reatment under the Repatriation 
Pharmaceut ica l Benef i ts Scheme) . 

• Conces s iona l Beneficiaries , w h o hold Pharmaceutical 
Benef i t s C o n c e s s i o n cards (age pens ioners excluded 
from full p e n s i o n benefits) or Health Care cards 
(unemployed and low i n c o m e earners) are required to 
contr ibute $ 2 . 5 0 towards the c o s t of each i t em. 

People d e e m e d eligible to receive u n e m p l o y m e n t 
bene f i t s are automat ica l ly Issued with a Health Care 
Card. There is no m e a n s tes t ing on unemployed 
benef i t s or on the concess iona l benef i ts flowing from 
that benef i t . 

People rece iv ing s i c k n e s s benef i ts are eligible for 
e i ther a Health Benef i ts card or a Health Care card, 
depend ing o n individual c i rcumstances a s s e s s e d by the 
C o m m o n w e a l t h Department of Social Security . 

• General Benef ic iaries pay $ 1 1 . 0 0 per benef i t i t em. 
Under t h e Safety Net S c h e m e , any family or individual 
rece iv ing 2 5 PBS prescript ions in a calendar year is 
e n t i t l e d to be i s sued with an Ent i t l ement Card 
providing free benef i ts for the remainder of that 
ca lendar year. 

(a) As at 3 0 J u n e 1 9 9 0 

136 



Figure 5.15: Es t imated sales of p h a r m a c e u t i c a l d r u g s for h u m a n 
use , e x - m a n u f a c t u r e r s ' p r ices , 1988 

Estimated sales $1519m(a) 

Private prescriptions 
7%<c) 

(a) Australian Pharmaceutical Manufacturers Association figure. 
(b) Includes Repatriation Pharmaceutical Benefits Scheme products. 
(c) AIH estimate 

Source: Australian Pharmaceutical Manufacturers Association (unpublished) 

5 .3 . 1 Role of the Commonweal th 
Tlie Commonwealth Government plays a major role in regulating the 
pharmaceutical drugs industry through the Pharmaceutical Benefits 
Scheme. In cooperation with the States and Territories, the 
Commonwealth regulates manufacture of drugs in Australia, and 
importation of drugs. All imported drugs must be certified by tlie 
Australian Drug Evaluation Committee to be safe and efficacious. 

The prices of a significant proportion of pharmaceutical drugs sold 
under the PBS are determined by the Commonwealth Government. 
PBS products represented an estimated 51 per cent of the 
expenditure on drugs in Australia in 1988 (Figure 5.15). Tlie Health 
Insurance Commission (HIC) is responsible for payments to 
pharmacists dispensing PBS drugs. 

To promote research on pharmaceutical drugs, the Commonwealth 
Government pays companies undertaking research in Australia 
higher prices for drugs sold through the PBS. This premium is 
referred to as Factor 'F. 

Tlie main items of expenditure by the Commonwealth on 
pharmaceutical drugs in 1988-89 are shown in Table 5.5. 
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T a b l e 5.5: C o m m o n w e a l t h e x p e n d i t u r e on p h a r m a c e u t i c a l s 1 9 8 8 - 8 9 

($ million) 
Expenditure 

P h a r m a c e u t i c a l B e n e f i t s S c h e m e 
G e n e r a l b e n e f i t s 
C o n c e s s i o n a l b e n e f i t s 
P e n s i o n e r b e n e f i t 6 5 6 . 3 

1 3 2 . 0 
6 3 . 3 

S a f e t y Ne t 
Miscellaneous services(a) 
Total 1 . 0 2 3 . 5 

8 0 . 8 

1 3 8 . 7 
3 3 . 2 

R e p a t r i a t i o n P h a r m a c e u t i c a l B e n e f i t s S c h e m e 
F a c t o r F ' p a y m e n t s 
C o m m o n w e a l t h D C S H a d m i n i s t r a t i o n c o s t s 
T o t a l C o m m o n w e a l t h e x p e n d i t u r e 1 . 1 2 8 . 8 

2 3 . 2 
1.3 

(a) I n c l u d e s p a y m e n t s for d i a l y s i s fluids, g r o w t h h o r m o n e s a n d o t h e r spec.-ial 
p r o g r a m i t e m s . 

S o u r c e : C o m m o n w e a l t h D e p a r t m e n t of C o m m u n i t y S e r v i c e s a n d H e a l t h 1 9 8 9 a 

T r e n d s in e x p e n d i t u r e a n d on u se of PBS d rugs 
Changes to the PBS over the past five years have made it difficult to 
interpret trends in expenditure and use of PBS drugs (Table 5.6). 

The introduction of the Safety Net in November 1986 resulted in 
discontinuity hi the series for both Concessional and General 
Beneficiaries (Section 5.3.2). A number of other factors also makes 
year to year comparisons difficult: 

• The deletion of a number of minor drug groups from the 
schedule of drugs Ln November 1986. and the subsequent 
relisting hi J u n e 1987 of some analgesics delisted in November. 

• In August 1988. 53 expensive drugs were added to the list of 
drugs which required Commonwealth Department of 
Community Services and Health authority for doctors to 
prescribe: some of these drugs were taken off this list soon after. 
Requiring an authority to prescribe a drug often reduces 
significantly tlie rate at which drugs are prescribed. 

• At the same time tlie maximum quantity of some drugs that 
could be prescribed on one prescription was doubled—thereby 
reducing the number of prescriptions processed, but not 
reducing the amount of drugs prescribed. 

The use of drugs by Pensioner Beneficiaries has been least 
disturbed by these changes. Over the fouryears 1984-85 to 1988-89. 
it showed an increase in Commonwealth Government expenditure of 
84 per cent, from $356 million to $655 million. Over the same period 
tlie average prescription price for Pensioner prescriptions increased 
from $5 .93 to $9.88—an increase of 67 per cent. Prescript ion use per 
person increased by 7 per cent, so tlie increase in price per 
prescription was tlie major cause of the increase in Commonwealth 
expenditure on PBS drugs for Pensioner Beneficiaries. 

Tlie increase in average cost per prescription was partly because of 
tlie delisting of cheaper items in 1986, but primarily because of the 
introduction of more expensive drugs that found wide acceptance 
within the medical profession. Tlie rate of increase in Pensioner PBS 

A u s t r a l i a . P a r l i a m e n t 1 9 8 9 
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Table 5.6: Expenditure and use of Pharmaceutical Benefits Scheme 
drugs, 1984-65 to 1988-89 

Beneficiary type 

Pensioner General Concessional 
Safety 
Netla) Totals 

1 9 8 4 - 8 5 
S c r i p t s ("OOO) 6 0 . 0 7 0 5 0 . 6 9 0 1 0 . 0 6 9 — 1 2 0 . 8 2 9 
C W e x p e n d i t u r e ($m) 3 5 6 . 2 1 4 2 . 4 4 3 . 3 — 5 4 1 . 9 
P a t i e n t c o n t r i b u t i o n ($m) _ 2 0 1 . 1 2 0 . 2 — 2 2 1 . 4 
Tota l ($m) 3 5 6 . 2 3 4 3 . 6 6 3 . 5 — 7 6 3 . 3 

1 9 8 5 - 8 6 
S c r i p ts( 0 0 0 ) 6 3 . 1 9 2 4 6 , 3 3 4 1 0 . 3 1 6 — 1 1 9 . 8 4 2 
C W e x p e n d i t u r e ($m) 4 0 8 . 0 1 3 8 . 4 5 0 . 2 — 5 9 6 . 6 
P a U e n t c o n t r i b u t i o n ($m) — 2 2 2 . 3 2 0 . 7 — 2 4 3 . 0 
Tota l ($m) 4 0 8 . 0 3 6 0 . 7 7 0 . 9 — 8 3 9 . 6 

1 9 8 6 - 8 7 
S c r i p t s ( 0 0 0 ) 6 2 . 9 0 6 2 8 . 7 6 3 9 . 7 5 6 1 , 3 3 7 1 0 2 . 7 6 2 
CW e x p e n d i t u r e ($m) 5 0 3 . 0 1 4 0 . 6 5 9 . 7 1 1 . 2 7 1 4 . 5 
P a U e n t c o n t r i b u t i o n ($m) — 1 6 7 . 1 2 2 . 0 — 1 8 9 . 2 
Tota l ( $ m ) 5 0 3 . 0 3 0 7 . 7 8 1 . 8 1 1 . 2 9 0 3 . 7 

1 9 8 7 - 8 8 
S c r i p t s ( 0 0 0 ) 6 5 . 9 8 1 1 2 . 3 3 9 7 . 5 2 1 1 5 . 0 6 0 1 0 0 . 9 0 1 
CW e x p e n d i t u r e ($m) 5 8 8 . 1 1 1 1 . 7 5 1 . 6 1 5 9 . 4 9 1 0 . 9 
P a U e n t c o n t r i b u t i o n ($m) — 1 1 7 . 9 1 8 . 8 — 1 3 6 . 8 
T o t a l ( $ m ) 5 8 8 . 1 2 2 9 . 7 7 0 . 4 1 5 9 . 4 1 . 0 4 7 . 6 

1 9 8 8 - 8 9 
S c r i p t s C000) 6 6 . 3 5 4 1 4 . 0 7 9 8 . 2 2 3 1 1 . 9 3 0 1 0 0 . 5 8 6 
CW e x p e n d i t u r e ($m) 6 5 6 . 3 1 3 2 . 0 6 3 3 1 3 8 . 7 9 9 0 . 3 
P a U e n t c o n t r t b u U o n ($m) — 1 4 7 . 7 2 0 . 6 — 1 6 8 . 3 
Tota l ($m) 6 5 6 . 3 2 7 9 . 7 8 3 . 9 1 3 8 . 7 1 . 1 5 8 . 6 

(a) S a f e t y Net a r r a n g e m e n t s o p e r a t e d from 1 N o v e m b e r 1 9 8 6 . 

S o u r c e : C o m m o n w e a l t h D e p a r t m e n t o f C o m m u n i t y S e r v i c e s a n d H e a l t h 1 9 8 5 t o 
1 9 8 9 a 

prescr ip t ion pr ices was highest be tween 1 9 8 5 - 8 6 a n d 1 9 8 6 - 8 7 w h e n 
pr ices increased per prescript ion by a lmos t 2 4 per cent . Prices 
inc reased by slightly less t h a n 8 pe r cen t from 1 9 8 7 - 8 8 to 1 9 8 8 - 8 9 . 
Inc reases in the average prices of prescr ipt ion d r u g s for Concess ional 
Beneficiaries showed the s ame pa t t e rn , a l t hough the in t roduc t ion of 
the Safety Net a r r angemen t would have affected these averages . T h e 
Safety Net a r r angemen t s have h a d s u c h a significant effect on b o t h 
the prescr ipt ion n u m b e r s a n d costs of PBS d r u g s provided to Genera l 
Beneficiaries tha t little useful comment c a n be m a d e a b o u t t r e n d s in 
u s e b e c a u s e of lack of appropr ia te detailed da t a . 

There is l i tde reliable information a b o u t t h e n u m b e r or cos t s of 
prescr ip t ions no t covered by the PBS or the Repat r ia t ion 
Pha rmaceu t i ca l Benefits Scheme. The Commonwea l th D e p a r t m e n t of 
Communi ty Services a n d Health and the P h a r m a c y Guild of Aust ra l ia 
are Jointly working to Improve the availability of information. 
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5.3.2 The Safety Net 
Safety Net a r r a n g e m e n t s have operated since 1 November 1986. 
The re were two major effects of the Safety Net: the first was to 
r ed i s t r ibu te Gove rnmen t subs id ies away from people who u s e d small 
n u m b e r s of PBS prescr ip t ions to those who were high use r s ; and the 
second w a s to reduce , or moderate , the r a t e of Governrnent 
expend i tu r e on t h e PBS. 

Previously, Genera l a n d Concessional Beneficiaries were eligible for 
PBS d r u g s for a pa t ien t contr ibut ion of $ 5 a n d $2 .50 per prescript ion, 
respectively. After 1 November 1986, d ie pat ient contr ibut ion for 
Genera l Beneficiaries was Increased to $10, and subsequent ly to $11 
i n j u r y 1988 . T h e conh-ibution remained a t $2 .50 for Concess ional 
Beneficiaries. However for both se t s of Beneficiaries, PBS d rugs were 
provided free once the total n u m b e r of prescr ip t ions used by a family 
or a n individual r eached 2 5 in a ca lendar year (although the first "year' 
r a n from November 1986 to December 1987). 

In t h e ' 1 4 - m o n t h year" November 1986 to December 1987, 517 ,700 
P h a r m a c e u t i c a l Benefits Ent i t lement c a r d s were issued u n d e r the 
Safety Net. T h e s e ca rd s entit led 1.25 million people to 15.1 million 
free PBS presc r ip t ions . In 1988, 407 .800 ca rds were i s sued entit l ing 
1.07 million people to 12.1 million free prescriptions—fewer t h a n in 
tlie previous y e a r b e c a u s e of the shorter period, and possibly because 
of h o a r d i n g a t the end the first Safety Net year. 

For Genera l Beneficiaries, t he m a x i m u m pat ien t contr ibut ion per 
p rescr ip t ion inc reased from $ 5 to $10 in 1986. As a resu l t anyone 
u s i n g small n u m b e r s of prescr ipt ions w a s u p to $5 per prescr ipt ion 
worse off t h a n before tlie Safety Net a r rangement . Once 2 5 
p resc r ip t ions were reached , addit ional prescr ip t ions were free. 

As the con t r ibu t ion paid by Concessional Beneficiaries did no t 
Increase , n o Concess ional Beneficiary h a d to pay more , and any 
Concess iona l Beneficiary, or family with s u c h an ent i t lement , who 
u s e d 2 5 p resc r ip t ions was immediately bet ter off. 

It is difficult to es t imate savings to Commonweal th Government 
expend i tu re . In the year before tlie Safety Net began. the 
C o m m o n w e a l t h subs id i sed 4 6 . 3 million General Beneficiary scr ipts . 
In the first yea r of the Safety Net operation, it subsidised abou t 30.1 
million scr ip ts , a n d abou t 27.4 million in the second year. 
Prescr ip t ion pr ices for Concessional Beneficiary d rugs , which have 
b e e n s imilar historically to General Beneficiary d rugs , increased by 
a b o u t 22 per cent be tween 1985-86 a n d 1986-87 . If t he General 
Beneficiary pa t ien t cont r ibut ion had no t increased from $ 5 in 
1 9 8 6 - 8 7 the Commonwea l th Government could have paid ou t $100 
million m o r e t h a n it did after the introduct ion of the Safety Net. 
However, it is likely the re would have been o ther changes if the Safety 
Net h a d n o t been in t roduced . 

5.3.3 Use of drugs by individuals 
Little informat ion is available about the p a t t e r n s of individual d rug 
u s e . Most o f t h e available da t a are derived from surveys or s tud ies of 
t h e u s e of pa r t i cu l a r d rugs . 

T h e AIH s tud ied the u s e of PBS drugs between April and J u n e 1985 
in two coun t ry a r e a s with a combined popula t ion of abou t 66 ,000 
people. T h e s tudy , which w a s conducted before the Safety Net was 
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Figure 5.16: Pharmaceutical beneficiaries by age, 
June quarter 1985, study areas 
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introduced, examined about 100,000 PBS prescriptions dispensed t 
pharmacists in the study areas. At the time, PBS drugs accounted for 
about 80 per cent of all prescriptions dispensed by community 
pharmacists. It is likely that about 10 per cent of prescriptions for 
people living in the study area were dispensed by pharmacists outside 
the study area and therefore lost to the study. 

While not being a random sample of all prescription users in 
Australia, the results provide a number of insights into the patterns 
of drug use not previously available. The study classified people Into 
two groups: Pensioner Beneficiaries in one group and the 
non-Pensioner group of Concessional and General Beneficiaries. The 
movement between these last two groups made a satisfactory 
separation of tlie two impractical. 

It should be noted the Pensioner Beneficiaries include pensioners 
other than Aged Pensioners. The study showed the Pensioner group 
included a large number of people below aged pension age (Figure 
5.16). About 45 per cent of Pensioner Beneficiaries are under 6 0 years 
of age and 10 per cent are aged under 2 0 years. This younger 
population mainly comprises Invalid Pensioners and Supporting 
Parent Beneficiaries and their children. Use of PBS drugs by all 
Pensioner Beneficiaries is likely to be quite different from the use by 
Aged Pensioner Beneficiaries, for whom separate usage data are not 
available. 

During the three months studied. Pensioner Beneficiaries used an 
average of 4.3 prescriptions per person, while the non-Pensioner 
group used an average of one prescription per person. However, the 
differences in age-sex composition of the two populations accounts 
for a significant proportion of the difference In use. If the Pensioner 
Beneficiaries had the same age and sex distribution as the 
non-Pensioners, but had their own age-sex specific use of 
prescriptions, the average use would have be 2 .1 . 
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Figure 5.17: Pharmaceutical benefit prescriptions per person 
by sex, J u n e quarter 1985, study areas 
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Figure 5.18: Pharmaceutical benefit prescriptions per person, 
type of beneficiary, J u n e quarter 1985, study areas 
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There were clearly significant differences between the use of drugs 
by people of different ages and different sexes (Figure 5.17). Except 
for the 0-9 year age range, use of PBS drugs by females was higher 
than that of males. Use of PBS drugs by females over 80 years of age 
was about five times the average use in the study area—for males of 
the same age it was about four times the average. 

Age specific use of prescriptions by Pensioner Beneficiaries was 
higher than for non Pensioner beneficiaries in all age ranges (Figure 
5.18). During the three-month period, 6 0 per cent of Pensioner 
Beneficiaries used at least one prescription compared with 33 per 
cent of non-Pensioners. 

Figure 5.19 shows the average prescription use of people who used 
at least one prescription during the study period. Tlie real difference 
in use by Pensioners and non-Pensioners was smaller than shown hi 
Figure 5.19 because hi 1985 Pensioners received drugs costing less 
than $5 free under the PBS. Non-Pensioners, who were not entitled 
to this benefit, used such drugs but their use was not recorded and 
therefore the difference is overstated. Pensioner Beneficiaries were 
eligible for about 15 per cent more drugs than non-Pensioners. 

When adjusted age for age, tlie difference between Figures 5.18 and 
5.19 is explained by tlie fact that almost two— thirds of non-Pensioner 
Beneficiaries used no drugs at all during the study period, compared 

Figure 5.19: Pharmaceutical benefit prescriptions per person 
(users only), type of beneficiary, June quarter 1985, 
study areas 
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with only a third of Pensioner Beneficiaries. The reasons for the 
difference are not understood, but tlie most likefy contributing 
factors would be the difference in health status ofthe two groups, and 
the prices of drugs to the two groups. To obtain Pensioner Beneficiary 
status people are required to pass a means test, so Pensioners have 
lower incomes than non-Pensioners, and many Pensioners are in 
receipt of benefit because of their health status (eg Invalid 
Pensioners). During tlie study period. Pensioners received drugs free 
of charge while non-Pensioners paid either $2.50 or $4 per 
prescription. 

5 . 3 . 4 C o m m o n w e a l t h pol icy on pharmaceut ical drug use 
During 1988-89 there were four major aspects of Commonwealth 
policy on the use of prescription drugs: 

• to control or reduce Government expenditure on drugs: 
• to direct subsidies to individuals or families with high drug use; 
• to promote the efficient use of drugs; and 
• to promote tlie development of the Australian drug industry and 

drug research in Australia. 
Government action to reduce expenditure was reflected In a 

number of measures: tlie reduction in the wholesale margins on PBS 
drugs (January 1988); representations by the Commonwealth to the 
Pharmaceutical Benefits Remuneration Tribunal seeking to reduce 
dispensing fees paid to pharmacists (during 1989): and the addition 
of a number of high priced drugs to the list which required 
Commonwealth Depart merit of Community Services and Health 
authority for doctors to prescribe. 

The introduction of the Safety Net arrangement in 1986 had the 
effect of both reducing the rate of growth of Government expenditure 
on drugs and redirecting the Government subsidy towards people 
who were high drug users. 

In 1988, the Government established the Pharmaceutical Benefits 
Pricing Authority with responsibility for setting prices for drugs listed 
in tlie PBS. One of the factors it was to consider in determining the 
price was the level of Australian pharmaceutical and research 
activity. Higher prices are paid to companies undertaking significant 
research in Australia. These Factor 'F payments, amounted to $1.3 
million in 1987-88 and were budgeted to be $28 million in 1989-90. 

The Pharmaceutical Benefits Advisory Committee, which 
recommends to the Minister which drugs should be listed on the PBS, 
is required to take into account the cost effectiveness of drugs when 
making recommendaUons. The PBAC and its subcommittees also 
have a role in formulating educational initiatives designed to 
encourage the rational use of drugs. 
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5.4 Health personnel 
The health industry employs more than half a million people, or 7 per 
cent of tlie total Australian labourforce (ABS 6203.0) . They are almost 
evenly divided between tlie traditional health occupations and other 
trades and skills required for providing health care and for assuring 
health. 

Between 1978 and 1988, the health labourforce grew steadily, both 
absolutely and as a proportion ofthe civilian labourforce, but in 1989 
it dropped as a proportion ofthe civilian labourforce. Tlie reasons and 
significance are not yet clear (Figure 5.20). (There was a slight drop 
in 1981, but it was not statistically significant.) 

The public sector employs 56 per cent of health industry wage and 
salary earners, with the remaining 44 per cent employed by tlie 
private sector (ABS 6248.0). 

Between 1984 and 1989 the numbers of wage and salary earners 
in the private sector of the health industry increased faster than hi 
the public sector (Figure 5.21). 

Women account for about 75 per cent o f the health labourforce, a 
proportion that has remained constant for the past decade. However, 
the distribution of women across occupations varies: they tend to be 
in the minority in high status occupations such as medicine and 
dentistry, but in the majority in other health fields (Table 5.7). 

Tlie paid health labourforce is supplemented by voluntary workers 
and family carers. Actual numbers are not known but their 
contribution is significant. 

Figure 5.20: Employment in the health industry, 1978 to 1989 
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Note: From April 1986 unpaid family helpers who worked 1-14 hours during the 
reference week are defined as part-time workers (rather than as unemployed 
or not in the labour force). 
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Figure 5 . 2 1 : E m p l o y e d w a g e a n d salary earners in the health 
industry , government and pr ivate sectors , 1984 to 
1989 

T a b l e 5 . 7 : P e r s o n s e m p l o y e d i n s e l e c t e d h e a l t h o c c u p a t i o n s ( a ) , b y 
s e x a t 3 0 J u n e 1 9 8 6 

Occupation All persons Male Female 

(Number) (Per cent) (Per cent) 
D e n t a l n u r s e s 8 . 8 0 0 1 9 9 
S p e e c h p a t h o l o g i s t s 1 .320 4 9 6 
E n r o l l e d n u r s e s 3 5 . 2 2 0 6 94 
O c c u p a t i o n a l t h e r a p i s t s 2 . 7 7 0 7 9 3 
R e g i s t e r e d n u r s e s 1 3 8 . 2 2 0 8 9 2 
P h y s i o l h e r a p i s t s 5 , 9 3 0 16 8 4 
R a d i o g r a p h e r s 4 . 2 7 0 3 7 6 3 
P h a r m a c i s t s 1 0 . 6 4 0 6 1 3 9 
G e n e r a l m e d i c a l p r a c t i t i o n e r s 2 3 . 7 9 0 7 5 2 5 
S p e c i a l i s t m e d i c a l p r a c t i t i o n e r s 9 , 0 0 0 8 4 16 
D e n t i s t s 6 . 3 1 0 8 6 14 

(a) I < a n k e d i n o r d e r of f e m a l e p e r c e n t a g e . 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 4 3 4 6 . 0 

5 . 4 . 1 Distribution of health labourforce 
Supply of health personnel in a country Is generally expressed in 
numbers per unit of population. The data are usually available and 
the approach allows simple monitoring of any changes In the 
relationship and allows some comparison between countries. 

However, simple national supply measures used on their own may 
fail to reflect some significant realities. They provide no indication, for 
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Figure 5.22: Phys ic ian to popu la t ion rat ios, infant morta l i ty a n d 
ma le life e x p e c t a n c y rates for se lec ted c o u n t r i e s 
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example, of the concentra t ion of doctors In cities, or in par t i cu la r 
p a r t s of cities, nor of a r e a s which are underserviced or overprovided. 
Simple supply ra tes a re part icularly unhelpful in evaluat ing the 
provision of specialists or in p lanning r e sponses to the hea l th ca re 
needs of the populat ion. 

Supply ra t ios vary considerably between count r i es b u t 
in ternat ional compar i sons canno t be used to provide target ra t ios . 
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There appears to be l i t t le connect ion between, for example, t l ie 
n u m b e r of med ica l p rac t i t i oners a n d the hea l th o f t h e popu la t ion , as 
measu red by i n fan t mor ta l i t y rates or average life expectancy 
(Figure 5.22). 

T l i e re la t i onsh ip be tween the categories of hea l th workers , bo th in 
t e rms o f abso lu te n u m b e r s and in the way func t ions and roles are 
de l ineated , has clear imp l ica t ions for t l ie p rov is ion of hea l th care. 
Subs t i t u t ab i l i t y a n d appropr ia teness of func t ions are impor tan t 
factors in r educ ing the impact of f l uc tua t ions i n n u m b e r s of di f ferent 
h e a l t h p rac t i t i oners . 

5 . 4 . 2 Educat ion and training of health personnel 
The o u t p u t o f new graduates i n the hea l th f ield depends on a number 
of factors, i n c l u d i n g a l locat ion of f u n d i n g and s tudent places to 
pa r t i cu l a r d isc ip l ines , avai labi l i ty o f teaching staf f and phys ica l 
resources ( i nc lud ing c l in ica l facil i t ies), suff ic ient enro lments for 
speci i lc courses, a n d t l ie size of the pool of ind iv idua ls qual i f ied to 
enter educa t iona l i ns t i t u t i ons . 

I n 1988, 10 per cent of a l l award course enro lments i n h igher 
educa t i on were i n t l ie hea l th field. Nurs ing accounted for near ly 41 
per cent oi a l l h e a l t h f ie ld enro lments , w i t h medic ine accoun t ing for 
abou t 21 per cent (Figure 5.23). 

Figure 5.23: S t u d e n t s under tak ing a w a r d courses in heal th field 
by t y p e of course , 1988 
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Figure 5.24: Pro jected popula t ion of tert iary e d u c a t i o n a g e , 
17 to 22 years 
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Feinates accounted for nearly 69 per cent of health field enrolments, 
representing 14 per cent of all female enrolments hi award courses. 
Males accounted for 31 per cent of health field enrolments, 
representing about 7 per cent of all male enrolments in award 
courses. 

Tlie phased transfer of basic nurse education from hospital based 
training to the higher education sector, which began in 1984, resulted 
in an increase of about 9 ,000 students in the higher education sector 
between 1984 and 1987. In 1988, about 13,000 students, about 86 
per cent of them female, were enrolled in basic nursing courses. 

Nearly 77 per cent of commencing students were aged between 17 
and 22 years, compared with 55 per cent in all fields. 

The size of tlie 17 to 2 2 year age group, from which entrants to 
health courses will largely be drawn, is likely to fluctuate over the next 
few decades, and this may affect the numbers actually enrolling. 

Tlie Australian Bureau of Statistics medium projection for the 
group aged 17 to 22 years shows a significant drop between 1991 and 
1996. followed by a gradual rise to the 1991 peak by about 2 0 0 6 
(Figure 5.24). 

Tlie effect of this demographic change on the numbers of s tudents 
eiirolling in health field courses attracting a high proportion of young 
commencing students is uncertain. In both the United Kingdom and 
tlie United States (where a similar pattern of demographic change is 
expected), concern has been expressed about the likely impact on 
numbers of students enrolling in nursing studies particularly, and, 
consequently, the pool of qualified nurses. 

149 



5 . 4 . 3 Current i s sues : health labourforce accreditat ion 
Rapid changes driven by technological developments, economic 
strategies and community expectations are reflected in the health 
labourforce. Demands for specialist skills generated by new 
technologies and treatment have led to increased requirements for 
additional or different training and education for health professions. 

Awareness of enhanced skills has increased the emphasis on 
professionalisation and professional recognition in many health 
occupations. Professional recognition has been seen as a reward for 
increased responsibilities and skills, and as a means for negotiating 
better salaries and wages, working conditions and career structures. 

With changing technologies, changing techniques of treatment and 
preventive therapies, the demarcation of occupational boundaries 
has become blurred. New occupational sub-groups have sprung up 
to fill newly created niches (eg rehabilitation counselling, ergonomics, 
speech therapy aides), often drawing members from more traditional 
health occupations, and sometimes straddling a number of 
occupational boundaries. Unease at perceived territorial erosion has 
resulted in a defensive move towards more stringent requirements for 
credentials in some areas. 

The full transfer of nurse education from from hospital based 
training to tertiary institutions will not be completed until 1993, yet 
there is already pressure for the upgrading of nursing studies from 
diploma to degree level. Other instances are the recent upgrading of 
radiographer training and more stringent accreditation requirements 
for cytotechnologists. 

There is some ambivalence on tlie part of health professionals 
about the use of registration for controlling occupational 
accreditation. Some groups are considering introducing registration 
requirements, while others (nursing in particular) are looking at 
streamlining registration procedures to overcome restrictions on 
occupational mobility. In occupations such as dietetics, occupational 
therapy, podiatry, radiography and speech pathology, registration 
requirements exist in some States and Territories but not in others. 

Early discharge of acute hospital patients, mainly because of 
improved techniques and treatment modalities, has led to shorter 
lengths of stay. However, some patients no l o n g e i requiring 
hospitalisation need some continuing care in the domestic situation, 
and the implications have been recognised at government level. The 
current Medicare funding agreement between tlie Commonwealth 
and the States (to cover 1 July 1988 to 30 June 1993) contains 
incentive packages (to the value of $25.5 billion in the first year), 
which are designed to promote increased effectiveness in the use of 
resources in the recognised hospital sector specifically through 
expanded early discharge to post-acute and palliative care services. 

5 . 4 . 4 Current i s sues : shortages and oversupply 
The present policy focus in education and training is directed at 
developing and improving the integration and coordination of policies 
on employment, education and training' (Dawkins 1987). 

Medical education (and to some degree, dental education) faces a 
dilemma trying to match the student intake with the labour market 
(Box 5.7). The difficulty lies in resolving the balance between annual 
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B o x 5 . 7 : T h e D o h e r t y C o m m i t t e e 
To ensure that medica l educat ion and t h e medica l labour-
force were appropriate to m e e t i n g t h e future nat ional 
heal th care needs , the Commonwea l th Minister for Health 
es tabl i shed the C o m m i t t e e of Inquiry i n t o Medical Educa­
t ion and Medical Workforce in January 1 9 8 7 under t h e 
chairmanship of Professor RL Doherty . 

The Commit tee reported in April 1 9 8 8 and made recom­
mendat ions on a number of i s sues inc luding t h e s y s t e m of 
payment for medica l care, the curricula and t each ing of 
medica l courses , prercgistration training and its s e t t i n g , 
training for general pract ice and training for spec ia l i s t prac­
tice, c o n t i n u i n g educat ion , the medica l labourforce and the 
se l ec t ion of medica l s t u d e n t s . 

In i t s examinat ion of the medica l labourforce, t h e Com­
m i t t e e drew a t t e n t i o n to def ic ienc ies in t h e qual i ty of la-
bourforce data available to it, and said t h e Australian medi­
cal labourforce should be moni tored more c lose ly . It recom­
m e n d e d the e s tab l i shment of an on go in g Medical Workforce 
Review Commit t ee , which began work In November 1 9 8 9 . 
It is t o address a number of priority Issues , Including the e s ­
tabl i shment of nat ional medica l labourforce data co l lec ­
t i ons . 

Strateg ies for m e e t i n g pressures for Increased hea l th per­
sonne l need not inevitably require extra qualified person­
nel. S u c h a so lut ion may not be poss ible b e c a u s e of l imi t ed 
resources . New technolog ica l d e v e l o p m e n t s , subs t i tu t ion 
of personnel , c h a n g e s in the structural framework of hea l th 
serv ices might more effect ive s trateg ies . 

o u t p u t of locally t ra ined g r a d u a t e s a n d the a n n u a l addi t ion of 
overseas t ra ined pract i t ioners to the medical labourforce w h e n 
par t i cu la r s u b - m a r k e t s for medical prac t i t ioners appea r to b e 
oversupplied. 

While there are difficulties In recrui t ing locally t ra ined doctors to 
pubUc hospi ta l s a n d to ru ra l a reas , there Is a s i m u l t a n e o u s 
oversupply of general pract i t ioners in o the r a r ea s . Specific 
r ec ru i tmen t of overseas brained doctors to hospi ta l posi t ions (with 
res t r ic t ions on their r ight to pract ice a n d to r e m a i n In Australia) h a s 
been proposed b u t a t the s ame time the re a r e p roposa l s to res t r ic t 
n u m b e r s of overseas t rained doctors gaining r ight of regis t ra t ion a n d 
pract ice in Austral ia . 

Austral ia , in c o m m o n with o ther developed count r ies , is 
experiencing imbalances between d e m a n d for. a n d supply of, va r ious 
hea l th pe rsonne l . Percept ions of oversupply have emerged in 
medicine, par t icular ly In general pract ice, a n d in p h a r m a c y . O t h e r 
hea l th occupa t ions , n u r s i n g in par t icular , a r e thought to b e 
undersupp l i ed . 

There is often a lack of agreement regarding shor tages of h e a l t h 
personne l , which c a n b e bet ter unde r s tood if the concep tua l 
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differences between related but distinct approaches to estimating the 
requirements for health personnel are identified. 

Three different approaches to defining requirements' are: 
• economic demand—the quantity of a particular personnel 

category that employers state they are willing and able to hire 
at a given wage: 

• clinical need—an estimate of requirements based on clinical 
criteria and judged necessary for tlie delivery of adequate or 
optimal patient care—also influenced by tlie level of care which 
is deemed adequate or optimal; and 

• past utilisation—this approach Implicitly assumes that the 
levels of utilisation that were observed in the past correctly 
reflect the level of utilisation that was needed. 

Two i s sues need to be considered when shortages are estimated or 
assumed: 

• Is tlie shortage global, or is It specific to a specialty, geographic 
region, or economic sector? and 

• is the cause of the shortage because of a contraction of supply 
or to an increase in demand? 

For example, the recent shortage of nurses In Australia was largely 
demand generated. A confluence of several policy decisions generated 
Increased demand. The policies included a shortened working week, 
the need to replace student nurses providing service with qualified 
nurses (because of the transfer of nurse education to the tertiary 
education sector) and the provision of new service programs. 
Increased work intensity because of shorter hospital stays and tlie 
introduction of care—intensive technologies and procedures also 
contributed to the additional demand. 

This increase in demand coincided with a drop in labourforce 
numbers as a large group of m u s e s (a bulge because of increases hi 
student intakes in tlie late 1970s) reached the child-caring age of 
lowest labourforce participation. Tlie problem was exacerbated by a 
reduction In student outputs in tlie early 1980s. 

Speciilc areas often exhibit shortages of various health personnel 
categories. These include rural areas, geriatric services and intensive 
care specialties. Finally, the private sector, as it increases its 
involvement hi health care for profit, tends to draw personnel from the 
public sector. Most of the shortages are experienced in tlie public 
sector. Policies generating further growth in private sector health 
care, such a s the export of health services, require careful impact 
assessment , and where appropriate, complementary labourforce 
policy development. 

5 . 4 . 5 Heal th labourforce forecasting and planning 
Tlie provision of an adequate supply of health services is, ultimately, 
the responsibility of government (Irrespective of whether the health 
personnel are government employees or not, and whether the 
instruments for fulfilling that responsibility are privately or publicly 
owned). Public policymakers seek forecasts of tlie supply of health 
personnel to provide a perspective on the future balance between the 
supply and demand of health services. 
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There have been some large errors in health labourforce 
forecasting, and tlie utility of forecasting and planning activities has 
been questioned. Forecasting efforts can go awry for several reasons: 

• policymakers often expect too much and forecasters 
occasionally promise too much; 

• forecasts often trigger remedial interventions to redress 
identified imbalances; and 

• policymakers frequently demand and forecasters supply 
normative projections which assume an ideal translation from 
objective need to effective demand—which does not obtain in 
reality (Reinhardt 1S87). 

Such limitations, if taken into account and minimised by the 
availability of appropriate and timely data, need not diminish the role 
of such health labourforce analysis and information as an essential 
factor in policy decision-milking. 

5 . 5 H e a l t h e x p e n d i t u r e 

The health expenditure hiformation presented in this chapter is 
based on work by the Australian Institute of Health (AIH 1990; AIH 
unpublished). 

Health expenditure by Australian Governments and individuals hi 
1987-88 was $23 .3 billion, an average of $1 ,421 per person. This 
expenditure made up 7.9 per cent of gross domestic product (GDP), 
a proportion which has remained remarkably stable—within a range 
of 7.4 to 8.1 per cent—for tlie past 15 years. 

Governments provided 69 per cent of the funds expended on health 
care in 1987-88 (Figure 5.25). During the previous live years, 
government expenditure as a proportion of total health outlays rose 
from 61 per cent in 1982-83 to 72 per cent in 1984-85 , followed by 
a slow decline to tlie 1987-88 figure. The Commonwealth's share 
increased from 26 per cent in 1982-83 to 38 per cent in 1984-85 then 
declined to 36 per cent. State and Local Governments were 
responsible for 34 per cent of health expenditure hi 1987-88 , a 
proportion only 1 per cent lower than tlie 1982-83 figure. 

The Commonwealth funds 36 per cent of total health expenditure, 
although for areas such as medical services and pharmaceutical 
benefits it has limited control over how the money is spent. 

State and Territory Governments have control over budgetary 
allocations for public hospitals, including psychiatric hospitals, and 
for community health and health promotion services. Tlie 
Commonwealth has some influence on these outlays through 
Commonwealth-State agreements such as those governing the 
provision of public hospital services under Medicare, and services for 
aged and disabled people under the Home and Community Care 
Program. In addition, the Commonwealth funds and regulates most 
nursing homes, repatriation hospitals, some community health 
services (particularly those concerned with Aboriginal health) and 
some healtli promotion activity (Box 5.8). 
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F igure 5 .25: Total hea l th expend i tu re by source of funds , 
1 9 7 0 - 7 1 to 1 9 8 7 - 8 8 
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B o x 5 . 8 : C o m m o n w e a l t h G r a n t s C o m m i s s i o n 
T h e C o m m o n w e a l t h G r a n t s C o m m i s s i o n a d o p t s ' family 
h e a l t h s e r v i c e s a n d publ ic h e a l t h ' as a c o m p o s i t e c a t ego ry 
of e x p e n d i t u r e t h a t i n c l u d e s o u t l a y s on a n t e n a t a l a n d 
p o s t n a t a l c l in i c s , p r e s c h o o l a n d schoo l m e d i c a l and d e n t a l 
s e r v i c e s , fami ly p l a n n i n g c l in ics , c o n t r o l of in fec t ious 
d i s e a s e s , d r u g a n d o t h e r h e a l t h e d u c a t i o n p r o g r a m s , a n d 
c e n t r a l h e a l t h a d m i n i s t r a t i o n s , r e s e a r c h a n d p l a n n i n g . 

B e t w e e n 1 9 7 7 - 7 8 a n d 1 9 8 7 - 8 8 , t o t a l h e a l t h e x p e n d i t u r e 
i n c r e a s e d by an ave rage of 3.4 pe r c e n t a yea r per pe r son , 
whi le e x p e n d i t u r e pe r p e r s o n on ' family h e a l t h s e rv i ce s a n d 
pub l i c h e a l t h ' g rew by an ave rage of 3 .0 pe r c e n t a year . 
D i s t r i b u t i o n of e x p e n d i t u r e b e t w e e n t h e S t a t e s a n d 
T e r r i t o r i e s was ve ry u n e v e n ( C o m m o n w e a l t h G r a n t s 
C o m m i s s i o n 1 9 8 2 ; 1989) . 
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Figure 5.26: Recurrent health expenditure by major area, 1987-88 

Because responsibility for the funding and administratJon of 
different health services falls on different government agencies at 
different levels of government, Commonwealth-State cooperation is 
essential to ensure services are provided efficiently and effectively. 

For each $100 of recurrent health expenditure in 1987-88 , tlie 
largest amount, $43, went on hospitals. Another $9 was spent on 
nursing homes. Expenditure on non-institutional services was 
distributed in five main areas. Medical services received $18, 
pharmaceuticals $9, dental services $5 and other health 
professionals such as physiotherapists and chiropractors $4. 
Community health services and identified expenditure on health 
promotion and illness prevention together accounted for another $4 
(Table 5.8, Figure 5.26). 

In tlie hospital sector, expenditure by tlie recognised public and 
repatriation hospitals increased by an average annual rate of 10.1 per 
cent from 1982-83 to 1987-88 compared with an 11.2 per cent 
average annual increase in private hospital expenditure. Tlie private 
hospital share of acute hospital expenditure increased from 13.7 per 
cent in 1982-83 to 14.3 per cent in 1987-88. 

Tlie areas which increased as a proportion of recurrent expenditure 
over tlie five years were medical services (from 17.0 to 18.0 per cent), 
other professional services (2.7 to 3.5 per cent) and community 
health, health promotion and Illness prevention (3.4 to 3.8 per cent). 

The stability in the share of pharmaceutical expenditure at between 
8.5 and 8.7 per cent of recurrent expenditure was in contrast to the 
declining trend of the previous 15 years. From 1969-70 to 1982 -83 
the pharmaceutical share fell from 19.1 to 8.5 per cent. The large 
decline in the 1970s was partly because of the worldwide decline in 
drug prices as patents expired, and partly because of Commonwealth 
Government pressure on drug prices. Tlie recent increase was mainly 
because of a wave of new drugs reaching the market. 
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T a b l e 5.8: T o t a l h e a l t h e x p e n d i t u r e , 1 9 7 7 - 7 8 , 1 9 8 2 - 8 3 a n d 1 9 8 7 - 8 8 

( $ m ) 

1977-78 (a)1982-83 1987-88 

R e c u r r e n t h e a l t h e x p e n d i t u r e 
I n s t i t u t i o n a l 

H o s p i t a l s 
R e c o g n i s e d p u b l i c 2 , 4 4 3 4 . 3 2 0 6 . 9 7 4 
R e p a t r i a t i o n 1 19 2 0 7 3 3 8 

P r i v a t e 3 3 5 7 1 6 1 .216 

P u b l i c p s y c h i a t r i c 3 3 4 5 0 6 8 1 2 
T o t a l 3 , 2 3 1 5 . 7 4 9 9 . 3 4 0 

N u r s i n g h o m e s 5 1 6 1 .073 1 .905 

O t h e r 9 9 2 4 0 3 6 5 
T o t a l 3 , 8 4 6 7 . 0 6 2 1 1 .610 

N o n — i n s t i t u t i o n a l 
M e d i c a l s e r v i c e s 1 .152 2 .1 18 3 . 8 8 8 

D e n t a l s e r v i c e s 2 9 0 5 6 5 1 .107 
O t h e r p r o f e s s i o n a l s e r v i c e s 1 4 6 3 3 9 7 5 6 
C o m m u n i t y h e a l t h , h e a l t h p r o m o t i o n 
a n d i l l n e s s p r e v e n t i o n 184 4 2 7 8 2 8 

P h a r m a c e u t i c a l s 6 3 1 1 .056 1 .863 

O t h e r n o n - i n s t l t u t i o n a l ( b ) 5 1 3 9 1 5 1.501 
T o t a l 2 . 9 1 6 5 . 4 2 1 9 . 9 4 3 

T o t a l r e c u r r e n t h e a l t h e x p e n d i t u r e 6 , 7 6 2 1 2 . 4 8 2 2 1 .552 
C a p i t a l h e a l t h e x p e n d i t u r e 5 3 2 4 6 9 1 .280 
C a p i t a l c o n s u m p t i o n 1 7 6 3 4 1 4 7 6 
T o t a l h e a l t h e x p e n d i t u r e 7 , 4 6 9 1 3 , 2 9 2 2 3 , 3 0 9 

(a) 1 9 8 2 - 8 3 a n d l a t e r e s t i m a t e s of c o m m u n i t y h e a l t h e x p e n d i t u r e i n c l u d e ; m 
a d j u s t m e n t for c o m m u n i t y h e a l t h s e r v i c e s f u n d e d t h r o u g h h o s p i t a l b u d g e t s a n d 
a r e n o t s t r i c t l y c o m p a r a b l e w i t h 1 9 7 7 - 7 8 . . 

(b) I n c l u d e s a i d s a n d a p p l i a n c e s , r e s e a r c h , a d m i n i s t r a t i o n a i m o t h e r 
n o n — i n s t i t u t i o n a l s e r v i c e s . 

S o u r c e : A u s t r a l i a n I n s t i t u t e of H e a l t h 1 9 8 8 b ; u n p u b l i s h e d 
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5 .5 .1 C o m p a r i s o n s w i t h o t h e r c o u n t r i e s 
Despite problems of comparability of measures of health expenditure 
by different countries, it is clear most governments have moved to 
limit increases in health expenditure. Most OECD countries showed 
a levelling off in health outlays by the mid-1980s (Figure 5.27). The 
notable exception to this trend has been tlie United Slates which has 
the highest level of health expenditure, and the fastest rate of growth. 
The fact that there is no indication that such high expenditures has 
resulted in improved health status for the population demonstrates 
the need for evaluation of specific health programs and services to 
ensure expenditures are justified. 

Figure 5.27: Total health expenditure for seven countries as a 
percentage of gross domestic product, 1971 to 1988 
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5.6 Private health insurance 
Since the introduction of Medicare in February 1984, the private 
health insurance funds no longer cover medical practitioners' 
services outside hospitals. This change and a reduction in the 
number of people with private health Insurance led to a fall in the 
proportion of the health dollar covered by private health insurance 
from 20 .0 per cent in 1982-83 to 8.8 per cent in 1984-85 . Partly as 
a result of reductions In subsidies to private patients in hospitals, and 
also of changes in tlie coverage for in-hospital medical services, tlie 
percentage increased to 10.9 percent in 1987-88 . Health insurance 
funds now pay benefits at a range of levels (see glossary under private 
health insurance), principally for the following services: 

• hospital services received by private patients in both private and 
public hospitals; 
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• medical practitioner services received in a hospital by private 
patients (Medicare pays 75 per cent of tlie Schedule Fee cost, 
and the health insurance funds pay 25 per cent); 

• dental, chiropractic, physiotherapy, dietetic and other 
supplementary services rendered by health professionals other 
than medical practitioners; and 

• aids and appliances, especially spectacles. 
Total benefits paid by health insurance funds increased by 78 per 

cent between 1984-85 and 1987-88, with most of the increase 
occurring in tlie latter part of tlie period. The major components were 
a 62 per cent increase hi benefits paid for private patients in public 
hospitals and an 80 per cent increase in benefits paid for private 
hospital services. 

The larger increase for private hospital benefits mostly reflects the 
removal of the Commonwealth private hospital subsidy from 1 
October 1986. This subsidy cost taxpayers $139.2 million in 1985-86 
when it contributed 14 per cent of estimated private hospital costs. 

Private insurance against hospital costs has declined since the 
introduction of Medicare. There was an initial one—off fall in 
insurance cover from 6 3 per cent of the Australian population in 
September 1983 to 50 per cent in June 1984. Since then the decline 
has been slow and relatively steady, though events such as the 
temporary withdrawal of services from public hospitals by visiting 
medical specialists in New South Wales led to occasional 
interruptions to this trend. 

Figure 5.28: Proportion of population covered by health 
insurance funds basic and supplementary cover, 
September 1983 to June 1993 
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Figure 5.29: Percen tage of contr ibutor un i ts w i th pr ivate heal th 
insurance by gross week ly i n c o m e , J u n e 1988 
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Source: Australian Bureau of Statistics 4335.0 

The decline since March 1986 has been steady at 1.1 per cent a year. 
The latest figures (June 1990) indicate 44 .4 per cent ofthe population 
had private health insurance for hospital services. If tlie data from 
March 1986 are projected forward, coverage by J u n e 1993 would be 
41 per cent. (Figure 5.28). 

The proportion of the population with supplementary hospital 
cover increased from 29 per cent to 38 per cent between December 
1983 and March 1987. but has since stabilised at between 38 and 39 
per cent. 

Those with supplementary hospital insurance as a proportion of 
those with hospital health insurance has increased from 47 per cent 
in September 1983 to 88 per cent in June 1990. A continuation of this 
trend would result in 94 per cent of those with hospital insurance 
having supplementary cover in June 1993. 

Private health insurance is strongly related to income (Figure 5.29). 
Tlie 1988 ABS health insurance survey showed that 81 per cent of 
contributor units with a gross weekly income exceeding $1 ,001 had 
health insurance cover, but only 22 per cent of those contributor 
units with gross weekly income less than $ 126 had health insurance. 

Age is also an important factor. The young and the old have lower 
levels of Insurance coverage than average. In June 1988, 34 per cent 
ofthe 15 to 24 year age group and 36 per cent ofthe 70-plus age group 
had private health Insurance, compared with 54 per cent of the 35 to 
59 year age group. Age and income are related, so it is not clear how 
much they are independent determinants of insurance status and 
how much it is because of tlie two factors acting together. 
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Tlie 1988 ABS health insurance survey asked people their reasons 
for holding private insurance. Reasons mentioned included 
'security/protection/peace of mind' (45 per cent of contributor units), 
'choice of doctor' (40 per cent), allows use of private hospital' (34 per 
cent) and shorter wait for treatment/concern over waiting lists' (34 
per cent). Since more tlian one reason was acceptable, these figures 
total more than 100 per cent. 

The financial position of health insurance funds has changed in the 
last few years. In 1984-85 the funds produced an operating surplus 
of 2.6 per cent of contributions received but in 1987-88 there was an 
operating loss of 2.4 per cent. In 1987-88 the funds also had a return 
on investments and other income of 4.2 per cent of contributions (6.7 
per cent hi 1984-85) so that despite tlie operating loss in 1987-88, 
they were hi surplus overall. 

The individual experience ofthe funds has varied widely, largely as 
tlie result of differences in the proportion of older people covered, 
different levels of other income and differences in management 
efficiency. 

Management expenses have declined from 13.5 per cent of 
contributions received in 1984-85 to 12.6 per cent in 1987-88. 
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Health care technologies 

6.1 Introduction and diffusion of health technologies 
Health care technologies c a n be considered to fall into four m a i n 
categories: diagnost ic , therapeut ic , p ros the t ic a n d information 
(Box 6.1). Technologies offer the prospec t of improved p a t i e n t 
m a n a g e m e n t a n d quali ty of life, a n d there is a n a t u r a l expecta t ion 
that hosp i ta l s a n d hea l th services will acqu i re t hem a s they become 
available. However, t he equ ipment a n d p rocedure s a re often 
expensive, they tend to undergo c o n t i n u o u s technical change , 
appl ica t ions a re cons tant ly evolving, a n d they have tlie potent ia l to 
subs tan t ia l ly Increase the cost of hea l th ca re . 

In Austral ia , t he int roduct ion a n d diffusion of hea l th technology is 
de te rmined by a complex in terac t ion of marke t forces, publ ic funding 
a n d regula t ion. Government s exercise financial a n d regula tory 
Influence, b u t o ther major interested pa r t i e s—such a s professional 
g roups , equ ipmen t suppl iers , c o n s u m e r organisa t ions , th i rd pa r ty 
payers , hea l th author i t ies , local service admin i s t r a t ions , a n d medical 
special is ts—also have a significant influence. As a resul t , t he 
in t roduct ion of technologies may not a lways be cons i s t en t with hea l th 
ca re priori t ies. There is a need for careful evaluat ion o f t h e c o s t s a n d 
benefits of each new teclmology. 

Different count r ies a p p r o a c h the h i t roduc t ion a n d diffusion of 
hea l th technologies in different ways. Due to the high propor t ion of 
Aus t ra l i an hea l th care expendi ture met by the Commonwea l th a n d 
S ta te Governments , Austra l ia ' s approach to tlie diffusion of heal t l i 
ca re technology is closer to tlie regulatory model used in C a n a d a t h a n 
to t he free-enterprise model used in the United S ta t e s . 

Regulat ion h a s t aken a n u m b e r of forms. The C o m m o n w e a l t h 
Gove rnmen t u s e s its power to control the impor ta t ion of t he rapeu t i c 
goods u n d e r the C u s t o m s (Prohibited Imports) Regula t ions , 
a s s e s s i n g appl ica t ions o n the b a s i s of safety a n d compl iance wi th 
label c la ims. 

In Victoria, tlie in t roduct ion of some new technologies is controlled 
by certificate of need (CON) provisions u n d e r t he Health (Radiation 
Safety) Act S ta te government approval is required before e q u i p m e n t 
can be instal led a n d operated. This legislation h a s been u s e d to 
control t he Int roduct ion of new diagnost ic s c a n n e r s . No o the r S t a t e 
h a s adopted CON legislation; some license var ious s i tes to ope ra te 
technologies s u c h a s rad io therapy equ ipment . 

There a re other a v e n u e s open to government , s u c h a s financial 
incent ives th rough ei ther hospi tal budge t s or se t t ing the ra t e of 
Medicare benefits for r e imbur semen t of p rocedures , b u t it is general ly 
recognised tha t these a re c r u d e a n d imperfect ways of influencing the 
diffusion of technology. 
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Box 6 . 1 : Def in i t ion 
Heal th care t e c h n o l o g y is defined as any device , 
pharmaceut i ca l preparation, medica l or surgical procedure 
u s e d in hea l th care and the organisat ional and support ive 
s y s t e m s wi th in which such serv ices are provided. 

The d e v i c e s m a y be low cos t , s imple uni ts or highly 
s o p h i s t i c a t e d m a c h i n e s . Larger dev ices often incorporate 
a d v a n c e d informat ion handl ing s y s t e m s for analys is , 
pre sen ta t ion and reporting of data and for control of the 
d e v i c e . 

Procedures range from major plast ic and reconstruct ive 
surgery, heart transplants and hip replacements , t o more 
tradit ional surgery such as removal of the gall bladder. 
Techno log i e s inc lude: 
D iagnos t i c t e c h n o l o g i e s 

• Pathology s erv i ce s 
- a u t o m a t e d analysers for b iochemis try and 

h e m a t o l o g y t e s t s 
- appl i ca t ions of molecular biology (eg to d e t e c t 

gene t i ca l l y l inked disorders) 
- ana lysers which enable b iochemica l t e s t s t o be 

performed in the doctor's office 
- m o n o c l o n a l ant ibody t e s t s t o d e t e c t in fec t ions and 

b lood l eve l s of therapeut ic drugs 
• Imaging s erv i ce s 

- c o m p u t e d tomography (CT) 
- m a g n e t i c resonance imaging (MRI) 
- u l trasound 
- rad io i so tope scanning 

Therapeut ic t e c h n o l o g i e s 
• c h e m o t h e r a p y and radiotherapy for cancer t rea tment 
• organ transplantat ion 
• cardiac defibrillation 
• coronary artery bypass grafting 
• extracorporeal shock wave l i thotripsy (EWSL) for 

s t o n e s in t h e kidney and gallbladder 
Pros the t i c t e c h n o l o g i e s 

• h ip jo in t rep lacement 
• coch lear implants for t h e profoundly deaf 
• intra-ocular l ens rep lacements for those bl inded by 

ca tarac t s 
Informat ion t e c h n o l o g i e s 

• m e d i c a l informat ion s y s t e m s 
• hosp i ta l information s y s t e m s 
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Geographic location of high cost technologies is a lso a major 
cons idera t ion in Aust ra l ia b e c a u s e the popu la t ion is concen t r a t ed in 
a few widely separa ted major u r b a n cen t res . Some technologies m a y 
be of major benefit to only a relatively smal l n u m b e r of pa t i en t s . 
Therefore, careful considerat ion h a s to b e given to the location of 
special is t un i t s a n d associa ted equ ipment . F u r t h e r cons idera t ion Is 
needed to e n s u r e t h a t a n infrasbructure is available to provide a c c e s s 
for out lying pa t i en t s . 

Control t h rough regulat ion c a n only b e par t ia l . Al though 
government p a y s for the majority of hospi ta l a n d medical cos t s , 
medical services a re provided by independen t prac t i t ioners , a n d 
technologies a re acqui red a s a resu l t of t h e individual decis ions of 
medical pract i t ioners , non-medica l professionals a n d hosp i ta l 
admin i s t r a t ions . Private hea l th i n s u r a n c e compan ie s a lso inf luence 
t h e diffusion of technology th rough their r e i m b u r s e m e n t policies, a s 
do workers ' compensa t ion author i t ies . 

6.2 The impact of health technologies 
It is difficult to quantify the effects of technologies or to isolate the i r 
Impac t s from oilier variables which affect hea l th s t a t u s , t h e provis ion 
of hea l th services a n d hea l th ca re cos t s . 

Heal th technologies c a n benefit ce r ta in g roups of pa t i en t s in t e r m s 
of d i sease a n d disability prevent ion a n d improvemen t s in survival 
a n d quali ty of life. However, there is a lso the potent ia l for 
inappropr ia te u s e . highlighting the need for a s s e s s m e n t a n d clinical 
a n d safety s t a n d a r d s . 

6 . 2 . 1 Impact on hea l th s ta tus 
C h a n g e s in behav iour a n d the envi ronment , s u c h a s improved 
nu t r i t ion a n d hous ing , have most Impact o n overall hea l th s t a t u s . 
However, technologies also contr ibute to developments In h e a l t h ca re 
a n d to s o m e improvements in hea l th s t a t u s . 

Advances in the rapeu t i c a n d pros the t ic technologies have 
improved the quality of life for many people, a n d t h e s e technologies 
may become more significant in the future b e c a u s e of the ageing of 
the popula t ion a n d the increased e m p h a s i s on quality of life. 

Diagnost ic teclmology is the fastest growing a r ea of h e a l t h 
technology, accoun t ing for 2 5 per cen t expend i tu re o n medica l 
services. There is some controversy over the extent to which s u c h 
developments Improve pa t ien t m a n a g e m e n t or hea l th s t a t u s a n d 
w h e t h e r they are cost effective. 

Therapeu t i c technologies often lag beh ind diagnost ic technologies, 
a n d , in the s h o r t - t e r m , the benefits of s o m e diagnost ic technologies 
may not be c o m m e n s u r a t e with tlie cos ts . In the long te rm, improved 
diagnost ic capabili ty may cont r ibute to improved umdersUmding of 
d i seases a n d ult imately to improved m a n a g e m e n t . 

A n u m b e r of s tud ies have identified investigative p r o c e d u r e s which 
do no t necessar i ly improve pa t ien t ou tcome. Emergency endoscopy 
In pa t i en t s with u p p e r gas l romtes t ina l bleeding provides inc reased 
diagnost ic Information wi thout altering surgery ra tes , hosp i ta l s t a y s 
or mortal i ty (Peterson et al 1981 ; Drofield et al 1982). An Aus t ra l i an 
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s t u d y on a n t e n a t a l fetal hea r t ra te monitoring, (Lumley 1987) 
identified no benefit in ou tcome (sickness and disease or mortality of 
tlie f e tu s /neona t e ) from electronic monitoring of high r isk 
conf inement s . Nevertheless , t he u s e of this technology h a s increased. 

T h e des i re to improve pa t i en t safety (and reduce potent ia l litigation) 
c a n s t imu la t e the development a n d adopt ion of new technologies. 
C o m p u t e r i s e d tomography h a s largely replaced p n e u m o e n c e p h a l o ­
g r a p h y wi th c o n s e q u e n t reduc t ions in side effects. Magnetic 
r e s o n a n c e imaging h a s largely replaced tlie invasive technique of 
myelography in m a n y appl icat ions in centres where it is available. 
Recently developed non- ionic con t ras t agents , used in diagnostic 
imaging, r e d u c e the r i sk of adverse react ions by a factor of four. 

Any investigation or intervention carr ies some r isk for the pat ient . 
T h e h e a l t h s t a t u s of hea l th ca re providers may also be adversely 
affected by technology developments . Occupat ional r i sks can, for 
example , be assoc ia ted with technologies u s e d in imaging, 
radio therapy , chemothe rapy a n d laboratory services. An example of 
a technology des igned to improve occupat ional healt l i is au toma ted 
afterloading in b rachy the rapy (a technique in which radioactive 
mater ia l is imp lan ted in pa t i en t s being t reated for cancer) . While 
a u t o m a t e d afterloading sys tems improve staff protect ion aga ins t 
r ad ia t ion exposure , tlie es t imated cost of preventing a fatal cancer in 
ope ra t ing staff t h r o u g h the u s e of s u c h equipment is very liigh 
(NHTAP 1989a). 

Many healt l i teclmology developments extend survival for 
ind iv iduals or specific subpopu la t ions . These include anes thes ia , the 
posit ive p r e s s u r e ventilator, (lie cardiac defibrillator, organ 
t r a n s p l a n t a t i o n t echn iques and tlie insul in p u m p . However, the 
potent ia l for improving longevity on a popula t ion bas i s is limited. 

New technologies c a n improve hea l th ou tcomes a t lower costs , for 
example Uirough preventive appl icat ions or less invasive p rocedures . 
Yet m a n y hea l th technologies provide hea l th benefits a t the cost of 
h ighe r financial ou t lays a s exemplified by the in t roduct ion of renal 
dialysis a n d coronary ar tery b y p a s s surgery. Both have increased 
hea l th ca re cos t s while making possible extended survival a n d 
improved qual i ty of life. Quality of life is becoming increasingly 
i m p o r t a n t in cons ider ing the impact of hea l th technologies. At tempts 
a r e be ing m a d e to develop m e a s u r e s of the comparab le worth ' of 
hea l th in te rvent ions . These m e a s u r e s , s u c h a s qual i ty-adjus ted life 
y e a r (QALY) indices , t ake into accoun t tlie impact of in tervent ions on 
t h e s u b s e q u e n t du ra t ion and quali ty of life for the pa t ien t . The 
development of QALY indices involves sampl ing opinions on tlie 
relat ive va lue of different hea l th s ta tes . Difficulties lie hi the 
m e a s u r e m e n t of 'quality' . Difficulties also lie hi ba lanc ing tlie views 
of va r ious s u b p o p u l a t i o n s a n d age-g roups to derive a value which 
reflects bo th informed a n d broad communi ty opinion. 

6 . 2 . 2 I m p a c t o n s e rv i ce de l ive ry 
Informat ion technologies aid the collection, analys is a n d dis t r ibut ion 
of large vo lumes of heal th informabon, including clinical a n d 
manage r i a l da t a . S u c h da t a ass is t hea l th service p lann ing a n d 
evalua t ion , a n d c a n indirectly affect the organisat ion of heal th 
services . Compute r i sed analys is of hea l th and hea l th- re la ted 
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informat ion Is being u s e d to identify locat ions where t h e a l tered 
demographic or hea l th profile indicates the need for a different mix 
of hea l th services. 

Decentral isa t ion of specialised hea l th services h a s been ass i s t ed b y 
electronic transfer of diagnost ic a n d m a n a g e m e n t information 
be tween specialised a n d satellite cen t res . Information retrieval 
sy s t ems have improved access to medical knowledge, a n d m a s s 
media technologies have extended accessibility to hea l th informat ion. 

Health technologies affect service delivery se t t ings . For example, - 1 

m a n y pa t i en t s requi r ing rena l dialysis, pa ren te ra l nu t r i t i on or 
a s s i s t ed venti lat ion a re ma in ta ined at h o m e r a t h e r t h a n in hosp i ta l . 
Advances In te lecommunica t ions , robotics a n d micro-e lec t ronics 
have e n h a n c e d the potent ial for self-care for the disabled. Emergency 
aler t devices m a k e it more realistic for the elderly or frail to r e m a i n 
in their h o m e s ra ther t h a n move to a n u r s i n g h o m e env i ronment . 

The t rend towards h o m e care r ep re sen t s a devolut ion of 
responsibi l i ty for technological s u p p o r t sy s t ems from h e a l t h 
professionals to the pat ient . If expert medical sy s t ems become 
publicly available, pa t i en t a u t o n o m y may be fur ther e n h a n c e d . 

Changes in technologies a n d their availability a t tlie va r ious levels 
of healt l i service provision may affect tlie role a n d d is t r ibu t ion of 
hea l th ca re workers , a n d their re la t ionship with pa t i en t s . 

Technologies may d e m a n d specialised knowledge a n d exper t ise 
which in t u r n p romotes specialisation, division of l abou r a n d 
cent ra l i sa t ion of services. It h a s been a rgued tha t social p roces se s 
de te rmine the r e sponse to technological innovat ion (Daly a n d Willis 
1987). They sugges t t ha t changes In the labourforce m a y b e 
s t imula ted by the in t roduc t ion of a technology b u t the ou t come i s 
pr imari ly de termined by social factors. 

Technology development carr ies the potent ia l for l abour 
d isp lacement . However, in the heal th sector, it h a s b e e n a rgued t h a t 
the In t roduct ion of mos t technologies h a s t ended to inc rease bo th 
capital a n d labour i npu t s , a n d so p romote the crea t ion of n e w 
special t ies wi thout displacing o ther occupat ional g roups (Daly a n d 
Willis 1987). 

Suppor t services (such a s pathology) which do no t deal directly with 
pa t i en t s a re more likely to adopt a u t o m a t e d process ing t echn iques . 
While t h e development of pathology services in recen t yea r s h a s 
Included a n Increase in subspecial isa t ion, the In t roduct ion of new 
technologies h a s al tered the skill mix required to opera te t h e services. 
Technology development in some subspecia l t ies h a s r educed the 
need for skilled scientific personnel : t he reverse effect is evident in 
o the r s . 

6 . 2 . 3 I m p a c t o n h e a l t h c a r e c o s t s 
At t empts have been m a d e to m e a s u r e the overall effect of hea l th 
technology on hea l th costs . However, given methodological 
l imitat ions. It is no t surpr i s ing tha t the r e su l t s of s u c h s tud ies a r e 
conflicting. 

Most s tud ies examine the contr ibut ion of technology to hospi ta l 
cos t s by isolating the Impact of all o ther known factors a n d breaung 
the res idua l a s ' technology'. These s tud ies Indicate tha t , overall, 
technological change h a s positively cont r ibuted to increased h e a l t h 
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cos t s . Largely, it. is the extent of the contr ibut ion which is debated 
(Wadrnan 1972; Warner 1979; Ban t a 1983; Cheah andDoesse l 1989). 

One me thod for a s s e s s ing tlie impact of teclmology o n healtl i cos t s 
is to focus on individual technologies or g roups of technologies. In 
Aust ra l ia , 'small ticket ' technologies (such a s pathology tests) m a k e 
a significant cont r ibut ion to overall hea l th costs b e c a u s e of the 
vo lume of u s e . Pathology services accounted for 16 per cent of 
Medicare out lays in 1986. 

In the b roade r economic context , healtl i technologies c a n affect the 
b a l a n c e of t rade . For medical a n d scientific equipment , the value of 
impor t s into Austral ia is five t imes the value of expor t s . In 1988, 
Impor ts were approximately A$2 billion and expor ts A$0.4 billion. 

Tlie propens i ty to a d d new technologies to tlie existing inventory 
r a t h e r t h a n replacing older me thods a d d s to hea l th ca re cos t s . When 
the n e w technology is of similar or be t ter utility a n d car r ies less r isk 
of s ide effects, it is likely to be in t roduced regardless of tlie cost 
compar i son , b u t full rep lacement of tlie existing technology may only 
t ake place after a cons iderable t ime. 

New diagnost ic teclmology, providing similar information to tha t 
ob ta inab le with existing me thods , may be used in a complementary 
m a n n e r r a t h e r t h a n a s a replacement . In o ther cases tlie mformation 
provided by t h e n e w me thod may be un ique , b u t may have limited 
influence on the the rapeu t i c decision t aken on the b a s i s of other 
informat ion. 

Complemen ta ry effects a lso occur when the new technology 
enab le s services to be provided to addit ional pa t ien ts . For example, 
It a p p e a r s tha t a major effect of tlie Introduction of coronary 
angioplas ty in Austral ia may be the t r ea tment of addit ional pa t ien ts , 
r a t h e r t h a n tlie rep lacement of coronary artery bypas s graft (CABG) 
surgery (NHTAP 1989b). 

Ano the r factor cont r ibu t ing to the additive effect of teclmology is 
inappropr i a t e uti l isat ion. J e n n e t t (1988) h a s suggested expensive 
h e a l t h technology may be used inappropriately in s i tua t ions where 
it Is: 

• u n n e c e s s a r y b e c a u s e the pat ient ' s condition is n o t se r ious 
e n o u g h to justify it; 

• u n s u c c e s s f u l b e c a u s e the pat ient ' s condit ion is too far 
advanced to r e spond to the intervention; 

• u n k i n d b e c a u s e it prolongs life of poor quality: 
• u n s a f e because tlie expected complicat ions outweigh tlie 

an t ic ipa ted benefits; or 
• u n w i s e b e c a u s e it diverts r e sources from other healt l i care 

activities t ha t would bring greater benefits. 
To min imise Inappropr ia te utilisation, b road d isseminat ion of 

technology a s s e s s m e n t findings to relevant g roups (such a s heal th 
profess ionals , healt l i service p lanners a n d consumers ) and ongoing 
qual i ty of ca re p r o g r a m s for hea l th professionals a re necessary . 

6 . 2 . 4 O t h e r I m p a c t s 
Heal th technologies c a n also have impor tan t social, ethical a n d legal 
Implicat ions . Technological advances bo th influence a n d reflect 
c h a n g i n g social n o r m s . 
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The u s e of high cost intensive care facilities to prevent or pos tpone 
dea th , and , a t the o ther end of tlie spec t rum, d i scuss ion of hvlng wills 
a n d e u t h a n a s i a , reflect changing societal a t t i t udes t owards d e a t h 
a n d the individual 's au tonomy. Changing a t t i t udes towards body 
image a n d disabilit ies reflect a n d promote a d v a n c e s in p las t ic a n d 
microsurgery, pros thet ic technologies a n d technologies des igned to 
coun te r infertility. 

W h e n societal va lues a re outpaced by technological advance , 
e thical a n d legal difficulties ar i se . Areas where s u c h p rob lems have 
a r i sen inc lude access ing o rgans for t r ansp lan ta t ion , the dennlUon of 
dea th , t he s t a t u s of the embryo a n d fetus, su r roga te chUdbearing a n d 
genet ic engineering. 

6.3 Health technology assessment 
As in o ther count r ies , there is a n increas ing t rend in Aust ra l ia to 
eva lua te technologies before their widespread u s e is s u p p o r t e d . S u c h 
eva lua t ions a re complex, a n d appra isa l of cos t s a n d the effectiveness 
of hea l th ca re technologies may require several yea r s . Th is p roces s 
(Box 6.2) h a s the potential to define the place of the technology in the 
hea l th ca re sys tem a n d inform pol icymakers of the an t i c ipa ted 
benefits a n d cos ts . It allows informed decis ions to be m a d e a s to the 
acquis i t ion a n d possible r e imbur semen t of emerging technologies. 

Health teclmology a s s e s s m e n t provides the hiformat ion needed to 
facilitate ra t ional decision making on hea l th technologies (Box 6.3). 
It c a n a s s i s t organisa t ions a n d individuals to avoid expend i tu re on 
ineffective or unproven technologies, or high cost technologies which 
have n o advan tage over lower cost a l te rna t ives . It c a n also give 
information on the op t imum number , d is t r ibut ion a n d m e t h o d s of 
u s e of technology i tems to meet the n e e d s of h e a l t h ca re . 

The ou tcome of a n a s s e s s m e n t in t e r m s of effect on hea l th ca re 
delivery d e p e n d s on pol icymakers . Although t h e r e s u l t s of a n 
a s s e s s m e n t c a n make a n essent ia l cont r ibut ion to cons idera t ion of 
a technology by governments and hea l th profess ionals , o ther factors 
will necessar i ly have a major Influence o n the policy p rocess . 

In prac t ice , a s s e s s m e n t s c a n examine only a l imited r ange of effects 
over a given period In the life cycle of a technology. Fol low-up 
a s s e s s m e n t s may reveal qui te different u s a g e p a t t e r n s a n d effects to 
those t h a t h a d been ant ic ipated. 
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B o x 6 . 2 : T h e a s s e s s m e n t p r o c e s s 
The US Office of Technology A s s e s s m e n t (1978) h a s l i s ted 
Ident i f icat ion, t e s t ing , s y n t h e s i s and d i s seminat ion as key 
s t a g e s in t h e a s s e s s m e n t of a heal th care technology . 

• Ident i f icat ion: moni tor ing technolog ies , de termining 
w h i c h n e e d t o be s tudied, and deciding which to s tudy 
has an 'early warning' funct ion. Technolog ies which 
could h a v e a s ignif icant impact on health care or i t s 
c o s t s are ident i f ied in t ime for them to be a s s e s s e d 
before po l icy d e c i s i o n s are necessary . 

• Test ing: c o n d u c t i n g the appropriate analyses or trials; 
m a y be under taken to de termine safety, efficacy and 
performance in comparison with ex is t ing t echno log ies , 
if t h i s in format ion is not already available. Cost data 
m a y a l so be co l l ec ted . 

• S y n t h e s i s : co l l ec t ing and interpreting ex i s t ing 
in format ion inc luding t h e results of the t e s t ing s tage , 
and, usual ly , making recommendat ions or j u d g e m e n t s 
about appropriate use; In the s y n t h e s i s stage, data are 
ga thered from the analyses and trials in t h e tes t ing 
s tage . In addit ion, data may be required on the 
performance and usage of a l ternative t echno log ies , and 
t h e i n c i d e n c e or prevalence of the cond i t ion 
c o n c e r n e d . Ideally the a s s e s s m e n t process should a im 
to provide quant i ta t ive measures of the ef f ic iency of 
t e c h n o l o g i e s under comparison, for example through 
c o s t e f f e c t i v e n e s s or c o s t uti l i ty analysis . The process 
shou ld be mult idlscipl inary, involving c l in ic ians , 
s c i e n t i s t s , e c o n o m i s t s and epidemiolog is t s . At the 
s a m e t i m e t h e a s s e s s m e n t process needs to be flexible. 

• D i s s e m i n a t i o n : providing the s y n t h e s i s of information, 
or a n y o ther relevant information, to the appropriate 
part ies w h o use medica l t echno log ies or make dec i s ions 
about the ir use . 

While some a s s e s s m e n t s may be lengthy a n d involve p r imary da t a 
collection a n d detai led analysis , it should be possible for a s s e s s m e n t 
bodies to provide b road , non-deta i led advice quickly w h e n this is 
required by decision m a k e r s . 

Cons idera t ion of the efficiency of a heal th technology should be set 
in the context of i ts lifecycle progression from resea rch th rough 
in t roduct ion , diffusion and matur i ty to eventual obsolescence. 
Exper ience a t the diffusion stage may feed back to appl ied research, 
leading to the development of improved devices or p rocedures for the 
s a m e task . Over t ime, cos ts may change, or totally different 
a p p r o a c h e s to t h e condi t ions concerned may evolve. T h u s tlie place 
of a teclmology in hea l th care Is subject to complex changes over a 
period of t ime. It is impor tan t for heal th technology a s s e s s m e n t to 
keep p a c e with the c h a n g e s . A teclmology should ideally be bracked 
th rough its life cycle, following the initial a s se s smen t . 
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Box 6.3: Information provided by assessment 
• Stage of deve lopment 

Deve lopment of a t echno logy p r o c e e d s from bas ic 
research through laboratory t e s t ing and c l in ica l trials t o 
commerc ia l i sa t ion . In the case of p h a r m a c e u t i c a l s (other 
than herbal or homeopath ic products) , regulatory 
proces se s ensure that in Australia c o m m e r c i a l i s a t i o n 
does not occur before rigorous trials . In t h e c a s e of 
dev ices , commerc ia l i sa t ion often occurs o n t h e bas is of 
very l imi ted c l inical data. The d e v e l o p m e n t process for a 
procedure can be particularly c o m p l e x , perhaps 
depending on several s trands of research or t h e 
availabil ity of several t y p e s of d e v i c e . 

• Safety 
Safety cons iderat ions inc lude m e c h a n i c a l reliability, 
hazards posed to the pat ient or t h e operator, s ide e f f ec t s , 
compl ica t ions , l ong- term ef fects or g e n e t i c damage . 
Thorough a s s e s s m e n t of safety s h o u l d a lways precede 
commerc ia l i sa t ion , and m e c h a n i s m s should be put in 
place to moni tor long term adverse e f fec t s . S o m e 
diagnost ic procedures have a higher risk t h a n others , for 
example If ionis ing radiation or contras t media are 
Involved. 

• Efficacy and e f fec t iveness 
A s s e s s m e n t of the efficacy of a t e c h n o l o g y c o n c e r n s 
appraisal of Its performance under ideal c o n d i t i o n s . Its 
effectiveness i s the measure of i t s performance and 
benef i t under average cond i t ions of use , for example after 
diffusion from centres of expert i se respons ib le for t h e 
control led trial s tage , to a m u c h wider dis tr ibut ion of 
individuals and e s t a b l i s h m e n t s . Benef i t s m a y inc lude 
c o s t savings , c l inical Improvements and ga ins t o qual i ty 
of life. 

• Eff ic iency 
Eff ic iency Is taken to m e a n the degree to which It is 
e c o n o m i c a l and worthwhile to u s e a t e c h n o l o g y in t h e 
c o n t e x t of a hea l th service wi th l imi ted funds. Product ion 
and al locat ive ef f ic iency q u e s t i o n s m a y be raised. 
Product ion ef f ic iency Issues inc lude cons iderat ion of 
whether cheaper a l ternat ives are available, h o w m u c h of 
t h e t echno logy is n e e d e d and h o w It shou ld be located . 
Protocols des igned to ensure subs t i tu t ion of an older 
t echnique by a lower cos t , equal ly e f fect ive n e w 
t e c h n o l o g y can be regarded as c o n d u c i v e t o product ion 
ef f ic iency. Al locat ive ef f ic iency i s s u e s inc lude 
cons iderat ion o f t h e ex ten t to which t e c h n o l o g i e s shou ld 
be acquired at the e x p e n s e of other hea l th care programs, 
or at the e x p e n s e of o ther act iv i t i es . 
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6 . 3 . 1 Diff icult ies and l imitat ions of a s se s sment 
Heal th technology a s s e s s m e n t c a n be limited by difficulties in 
ob ta in ing t h e da t a requi red , a n d by cons t ra in t s on the a s ses smen t 
agencies themse lves . 

A frequent difficulty is the lack of da ta on the comparat ive 
per formance of technologies. The effect of a teclmology on pa t ien t 
ou tcome m a y be a key factor in de termining its efficiency. However, 
ou tcome d a t a m a y requi re long- te rm s tudies , or be difficult to access . 
Moreover, complex p a t t e r n s of usage may m e a n tha t r e su l t s for one 
area of appl icat ion m a y no t apply to another . 

Lack of d a t a may limit the ability to apply formal analytical 
t echn iques s u c h a s cost utility analys is in an a s se s smen t . It ts often 
necessa ry for J u d g e m e n t s a n d recommenda t ions to be formulated on 
tlie b a s i s of limited d a t a which a d d r e s s only some of the componen t s 
required for s u c h a n analys is . It Is also t rue that the n a t u r e of tlie 
evidence is usual ly s u c h tha t even the mos t r igorous ana lyses have 
stat is t ical w e a k n e s s e s or wide confidence limits wlilch m a k e them 
potential ly disprovable . All conclus ions are tentative (Hailey, Crowe 
and McDonald in press) . 

Rapid change In technology m e a n s tha t a s se s smen t h a s a moving 
target. It c a n be difficult to de te rmine tlie appropria te t ime to for 
a s s e s s m e n t . If done too soon, it may quickly be out of da t e . If left too 
late, policy decis ions may be necessary before it is completed. 

Even with s u c h difficulties, heal th technology a s s e s s m e n t h a s a 
va luable role in ass i s t ing decision making by heal th care providers 
and pohcymake r s . In spi te of i ts complexities a n d l imitat ions, 
technology a s s e s s m e n t is desirable because it helps to avoid use of 
scarce r e sou rce s for p rocedures without value, and to set priorities 
a m o n g a l ternat ive expend i tu res for medical care . Even imperfect 
m e t h o d s can be expected to lead to bet ter Informed decis ions t h a n 
would otherwise be possible . 

6 .3 .2 Health t e c h n o l o g y a s s e s s m e n t in Australia 
Austral ia 's level of healt l i technology assessment activities compares 
favourably with tha t In mos t o ther count r ies of s imilar size. In 
C a n a d a , hea l th technology a s s e s s m e n t agencies have been 
es tab l i shed only s ince 1988 (although hospital and univers i ty-based 
a s s e s s m e n t s were be ing u n d e r t a k e n before then). Among other 
smal ler coun t r i es , Sweden a n d the Nether lands are part icularly 
active, with na t ional bodies a s well a s other centres involved. Tlie 
larger indus t r ia l i sed count r ies (except the United States) tend no t to 
have cent ra l i sed au thor i t ies for hea l th technology a s s e s s m e n t and 
activity is more diffuse. 

The Uni ted S t a t e s is the most active count ry in tills field. Tlie 
pa t t e rn of a s s e s s m e n t activity there is complex with a n u m b e r of 
organisa t ions u n d e r t a k i n g a s s e s s m e n t s from different perspectives, 
both in the publ ic a n d pr ivate sectors . 

Until t he early 1980s Aust ra l ian a s s e s s m e n t of new technologies, 
o ther t h a n p h a r m a c e u t i c a l s which have had a comprehensive 
a s s e s s m e n t for safety a n d efficacy for m a n y years , tended to be 
carr ied o u t by ad hoc commit tees , th rough work suppor ted by 
NHMRC or oilier funding bodies , a n d by private sector agencies and 
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professional bodies . These app roaches provided useful i n p u t in to 
healt l i c a r e p lann ing b u t often the r e s u l t s were l imited. 

A National Health Technology Advisory Panel (NHTAP) w a s formed 
in m i d - 1 9 8 2 . It h a s h a d a p e r m a n e n t sec re ta r ia t s ince 1984, which 
is now located in the Austra l ian Ins t i tu te of Heal th . Its t a s k s Include 
a s s e s s m e n t of bo th emerging a n d significant exis t ing hea l th ca re 
tecluiologles. 

The AIH Heal th Technology Unit a lso u n d e r t a k e s a s s e s s m e n t s in 
its own right a n d suppo r t s the Superspecia l ty Services Suboornmit tee 
o f the Austra l ian Health Ministers Advisory Counci l , which p r e p a r e s 
guidel ines to a s s i s t in p l ann ing a n d delivery of special ised hea l th 
services. 

Health technology a s s e s s m e n t is u n d e r t a k e n on a n ad hoc b a s i s by 
S ta te Government au thor i t ies a n d by private sector c o n s u l t a n t s . 
However, it is t he NHTAP which h a s h a d tlie major impac t in th i s field 
hi Austra l ia . Examples of NHTAP a s s e s s m e n t s which have 
con t r ibu ted significantly to policy decis ions inc lude the eva lua t ion of 
MRI (Section 6.5.2), trials of dry chemis t ry pathology equ ipmen t , a n d 
a s s e s s m e n t s of shock wave l i thotripsy for k idney s tones a n d 
gal ls tones . 

NHTAP a n d the AIH Health Technology Unit m a i n t a i n con tac t a n d 
informat ion exchange with major hea l th technology a s s e s s m e n t 
agencies in o ther count r ies , a s well a s the World Heal th Organizat ion . 
In th is way, duplicat ion of effort Is avoided, a n d Aust ra l ia m a k e s a n 
impor t an t cont r ibut ion to in te rna t iona l u n d e r s t a n d i n g of the role of 
technology in hea l th care . 

6.4 Usage data for selected technologies 

6 . 4 . 1 C o m p u t e r i s e d t o m o g r a p h y 
Compute r i sed tomography (CT) Is a rad iographic t echn ique in which 
X-ray images represen t ing slices th rough a pa t i en t a re r econs t ruc t ed 
by c o m p u t e r to provide views of body s t r u c t u r e s . 

CT s c a n n e r s cost u p to $1 .5 rnlllion a l t h o u g h cheape r u n i t s a r e 
being marke t ed for a b o u t $ 5 0 0 , 0 0 0 . 

Dur ing 1988-89 medical benefits totalling $ 6 7 . 3 million were pa id 
for more t h a n 328 ,660 CT services. 

The technology is widely d is t r ibuted In Aust ra l ia with 8.6 CT 
s c a n n e r s pe r million popula t ion in 1985, c o m p a r e d wi th 29 .2 pe r 
million in J a p a n . 14.7 per million In the United S t a t e s a n d 2 . 3 per 
million in the United Kingdom (Table 6.1). By m i d - 1 9 8 7 t h e 
Aust ra l ian figure h a d r i sen to 10.8 per million. 

The n u m b e r of CT s c a n n e r s In each coun t ry reflect the different 
hea l th ca re sys t ems a n d the variat ion In referral p a t t e r n s , availability 
of o ther me thods , approach to d iagnos is a n d m a n a g e m e n t , 
medico-legal p r e s s u r e s , a n d pa t ien t d e m a n d a n d r e i m b u r s e m e n t 
m e c h a n i s m s . The p resence of domest ic p roduc t ion of CT s c a n n e r s 
migh t have influenced n u m b e r s in some coun t r i e s . 

CT Scanning in Australia (NHTAP 1988a) d o c u m e n t e d t h e 
effectiveness of CT in many s i tua t ions , b u t no ted t h a t little 
quant i ta t ive information was available on how CT w a s u s e d in 
Aust ra l ia or i ts effect on pa t ien t m a n a g e m e n t . 
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Table 6.1: CT scanners in use in selected countries, 1985 
(Per m i l l i o n p o p u l a t i o n ) 

Country Scanners 

J a p a n 2 9 . 2 
U n i t e d S t a t e s 14 .7 
A u s t r a l i a ( 1 9 8 8 ) 8 . 6 
W e s t G e r m a n y 7 . 3 
S w i t z e r l a n d 6 . 2 
S w e d e n 5 . 6 
A u s t r i a 4 . 0 
T h e N e t h e r l a n d s 3 . 1 
F r a n c e 2 . 8 
U n i t e d K i n g d o m 2 . 3 

S o u r c e : N a t i o n a l H e a l t h T e c h n o l o g y A d v i s o r y P a n e l 1 9 8 8 a 

6 . 4 . 2 Pathology serv ices performed outs ide laboratories 
Office pathology r ep re sen t s abou t 1 per cent of total pathology 
services in Austral ia (Table 6.2). In the United S ta tes pathology 
tes t ing Ui doctors ' offices r ep resen t s 2 5 per cent of all pathology 
tes t ing a n d is repor ted to be the fastest growing a rea of s u c h 
d iagnost ic services in tha t count ry . 

Because t h e US h a s different r e imbursemen t a n d regulatory 
a r r a n g e m e n t s for pathology, caut ion should be observed when 
ext rapola t ing the US t r ends to Austral ia . 

However, tlie n u m b e r of doctors office' pathology tes ts for which 
medical benefits have been paid in Austral ia h a s been increas ing 
s ince 1979 (Figure 6.1). Tlie recent increase in n u m b e r s of such 
services may hi pa r t be associated with availability of 
In s t rumen ta t i on a n d ki ts designed for use by people wi thout 
l abora tory experience. 

Table 6.2: Specimens examined per month by doctors' office 
laboratories, 1987-88 

( 0 0 0 ) 

Specimens examined Total specimens 
Type of test In doctors' offices examined 

H e m a t o l o g y 9 . 3 1 . 3 6 2 . 3 
B l o o d b a n k i n g 1.6 ( 9 0 . 2 
B i o c h e m i s t r y 2 5 . 6 1 . 6 2 7 . 2 
M i c r o b i o l o g y 6 . 8 1.1 17.1 
I m m u n o l o g y 2 . 2 1 8 4 . 8 
A n a t o m i c a l p a t h o l o g y 0 . 5 1 9 9 . 6 
C y t o l o g y 1.1 2 0 8 . 7 
IVF a n d p r e g n a n c y 4 . 8 8 1 . 1 

S o u r c e : H y n e s . Lea a n d Hai ley 1 9 8 9 
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Figure 6.1: Doctors office pathology testing services, 
1979-80 to 1987-88 
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Figure 6.2: Ultrasound services, 1980-81 to 1987-88 
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6 . 4 . 3 U l t r a s o n i c i m a g i n g 
Ultrasound is used routinely in obstetrics for assessment of fetal 
viability, age. size and growth. More generally it is used for organ 
imaging and tissue characterisation. Doppler echocardiography is 
used to study intravascular blood flow and motion of cardiac 
structures. More recently its application to measurement of pressure 
gradients across valves has stimulated considerable interest in the 
assessment of tlie severity of valve stenoses. 

It is relatively inexpensive compared with other diagnostic imaging 
teclmiques such as CT. Tlie low unit cost of much ultrasound 
equipment together with its portability and wide range of applications 
has made it one of the most extensively used imaging modalities. 

In 1988—89, 952 ,617 ultrasound services for which a medical 
benefit was paid were performed in Australia, showing a more than 
fivefold increase since 1980-81 (Figure 6.2). 

6 .4 .4 E x t r a c o r p o r e a l s h o c k wave l i t h o t r i p s y 
Extracorporeal shock wave lithotripsy (ESWL) was developed to treat 
kidney and upper ureteral tract stones. Tlie technique uses focused 
shock waves to shatter stones, tlie fragments of which are normally 
small enough to be passed in tlie urine. 

This high cost technology was introduced into Australia in 1986 
and at May 1990 there were three units for treating renal stones—two 
in Sydney and one in Melbourne. 

In 1988-89 , Medicare benefits were paid for 1,397 ESWL services. 
Tlie use of alternative surgical procedures paid for under Medicare 

Figure 6.3: Renal stone treatment, 1982-83 to 1987-88 
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h a s decreased , a l though the decline began before the in t roduc t ion of 
ESWL in 1985 (Figure 6.3). 

P e r c u t a n e o u s t echn iques for s tone removal (such a s p e r c u t a n e o u s 
nephrohthotomy—PCN) b e c a m e es tab l i shed In Aus t ra l i a in the early 
1980s . They have cont r ibuted to decline in the r a t e s of open surgery 
for r ena l s tones , a n d in some cases a re u s e d in conjunct ion wi th 
ESWL. PCN Is a n at t ract ive opt ion for pa t i en t t r e a t m e n t a t c e n t r e s 
which do no t have ESWL. 

Application of ESWL h a s been extended to the t r e a t m e n t of s t o n e s 
in the gallbladder a n d bile d u c t with encourag ing r e s u l t s . However, 
a recen t repor t by NHTAP (1988b) conc luded the technology s h o u l d 
no t b e u s e d in Aust ra l ia for rou t ine clinical t r e a t m e n t for gal lbladder 
or bile duc t s tones in Austral ia , given the limited d a t a available. 

A biliary ESWL inachine now opera tes a t St Vincent ' s Hospital , 
Melbourne, a n d da t a are being collected on its cos t s a n d 
effectiveness. 

6.4.5 Renal dialys is 
Pat ien ts with e n d - s t a g e renal failure (ESRF) have p e r m a n e n t 
deter iora t ion of r ena l function which will resu l t In d e a t h u n l e s s s o m e 
form of rena l r ep lacement therapy is u i s t i tu ted . 

There a re two principal t r e a t m e n t s for ESRF—dialysis a n d kidney 
t r an sp l an t a t i on (Section 6.4.6). 

With dialysis, the pa t ien t ' s blood is diverted to a semipermeab le 
m e m b r a n e , which allows was te s a n d excess fluids to be removed. 
Pa t i en t s on a k idney mach ine typically r equ i re dialysis th ree t imes a 
week for be tween three a n d six h o u r s a sess ion . A va r i an t t r ea tmen t , 
which is less demand ing on the pat ient , is c o n t i n u o u s ambu la to ry 
per i toneal dialysis (CAPD). A ca the te r is inser ted into d i e pa t i en t ' s 
abdomina l cavity t h rough which diaiysate fluid Is in t roduced a n d (he 
old fluid Is exchanged for new several t imes a day . 

In Austra l ia , between October 1987 a n d 1988, 5 ,399 people (327 
pe r million) were t rea ted for r ena l failure, of w h o m 2 ,598 (157 per 
million) were dialysis dependen t (Table 6.3). About 3 0 per cen t were 
on CAPD t rea tment . Tills propor t ion w a s lower t h a n in New Zealand 
where a b o u t 4 4 p e r c e n t of d ia lys i s -dependent people were on CAPD. 

Table 6.3: Renal dialysis patients and proportion on CAPD, Australia 
and New Zealand, 1984 to 1988(a) 

Patients on dialysis 1984 1985 1986 1987 1988 
A u s t r a l i a 

N u m b e r 2 . 1 0 8 2 . 1 7 4 2 . 2 9 8 2.462 2 . 5 9 8 
Per m i l l i o n p o p u l a t i o n 1 3 6 1 3 8 144 1 5 2 1 5 7 
P r o p o r t i o n o n C A P D (%) 2 8 2 7 2 8 3 0 3 0 

N e w Z e a l a n d 
N u m b e r 360 3 7 9 3 9 8 4 3 4 4 6 9 
Per m i l l i o n p o p u l a t i o n i l l 115 122 134 1 4 0 
P r o p o r t i o n o n C A P D (%) 4 0 41 4 2 4 3 4 4 

(a) Year e n d e d 31 Oc tober . 

S o u r c e : A u s t r a l i a a n d N e w Z e a l a n d C o m b i n e d D i a l y s i s a n d T r a n s p l a n t R e g i s t r y 
1 9 8 9 
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In 1983 in tlie United Kingdom 153.1 people per million were 
t rea ted for r ena l failure, 55 .6 pe r cent of whom were on dialysis 
(Halper 1985). 

Tlie differing r a t e s of dialysis t r ea tmen t from year to year within a n d 
be tween coun t r i e s reflect the Incidence of ESRF, availability of donor 
o r g a n s for a l ternat ive t r a n s p l a n t therapy and level of hea l th care 
r e sources . Varying a t t i t udes towards ra t ioning of services, s u c h a s 
a c c e p t a n c e of age l imits for recipients , also Influence r a t e s of dialysis. 

The inc reas ing n u m b e r s of pa t ien t s , suppor t staff required for 
dialysis a n d cost of equ ipmen t a n d consumab les is caus ing some 
concern in Aust ra l ia . The es t imated cost of the dialysis p rogram in 
New S o u t h Wales a lone in 1987 w a s $ 2 8 . 3 miUion. Annua l es t imated 
cos t s for h o m e dialysis in New Sou th Wales, excluding the first year, 
a re h i t he r ange $ 1 4 , 0 0 0 to $19 ,000 per pat ient . Hospi ta l -based 
dialysis t r e a tmen t is significantly more expensive at abou t $44 ,000 
per pa t i en t . 

6 . 4 . 6 Transplant t e c h n o l o g y 
Organ t r a n s p l a n t p r o g r a m s genera te very significant cos ts to the 
hea l th ca re sys t em b e c a u s e of their u s e of specialised resources . 
However, t hese p r o g r a m s may be cost effective if they replace lengthy 
hospi ta l isa t ion a n d hi tensive nu r s ing services and permi t r e t u rn to 
a n independen t lifestyle. Success r a t e s have improved dramatical ly 
in the p a s t decade , largely because of the the use of improved 
i m m u n o s u p p r e s s i v e d r u g s wliich have lowered organ rejection r a t e s . 
Tlie availability of donor o rgans limits the n u m b e r o l p rocedures 
performed. 

Heart transplants 
Between 1984 a n d 1988, 149 hea r t and h e a r t / l u n g t r a n s p l a n t s were 
performed In Aust ra l ia (Table 6.4). The n u m b e r of p rocedures in 1987 
cor responded to a r a t e of 1.8 per million compared with 4.6 per 
million hi tlie Uni ted S ta te s a n d 4.8 per million in the European 
Communi ty . 

Table 6.4: Heart transplants, 1984 to 1988 
Heart traitnplai\ts 1984 1985 1986 1987 1988 

N u m b e r 14 2 3 3 5 2 9 (a )48 

D e a t h s w i t h i n o n e m o n t h 3 2 2 2 2 

(a) I n c l u d e s o n e h e a r t - l u n g t r a n s p l a n t . 

S o u r c e : N a t i o n a l H e a r t F o u n d a t i o n of A u s t r a l i a 1 9 9 0 

Renal transplants 
In 1988, 4 4 8 rena l t ransplants^ (27 per million populat ion) were 
performed, compared with about"24 per million popu labon in New 
Zealand (Table 6.5). T h e r a t e s for tlie United Kingdom a n d United 
S ta te s were similar in 1983 a t 28 pa t ien ts per million popula t ion 
(Macpherson 1986). Between 1980 a n d 1988, kidney t r ansp lan t 
p r o g r a m s in the E u r o p e a n Communi ty a n d the United S ta tes 
expanded dramatical ly , showing growths of 130 per cent a n d 113 per 
cent respectively. 

178 



Table 6.5: Kidney transplants, Australia and New Zealand, 1984 to 
1988(a) 

1984 1985 1986 1987 1988 
A u s t r a l i a 

Rena l t r a n s p l a n t o p e r a t i o n s 
N u m b e r 4 2 0 4 1 2 4 2 8 4 0 7 4 4 8 
Per m i l l i o n p o p u l a t i o n 2 7 2 6 2 7 2 5 2 7 

F u n c t i o n i n g t r a n s p l a n t s 
N u m b e r 1 . 9 7 5 2 . 1 6 4 2 . 3 9 0 2 . 5 8 3 2 , 8 0 1 
Per m i l l i o n p o p u l a t i o n 1 2 7 1 3 7 1 5 0 1 5 9 1 6 9 

Jew Z e a l a n d 
R e n a l t r a n s p l a n t o p e r a t i o n s 

N u m b e r 7 8 8 3 1 0 2 7 7 8 1 
Per m i l l i o n p o p u l a t i o n 2 4 2 5 3 1 2 4 2 4 

F u n c t i o n i n g t r a n s p l a n t s 
N u m b e r 3 4 1 3 7 4 4 1 7 4 4 6 4 7 5 
Per m i l l i o n p o p u l a t i o n 1 0 6 1 13 1 2 8 1 3 7 1 4 2 

(a) Year e n d e d 3 1 October . 

S o u r c e : A u s t r a l i a a n d N e w Z e a l a n d C o m b i n e d D i a l y s i s a n d T r a n s p l a n t R e g i s t r y 
1 9 8 9 

Liver t r a n s p l a n t s 
Three Aus t ra l i an cent res have performed liver t r a n s p l a n t s . T h e 
Q u e e n s l a n d Liver T r a n s p l a n t Program, b a s e d a t t he Pr incess 
Alexandra Hospital , the Royal Chi ldren 's Hospital a n d the Royal 
Br i sbane Hospital , began in J a n u a r y 1985. The National Pilot Liver 
T r a n s p l a n t Program In Sydney, b a s e d a t t he Royal Prince Alfred 
Hospital a n d the Chi ldren 's Hospital, began in J a n u a r y 1986. T h e 
p rog ram a t the Aust in Hospital In Melbourne b e g a n in 1988 . At March 
1989, a total of 147 t r ansp l an t s h a d been performed on 135 pa t i en t s 
in Aust ra l ia (Table 6.6). The 51 t r a n s p l a n t s performed be tween 
Augus t 1988 a n d March 1989 represen t a n a n n u a l r a t e of 5.2 per 
million. 

Table 6.6: Liver transplants to August 1988 and 
to March 1989 

( N u m b e r ) 

To August 1988 To Match 1989 
N e w S o u t h W a l e s 

T r a n s p l a n t s 38 55 
P a t i e n t s 34 50 

Victor ia 
T r a n s p l a n t s 3 7 
P a t i e n t s 3 6 

Q u e e n s l a n d 
T r a n s p l a n t s 55 85 
P a t i e n t s 51 79 

S o u r c e : Powe l l 1 9 8 9 
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In 1988 , t h e E u r o p e a n Communi ty h a d a ra te of 3.4 per million a n d 
t h e United S t a t e s h a d a ra te of 5.2 per million. Donor p rocu remen t 
r e m a i n s t h e critical l imitation to tlie p rocedure bo th in Austral ia a n d 
overseas . 

Tlie cos t s of the p rocedure a re difficult to es t imate and m a n y are 
abso rbed in s t a n d a r d hospital services. However, several e s t imates 
of a r o u n d U S $ 5 0 , 0 0 0 for the preoperat ive work up , operat ion a n d 
immed ia t e pos t -opera t ive care have been m a d e (Powell 1989). 

6.4.7 R a d i a t i o n t h e r a p y 
Radia t ion oncology for the t r ea tmen t of cancer is provided by 2 0 
c e n t r e s in Aust ra l ia a t a n es t imated cost of $ 8 0 0 million a year 
(Austra l ian Heal th Ministers ' Advisory Council 1987). Arecen t survey 
indica ted tha t the re a re 4 7 megavoltage mach ines operat ing in 
Aust ra l ia , with 2 3 , 3 7 9 new cour se s of t r ea tment b e g u n in 1987-88 . 
Medicare benefi ts totall ing were pa id on 320,701 services in 1987-88 
(Table 6.7). 

Table 6.7: Radiation therapy procedures, 1980-81 
to 1987-88 

( N u m b e r ) 

Year I*rocediux',s 

1 9 8 0 - 8 1 
1 9 8 1 - 8 2 
1 9 8 2 - 8 3 
1 9 8 3 - 8 4 
1 9 8 4 - 8 5 
1 9 8 5 - 8 6 
1 9 8 6 - 8 7 
1 9 8 7 - 8 8 

2 3 7 . 9 8 3 
2 6 8 . 0 4 7 
2 3 7 , 7 2 5 
2 4 5 . 0 8 4 
2 4 2 , 1 9 2 
2 6 4 . 1 10 
2 9 0 . 3 5 0 
3 2 0 . 7 0 1 

S o u r c e : C o m m o n w e a l Ui D e p a r t m e n t of C o m m u n i t y S e r v i c e s a n d 
H e a l t h u n p u b l i s h e d 

A recen t repor t by the Working Party on Radiation Oncology to the 
Aus t r a l i an Heal th Minsters 'Advisory Council (1989) noted a shor tage 
of r ad io the rapy equ ipment in Austral ia a n d recommended a 
r e - e q u i p m e n t p rog ram linked to a proper p lann ing strategy to e n s u r e 
t h e provision of comprehens ive cancer services. The need for detailed 
s t u d i e s compar ing the effectiveness of radio therapy with other 
a p p r o a c h e s w a s identified. 

6 . 4 . 8 H e a r i n g a i d s 
About 7 pe r cen t of the total Aus t ra l ian populat ion aged 15 yea r s a n d 
over repor ted suffering some form of hear ing problem in 1978 (ABS 
4336 .0 ) . Of those , 2 0 per cent possessed a hear ing aid. 

Tlie Hear ing Services Program of the Commonweal th D e p a r t m e n t 
of C o m m u n i t y Services a n d Health provides between 6 0 a n d 70 per 
cen t o f t he h e a r i n g a ids in Austra l ia . In excess of 60 ,000 hear ing a ids 
a r e fitted e a c h yea r u n d e r t he Program ffable 6.8). The year to year 
var ia t ion in t h e n u m b e r of hear ing aids fitted in the ma in reflects the 
r e s o u r c e s avai lable. 
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T a b l e 6.8: H e a r i n g a ids fitted(a), 1 9 8 4 - 8 5 to 1 9 8 8 - 8 9 

( N u m b e r ) 

Year Hearing aids fitted 

1 9 8 4 - 8 5 6 2 . 4 7 7 
1 9 8 5 - 8 6 7 4 . 8 9 2 
1 9 8 6 - 8 7 6 9 . 9 0 8 
1 9 8 7 - 8 8 6 7 . 5 1 9 
1 9 8 8 - 8 9 6 4 . 5 6 7 

(a) A i d s fitted b y t h e h e a r i n g s e r v i c e s p r o g r a m of t l i e C o m m o n ­
w e a l t h D e p a r t m e n t of C o m m u n i t y S e r v i c e s a n d H e a l t l i . 

S o u r c e : C o m m o n w e a l t h D e p a r t m e n t of C o m m u n i t y S e r v i c e s a n d 
H e a l U i 1 9 8 9 

6 . 4 . 9 Coch l ea r i m p l a n t s 
A cochlear implant helps profoundly deaf people hear sounds . It 
consists of an externally worn, pocket-sized speech-processor, a 
head set and an implanted receiver/stimulator and electrode array. 
Tlie headset picks up the speech signal which is encoded by the 
speech processor as a series of electrical pulses on the electrode 
array. The pulses stimulate the nerves in the cochlear structure of the 
ear. A device developed in Australia has become widely accepted 
overseas. 

About 200 people received cochlear implants in Australia between 
1982 and 1989. mcluding 130 in the past three years. It is estimated 
that worldwide over 4 ,000 people have cochlear implants of all types. 

In Australia the cost of a cochlear implant is $15 ,000 excluding 
rehabilitation costs. 

6 . 5 Case studies 
The following case studies give brief overviews of tlie characteristics, 
usage and potential of some major health technologies 

6 . 5 . 1 C o r o n a r y a n g i o p l a s t y 

I n c i d e n c e of c o r o n a r y ang iop l a s ty 
Percutaneous transluminal coronary angioplasty (PTCA) is a 
technique for relieving angina by dilating obstructions in coronary 
arteries. It is a less invasive treatment for coronary artery disease 
than bypass surgery. 

Coronary angioplasty was introduced into Australia in 1980 and by 
1988 more than 3 ,100 procedures a year were being performed at 19 
institutions (National Heart Foundation 1990). For comparison, more 
than 9 ,500 bypass surgery operations were performed in 1988. at 24 
institutions (National Heart Foundation 1990). The incidence of both 
procedures is growing rapidly (Figure 6.4). 

D e s c r i p t i o n of t h e p r o c e d u r e 
In the PTCA procedure, a catheter with a balloon annealed to the tip 
is Introduced through the skin into a major blood vessel and guided 
to bhe site of the blockage over a steerable guide wire. The balloon is 
inflated, disrupting the plaque forming the obstruction, enlarging the 
lumen of the artery and allowing increased blood flow to the heart. 
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Figure 6 .4: P e r c u t a n e o u s t rans lumina l coronary angioplasty and 
c o r o n a r y b y p a s s surgery, 1980 to 1988 
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Trie procedure can be performed without general anesthesia, and 
only two to three days' hospitalisation are required. After leaving 
hospital, the patient can return to normal activities within one or two 
weeks. By contrast, bypass surgery is a major operation requiring 
general anesthesia and cardiopulmonary bypass. Eight to ten days of 
hospitalisation are required and it may be two to four months before 
the patient can resume normal lifestyle. 

I n d i c a t i o n s 
While PTCA and bypass surgery are both used to treat angina caused 
by coronary artery disease, they are not strictly alternatives. Each has 
a different range of indications, although these overlap substantially. 
Generally, PTCA is used to treat less severe disease. Bypass surgery 
is more appropriate for the treatment of severe multi-vessel disease 
and blockages in the left main artery. 

L i m i t a t i o n s 
About 12 per cent of PTCA procedures are unsuccessful. Moreover, 
the coronary angioplasty procedure is not without risk, although the 
mortality rate is low (0.4 per cent in Australia compared with about 
2 per cent for bypass surgery). About 2 per cent of PTCA patients in 
Australia require emergency bypass surgery, usually following 
abrupt closure of an artery (National Heart Foundation 1989; Rowe 
1989). 

Perhaps the most serious limitation of PTCA is that for about 30 per 
cent of patients arterial obstruction recurs within six months. For 
many of these patients, the procedure needs to be repeated (Rowe 
1989). 
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Costs 
The cost of a single PTCA procedure (including hospi tal isat ion) h a s 
been es t imated at abou t $7 ,100 . This figure does not t ake in to 
accoun t the cost of 'complications, emergency opera t ions a n d r epea t 
p rocedures . If these a re Included, the average cost per pa t i en t 
becomes approximately $9 ,400 . This r ep re sen t s , t he cost to hea l th 
care . To de te rmine the total cost to society, a l lowance m u s t b e m a d e 
for t ime lost from work, suppor t services, a n d cos t s to families. If 
average Aust ra l ian weekly earn ings are used a s a b a s i s for cos t ing 
t ime lost from work, a n d al lowance is m a d e for the o ther social cos ts , 
t he total cost to society would be a r o u n d $ 1 0 , 5 0 0 per pa t i en t 
(NHTAP1989b). 

For compar i son , the cost to hea l th ca re of coronary ar tery b y p a s s 
surgery is a b o u t $11 ,700 per pa t ien t If compl ica t ions a n d repea t 
p rocedure s a re t aken Into account . If a l lowance is m a d e for b m e lost 
from work us ing average Aust ra l ian weekly e a r n i n g s a s a bas i s , a n d 
for o ther social cos t s s u c h a s family suppor t , t he total social cos t 
could b e in the range $ 1 5 , 0 0 0 - 2 1 , 0 0 0 a pa t ien t . If a l lowance were 
m a d e for those who never r e t u r n to work after b y p a s s surgery, t h e 
cost could be m u c h higher (NHTAP 1989b). 

T h u s for those pa t i en t s for whom the two p r o c e d u r e s br ing 
comparab le benefits, PTCA h a s a significant cost advan tage . 

The cos t s of bo th p rocedure s should be s een tn the light of their 
benefits. For bypas s surgery these include improved survival for 
pa t i en t s with multivessel a n d left main a r te ry d i sease . As yet there is 
n o evidence tha t PTCA improves survival, b u t bo th p r o c e d u r e s 
subs tan t ia l ly r educe symptoms a n d improve qual i ty of life. 

For a b o u t 7 0 per cent of PTCA pa t ien t s , the benefits will inc lude 
r educ t ions in the costs of medical t r e a tmen t for ang ina . Over a 
10-year period, these may range from $1 ,500 to more t h a n $ 1 0 , 0 0 0 
(NHTAP 1989b). However, these savings do no t a c c r u e priiriarity to t h e 
Ins t i tu t ions c a n y i n g ou t the procedure , b u t to o the r agencies a n d the 
c o m m u n i t y generally. 

Constra ints on the growth of PTCA 
The growth of PTCA is cons t ra ined by the r e q u i r e m e n t s for highly 
skilled personne l a n d high cost facilities. PTCA is performed by 
cardiologists with special t ra in ing In angioplasty, usual ly acqu i red 
overseas . Skill needs to be main ta ined by a n a d e q u a t e workload; 
coronary angioplasty canno t be performed o n a n occasional b a s i s . 

Coronary angioplasty should only be performed In a ca rd iac 
ca the ter !sa t ion laboratory with high qual i ty imaging equ ipmen t . 
Facult ies for emergency b y p a s s surgery shou ld be close a t h a n d , with 
a surgical t eam on s t and -by . Only major hosp i t a l s c a n adequa te ly 
mee t t hese r equ i r emen t s . 

New d e v e l o p m e n t s 
In the future, balloon angioplasty may b e one of a n a r m o u r y of 
t echn iques available to the cardiologist for the n o n - s u r g i c a l 
t r e a tmen t of coronary ar tery d isease . New techn iques Include 
a therec tomy. In which p laque is pared from the ar tery wall with a 
spirming b lade or ro ta t ing b u r r a t t ached to a ca the ter . Different types 
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of in I ra -a r te r ia l s t en t s a re being tested a s m e a n s of preventing 
rec losure of the ar tery , a n d several l a se r -based techniques for 
pene t r a t i ng coronary ar tery occlus ions are u n d e r development . 

While t h e s e new technologies may extend the range of applicat ion 
of coronary angioplas ty a n d reduce the incidence of res tenos is , it is 
too early to a s s e s s their effectiveness or potent ial impact (Rowe 1989). 

C o n c l u s i o n s 
In spi te of i t s l imitat ions, PTCA h a s major advan tages for pat ient 
welfare if it is appl ied appropriately. There Is a danger of over-use . for 
example If t h e p rocedure is applied to pa t i en t s whose angina is 
satisfactorily controlled by medicat ion. However, a t p resen t there is 
a l so t h e possibili ty t h a t it Is u n d e r - u s e d , part icularly in the public 
sector, owing to funding cons t ra in t s . 

The re is a need for the medical profession to adopt clear guidelines 
on the appropr i a t e applicat ion of coronary angioplasty. 

6 . 5 . 2 Magnet ic resonance imaging 
Magnet ic r e s o n a n c e imaging (MRI) is a teclmology which m a r k s a 
fur ther s t ep in the availability of powerful diagnost ic imaging 
t e c h n i q u e s . In some respec t s complementary to X-ray me thods , MRI 
works on different physical pr inciples a n d does no t use potentially 
ha rmfu l ionising radia t ion . It provides high quality images of soft 
t i s sue a n d un ique information to tlie diagnost ician. Most widespread 
appl ica t ion h a s been In examina t ion of the head and spine . 

MRI h a s a h igh capital cost, associa ted in par t with the need for a 
large (whole body), s tab le magne t a n d the compute r installation 
requ i red to a s semble tomographic Information. 

Recur ren t cos ts a re also significant. Superconduct ive magne t s are 
u s e d m o s t commonly a t present a n d require liquid he l ium to cool 
t h e m to opera t ing t empera tu re . Tlie major al ternat ive is to u s e a 
resis t ive magne t which requires addit ional electrical power. Staffing 
cos t s , inc luding t h e u s u a l radiological a n d suppor t personnel , a re 
a l so subs t an t i a l . 

An Aus t ra l i an a s s e s s m e n t of MRI h a s suggested tha t overall cos ts 
pe r examina t ion , excluding in teres t charges , may be of tlie order of 
$ 5 0 0 to $ 6 0 0 in a publ ic hospital set t ing (Figure 6.5) implying a n n u a l 
expend i tu r e of u p to $2 million for each uni t (NHTAP 1989c). 

Technical change is still rapid, and includes development of 
supe rconduc t ive m a g n e t s which u s e less hel ium, lower cost un i t s , 
s o m e b a s e d on p e r m a n e n t magne ts , a n d higher t h r o u g h p u t s 
assoc ia ted with bet ter compu te r software. 

T h e r ange of potent ial appl icat ions con t inues to grow with some 
e m p h a s i s , in pa r t a t t he resea rch s tage, on cardiovascular imaging, 
Inc luding MRI of the moving hear t . 
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Figure 6.5: Average cost per scan at MRI units 
(interest charges excluded) 
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Depreciation excluded 

Source: National Health Technology Advisory Panel 1990 

Some of the attraction of MRI for clinicians is its ready ability to 
produce sagittal images (those in a plane dividing the body into right 
and left portions). This capability is achievable only with difficulty 
with earlier X-ray techniques. The generally excellent anatomical 
pictures achieved with MRI have appeal for both diagnosticians and 
those involved in patient treatment. However, the necessary link 
between excellence of image and quality of patient management and 
outcome is at best imperfectly established. 

Strong evidence of benefits from MRI, in terms of its impact on 
patient management, outcome and health status is still limited. 
Reasons include the absence of controlled trials (Kent and Larson 
1988), the 'intuitive' appeal of the images produced and more 
fundamental difficulties of designing and implementing studies of 
benefit which realistically reflect the true method of use of diagnostic 
technologies (McDonald 1989). In part, older and less expensive 
techniques may be as effective in the health care system, having 
regard to the inevitability of limited health care budgets, and 
established, accepted patterns of usage. 

The Australian data on this health teclmology have helped to define 
its costs and range of useful applications (NHTAP 1988c). Diagnostic 
yield in the teaching hospital environment has been shown to be high 
(Table 6.9). 
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T a b l e 6 .9: D i a g n o s t i c y ie ld of M R I e x a m i n a t i o n s , A u g u s t 1986 to 
D e c e m b e r 1988 

(Per c e n t ) 

MRI unit (a) 

Diagnosis / 2 3 4 

No a b n o r m a l i t y d e t e c t e d 3 0 3 4 3 2 2 9 
A b n o r m a l f i n d i n g 6 6 6 5 6 5 7 0 
E q u i v o c a l f i n d i n g 4 1 3 1 
T o t a l 1 0 0 1 0 0 1 0 0 1 0 0 

(a) P a s e d o n MRI e x a m i n a t i o n s of 1 2 , 4 0 6 p a t i e n t s at f ou r h o s p i t a l s . 

S o u r c e : N a t i o n a l H e a l t h T e c h n o l o g y A d v i s o r y P a n e l 1 9 8 9 c 

Issues to be resolved further are the relationship of such diagnostic 
performance to subsequent effect on patient health and quality of life 
(as compared with use of earlier methods) and the extent to which the 
diagnostic usefulness of MRI in a public hospital setting can be 
mirrored in any wider placement. 

From the Australian MRI data, evidence is beginning to emerge of 
benefit through avoidance of additional tests and surgery, and better 
plarming of procedures (Sorby 1989). Avoidance of sickness and 
disease associated with invasive diagnostic procedures, such as 
myelography, is a major benefit. 

Early analysis suggests that in examination of some suspected 
conditions, such as syringomyelia and frontal lobe epilepsy, use of 
MRI may be cheaper or no more expensive than alternative diagnostic 
procedures, having regard to additional related costs such as those 
associated with overnight hospital care (Crowe and Hailey 1989). 
Such cost advantage or equivalence would not apply should the MRI 
examination be conducted in addition to other methods. Nor would 
such advantages necessarily be realised in less clear-cut situations 
where MRI provides no compelling technical advantage and earlier, 
more widely distributed and less costly alternatives can provide 
acceptable diagnostic data for patient management. 

The Australian experience suggests that MRI facilities should be 
available to major neurosurgical centres (McDonald 1989). Tlie types 
of machine to be acquired, their placement, numbers and range of 
application are matters which will require further appraisal. 

6 . 5 . 3 Dig i ta l r a d i o g r a p h y 
Computer technology is having a significant impact on hospital 
information systems. The digital image approach is being applied In 
radiology and organ imaging departments. The technology enables 
the electronic capture of hiformation from equipment such as X-ray 
scanners, and presentation of images and other data on a visual 
display unit (Figure 6.6). 

Development of this approach has led to discussion of concepts 
such as the Aimless hospital'. The extent of research and investment 
being made in this area by major corporations suggests that a great 
variety of systems will be available for purchase by hospitals. 
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Figure 6.6: Digital radiography system 
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C o s t s a n d bene f i t s of d ig i ta l r a d i o g r a p h y s y s t e m s 
The development and availability of this new technology has several 
implications. As with much computer technology, there is the 
expectation that large capital investment will be involved. Whereas 
the cost of establishing a conventional radiology department for a 
typical 400 bed hospital would be of the order of $9 million, the cost 
of a radiology department based entirely on digital radiography 
techniques might be ofthe order of $ 16 million. The additional capital 
would be for signal conversion units (AC to DC), computer networks, 
optical storage archives and visual display monitors to allow 
radiologists to perform image interpretation. However, a digital 
radiography system could eliminate tlie need for film dispensers, 
processors, cassettes, multi-viewers and light boxes and the 
on-going costs associated with film processing and handling. 

Restructuring of the existing administrative arrangements would 
be required with consequent dislocation of hospital staff and 
procedures. A new team of professionals would be needed to operate 
the digital radiography systems. Specialists required include systems 
analysts, physicists, engineers, computer programmers and 
commtmication experts. Such staff cannot be recruited from the 
existing clerical staff, such as film room filing clerks and 
administrative assistants, who may be displaced by digital 
technology. There are significant recruitment and career structure 
matters to be considered in the introduction of digital radiography 
systems. 

The stated benefits of digital imaging systems need to be considered 
against the costs. Benefits such as ensuring the integrity of patient 
records, (as all images are stored on optical disc), represent an 
improvement over existing systems where 10 per cent or more of 
patient films may be 'lost' or not available for review when required. 
A major benefit is seen to be the reduction of patient exposure to 
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radiation. Digital radiography systems tend to use less radiation than 
technologies which depend on use of film. Tlie digital systems also 
have the capacity to reduce tlie need for re-takes as the digital image, 
once obtained, can subsequently be enhanced or modified. There is 
also tlie possibility that the ability to enhance digital images may 
provide more diagnostic information to tlie examining radiologist. 

Of particular importance is the potential benefit of faster 
turnaround and reporting of diagnostic tests using digital 
radiography teclmiques. If, for example, it becomes possible for 
radiologists to report images from the visual work station then the 
delays associated with the production of films and reports will tend 
to disappear. Images could be reported in real time from visual 
displays and stored on optical disc with reports and the Images 
available on-line for physicians and specialists. Such developments 
open up tlie possibility of new ways of conducting patient 
investigations and may allow some existing investigations to be 
eliminated with savings in costs and reduced patient inconvenience. 

This scenario a s sumes that radiologists are prepared to conduct 
tlie primary image interpretation task from visual display screens 
rather than from film. There have been reservations expressed about 
the adequacy of resolution of screen images when compared with the 
information available on X-ray film. This debate seems likely to 
continue for some time and will be influenced by technical 
developments as higher resolution viewing screens become available. 
However, many images such as those from computed tomography are 
already digitally produced and this trend is likely to increase. 

Major i ssues for hospitals considering this technology are the 
investment of a large capital sums at a time when tlie technology is 
undergoing rapid change, the possible need to make a commitment 
to one supplier to ensure integration of the complex systems, and 
substantial uncertainty regarding the consequent changes to work 
practices and hospital infrastructure. 

S u m m a r y 
Tlie arrival of digital radiology systems provides an opportunity for 

tlie restructuring of diagnostic procedures within hospitals. 
Introduction of these systems will imply a major planning and 
administrative task for the institutions and healtli authorities 
concerned. There is a need for a realistic" assessment ofthe costs and 
benefits of digital radiography systems in hospitals based on practical 
experience in Australia. 

Such matters a s the possible problems with the hospital txing 
committed to one particular manufacturer of equipment and being 
unable to accept images from other manufacturers' equipment need 
to be addressed. I lowever, such difficulties are likely to be outweighed 
in tlie longer term by tlie benefits offered by the new technology in 
terms of better diagnosis and patient management. 

6 . 5 . 4 I n - v i t r o fe r t i l i sa t ion and o t h e r a s s i s t e d c o n c e p t i o n 
There are no reliable estimates of tlie prevalence of Infertility in 
Australia. Studies in other countries suggest that 10 to 15 per cent 
of couples will experience either permanent or transient infertility 
during their reproductive lives. 
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In-vitro fertilisation (IVF) and tlie related procedure of gamete 
intrafallopian transfer (GIFT), in which eggs and sperm are put 
directly into tlie fallopian tubes, are now used to treat infertility that 
is not responsive to other forms of treatment. The main causes of 
infertility treated by IVF and GIFT are blocked fallopian tubes, failure 
of ovulation, endometriosis, and male causes because of low sperm 
counts or other abnormalities. Multiple causes are not uncommon 
and there is also a sizeable group in which infertility is unexplained. 

In collaboration with the Fertility Society of Australia and 
individual units that provide clinical services to treat infertility, tlie 
National Perinatal Statistics Unit has developed a national register of 
pregnancies resulting from IVF and GIFT. The register was 
established in 1983 but data for the period since IVF began in 1979 
have also been obtained. All units in Australia and New Zealand 
contribute data to the register. In 1988, there were 21 units in 
Australia of which all but two had facilities for both IVF and GIFT. 

The initial purpose of the register was to monitor trends in 
pregnancy outcome, especially the incidence of congenital 
malformations. More recently, data on pregnancy rates and 
laboratory procedures have been obtained. Annual reports are based 
on pregnancies that result from fertilisation in a particular year. 

In 1987, more than 5,000 women had one or more cycles of 
treatment by IVF or GIFT. There were 7 ,733 IVF cycles commenced 
and 1,954 GIFT cycles. The resultant pregnancy rates can be 
expressed in numerous ways but the main indicator used is the 
number of pregnancies resulting in a live birth, expressed per one 
hundred cycles that reach tlie stage of egg collection. The live-birth 
pregnancy rates for GIFT were higher than for IVF—17.4 per hundred 
cycles for GIFT and 9.5 for IVF. Pregnancy rates so calculated varied 
markedly among tlie different units. 

About 1 in 200 births in Australia now result from these new 
reproductive tecluiologies. Tlie increasing trend in pregnancies alter 
IVF and GIFT is apparent hi Figure 6.7, which shows the numbers of 
viable pregnancies of at least 20 weeks' gestation, other clinical 
pregnancies such as spontaneous abortions and ectopic pregnancies, 
and preclinical abortions (in which there is only biochemical evidence 
of pregnancy). 

Up to September 1988, a total of 3 ,215 births had been notified to 
the register, of which about 80 per cent had occurred after IVF. 
Ectopic pregnancies and spontaneous abortions are more common 
in IVF and GIFT pregnancies than after natural conception, both 
because of age and other characteristics of tlie previously infertile 
women. Women aged 35 years and over are less likely to achieve viable 
pregnancies than women in younger age groups (Figure 6.8). 
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Figure 6 .7 : O u t c o m e of i n - v i t r o fert i l isat ion and gamete 
int rafa l lopian t ransfer p r e g n a n c i e s by year of 
fer t i l isat ion, 1979 to 1987 
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Perinatal mortality rates after IVF and GIFT are more than three 
times those for the Australian population. Multiple births associated 
with transfer of more than one embryo or oocyte, and the underlying 
causes of infertility, are some of tlie reasons for the higher rates. 
Stillbirth rates are much higher than neonatal death rates for both 
single and multiple IVF births (Figure 6.9). The population-based 
register in Australia has an important function in evaluating efforts 
to improve pregnancy rates and reduce adverse outcomes in IVF and 
GIFT pregnancies. 
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Figure 6.8: Outcome of in-vitro fertilisation clinical pregnancies 
during the period 1979 to 1987 by maternal age 
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Source: National Perinatal Statistics Unit and Fertility Society of Australia 1990 

Figure 6.9: Perinatal mortality in single and multiple IVF births, 
1979 to 1987 
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7 Health: the quality of 
survival in older age 

Guest editor: John McCallum* 
It is now a cornnionplace observation that Australia's population, like 
that of all other developed countries, is ageing. A similar phenomenon 
will be observed in many developing countries in the next century. 

In 1990, 15 per cent of Australia's population was aged 6 0 years 
and over compared witli about 17 per cent in Japan and tlie United 
States, 20 per cent in the United Kingdom and 23 per cent in Sweden. 
By contrast, tlie proportion aged 60 years and over in China was 9 per 
cent and in hidonesia it was 6 per cent (Figure 7.1). 

In terms of the relative size of the aged population, Australia falls 
below the proportions in most developed countries and above the 
levels of the developing countries of the Asia Pacific region. 

In speed of population ageing, Japan leads tlie developed countries. 
Some developing nations are also agehig very rapidly, while tlie 
Australian rate is moderate. Japan is expected to take 25 years to 
move from 10 to 20 per cent of its population aged 65 years and over, 
compared with 21 years in Singapore, 68 years in Sweden and 8 6 
years in tlie United Kingdom (Chen and Jones 1989). The same 
process whl take 45 years in Australia—faster than for older 
European populations but slower than for the rapidly developing 
countries of tlie Asia Pacific region. According to tlie most recent ABS 
projections (ABS 3222.0) tlie proportion of Australians aged 6 5 years 
and over will increase from 10 per cent hi 1986 to between 19 per cent 
and 2 2 per cent in 2031 . 

Australia, because of moderate and slower ageing processes has 
advantages in adjustment, including the opportunity to learn from 
oilier developed countries about effective policies for ageing 
populations. However, there is a corresponding responsibility to 
communicate experiences, with rigorous evaluations, to the rapidly 
developing countries of the region. 

In tlie past, disease in older age was accepted as inevitable. 
However, over the past 100 years, life expectancy has increased, 
particularly at birth, and the impact of infectious diseases has 
declined, leading to ageing of populations. 

Tlie progress of modern medicine leads to an expectation that 
through ever increasing medical research expenditure, ever 
improving population health is realistic and achievable. 
Improvements in population health result from complex interactions 
of economic, educational and public healtli measures with medical 
advances—although the contribution of medical interventions is 
controversial (Sagan 1987). What the public regards as priority healtli 
i ssues may not be the focus of medical research. 

Dr John McCallum is a senior research fellow at the National Centre for 
Epidemiology and Population Health, Australian National University. 



Figure 7 . 1 : P ropor t ion of popula t ion a g e d 6 0 or more , se lected 
c o u n t r i e s , 1950 to 2025 

Proportion of population 
0.3 

0 2 

0 1 

0 
1950 1960 1970 1980 1990 2000 2010 2020 2030 

Note: Estimates 1950 to 1985, projections (medium fertility variant) 1990 to 2025 

Source: United Nations 1989 

1 nis chapter will examine achievements hi the quality of life tor 
older people provided by improvements in longevity and recent 
technological advances in medicine. 

The agenda of modernised medicine can also be criticised for failing 
to evaluate the cost-benefit ratios related to its achievements, and to 
deal with the persistent realities of loss of function and social isolation 
that continue to occur in older age. On the other hand, ageing is not 
entirely negative nor is it necessarily a crisis for health and welfare 
programs. The complexities of health and ageing will be discussed to 
avoid overly simplistic positive and negative views. 

It has been suggested that health quality at older ages is more 
appropriately assessed in a variety of terms, such as quality of life, 
level of function, ability to perform normal activities of daily living, 
level of dependency on others and psychosocial well-being rather 
than in terms of simply prolonging life. The public and private cost 
of providing services to achieve social goals such as maintaining the 
frail aged independently at home or providing long-term nursing 
home care to tlie most dependent, has to be considered alongside the 
quality of life gained. Tlie question: Is a marginal extension in years 
of life In older age justified in terms of the public and private cost for 
the gain in quality of life, hi active or independent years?' is a critical 
one for older people. Death is inevitable and mostly accepted at older 
ages. Moreover, for older people even the presence of disease may not 
be a cause of great concern. Consequently, recent discussions are 
framed in terms of successful' ageing and maintaining a satisfactory' 
lifespan (Callahan 1987). 
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Health in older age is very dependent on the social and 
environmental context. Tlie quality of housing, for example, is critical 
in maintaining dairy activities. Income is important for adequate 
nutrition and allows options for transport and leisure that can 
prevent social isolation. The new public health' stresses that these 
social and institutional structures are important in health outcomes 
but they have added importance in older age because of increasing 
risk of dependency. An extra dollar spent on social and economic 
fabric, such as housing or pensions, may well have more impact on 
health outcomes for older people than a dollar spent on hospitals, 
doctors and nursing homes. 

7 .1 The changing social and economic fabric 

7.1.1 The Australian population 
Birth and death rates (which are strongly related to healtli 
improvements) and immigration level changes all play a part in 
shaping age groups in the Australian population. 

Tlie low birth rate in the 1930s is now contributing to a smaller 
cohort of the young old' (those in the 60s), which will be expressed 
in lower levels of demand for health and other services used by this 
age group in the 1990s. However, this also heigh tens the impact ofthe 
extension of life for tlie old old' (those 80 years and over) who are 
increasing in both number and proportion relative to the older age 
group generally. 

The post World War II baby boom is reflected in the sharp increase 
in the number of people aged 5 0 - 5 9 years expected in 2006, and in 
the large flows expected to enter the 6 0 - 6 9 and 7 0 - 7 9 year age groups 
in 2026 (Figure 7.2). 

Tlie baby boom cohorts were boosted by relatively high rates of 
immigration of young adults after World War II, and by tlie improved 
survival at older ages that began to occur from the 1970s . As a result, 
between 1986 and 2026 tlie number of people aged 6 0 - 6 9 years is 
expected to increase by 127 per cent—from 1.3 million to 3 million, 
representing an average annual increase of 2.1 per cent. 

While the ageing of the baby boomers after 2010 is dramatic and 
highlights the need for future planning, another process, the growth 
of the old old' group, is also important. Between 1986 and 2 0 0 6 the 
number of people aged 70 -79 and 80 years and over is expected to 
increase rapidly in absolute and in relative terms. Over the 2 0 years 
the number of people aged 80 years and over is expected to increase 
by 117 per cent—from 314,300 to 683,400, representing an average 
annual increase of 4.0 per cent. This is expected to increase tlie 
numbers needing services and facilities for support in older age. By 
contrast, the ageing of the baby boomers after 2 0 1 0 is expected to 
produce more pressure on pensions, housing and leisure facilities 
than upon Institutional care and community services. 

Population ageing occurs in the context of more general population 
growth. At no time in the next century before 2026 will the relative 
numbers of children and older people compared with tlie working age 
population (one type of dependency ratio) exceed the ratio in 1961 
when the number of children relative to the working age population 
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F igure 7 .2 : P e r s o n s aged 50 or m o r e , 1966 and 1986, and 
pro jec t ions 2006 a n d 2026 
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Source: Australian Bureau of Statistics 3222.0 

was high but the number of older people relatively low. Further, even 
with low net migration of 50 ,000 a year, tlie proportion ofthe working 
population aged 15-64 years is expected to remain above the 1981 
level until 2021 and above the 1961 level until 2046 (Young 1990). 

While clearly there is no crisis' in current ageing, the increased 
numbers of older people, seen clearly in the increasing size ofthe aged 
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population at each 20-year step from 1966 to 2026, will mean that 
more beds for older people will be needed in health care institutions 
and more people, both in families and in the service labourforce, will 
be needed to care for older people. It means increased numbers of 
older women relative to men because of their greater longevity, but 
worse morbidity, with corresponding concern about the 
appropriateness of services for older women. 

7 . 1 . 2 Abor ig ines a n d Tor res S t r a i t I s l a n d e r s 
Aborigines and Torres Strait Islanders have not shared in the 
increased longevity of tlie Australian population (Section 2.7.1). In 
1986, only 4 per cent of the Aboriginal and Torres Strait Islander 
population was aged 60 years and over, compared with 15 per cent 
of tlie non-Aboriginal population (Figure 7.3). 

Tlie proportion of the Aboriginal and Torres Strait Islander 
population 60 years and over is comparable with that of less 
developed countries, such as Bangladesh, but the causes of death 
and age-specific rates are quite different. 

Figure 7.3: Distribution of older people, Aborigines and Torres 
Strait Islanders and the non-Aboriginal population, 
1986 

Aborigines and Torres Strait Islanders 

Males Females 

Non-Aborigines 

Per cent 

[ 1 80+ years 
[ZIH 70 -79 years 
i B i 60 -69 years 
• • i 50 -59 years 

Source: Australian Bureau ot Statistics 1986 Census 
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For Aborigines and Torres Strait Islanders, disease of the 
circulatory system (particularly ischemic heart disease and 
cerebrovascular disease) is the leading cause of death, with the 
infectious diseases and their sequelae, common causes of death in 
less developed countries, becoming increasingly less frequent causes 
of death. 

The most striking feature ofthe age specific pattern of mortality for 
Aborigines and Torres Strait Islanders is tlie very high death rates 
among young and middle aged adults, high even compared with less 
developed countries. 

For older Aborigines and Torres Strait Islanders, death and 
hospitalisation rates generally are much closer to those of the total 
Australian population. Section 2.7.1 provides more detail of the 
healtli s tatus of Aborigines and Torres Strait Islanders. 

7 . 1 . 3 Migration and e thnic i ty 

The mosaic of ethnicity and cultures among Australia's older 
population was considerably enriched by high post-World War II 
immigration. Tlie ageing ofthe first generations of various birthplace 
groups varies by patterns of recency of arrival in Australia and the 
continuity in the immigration of any one group. 

For Southern European birthplaces, notably Greece and Italy, 
there is an advantage in longevity over most other birthplaces, 
including Australia (McCallum 1990). In 1986. 3 per cent of 
Vietnamese in Australia were aged 60 years and over, compared with 
9 per cent of Turks. 12 per cent of people from Yugoslavia and 24 per 
cent of Italians (Figure 7.4). 

Looking at age structures within particular groups, migrants from 
Italy and the Netherlands arrived in large numbers in the 1950s but 
then reduced to a mere trickle. Consequently 7 percent of Australian 
residents born in Italy and tlie Netherlands are aged 7 0 - 7 9 years, 
compared with 5 per cent of Australian-born. Some 8 per cent of 
United Kingdom born migrants are in the same age group because of 
similar fluctuations in their arrival rates. The proportions of people 
born in Poland and the Baltic States (Estonia, Latvia and Lithuania) 
aged 7 0 - 7 9 are more extreme at 12 per cent and 20 per cent 
respectively. There are highly atypical sex ratios (number of males per 
100 females) for Polish-born people aged 7 0 - 7 9 at 192 compared with 
71 for Australian-born, indicating large imbalances of men over 
women, because of migration of male Polish refugees after World War 
II. At the other end ofthe scale are Oiose born in Lebanon and Vietnam 
who have proportions of people aged 70-79 years less than 2 per cent 
and 1 per cent respectively. About a quarter of all Australian residents 
aged 4 5 - 6 4 do not speak English well and the proportion increases 
to about a third of people aged 70 years and over. Older people In 
Australia are increasingly likely to be non-English speaking and to 
have divergent cultural practices and beliefs from mainstream 
Australians. 
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Figure 7.4: Distribution of Australia's older people by selected 
birthplace, 1986 

Source: Australian Bureau of Statistics 1986 Census 
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7 . 1 . 4 W o m e n a n d famil ies 
It is important to note that for surviving women in 1986, younger 
women were more likely to have had any children than older women 
(Figure 7.5). Twice the number of women aged 70 years and over (17 
per cent) had borne no children compared with women aged 4 5 - 4 9 
years (9 per cent). Similarly only two-thirds of women 70 years and 
over had borne two or more children compared with 84 per cent oi 
women aged 4 5 - 4 9 years in 1986. Thus future generations of older 
people are more likely to have surviving children who are potential 
'supporters' in older age. This is partly because of the higher 
proportions of never married women at older ages—10 per cent for 
women 80 years and over compared with only 4 per cent for women 
aged 5 0 - 5 9 years (Figure 7.6). 

Tlie other major issue for women is tlie rapidly increasing rate of 
widowhood in older age. It rises from a quarter of women aged 60 -69 
years to three quarters of women aged 80 years and over. While men 
are likely to have a spouse to care for them in later life, women are 
much less likely at very advanced age to have the same access to 
informal support. 

Figure 7.5: Distribution of children everborn, women 45 years 
and over in 1986 
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Figure 7.6: Marital status distribution within age group, 50 years 
and over, 1986 

Age group Males 

W\ Separated or divorced 

I I Widowed 

Source: Australian Bureau of Statistics 1986 Census 

7 . 1 . 5 Women and work 
The role of adult children, in particular daughters, in support of 
elderly parents cannot be assumed from the potential availability of 
children. Women have been through a major restructuring of their 
middle years with declining numbers of children born to them and 
increasing access to education and paid work. In 1986. 85 per cent 
of women aged 6 5 years and over held no post-school qualifications, 
and less than 1 per cent had tertiary degrees. For women aged 5 0 - 5 4 , 
60 per cent had no post-school qualifications and 2.5 per cent had 
tertiary degrees. Women are increasingly less likely to work at ages 
10-19 years because they are in education, but they are more likely 
to work after age 2 0 years (Santow 1989) (Table 7.1). In 1986. women 
aged 2 0 - 2 9 years (born 1957-1966) spent 70 per cent of their time 
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T a b l e 7 .1: P r o p o r t i o n of t ime in fu l l - t ime e m p l o y m e n t at a g i v e n 
a g e , b y 10—year cohort s , f emales , 1986 

(Per c e n t ) 

Cohorts (age at I July 198G) 

At age group 20-29 30-39 4 0 - 4 9 50-59 

l O 14 ( a ) 0 . 3 ( b ) 1 . 3 3 . 5 3 . 6 
1 5 - 1 9 4 3 4 5 4 . 1 6 3 . 2 6 9 . 2 
2 0 - 2 4 6 8 . 5 6 2 . 5 6 0 . 7 5 3 . 4 
2 5 - 2 9 5 3 . 9 4 9 . 1 4 2 . 2 3 0 . 7 
3 0 - 3 4 4 5 . 5 4 4 . 9 3 3 . 3 
3 5 - 3 9 5 2 . 0 5 6 . 3 4 1 . 8 
4 0 - 4 4 6 2 . 5 5 2 . 7 
4 5 - 4 9 6 0 . 2 5 2 . 0 
5 0 - 5 4 4 1 . 4 
5 5 - 5 9 2 6 . 0 

a) N u m e r a t o r < 1 0 . 0 p e r s o n - y e a r s of e x p o s u r e . 

(b) N u m e r a t o r < 5 0 . 0 p e r s o n - y e a r s of e x p o s u r e . 

S o u r c e : S a n t o w 1 9 8 9 

between ages 2 0 - 2 4 years in full-time work compared with 50 per 
cent for women aged 50 -59 years (born 1927-1936). These changes 
are quite consistent across age groups and are more pronounced for 
married women than for single and never married women. 

Middle-aged Australian women are likely to be caught between the 
responsibilities for caring for children and parents and between 
traditional family responsibilities and a desire to fulfil their potential 
in the labourforce. If they are daughters of migrant parents they are 
also likely to have to negotiate between parents with traditional 
cultural expectations and 'Australianised' children (McCallum and 
Gelfand 1990). These baby boom women will be very different from 
current generations of older women when they themselves reach 
older age next century. In broad terms they will t)e more like current 
generations of men in retiring from work and more likely to receive 
superannuation payments in their own right. 

7.1.6 Men and work 
Men have experienced major changes in their lives at older ages. 
Participation in work has declined rapidly for men aged 50 years and 
over, but particularly at ages 60 -64 (Figure 7.7). These declines are 
expected to continue while women's participation is increasing, 
particularly at younger ages. A new phase of active leisure associated 
with increasing expectations of quality of later life has emerged for 
men. While many older people desire leisure there are increasing 
pressures for opportunities to continue to use tlietr skills in tlie 
labourforce. South Australia, New South Wales and Western 
Australia are changing anti-discrimination legislation to include 'age' 
and to prevent compulsory retirement. Other States are considering 
changes . 
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Figure 7.7: Labourforce participation, men 55 years and over, 
1947 to 2001 

Per cent 
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Source: Australian Bureau of Statistics 1986 Census 
Department of Employment, Education and Training projections unpublished 

7 .1 .7 Le i sure a c t i v i t y 
Decreasing participation in work by men would be less a concern if 
there was a parallel increase in active leisure. Between ABS surveys 
of time use in 1974 and 1987 tlie time spent by older men in domestic 
tasks increased, paralleling the decreasing time spent at work. 
However, the pattern is that as Australians age their participation in 
social activity declines and from age 50 their home leisure activities 
(eg watching television! increases (Table 7.2). Older people report 
health' as a reason for not undertaking new activities more frequently 
from age 50 years. They are also less likely to report that they have 
activities they would like to do but are unable to. An increasing fear 
of crime and decreasing average income compared with people at 
younger ages, suggests that there is a 'syndrome' of underuse 
revealed by these patterns of attitudes and activity in older age 
(McCallum 1989). More activity would be possible and desirable but 
appears to be prevented by the social and economic constraints 
experienced disproportionately by older people. This has implications 
for health outcomes because level of activity Is one ofthe few common 
risk factors for a number of diseases, and is important for 
psychological well-being. 
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T a b l e 7.2: A c t i v i t y rates , r e a s o n s for not d o i n g n e w act iv i t ies a n d 
d i s s a t i s f a c t i o n index , b y age g r o u p , 1985 a n d 1986 
c o m b i n e d 

Age group 

14-29 30-39 40-49 50-59 60-64 65-69 70+ 

AcUvi ty r a t e s (Mean weekly time in minute s) 
I l o m e 
l e i s u r e 2 , 2 8 2 2 . 0 4 3 1 , 8 9 3 2 . 1 0 7 2 . 3 7 8 2 , 3 1 9 2 . 3 7 6 

S o c i a l 
a c t i v i t i e s 7 6 6 5 8 1 4 6 1 4 5 0 4 6 2 4 0 3 3 4 6 

O u t d o o r 
a c t i v i t i e s 2 2 6 1 8 4 1 5 9 131 1 6 3 1 3 9 1 0 5 

S p o r t a n d 
r e c r e a t i o n 1 8 3 1 5 6 1 4 7 1 5 6 

(Per cent) 

191 1 7 6 1 8 5 

R e a s o n s for n o t d o i n g n e w ac t iv i t i e s ( a ) 
E x p e n s e , c o s t 9 . 5 7.4 6 .4 4 . 3 3.1 6. 1 2 .7 
T r a n s p o r t 
p r o b l e m s 2 . 9 1.3 0 . 9 2 . 0 3.4 2 .7 

F a c i l i U c s n o t 
a v a i l a b l e 1 3 . 6 8.4 6 .4 7 .9 7 .5 5.4 8.2 

H e a l t h 5 . 3 6 .2 6 . 0 1 1.8 2 1 . 7 3 2 . 7 3 8 . 8 
N o t i m e , 
t o o b u s y 3 8 . 1 4 9 . 1 5 0 . 9 4 3 . 2 3 1 . 9 2 0 . 4 1 4 . 6 

D i s s a t i s f a c t i o n 
i ndex fb ) 5 7 5 6 5 2 4 1 .'36 2 7 2 7 

(a) E a c h r e s p o n d e n t c o u l d offer a m a x i m u m of four r e a s o n s . T h e m o s t f r e q u e n t 
w a s u s e d h e r e . 

(b) P r o p o r t i o n h a v i n g a t l e a s t o n e u n s a t i s f i e d ac t i v i t y . 
S o u r c e : C o m m o n w e a l t h D e p a r t m e n t of S p o r t , R e c r e a t i o n a n d T o u r i s m (1 9 8 7 ) 

7.1 .8 G e o g r a p h i c d i s t r i b u t i o n , h o u s i n g a n d i n c o m e 
Ageing occurs not only in a social context but also in a geographical 
and environmental context. Tlie proportion of people aged 60 years 
and over varies between tlie States and Territories. In South Australia 
15 per cent of men and 18 per cent of women are aged 60 years and 
over, compared with 13 per cent of men and 17 per cent of women tn 
New South Wales and Victoria respectively. Tlie Australian Capital 
Territory and tlie Northern Territory have tlie lowest proportions of 
older people, with about 7 per cent of men and 9 per cent of women 
in the Australian Capital Territory aged 60 years and over in 1986. 

Housing is crucial to the quality of life of older people. Tlie type and 
standard of housing affects independence, healtli, feelings of 
well-being and security. Housing can also induce poverty, cause 
distress and ill-health and adversely affect life cycle changes. In 
recent decades there has been public and private sector recognition 
of the significance of housing for older people. 

Taxation incentives from the 1950s led to a rapid increase in the 
rate of home ownership, from which present cohorts of older people 
are now benefiting. About three-quarters of older Australians were 
living hi their own homes on tlie night ofthe 1986 Census. 

The 1950s also saw the introduction of public sector housing 
specifically for older people, usually in the form of bed-sitters and 
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high-rise accommodation. Tlie inadequacy of this type of housing was 
recognised hi the 1970s and one and two bedroom unit-type 
accommodation was introduced by public housing authorities. The 
private sector responded to increasing demand for age—specific 
housing design with the introduction of retirement villages and other 
types of retirement lifestyle developments hi the 1980s. 

The high rate of home ownership, and the relative availability of 
public housing for older people, has enabled the Australian 
commitment to a minimum flat-rate age pension to be sustainable. 

Present policies are establishing a retirement incomes system 
based on the dual provision of means tested public pension support, 
funded from general revenues, and private superannuation through 
public support and personal savings. This reflects Australian social 
values and expectations and is planned to meet income needs of 
future cohorts of older people. 

The full-rate single age pension is equivalent to 25 per cent of the 
average weekly income for an adult worker. Currently 78 per cent of 
older people are reliant on full or part-rate pensions for their income 
needs, with 85 per cent of all pensioners receiving supplementary 
assistance through pharmaceutical and other concessions occurring 
through the pensioner health benefit card, provided to older people 
receiving less than an indexed level of total income. 

Superannuation schemes been increasing their covererage steadily 
since tlie 1970s. Coverage rose from 30 per cent of all employed 
people aged 15-74 in 1974, to 40 per cent in 1984 and 50 per cent in 
1988. The ABS estimated that more than 3.5 million full-time and 
2 5 0 , 0 0 0 part-time workers were covered by superannuation 
schemes to November 1988 (ABS 6319.0). 

Tlie changing social and economic fabric of Australian society sets 
the context for the discussion of the health of older people. Given die 
reality of disease and death hi older age, social and economic factors 
are as important as medical interventions in maintaining well-being 
among older people. Tlie number of older people is a major factor 
which interacts with historical forces in the file careers of women and 
of older men. The moderate rates of ageing in Australia imply the 
interaction of ageing with social and economic changes will be just as 
important as the ageing of the population itself in determining 
policies for an ageing society. 
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7.2 The health status of older Australians 

7 . 2 . 1 Survival 
Underlying (lie increased numbers of older Australians are 
improvements in health and survival in the 20th century. The 
survival curve (Box 7.1) reflects developments in the social and 
economic context outlined in the previous section. From 1905 to 1966 
the improvements in survival were among people aged 60 years and 
under, whereas between 1966 and 1986 the survival rates for both 
men and women improved significantly at older ages also (Figure 7.8). 

The shift between 1921 and 1966 might be described as a 
rectangularisation of mortality (Chapter 2) because the curve moved 
out but with an apparently fixed upper limit to life. However, tlie shift 
between 1966 and 1986 cannot be so described. There was a roughly 
uniform shift in the probability of survival between ages 60 and 90 
of about 10 percentage points for any specific age. About 50 per cent 
of men survived to age 76 years and 50 per cent of women survived 
to 85 years in 1986. After age 60 years there was at least a 10 per cent 
difference in the proportions of men and women surviving to old age. 

In the past 20 years, the probability of survival at older ages, 
particularly between 6 0 and 85 years, has increased substantially. 
The apparent upper limit to lifespan has increased from about 85 
years (Fries 1980) to over 90 years. For the first time, significant 
increases in life expectancy are being seen at older ages as well as at 
birth. This substantial shift in survival at older ages is historically 
unparalleled and the effects on the lives of older people are yet to be 
studied. It may partly reflect arrival in older age of 'healthy' groups 
of migrants, such as Greeks and Italians (Section 7.1.3). 

Figure 7.8: Survival curves for males, 1905, 1921, 1947,1966 
and 1986 

Proportion surviving (per cent) 

Age 

Source: Australian Bureau of Statistics 3101.0, 3302.0 
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B o x 7 . 1 : S u r v i v a l C u r v e s 
The survival curves in Figure 7 .8 s h o w t h e probabil ity of 
survival t o any g iven age (represented by t h e hor izonta l axis 
of t h e graph) us ing survival probability e s t i m a t e s from 
Australian life tables (ABS 3 3 0 2 . 0 , 3 1 0 1 . 0 ) . 

These curves show t h e proportion of a cohort w h i c h would 
survive to each age if it cont inued to be subject to current 
mortal i ty leve ls at each age of life. For example , 5 0 per c e n t 
of m e n would survive to age 7 6 years but l e s s than 9 p e r c e n t 
would survive to age 9 0 years if all m e n were subject to t h e 
observed 1 9 8 8 mortal i ty rates at each age of life. As wi th life 
e x p e c t a n c i e s (Box 2.3), the survival curves s u m m a r i s e the 
populat ion mortal i ty exper ience for the t i m e period under 
cons iderat ion and do not describe the actual morta l i ty 
exper ience of birth cohorts in the Austral ian populat ion . 

Life table survival curves summar i se current morta l i ty 
risks by age in a way which re lates t h e m direct ly t o 
expec ta t ion of life. The areas be tween the survival curves 
and t h e axis in Figure 7 .8 are proportional t o the tota l life 
years l ived by the cohorts and h e n c e to t h e e x p e c t a t i o n of 
life at birth for t h e cohort . The areas b e t w e e n t h e curves 
s imilarly are proportional to t h e life years ga ined by t h e 
later cohort in comparison with t h e earlier cohort b e c a u s e 
of t h e changes in age-spec i f ic mortal i ty rates b e t w e e n t h e 
relevant years . 

The survival curve plot shows the dis tr ibut ion of t h e s e life 
years with age and the contr ibut ions of c h a n g e s in survival 
at various ages to the overall change in life e x p e c t a n c y . 

7 . 2 . 2 Changing c a u s e s of death 
T r e n d s in dea th r a t e s for d ie major c a u s e s of dea th (Chapter 2) a r e 
domina ted by d e a t h s a t older ages . The major c a u s e s of dea th for older 
people a re . in order of impor tance , c irculatory d i seases , n e o p l a s m s 
(cancers), respiratory d i seases a n d digestive d i seases . C h a n g e s in 
d e a t h r a t e s for t hese c a u s e s underry the d r ama t i c improvemen t s in 
survival a t older ages shown in Figure 7.9. Th is sect ion examines 
c h a n g e s in these d e a t h s r a t e s be tween 1981 a n d 1988. T h e s e y e a r s 
were chosen to ma tch the yea r s for which na t ional d a t a a re available 
o n the prevalence of disability a n d h a n d i c a p (Section 7.2.3). 

Dea th r a t e s for circulatory d i seases decl ined between 1981 a n d 
1988 for bo th sexes In all age g roups 50 y ea r s a n d over. Between 1981 
a n d 1988 the r a t e s for m e n 5 0 - 5 9 yea r s declined by 3 5 per cen t a n d 
for women by 32 pe r cent . Among people 8 0 yea r s a n d over, t h e r a t e s 
declined by 2 0 pe r cent for m e n a n d 14 pe r cen t for w o m e n (Table 7.3). 

The p a t t e r n s for neop la sms between 1981 a n d 1988 provide a less 
opt imist ic p ic ture . There were declines in r a t e s for m e n 5 0 - 5 9 y e a r s 
(8 pe r cent) b u t increases for m e n in all older age g roups . For example , 
t he inc reases were a b o u t 4 pe r cent for ages 6 0 - 6 9 , 7 0 - 7 9 a n d 8 0 
year s a n d over. Rates for women increased r a t e s for all ages 5 0 y e a r s 
a n d over—at ages 7 0 - 7 9 years there was a 10 p e r cen t Increase . 
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Table 7.3: Main causes of death for persons 50 years and over, age 
specific rates, sex, 1981 and 1988 

Age group 
50-59 GO-69 70-79 SO and over 

(Per 100.000 population) 
M a l e s 

C i r c u l a t o r y d i s e a s e s 
1 9 8 1 4 8 3 1 . 3 4 9 3 . 4 1 6 8 . 9 6 4 

1 9 8 8 3 1 3 9 5 9 2 . 7 2 5 7 , 1 9 0 

N e o p l a s m s ( c a n c e r s ) 
1 9 8 1 3 0 6 7 3 1 1 . 5 2 5 2 . 5 0 0 

1 9 8 8 2 8 2 7 5 7 1 . 5 8 9 2 . 6 0 0 

R e s p i r a t o r y d i s e a s e s 
1 9 8 1 5 3 1 8 2 6 4 0 1 , 7 3 6 

1 9 8 8 3 8 1 7 2 5 8 2 1 ,671 

D i g e s t i v e d i s e a s e s 
1 9 8 1 5 8 8 9 1 6 3 4 1 8 

1 9 8 8 4 1 8 1 1 5 8 4 4 4 

F e m a l e s 
C i r c u l a t o r y d i s e a s e s 

1 9 8 1 1 6 0 5 8 7 1 .991 7 , 8 2 7 

1 9 8 8 1 0 9 4 1 4 1 . 6 2 2 6 . 7 0 4 

N e o p l a s m s ( c a n c e r s ) 
1 9 8 1 2 1 5 4 2 2 7 2 3 1 . 1 8 7 

1 9 8 8 2 2 7 4 5 8 7 9 4 1 . 2 5 8 
R e s p i r a t o r y d i s e a s e s 

1 9 8 1 2 3 6 9 1 5 2 6 3 7 

1 9 8 8 2 7 7 8 2 0 8 6 3 4 

D i g e s t i v e d i s e a s e s 
1 9 8 1 2 3 3 6 107 3 3 8 

1 9 8 8 16 3 9 1 0 3 4 2 0 

(Perceittage change 7 9 8 1 to 1983) 
M a l e s 

C i r c u l a t o r y d i s e a s e s - 3 5 . 3 - 2 8 . 9 - 2 0 . 2 - 1 9 . 8 

N e o p l a s m s ( c a n c e r s ) - 7 . 8 + 3 . 6 + 4 . 2 + 4 . 0 

R e s p i r a t o r y d i s e a s e s - 2 8 . 3 - 5 . 5 - 9 . 1 - 3 . 7 

D i g e s t i v e d i s e a s e s - 2 9 . 3 - 9 . 0 - 3 . 1 + 6 . 2 

F e m a l e s 
C i r c u l a t o r y d i s e a s e s - 3 1 . 9 - 2 9 . 5 - 1 8 . 5 - 1 4 . 3 

N e o p l a s m s ( c a n c e r s ) + 5 . 6 + 8 . 5 + 9 . 8 + 6 . 0 

R e s p i r a t o r y d i s e a s e s + 1 7 . 4 + 1 3 . 0 + 3 6 . 8 - 0 . 5 

D i g e s t i v e d i s e a s e s - 3 0 . 4 + 8 . 3 - 3 . 7 + 2 4 . 3 

S o u r c e : A u s t r a l i a n Inst i l u t e of H e a l t h (In p r e s s ) 

Rales for respi ra tory d i seases declined for men at all ages except 80 
yea r s a n d over where there was a small increase . For women, they 
Increased a t all ages except age 80 yea r s a n d over where r a t e s were 
s tab le . For the 7 0 - 7 9 age group, there w a s a 9 per cent decline for men 
a n d a 3 7 per cen t increase for women. 

Digestive d i sease r a t e s for men declined in all age g roups except 80 
yea r s a n d over. In women, they declined only a t ages 5 0 - 5 9 a n d 7 0 - 7 9 
yea r s . For people aged 8 0 yea r s a n d over the ra tes Increased by 6 per 
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cent for men and 24 per cent for women. Thus, while the decline in 
circulatory diseases presents a positive story, there are increasing 
cancer death rates for men and women, increasing death rates for 
respiratory diseases, compared with decreasing rates for men, and an 
increasing death rate for digestive diseases for older women. Caution 
is needed in using death certificate records for these historical trends. 
There is known to be considerable variation irr the recording of 
identical cases by doctors in Australia (Leitch, Heller and O'Connor 
1987) and elsewhere, and diseases and etiologies among the older 
population are known to be more complex than for younger groups. 
Reporting behaviour can change without 'real' change in cause of 
death. It is unlikely, however, given tlie magnitude of many of these 
changes occurring over seven years, that they can be accounted for 
by changes in reporting on death certificates. 

Improvements in survival at older ages reflect reduced mortality 
from circulatory diseases for men and women and some gains in other 
causes . The improved survival is, however, accompanied by increases 
in death rates for cancers particularly for women and increases in 

Figure 7.9: Change in age specific death rates 1981 to 1988 for 
major causes of death for persons 50 years and over 
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rates lor respiratory disease and digestive diseases again particularly 
for women. Generally improvements are clearer for men than for 
women. The declines in mortality from circulatory disease have been 
accompanied by increasing rates of death from other causes 
including lower prevalence conditions such as mental disorders. 

7 . 2 . 3 Survival free of disability and handicap 
Disability and handicap are much more difficult to define and 
measure than death. Data on causes of deatli has been available since 
the beginning of the century, but population data for disability are 
available only for 1981 and 1988 through ABS surveys of 
handicapped people (ABS 4343.0) and aged and disabled people (ABS 
4118.0) . 

Tlie ABS developed survey methods for identifying disability and 
handicap using tlie conceptual framework embodied in the 
International Classification of Impairments, Disabilities and 
Handicaps (WHO 1980): 

• impairment or cause of disability—any loss or abnormality of 
psychological, physiological, or anatomical structure or 
function resulting from disease, disorder or loss, for example 
loss of a leg, whether from congenital causes, accident or 
disease; 

• disability—a corresponding restriction or lack of ability to 
perform an activity normally, for example less than full use of 
arms and lingers; 

• handicap—the cultural, economic and social consequences of 
disability, for example needing assistance getting dressed. 

Under these definitions it is possible to be disabled without being 
handicapped, for example, having poor hearing in one ear but still 
able to hear adequately. 

Tlie presence or absence of handicap, and its level of severity, relate 
to the interaction between the underlying impairment (medical 
condition), individual behaviour and attitudes, and the resources and 
social opj>ortunities and restrictions available to an individual. While 
impairment and disease may be verified by professionals, disability 
and handicap are properly assessed by individual responses. 

Tlie ABS surveys classified people as not disabled, disabled or 
handicapped on the basis of answers by a person (or an appropriate 
proxy) to a series of questions about loss of functional capacity, for 
example loss of sensory function or mental capacity. If a disability was 
identified, questions were asked about the presence or absence of 
handicap in areas of self-care, mobility, communication, 
employment and schooling. Severity of handicap was determined for 
self-care, mobility and communication—the most important areas 
for older people. 

For all ages, tlie number of people reporting disabilities rose from 
1.9 million in 1981 to 2.5 million in 1988, an increase of 31 per cent 
(See Figure 2.7). In contrast to positive evidence about improved 
survival in older age, for die 6 5 - 8 4 age group, there was increased 
reporting of disability of 52 per cent and handicap of 72 per cent. Tlie 
increases in numbers were most marked for people aged 85 years and 
over, with increases of 78 per cent for disability and 84 per cent for 
handicap (See Otis and Howe 1990). 
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B o x 7 . 2 : H e a l t h e x p e c t a n c i e s 
Life e x p e c t a n c y is a tradit ional hea l th indicator w h i c h 
s u m m a r i s e s the mortal i ty exper ience of a populat ion in a 
way that is independent of the a g e / s e x s tructure of t h e 
populat ion (see Box 2.3) . A c o m p r e h e n s i v e index of 
populat ion hea l th s t a t u s s h o u l d take i n t o a c c o u n t n o t on ly 
the overall length of life, but a l so t h e qual i ty or 
hca l thfu lness of life. One s u c h c o m p o s i t e measure of hea l th 
s ta tus , disability-Jree life expectancy, was p ioneered b y 
Sull ivan (1971) and i s be ing increas ingly applied in a 
number of countr ies (Colvez and Blanchet 1 9 8 3 , Wilkins 
and Adams 1 9 8 3 , Katz e t al 1 9 8 3 , Crlmmins e t al 1 9 8 9 , 
Robine 19S9 , Graham and Davis 1990) . This measure 
incorporates information o n t h e prevalence of disabil i ty by 
age Into the standard ca lculat ion of life e x p e c t a n c y (from 
morta l i ty data) to produce e s t i m a t e s of t h e e x p e c t e d 
average years spent with disabil i ty and free of disabil i ty 
(Table 7.4). It is also referred to as health expectancy and 
active life expectancy. 

individuals can make trans i t ions In bo th d irec t ions 
b e t w e e n disabled and non-disabled s t a t e s . Interpretat ion of 
the convent iona l life table and derived survival curves is 
s implif ied by the fact that only a s ingle unidirect ional 
trans i t ion is possible from 'alive' t o 'dead'. In contras t , 
s o m e disabled people may at a later s tage In life c e a s e t o be 
disabled. Rogers et al (1989) found surpris ingly h igh 
trans i t ion rates from 'dependent ' t o ' independent ' s t a t u s at 
older ages . This does not inval idate t h e Sul l ivan m e t h o d for 
ca lculat ing disabled and disabi l i ty-free life e x p e c t a n c i e s , 
which appl ies cross - sec t iona l prevalence rates at e a c h age 
of life t o the years of life l ived. It t h u s automat ica l ly takes 
in to a c c o u n t disabil i ty-free years of people w h o were 
disabled at younger ages , ignoring cohort and period 
e f fects . The latter ef fects are expl ic i t ly exc luded from 
cons iderat ion by the life table m e t h o d o l o g y . Expec ta t ion of 
years wi th disabil ity and years free of disabil i ty should be 
regarded as averages for t h e populat ion over an ent ire 
l i fespan (from the age under cons iderat ion) on t h e 
a s s u m p t i o n that current age-spec i f ic disabi l i ty prevalence 
and morta l i ty rates con t in u e to apply. The years of 
disabi l i ty n e e d not be c o n c e n t r a t e d at t h e e n d of a 
disabi l i ty-free l i fespan but may be s ca t t ered through t h e 
ent ire l i fespan. 

Data on prevalence of disabil i ty and handicap a m o n g 
Austral ians were derived from populat ion surveys by t h e 
Australian Bureau of S ta t i s t i c s in 1 9 8 1 and 1 9 8 8 (ABS 
4 3 4 3 . 0 , 4 1 1 8 . 0 ) . Def init ions of disabil i ty, handicap and 
severe handicap are in Box 2 .6 . These def in i t ions were 
applied in t h e same way in t h e 1 9 8 1 and 1 9 8 8 surveys to 
classify individuals on the bas i s of se l f -reported 
a s s e s s m e n t s , which m a y change In l ine wi th c o m m u n i t y 
a t t i tudes and percept ions (see S e c t i o n 7 .2 .4) . 
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Table 7.4: Life expectancy, handicap-free expectancy and 
disability-free expectancy at age 65, sex, 1981 and 1988 

(Years) 

Health expectancy Males Females Total 

l i f e e x p e c t a n c y ^ ) 
1 9 8 1 1 3 . 9 18 .1 1 6 . 0 
1 9 8 8 1 4 . 8 1 8 . 7 1 6 . 8 
C h a n g e : 1 9 8 1 - 1 9 8 8 + 0 . 9 + 0 . 6 + 0 . 8 

H a n d i c a p - f r e e e x p c c t a i i c y f b ) 
1 9 8 1 9 . 6 1 1.4 10 .5 
1 9 8 8 8 . 0 9 . 6 8 . 8 
C h a n g e : 1 9 8 1 - 1 9 8 8 - 1 . 5 - 1 . 8 - 1 . 7 

IMsability—free e x p e c t a n c y 
1 9 8 1 7 . 9 10 .1 9 . 0 
1 9 8 8 6 . 7 8 . 6 7 . 6 
C h a n g e : 1 9 8 1 - 1 9 8 8 - 1 . 2 - 1 . 5 - 1 . 4 

(a) Tota l life e x p e c t a n c y , al l h e a l t h s t a t e s . 
(b) Free o f h a n d i c a p , le n o t l i m i t e d to a n y d e g r e e In abil i ty to p e r f o r m t n s k s re la t ing 

to s e l f ci»re. m o b i l i t y , verba l c o m m u n i c a t i o n , s c h o o l i n g a n d / o r e m p l o y m e n t . 

S o u r c e : A u s t r a l i a n I n s t i t u t e of Heal il l u n p u b l i s h e d 

There were more p ronounced r ises over I h e period in hand i cap than 
disabili ty. Between 1981 a n d 1988, hand i cap prevalence for the total 
popula t ion grew from 87 per t h o u s a n d to 130 per thousand , a 49 per 
cent increase . For the 6 5 - 8 4 age group there was a 39 per cent 
Increase , from 294 pe r t h o u s a n d to 4 0 9 per thousand , a n d for those 
aged 8 5 y e a r s a 3 5 pe r cent increase, from 599 to 806 per t h o u s a n d . 
Th i s increased repor t ing of h a n d i c a p was relatively uniform, a r o u n d 
3 5 to 39 per cent for all age g roups . While tlie increases among 
younge r people were in the mild hand i cap category, the increases 
a m o n g older age g r o u p s were In the modera te category. There were 
a lso small increases in severe h a n d i c a p for all age g roups . A person 
is classified a s severely hand icapped if they need a s s i s t ance with a 
r ange of activit ies of daily living (Box 2.6). 

It is possible to u s e th is information on the prevalence of h a n d i c a p 
a n d disability in Austral ia to calculate the average expectat ion ol 
y e a r s life with disability (or handicap) . These hea l th expectancies ' a r e 
a general isat ion of tlie tradit ional life expectancy dealing with two 
hea l th s tates—alive or dead—to mult iple hea l th s ta tes s u c h a s not 
disabled, disabled a n d dead (Box 7.2). It is es t imated that in 1988 the 
average life expectancy of 16.8 yea r s for Aust ra l ians aged 6 5 years 
compr i sed a n average of 9.0 yea r s free of disability and 7.8 years with 
disabili ty. Between 1981 a n d 1988 it is calculated tha t Aus t ra l ians 
gained a b o u t a yea r in life expectancy from age 6 5 yea r s b u t lost two 
y e a r s in hand icap- f ree life expectancy a n d abou t one year In 
disablll ty-free life expectat ion (Table 7.4). 

In a s imilar m a n n e r , t he 'alive' survival curve (Figure 7.8) can be 
general ised to mul t ip le hea l th s ta tes (Box 7.3). Curves for survival 
free of severe h a n d i c a p a n d survival free of disability have been 
cons t ruc t ed us ing the ABS survey da ta and are shown later in th is 
c h a p t e r (Figure 7.19). 
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B o x 7 . 3 : M u l t i s t a t e s u r v i v a l c u r v e s 
It is poss ib le t o gene ra l i ze t h e surv iva l c u r v e (Box 7.1) t o 
refer t o t h e p robab i l i ty of surv iva l in v a r i o u s h e a l t h s t a t e s 
a t e a c h age . F igure 7 .10 shows su rv iva l c u r v e s for 
Aus t r a l i an m a l e s a n d females in 1 9 8 8 for t h e fol lowing 
h e a l t h s t a t e s : 

• free of s eve re h a n d i c a p 
• al ive 
Surv iva l c u r v e s for va r ious d i sab i l i ty s t a t e s h a v e b e e n 

c a l c u l a t e d by app ly ing t h e age - spec i f i c p o p u l a t i o n 
p r e v a l e n c e of t h e r e l e v a n t h e a l t h s t a t e t o t h e n u m b e r of 
peop le su rv iv ing a l ive ' a t t h a t age (in t h e i m a g i n a r y life 
t ab le c o h o r t ) . The a rea b e t w e e n t h e ' a l ive ' c u r v e a n d a 
d i sab i l i t y free surv iva l cu rve i n d i c a t e s t h e y e a r s of 
e x p e c t a t i o n w i t h t h e c o r r e s p o n d i n g d i sab i l i ty s t a t e . T h e 
a r ea u n d e r t h e d i sab i l i ty free su rv iva l cu rve g ives t h e y e a r s 
of life free of d i sab i l i ty . 

T h e gene ra l i s ed surv iva l c u r v e s differ from t h e a l ive ' 
c u r v e in t h a t i t is poss ib le for i nd iv idua l s t o m a k e 
t r a n s i t i o n s in b o t h d i r e c t i o n s b e t w e e n d i s a b l e d a n d 
n o n - d i s a b l e d h e a l t h s t a t e s (Box 7.2). The d i sab i l i t y su rv iva l 
c u r v e s s h o u l d be i n t e r p r e t e d as a v e r a g e s for t h e life t ab le 
p o p u l a t i o n — s o m e ind iv idua l s in t h i s p o p u l a t i o n will m a k e 
m o r e t h a n o n e t r a n s i t i o n b e t w e e n t h e h e a l t h s t a t e s 
b o r d e r i n g t h e su rv iva l c u r v e . 

T h e su rv iva l c u r v e s s h o u l d n o t be i n t e r p r e t e d a s re fe r r ing 
t o t h e p r o p o r t i o n of t h e c o h o r t w h o h a v e b e e n free of 
d i sab i l i ty a t all p r e v i o u s ages ; s u c h su r v ivo r s would def ine 
a n o t h e r t y p e of surv iva l c u r v e . Ra ther , t h e y r e l a t e t o t h e 
p r o p o r t i o n of t h e c o h o r t a t e ach age w h o a r e al ive a n d 
currently free of d isabi l i ty ; i t is t h i s su rv iva l c u r v e w h i c h 
r e l a t e s t o t h e t o t a l life y e a r s l ived by t h e c o h o r t free of 
d i sab i l i ty . 

C u r v e s for su rv iva l free of d isabi l i ty , h a n d i c a p a n d s e v e r e 
h a n d i c a p (Figures 7 . 1 0 a n d 7.19) were c a l c u l a t e d u s i n g 
p r e v a l e n c e d a t a de r ived from ABS s u r v e y s (ABS 4 3 4 3 . 0 , 
4 1 1 8 . 0 ) . Surviva l free of d i sab i l i ty r e q u i r i n g h e l p or 
s u p e r v i s i o n (Figure 7.18) was c a l c u l a t e d u s i n g t h e 
e s t i m a t e d p r o p o r t i o n s of Aus t r a l i ans n o t r e s i d e n t in h e a l t h 
i n s t i t u t i o n s w h o were d i sab led a n d n e e d e d a n d r e c e i v e d 
h e l p or s u p e r v i s i o n from ind iv idua l peop le ( inc lud ing family 
a n d fr iends) , a s well as from o r g a n i s a t i o n s (ABS 4 1 1 8 . 0 ) . 
Surv iva l free of i n s t i t u t i o n a l i s a t i o n (Figure 7.18) w a s 
e s t i m a t e d for 1 9 8 8 u s i n g d a t a from t h e 1 9 8 6 C e n s u s o n t h e 
p r o p o r t i o n of A u s t r a l i a n s r e s i d e n t in n u r s i n g h o m e s , h o m e s 
for o lder peop le a n d h o s t e l s for t h e d i sab led . Su rv iva l free 
of c h r o n i c d i s ea se (Figure 7.19) was e s t i m a t e d for 1 9 8 1 
u s i n g p r eva l ence r a t e s from t h e 1 9 7 7 - 7 8 A u s t r a l i a n H e a l t h 
S u r v e y (ABS 4 3 1 4 . 0 ) . 
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Figure 7 .10: Surv iva l f ree of severe hand icap and alive survival 
c u r v e s , 50 years a n d over, 1981 and 1988 
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Source: Australian Institute of Health 

The more stringently defined severe handicap-free survival curves 
are also shown as they should be less sensitive to possible changes 
in reporting behaviour (Figure 7.10). They show gains for men in 
severe handicap-free years matching the gains in years of life but no 
improvements for women hi severe handicap-free years to match the 
gains in years of life. 

The older population has itself been ageing and this has led to 
hicreases In reported disability rates within any broad age group. 
Assuming no change in the age specific prevalence rates observed h i 
1981, 33 per cent ofthe 1988 increase in reported handicap for those 
aged 6 5 - 8 4 years is attributable to changing age composition and 44 
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per cent of tlie growth in reported handicap among tlie 85 years and 
over group is attributable to population growth among older people. 
The expected increase in handicap for all people aged 6 5 years and 
over is 114,800 compared with an observed increase of 332 ,800 . 
Thirty-four per cent of tlie observed increase is attributable to 
population effects (Otis and Howe 1990). It is among tlie oldest group 
that tlie population ageing effects are strongest. This is important 
because, until the year 2010, it is the oldest section ofthe population 
that is growing most rapidly. 

However, the major part of tlie reported increases in disability and 
handicap prevalence rates, and consequent decreases in disability 
and handicap free life expectancy, from 1981 to 1988 cannot be 
attributed to population ageing. ITie definitions of disability and 
handicap incorporate personal and social responses to impairment. 
Thus, the reported increases in disability and handicap prevalence 
rates may relate to changes in personal and social attitudes and 
perceptions as well as to changes in the underlying prevalence of 
impairments and disease 

7 .2 . 4 R e p o r t i n g of d i sab i l i ty a n d h a n d i c a p 
The definitions oI disability and handicap were applied in the same 

way in the 1981 and 1988 surveys. However, these definitions rely on 
self-reported assessments which may change hi line with changing 
community attitudes towards, and perceptions of, disability. Only 6 5 
per cent of disabled people reported being handicapped in 1981 
compared with 84 per cent in 1988, hidicating greater reporting of 
consequences of disability across tlie two surveys. Changing 
community and health professional attitudes may result in people 
being more aware of disabling conditions, or being more willing to 
report such conditions, and may also have affected how people 
interpreted 'need' and difficulty'—concepts used to determine 
presence and severity of handicap. Rising expectations of life quality 
were observed in earlier discussions of men's increasing retirement 
for leisure and women's access to multiple roles and a similar 
phenomenon may be at work here. 

Tlie first ABS survey coincided with the International Year of 
Disabled Persons in 1981 and the impact of public education 
campaigns might have increased public consciousness and doctors' 
diagnoses of disability during the 1980s. For example, the availability 
of mechanical aids was substantially improved In the Program of Aids 
for Disabled People which began in 1981. This may have affected 
reporting levels, as use of an aid is one indicator of mild handicap. 
There was hicreased use of orthopedic and pathology services 
between 1976 and 1986 indicating that increased use of the health 
system may itself be a factor in increased reporting of disability rates. 
An important aspect of tlie reported increases was the rise in 
musculoskeletal diseases (Section 7.2.5) which may relate to the 
increase in public awareness of such conditions as osteoporosis, 
largely promoted by the popular media in recent years. 

Clearly the trends In particular disabling conditions were not 
uniform by age and sex (Figure 7.11), which should lead to caution 
in attributing all changes to reporting behaviour changes. Individual 
motivations, social acceptance of particular disabilities, 
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Figure 7 . 1 1 : C h a n g e in preva lence rates of d isabl ing condi t ions 
1981 to 1988 for pe rsons 45 years a n d over 
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Source: See Table 7.5 

disadvantage resulting from interaction with the built environment, 
and the health system are important factors affecting reporting of 
disability and handicap, as well as underlying natural histories of 
diseases . Changes in perception have potential consequences for the 
health system if they are associated with increased demand for 
services. It is the real consequences of impairment and diseases 
resulting in individual handicap and need for services that are 
emphasised in this chapter. 

7 . 2 . 5 Changes in c a u s e s of reported disability 
The main causes of reported disability are circulatory diseases, 
musculoskeletal diseases, hearing loss, sight loss and mental 
disorders (Table 7.5). Between 1981 and 1988, circulatory disease 
declined as a cause of death at all ages, but increased in prevalence 
as a cause of reported disability after age 55 years (Figure 7.11). 

Whether this is evidence of changes in risk factor behaviour and 
treatment or a consequence of delaying death for the groups at risk 
of these diseases is unclear. 
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Table 7.5: Type of disabling condition, age specific rates, sex, 1981 
and 1988 

Age group 
45-54 5 5 - 6 4 65-74 7 5 + 

(Per 1, OOO population) 
M a l e s 

C i r c u l a t o r y d i s e a s e s 
1 9 8 1 3 3 . 1 9 1 . 2 1 1 1.0 1 3 9 . 6 
1 9 8 8 2 5 . 4 1 0 1 . 7 1 4 4 . 6 1 7 2 . 6 

H e a r i n g l o s s 
1 9 8 1 5 4 . 5 1 0 9 . 4 1 3 8 . 1 2 3 6 . 8 
1 9 8 8 5 2 . 6 1 2 0 . 3 1 8 9 . 7 3 0 6 . 4 

M u s c u l o s k e l e t a l d i s e a s e s 
1 9 8 1 6 7 . 8 1 1 2 . 9 1 2 6 . 4 1 6 2 . 1 
1 9 8 8 6 4 . 6 1 2 9 . 6 1 5 4 . 9 1 8 5 . 4 

S i g h t l o s s 
1 9 8 1 1 2 . 9 2 1 . 2 3 2 . 9 1 1 2 . 1 
1 9 8 8 1 0 . 2 1 7 . 1 4 5 . 6 1 1 0 . 6 

M e n t a l d i s o r d e r s 
1 9 8 1 2 3 . 7 4 9 . 1 3 5 . 7 6 6 . 5 
1 9 8 8 2 2 . 4 3 8 . 4 5 8 . 0 7 0 . 7 

F e m a l e s 
C i r c u l a t o r y d i s e a s e s 

1 9 8 1 3 0 . 0 5 7 . 4 1 1 3 . 3 1 8 8 . 5 
1 9 8 8 2 7 . 4 6 8 . 1 1 1 8 . 3 2 1 6 . 2 

H e a r i n g l o s s 
1 9 8 1 2 5 . 9 4 6 . 4 8 7 . 9 2 2 4 . 9 
1 9 8 8 2 2 . 9 4 9 . 9 1 0 1 . 1 2 3 9 . 3 

M u s c u l o s k e l e t a l d i s e a s e s 
1 9 8 1 5 3 . 6 8 3 . 4 1 3 3 . 5 2 4 8 . 4 
1 9 8 8 7 7 . 3 1 0 9 . 8 1 6 8 . 3 2 9 7 . 0 

S i g h t l o s s 
1 9 8 1 7.1 1 4 . 6 3 7 . 8 1 6 1 . 4 
1 9 8 8 8 . 6 12 .1 4 8 . 2 1 5 7 . 8 

M e n t a l d i s o r d e r s 
1 9 8 1 4 5 . 7 5 0 . 9 5 4 . 9 1 2 6 . 5 
1 9 8 8 3 6 . 2 4 0 . 0 5 2 . 4 1 4 5 . 5 

(Percentage change 1981 to 1988) 
M a l e s 

C i r c u l a t o r y d i s e a s e s - 2 3 . 3 + 1 1 . 5 + 3 0 - 3 + 2 3 . 6 
H e a r i n g l o s s - 3 . 5 + 1 0 . 0 + 3 7 4 + 2 9 . 4 
M u s c u l o s k e l e t a l d i s e a s e s - 4 . 7 + 1 4 . 8 + 2 2 . 5 + 1 4 . 4 
S i g h t l o s s - 2 0 . 9 - 1 9 . 3 + 3 8 . 6 - 1 . 3 
M e n t a l d i s o r d e r s - 5 . 5 - 2 1 . 8 + 6 2 . 5 + 6 . 3 

F e m a l e s 
C i r c u l a t o r y d i s e a s e s - 8 . 7 + 1 8 . 6 + 4 . 4 + 1 4 . 7 
H e a r i n g l o s s - 1 1 . 6 + 7 . 5 + 1 5 . 0 + 6 . 4 
M u s c u l o s k e l e t a l d i s e a s e s + 4 4 . 2 + 3 1 . 7 + 2 6 . 2 + 1 9 . 6 
S i g h t l o s s + 2 1 . 1 - 1 7 . 1 + 2 7 . 5 - 2 . 2 
M e n t a l d i s o r d e r s - 2 0 . 8 - 2 1 . 4 - 4 . 6 + 1 5 . 0 

S o u r c e : A u s t r a l i a n B u r e a u of S t a t i s t i c s 4 1 1 8 . 0 . 4 3 4 3 . 0 
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After age 6 5 , repor ted prevalence ra tes of musculoskele ta l d i seases 
in women were greater t h a n those for men . These r a t e s increased in 
bo th sexes be tween 1981 a n d 1988, except for m e n aged 4 5 to 54 
yea r s . The inc reases were greater for women t h a n men , with an 
inc rease of 44 per cen t for women aged 4 5 to 54 yea r s while men ' s 
r a t e s at t ha t age declined. 

h i con t ras t , reported prevalence of hear ing loss was greater among 
m e n t h a n women a n d Increased markedly for both sexes over the age 
of 5 5 yea r s . T h e prevalence of hear ing loss Increased for both sexes 
after tlie age of 74 yea r s . 

Below age 6 4 prevalence of sight loss was higher for men b u t 
c rossed over to be h igher for women after age 6 5 yea r s . There was no 
d iscern ib le pa t t e rn In the changes in prevalence for m e n and women 
over tlie period. 

Reported prevalence of menta l d isorders was lower t h a n o ther 
c a u s e s d i scussed . Between 1981 and 1988 ra t e s declined except for 
m e n aged 6 5 to 74 yea r s (a 62 per cent increase) a n d men a n d women 
aged 7 5 yea r s a n d over. 

It is import an t to disaggregate the increasing tot al disability at older 
ages to a s k more speciilc ques t ions about different types of disability. 
Var ious exp lana t ions c a n be tested for specific disease types within 
age a n d sex g roups . In the absence of s u c h research , explanat ions of 
the c h a n g e d ra t e s of cause of disability r ema in a s specula t ions . One 
final cau t ion is needed, because c a u s e s of reported disability were 
self - reported and not medically verified in the ABS surveys , it is 
poss ib le t h a t r e s p o n d e n t s could have inaccurately reported some 
c a u s e s or no t fully unders tood the pu rpose o f the quest ion. 

7 . 2 . 6 D e m e n t i a 
Reported disability from menta l d isorders rose, between 1981 and 
1988, for m e n over 6 5 and women over 7 5 . In 1988 the female ra te 
of 146 per 1.000 for the 7 5 years a n d over age group was double tlie 
male r a l e of 71 per 1,000. One o f the most severe of the condi t ions is 
senile demen t i a of two major types—Alzheimer's a n d mult i - infarct . 
As with mos t menta l d isorders , there is no one prevalence figure b u t 
r a t h e r a r ange of r a t e s for different definitions of tlie syndrome. 
Stat is t ical ly integrated evidence from m a n y s tud ies shows a 
cons i s t en t trend for prevalence to increase exponentially with age 
( Jo rm a n d Hender son 1990). The reported prevalence r a l e for 
demen t i a doubled with every 5.1 yea r s of age. Tlie exponential r ise 
w r s s teeper for Alzheimer's (doubling every 4.5 years of age) than for 
mul t i - infarc t vascu la r dement ia (doubling every 5 .3years) . Assuming 
preva lence r a t e s a t specific ages remain cons tan t , Austral ia c a n 
expect a n increase of a b o u t 100 per cent in the n u m b e r of dement ia 
c a s e s to tlie year 2011 (Figure 7.12). 
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Figure 7.12: Projected increases in dementia cases, 1987 to 2031 

Per cent increase over 1987 

1986 1991 1996 2001 2006 2011 2016 2021 2026 2031 

Source: Jorm and Henderson 1988 

7 .2 .7 Suic ide 
While most public attention has been devoted to high rates of youth 
suicide (see Section 3.1.2), the age specific rate of suicide is now 
highest for older Australian men (Hassan 1990). Since data became 
available around the turn of the century male rates have been much 
higher than female rates. Younger and middle aged women have 
higher suicide rates than older women. Between 1891 and 1910 
men's suicide rates were higher than in 1964 but, from then until 
1986, younger men's rates increased and rates of older men did not 
decrease at the same rate as for middle aged men (Figure 7.13). Tlie 
accuracy of suicide rates is a major field of academic study in itself 
and changes in recording, if they were substantiated, might modify 
conclusions from these figures. In the absence of contrary evidence 
about reporting, a need for more concern about suicide among older 
men is indicated. The high rates of suicide among elderly men raise 
different issues to those among adolescents and young men. 

It is illegal in Australia to assist or counsel someone in the means 
of committing suicide. There are advocates of voluntary euthanasia 
(literally 'good death) who seek access to assistance with humane 
means of death lor those with poor quality of life with no expectation 
of improvement. The issue of assisted or enabled death has moral and 
practical difficulties for the community and health professionals. Of 
a less controversial nature are living will' and 'enduring power of 
attorney' legislation which allow a trusted third party to express an 
older person's wishes and to advocate for them after they become 
incompetent to do so themselves. 
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Figure 7.13: Suicides, age specific rates, 1891 to 1986 
Rate per 100,000 population 

70 

50 60 70 80 

Note: Age groups plotted at mid-point of range 

Source: Australian Bureau of Statistics 3302 0 
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7 . 2 . 8 A c c i d e n t s a n d in ju r i e s 
There is a c o n t i n u u m ra the r t h a n a s h a r p dist inct ion be tween 
intent ional a n d unin tent ional injuries a n d be tween fata] acc iden t s 
a n d suicide. Injuries generally a re m o s t c o m m o n among people aged 
70 yea r s a n d over a n d the consequences in b e d - d a y s a n d dea th r a t e s 
a re most severe a t those ages compared with younger g r o u p s (See 
Figure 3.2). Some 16 per cent of all h a n d i c a p p e d people repor ted 
acc idents a s the c a u s e of their disabling condi t ion in 1 9 8 1 . While 
m o s t acc iden t s occurred a t work or on roads , more t h a n one th i rd of 
all disabled people in inst i tut ional care were injured a t h o m e . Dea th 
ra tes , hospi ta l separa t ion r a t e s and occupied b e d - d a y s from 
accidental falls begin to r ise rapidly after age 7 0 a n d p e a k a t age 8 0 
a n d over. While motor vehicle acc idents a r e h ighes t in prevalence a n d 
consequences between ages 15 a n d 3 0 yea r s , they begin to r i se after 
age 70 w h e n the r a t e s for Injuries to pedes t r i an s a re abou t four t imes 
higher t h a n for any o ther age group. Suic ides a n d self inflicted 
injuries a re mos t likely to be fatal for people aged 70 years a n d over 
b u t their consequences . In bed -days a n d hospi ta l separa t ion r a t e s , 
a re h ighes t for younger g roups between ages 2 0 a n d 40 yea r s . 

7 . 2 . 9 Ora l h e a l t h 
Until recently, a large majority of older Aus t r a l i ans h a d n o n a t u r a l 
tee th . The 1979 denta l hea l th survey conduc t ed by the Aus t ra l i an 
Bureau of Stat is t ics (ABS 4339.0) repor ted t h a t 6 6 per cen t of 
Aus t ra l ians aged 6 5 years a n d over h a d n o remain ing n a t u r a l teeUi, 
whereas the m o s t recently available na t ional d a t a from the National 
Oral Heal th Survey of Aust ra l ia (Barnard 1989) reported t h a t the 
figure h a d declined to 50.2 per cent. Subs t an t i a l r educ t ions in the 
n u m b e r s of older people with n o n a t u r a l teeth have been projected, 
with the percen tage of people aged 6 0 - 6 4 wi thout n a t u r a l tee th 
expected to r educe from 4 0 per cen t to 2 7 pe r cen t du r ing the nex t 
decade (Spencer a n d Lewis 1989). 

As older Aus t ra l ians re ta in increasing n u m b e r s of n a t u r a l teeth, 
there is potent ial for a n increase in the prevalence of oral d i s ease 
within the communi ty . This is suppor ted by s tud i e s of a d u l t s of all 
ages . Including the National Oral Health Survey a n d s tud i e s in 
Br isbane in 1984 (Powell a n d McEniery 1985) and Melbourne in 1 9 8 5 
(Spencer et al 1988), which showed the prevalence of den ta l decay 
a n d periodontal (gum) d isease among older a d u l t s was comparab l e 
to tha t observed in middle age. The prevalence of den ta l decay In 
cu r ren t popula t ions of people aged 6 5 yea r s a n d over who have s o m e 
n a t u r a l teeth exceeds the prevalence observed In p r imary school 
chi ldren. An Adelaide s tudy of people aged 6 0 a n d over (Centre for 
Ageing S tud ies 1990) demons t r a t ed the complexity of oral d i sease In 
older adul t popula t ions . Dental decay w a s d i s t r ibu ted be tween the 
c rowns of teeth (24 per cen t of people) a n d the root sur faces (28 per 
cent) . The la t ter form of decay Is a character is t ic of later adu l thood , 
par t icular ly a s root surfaces become exposed b e c a u s e of recess ion of 
t h e g u m s a r o u n d the tee th . Another 28 per cen t h a d some severe form 
of per iodontal d isease . No s tud ies have specifically investigated the 
d is t r ibut ion a n d d e t e r m i n a n t s of oral d i sease a m o n g older a d u l t s . 
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These emerging p a t t e r n s of d i sease have prompted concern tha t 
u n t r e a t e d den ta l d i sease or o ther chronic denta l d isorders may 
con t r ibu te to pa in , discomfort, disability or ill hea l th a m o n g older 
a d u l t s . Al though the re is a lack of adequa te da ta , findings from tlie 
Adelaide s t u d y provide some bas i s for this concern (Spencer, Slade, 
R icha rds a n d Gorkic 1989). Among people aged 6 0 a n d over, 4 7 per 
cen t repor ted oral p a i n or discomfort, 36 per cent h a d some difficulty 
ea t ing, a n d 6 per cen t said oral d isorders h a d caused difficulty with 
social in te rac t ion (such a s talking and smiling). 

7 . 2 . 1 0 Medica t ions 
Older people a r e the major u se r s of prescr ibed a n d non-presc r ibed 
p h a r m a c e u t i c a l s in Austral ia . Pensioner prescr ipt ions u n d e r tlie 
Pha rmaceu t i ca l Benefits Scheme account for 2 5 per cent of all 
p rescr ibed d r u g s a n d 5 5 per cent of pshychotropic d rugs . Pensioner 
p resc r ip t ions have s h o w n a n a n n u a l increase of 6 per cent compared 
with 2 per cent increase in tlie n u m b e r s of eligible pens ioners . 
Accord ingto PBS records , in 1985 pens ioners had an average n u m b e r 
of 2 6 p resc r ip t ions per person compared with four per person among 
tlie n o n - p e n s i o n e r popula t ion (Kurowski 1989). 

T h e extensive a n d increas ing u s e of pharmaceut ica l d rugs by older 
people h a s begem to a t t r ac t a t tent ion. There is an increasing body of 
evidence tha t Indica tes older people a re physiologically at grea ter r isk 
of exper iencing adverse ou tcomes associated widi d r u g use . Tlie 
frequency of d rug related adverse reaction also increases with tlie 
n u m b e r of d r u g s t aken (polypharmacy) so tha t older people a re 
par t icu lar ly vu lnerab le to adverse d rug react ions . There Is evidence 
t h a t social p rob lems in older people may be significant precipi ta tors 
to medica t ion u s e a n d tha t tlie extent to which older people are 
p rescr ibed mul t ip le medica t ions is the resul t of rel iance on d rug 
the rap ies , a lack of e m p h a s i s on preventabve—health m e a s u r e s and 
a lack of appropr i a t e long- te rm care strategies for clironic condit ions. 

Hoard ing a n d was tage of pha rmaceu t i ca l s does not appea r to be 
a n y h igher a m o n g pens ioners and older people t h a n a m o n g other 
sec t ions of tlie communi ty (Harvey 1987). See section 5.3 for detai ls 
of u s e of p h a r m a c e u t i c a l s in Austral ia . 

Older Aus t ra l i ans of non-Engl i sh speaking background (NESB) 
have been found to experience par t icu lar difficulties with medicat ion 
u se , a n d surveys have indicated that, half of older NESB people do no t 
have their med ica t ions explained to t hem in their own language . 

Given the extent to which older age h a s been paralleled by increased 
u e of medica t ions , a n d by Increasing use of multiple medicat ions , 
tlie projected growth In the n u m b e r s a n d proport ion of the very old 
( those 7 5 yea r s a n d older), from 4.1 per cent o f the populat ion to 9.7 
pe r cen t in 2 0 3 1 , indicates tha t the ra te of consumpt ion of 
p h a r m a c e u t i c a l medica t ions will increase dramatically. 

In the 1 9 8 9 - 9 0 Federal Budget the Government es tabl ished a 
p rog ram to s u p p o r t communi ty -based educat ion initiatives 
add re s s ing the r a t e of consumpt ion of pha rmaceu t i ca l s , a n d 
par t icular ly tlie u s e of multiple medicat ions by older people. 

National Bet ter Healtli Program strategies for Improving the hea l th 
of older people include a medicat ion program to p romote safe a n d 
sens ib le prescr ipt ion, d i spens ing a n d consumpt ion of medicat ions . 
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7 . 2 . 1 1 P s y c h o s o c i a l wel l -be ing 
The one category of healtli status that does not decline with age is 

psychosocial well-being. Among non-institutionalised populations 
life satisfaction, measures of self-esteem and depressive symptoms 
are all relatively stable by age while functional status (activity of dairy 
living—ADL) declines, paralleling increasing disease prevalence 
(Simons and McCallum in press) (Figure 7.14). 

Psychological states are affected by adjustment to catastrophic 
events in life such as death of a spouse or institutionalisation, or to 
life transitions such as retirement. Around the time of such events 
well-being measures are lower but tend to improve as people adjust 
to the new circumstances, hence age itself does not tend to be 
associated with declines in psychological well-being. 

The best predictor of mortality in epidemiological studies of older 
people is not doctors' prognoses or biomedical measures but a simple 
question asked of older people: 'How would you rate your 
health—excellent, good, fair or poor?' (Mossey and Shapiro 1982; 
Idler, Kasle and Lempke 1990). More older people rate their health as 
good or excellent than do doctors. 

Figure 7.14: Psychological well-being by age group, women 
60 years and over, 1988-89 

Depression scale(a) 
48 

Life satisfaction index(b) 
33 
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(a) Centre tor Epidemiology Studies Depression Index (16 = least, 48 = most) 
(b) Life satisfaction index (11= most, 33 = least) 
(c) Daily living deficit - impaired in at least one task of daily living 
(d) Self-rated health: good to excellent 

Source: Simons and McCallum in press 
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7.3 Health and support services for older people 

7 . 3 . 1 C o s t s 
It is the long term care needs of older people that distinguish them 
tlie from acute, curative needs of the young, and raises concerns 
about costs . Tlie older person's perception of health status is 
interwoven with the features of (lie health and community services 
system rather than distinct from it. The health status of older people 
itself becomes a matter of political and economic interest when it 
attracts a service or subsidy from public sources. 

The nature of government policies rather than demographic ageing 
underlie tlie increasing costs of providing services for older people. 
Between 1976-77 and 1981-82 Commonwealth recurrent 
expenditures on nursing homes increased 144 per cent (an average 
annual increase of 19.5 per cent), and became the subject of inquiries 
and concerted policy development. Between 1985-86 and 1990-91 
the rate of increase was constrained to 59 per cent (an average annual 
increase of 9.7 per cent), about tlie rate of increase of age pension 
expenditures (Table 7.6). At the same time the growth in the 
population aged 70 years and over was 18 per cent for tlie second half 
o f the 1970s and 13 per cent for the second half of the 1980s. 

T a b l e 7.6: C h a n g e s in C o m m o n w e a l t h e x p e n d i t u r e on a g e d persons , 
1 9 7 6 - 7 7 to 1 9 8 1 - 8 2 a n d 1 9 8 5 - 8 6 to 1990 -91 

Percentage change Expenditi ire ($m) Percentage change 

1976-77 to 1981-82 1985^86 1990-91 1985-86 to 1990^9 1 

G e r i a t r i c 
a s s e s s m e n t — 4 . 0 2 6 . 0 5 5 0 

N u r s i n g 
h o m e s ( a ) 144 1 . 0 1 0 . 0 1 . 6 0 7 . 5 5 9 
H o s t e l s ( a ) 1 18 5 9 . 4 3 3 7 . 8 4 6 8 
HACCfb) 7 0 1 1 5 . 0 2 8 2 . 9 1 4 6 
D N C B ( c ) 162 2 5 . 4 3 3 . 5 3 2 
Age 
p e n s i o n s H 2 5 , 8 9 7 . 2 9 . 0 8 8 . 3 5 4 

('OOO) 
P o p u l a t i o n 
7 0 + 18 1 .148 .4 1 , 2 9 2 . 6 13 

(a) R e c u r r e n t e x p e n d i t u r e , 
fb) H o m e a n d c o m m u n i t y c a r e p r o g r a m . 
(<•) D o m i c i l i a r y n u r s i n g c a r e b e n e f i t . 
S o u r c e : H o w e 1 9 9 0 
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7 .3 .2 I n s t i t u t i o n a l long t e r m ca re 
The provision of nursing home beds in Australia shows most clearly 
the relative unimportance of demography in the changes in costs of 
providing specific services to an ageing population. In 1975 there 
were an estimated 84 beds per 1,000 of die population aged 70 years 
and over but by 1989 this had declined to 59 beds per 1,000 
(Figure 7.15). The population aged 70 years and over was rapidly 
increasing, doubling from .651 million to 1.2 million people over the 
same period. Commonwealth expenditures on subsidies rose from 
$ 1 6 0 million in 1974-75 to $1 ,295 million in 1988-89 . As a 
proportion of health expenditures nursing home subsidies rose from 
3.5 per cent in the mid-1970s to 5.5 per cent in tlie mid 1980s but 
then stabilised and declined. In all this demography was a small 
player and policy a major one. Decisions to subsidise capital costs 
subsequently involved the Commonwealth in subsidies for running 
costs . In response to cost pressures, tlie Commonwealth redefined 
the goal of nursing home care and introduced geriatric assessment 
to ensure that nursing home beds were provided to tlie most 
dependent older people. 

Figure 7.15: Nursing home beds per 1,000 population aged 70 
years and over, nursing home subsidies(a) as a 
proportion of total health expenditure, 1975 to 1989 
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(a) Commonwealth government subsidies comprising nursing homes benefits and 
nursing homes assistance including deficit-financed nursing homes. Data are for 
financial years 1974-75 to 1988-89 

Source: Australian Institute of Heafth 
Commonweafth Department of Community Services and Hearth 
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In an economic view of policy, different categories of expenditures 
may tx? substituted for one another, for example, increasing 
retirement income support might allow people to pay for medical or 
pharmaceutical services. While there is a pohit at which domiciliary 
care becomes less cost effective than institutional care, up to that 
point care at home can be substituted for nursing home care. A 
problem arises if one form of care rather than another receives a 
greater public subsidy, because people are likely to use that service 
disproportionately more. This has occurred with tlie relative 
imbalance hi public subsidy of institutional care relaUve to home and 
community care. Perhaps the worst problem area for this imbalance 
is with care at home provided by family and neighbours. While it is 
apparently costless in terms of the annual budget, it is not costless 
in an economic sense. An adult daughter caring lor a dependent 
parent may be foregoing opportunities lor paid work in which there 
may be a greater gain to the economy. Tlie key problem for informal 
carers is that their work is socially and economically undervalued 
because it is not costed in formal national accounts. 

7 . 3 . 3 Informal long- term care 
Tlie most Important and most accessible source of services for older 
people is tlie informal social network made up of immediate family, 
extended family, friends and neighbours. 

Spouses are tlie first point of primary care because of their 
proximity and moral obligations to their dependent spouse. 
Daughters and sons have close emotional ties with their older parents 
and are significant providers of care to people over tlie age of 75, with 
daughters providing 30 per cent of care to this age group. While 
daughters and, to a lesser extent, sons freely give such services, they 
are under no necessary obligation to do so. 

Australia, from the turn of the century, legislated to provide 
significant public responsibility for tlie support and care of older 
people, through the Commonwealth pension legislation and later 
through the provision of residential care. This has resulted hi support 
of older Australians becoming a shared public and private 
responsibility. 

Despite the close emotional ties of families there are situations 
where care at home is inappropriate. Some people may be physically, 
financially or emotionally unable to meet the needs of dependent 
older people. Other situations arise in which older people are 
physically, psychologically or economically abused by people hi their 
near family. 

It is more probable, because of close emotional ties and altruistic 
motivations, that spouses and adult children will undertake care 
tasks that require long-term, close contact and involve intensive 
needs. For example, severely disabled older people need continual 
help with a range of activities of daily living such as bathing, eating, 
and going to bed. Tlie Carers Survey conducted with the 1988 
Disability Survey shows that, for severely disabled people aged 60 
years and over, eight out of 10 helpers were people who lived in their 
household and about one in 10 were informal helpers from outside 
the household (Figure 7.16). 
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Figure 7 .16: Type of he lper by type of ca re , p e r s o n s 6 0 y e a r s 
a n d over 

Per cent 
100-

80 

Self care Health care Home help Transport 
Type of care 

MBH Household help 
| | Other help 
I I Formal help 

Source: Australian Bureau of Statistics 4122.0 

There are highly differentiated skills and motivations in the 
informal care market. Friends and neighbours have less strong 
emotional connections to needy older people and less time which they 
wish to give in help because they are committed to their own family's 
needs. They are best fitted to tasks which are limited in time and 
require less emotional commitment, such as providing transport, 
home maintenance, personal affairs and mobility. In tasks such as 
adjustment to widowhood, older women may prefer another widow as 
an emotional support rather than a daughter or married neighbour. 

Formal health care service providers require, sometimes a s a 
statutory responsibility, specific professional or technical skills and 
knowledge. These are. primarily, medical, nursing, paramedical or 
allied health skills or training. Skilled or specifically trained providers 
comprise 50 per cent of all health care service providers, but only 
between 10 and 20 per cent of providers of other care services. 
So-called 'informal' providers such as relatives, neighbours and 
friends are the principal providers of non-health care services. 

The patterns of help vary with the age of the person receiving help. 
People aged 75 years and over comprise more than half the older 
population receiving self care and health care services, but only about 
4 0 per cent of the older population receiving transport and home help 
services. Concomitantly, younger' older people are more likely to 
have help with transport and home help services and less likely to 
have self care and health care services. 
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F igure 7 .17: Type of carer by age of severely h a n d i c a p p e d 
p e r s o n , 1988 

The community view is that daughters are the primary providers of 
care to older people, but in fact spouses bear the principal 
responsibility. For people under 70 years of age, spouses comprise 
almost 100 per cent ofthe carers living in the same household as the 
older handicapped person receiving care (Figure 7.17). 

For people 70 years and older, daughters become more significant. 
becoming 10 per cent of coresident carers at this age and increasing 
to 30 per cent of coresident carers of handicapped people aged 75 
years and older. Sons are coresident carers for 5 per cent of 
handicapped people hi tills older age group. 

Tlie 1988 ABS Carers' Survey was limited in that it did not count 
carers outside tlie household. For example, it did not count as 
primary carers the many daughters who travel to care for a parent 
living alone or to assist one parent caring for another. While the 
central role of spouses in caring needs to be recognised, so do the 
burdens borne by adult daughters. This situation for middle aged 
women is one that is problematic in a society that offers 
non-discrimhiatory access to work careers and an absence of 
coercion in choice of family care roles. 
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7 .3 .4 Formal long- term care serv ices 
Publicly funded service providers are an important support for 
informal carers and for older people with long-term care needs. Tlie 
Home and Community Care Act (HACC) of 1985 bought tlie 
Commonwealth and States and Territories together in a cost-shared 
program of formal service provision aimed at greatly expanding tlie 
formal long term care services available in the community. However, 
informal providers are still the major providers of care. An indication 
of tlie increase in service demands by age can be shown in survival 
curves free of need for help and free of instilutionalisation 
(Figure 7.18). The proportion o f the population institutionalised in 
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nursing homes, homes for the aged and hostels for tlie disabled in 
1988 rose from about 0.4 per cent of men and women aged 60 years 
to an estimated 7 per cent of men and 11 per cent of women aged 80 
years. Tlie proportion of institutionalised people who needed and 
received help, either formal or informal, rose from 15 per cent of men 
and 19 per cent of women aged 60 years to 39 per cent of men and 
50 per cent of women aged 80 years. Clearly, women of all older ages 
need services to a greater extent than men, and their needs increase 
with age. While the need for services may change, and even possibly 
reduce, so that an older person may no longer need a particular care 
service or may be able to leave long term care and return home, it is 
nevertheless clear from the independent survival and 
non-institutionalisation survival curves that the overall probability 
of needing formal services or institutional care rises rapidly with 
advancing age. 

7 . 3 . 5 Hospital and medical care 

As well as needs for long-term care, older people have relatively high 
acute hospital care needs (Chapter 5). Between 1976 and 1986 there 
was a 12.7 per cent a year increase in total expenditure on private 
medical services for which benefits were paid but, unlike the reported 
increasing rates of disability, tlie changing age composition 
accounted for less than a half of one per cent of that annual increase. 
Tlie major factor in the increase was the general growth in services 
and increasing fees. There was a large growth in therapeutic and 
diagnostic services wliich was strong among older people. For those 
aged 75 years and over the increases in fee—adjusted cost per service 
were nearly 20 per cent with over one-third for pathology services 
alone. Those aged 85 years and over received almost four times more 
pathology services in 1986 than hi 1976. It was only In GP services 
that there were reductions hi use among older people over tlie period. 
Tlie process ol medical!sation can be seen in the increasing 
specialisation of the medical services provided to older people and In 
the increasing tendency of GPs to refer patients to specialists. Such 
a significant change in services needs to be evaluated on the basis of 
the quality of life gained for these increasingly specialised 
Interventions in the health of older people. 

Tlie introduction of casemix measures is expected to have a major 
impact on tlie acute hospital treatment of older people. In tlie United 
States it was predicted that the result of introducing diagnosis related 
groups DRGs would be sicker and quicker' discharge of older people. 
The early evidence is that older people are being discharged quicker' 
but that this is not necessarily produchig worse health outcomes 
(Russell 1989). Tlie introduction of DRGs in Australia will require 
better discharge planning and more home and community services 
to replace care previously provided during longer stays in hospital. 
Unless this substitution is achieved older people's acute care needs 
would have been better served under the old block grant system. 
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7 . 3 . 6 Denta l serv ices 
Older a d u l t s have often been charac te r i sed a s infrequent u s e r s of 
den ta l hea l th services. However, w h e n uti l isat ion by people wi th 
n a t u r a l teeth (dentatel a n d those wi thout n a t u r a l teeth (edentate) is 
examined, m u c h of the low uti l isation Is observed a m o n g the e d e n t a t e 
por t ion of the older adul t popula t ion (see sect ion 2.6.2). The National 
Oral Health Survey Imdings indicate tha t more t h a n 50 pe r cen t of 
people aged 6 5 a n d over h a d a t t ended a den t i s t within the previous 
12 m o n t h s a n d tliis r a t e of ut i l isat ion was wi thin the r ange of 51 to 
58 per cen t for den ta t e adu l t s of all ages . 

Access to denta l services Is restr icted for older people on limited 
incomes b e c a u s e publicly subs id ised services a re usual ly central ly 
based a n d have long wait ing l ists , a n d private hea l th i n s u r a n c e offers 
limited cover. 

The National Health a n d Medical Research Counci l recognised the 
need for greater e m p h a s i s on Uie denta l ca re of older people in 1973 , 
a n d in 1988 es tab l i shed a n expert pane l o n the Oral Heal th Care 
Needs of Older People. 

Subs tan t i a l differences exist in oral hea l th s t a t u s a n d u s e of den ta l 
services within the older popula t ion . Among non- ins t i tu t iona l i sed 
people, those with lower educat ional a t t a i n m e n t a n d lower income 
levels tend to have a higher prevalence of edentu l i sm. a n d a h igher 
prevalence of denta l decay h a s been observed in men (Powell a n d 
McEnlery 1985; Spencer et al 1988). Older a d u l t s living in n u r s i n g 
h o m e s a re more likely to have no n a t u r a l teeth, a n d those wi th 
n a t u r a l teeth a p p e a r to have more severe forms of d i sease requi r ing 
more extensive t r ea tmen t (Stockwell 1987; Holman, Lam a n d Larsen 
1988), compared with non- ins t i tu t iona l i sed people. Older people w h o 
a re hand icapped a n d h o m e b o u n d appea r to be a t r i sk of more se r ious 
levels of d isease , a n d they face par t icu lar bar r ie r s in ob ta in ing c a r e 
(Crack. McDougall a n d Spencer 1980). 

There will be a need for more comprehens ive a n d complex den ta l 
ca re for older Aus t ra l ians tn the future. Although a large propor t ion 
of older adu l t s who re ta in n a t u r a l teeth con t inue to experience mild 
or modera te levels of den ta l d iseases , it is recognised tha t prevent ive 
ca re (particularly t h rough the provision of fluorides a n d regu la r 
preventive periodontal care) c a n be effective in their control . 

7 . 3 . 7 Health promot ion and prevent ion 
T h e application of hea l th promotion a n d prevent ion of d i sease lor 
older people is a t a very early s tage in Austral ia (Kane 1988). T h e 
Project P lanning Team for the Health of Older People priority a r ea of 
the National Better Healtli Program proposed th ree goals for hea l th 
promot ion for older people: 

• to improve the hea l th a n d Independence of older people; 
• to promote positive Images of ageing a s a m e a n s of p romot ing 

independence; and 
• to identify and r educe Inequities in healt l i s t a t u s a m o n g older 

Aus t ra l ians . 
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T h e Project P lanning T e a m proposed tha t the National Better 
Heal th Program should have a s targets the: 

• r educ t ion of morbidity a n d mortali ty resul t ing from preventable 
injury; 

• r educ t ion in prevalence of functional l imitations experienced by 
older people; 

• r educ t ion in Inequali t ies in hea l th s t a t u s among older people by 
redirect ion of r e sources to those mos t in need; 

• increased par t ic ipat ion of older people in individual hea l th 
e n h a n c e m e n t . 

T h e s t ra tegies p roposed to a d d r e s s tlie goals a n d targets were: 
• t he promot ion of Social Part icipation, th rough four componen t 

p r o g r a m s encompass ing policy development, social 
involvement t h r o u g h 'wellness centre ' p rogram and communi ty 
educa t ion program; nut r i t ion a n d pre-re t i rement projects; 

• in tegrat ion of Health a n d Welfare Services t h rough the 
development of local a rea coordinat ion s trategies for pr imary 
hea l th care services; a n d 

• specific in tervent ion s trategies including medicat ion educat ion 
a n d information; mobility a n d safety projects; professional 
skills development and discharge p lanning promotion. 

T h e National Better Health Program is a C o m m o n w e a l t h / S t a t e 
c o s t - s h a r e d p rogram l aunched in November 1989 (Section 4.3). Tlie 
imp lemen ta t ion of projects focused on older people h a s varied ac ross 
t h e S t a t e s . National projects include a medicat ion p rogram and a 
na t iona l promot ion campaign . Four projects have been approved in 
NSW, inc luding wel lness cent res , which a re being es tabl ished in 
S o u t h Aust ra l ia also. Victorian projects a re directed at injuries 
a m o n g older people a n d hip fractures among rura l older people. An 
project In the ACT is directed a t the isolation of older people. 

Tlie projects reflect the complexity of healtl i for older people and the 
th ree s t ra tegies out l ined in the program. Better knowledge of the 
p roces se s of ageing a n d the relevant r isk factors for d isease a n d 
disabili ty, a s well a s evaluat ions of intervent ions, a re needed. 

7 .3 . 8 Future issues 
While older people a r e major u s e r s of healtl i services, the ageing of 
the popu la t ion is a t bes t a minor factor in historical inc reases in cos ts . 
Technological changes , inappropr ia te or poorly directed policies, a n d 
general ly Increas ing usage r a t e s have all played a par t . Many policy 
deve lopment s have begun to target healtl i a n d communi ty services 
e x p e n d i t u r e s towards more appropr ia te goals. Fur the r ra t ioning of 
publicly provided n u r s i n g h o m e b e d s a n d home and communi ty 
services will occur a s tlie increas ing n u m b e r s of 'old old' c rea te 
i nc r ea sed d e m a n d . O n e impor tan t development will be the expans ion 
of s u p p o r t to Informal care rs a n d the coordinat ion of formal, publ ic 
services with those provided by family, friends a n d ne ighbours . T h u s 
policies will need to be well managed to allow oppor tuni t ies for growth 
hi new policy a r eas like bet ter suppor t for informal ca re rs . However, 
m o d e r a t e increases In economic growth can cover age related 
i nc r ea se s in costs of hea l th a n d welfare for older people (Economic 
P lann ing Advisory Commit tee 1988). 
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Tabic 7.7: E x p e n d i t u r e o n hosp i ta l s , n u r s i n g h o m e s , m e d i c a l 
s erv ices a n d p h a r m a c e u t i c a l s , 1 9 7 5 to 2 0 2 5 

1975 1 9 8 5 2005 2025 

E x p e n d i t u r e ($m) 1 1 . 8 2 0 1 2 . 6 8 6 1 4 . 5 6 4 1 7 . 2 1 9 
C o s t p e r p e r s o n ($) 7 4 9 8 0 4 9 2 2 1 .091 
C h a n g e (%) 7 . 3 1 4 . 8 1 8 . 2 
A n n u a l c h a n g e (%) 0 . 7 0 . 7 0 . 8 

N o t e : T h e s e e s t i m a t e s w e r e b a s e d o n : 
- 1 9 8 5 - 8 6 t o t a l p o p u l a t i o n ; 
- 1985—86 e x p e n d i t u r e b y a g e g r o u p ; 
- a v a r y i n g a g e d i s t r i b u t i o n . 
T h e a g e d i s t r i b u t i o n s w e r e : 
- 1 9 7 5 a n d 1 9 8 5 a t a t J u n e 3 0 ; 
- 2 0 0 5 a n d 2 0 2 5 p r o j e c t e d A B S S e r i e s C . 

S o u r c e : A u s t r a l i a n I n s t i t u t e of H e a l t h u n p u b l i s h e d 
A u s t r a l i a n B u r e a u of S t a t i s t i c s 3 2 0 1 . 0 ; 3 2 2 2 . 0 

There is no evidence of a budgetary crisis arising from population 
ageing but cost pressures do exist. Taking expenditures on hospitals, 
nursing homes, medical services and pharmaceuticals, there was a 
7. 3 per cent increase in costs per person between 1975 and 1985 
(Table 7.7). Projecting the patterns of expenditure hi 1985-86 shows 
that there is a substantial expected increase to 2005 of 14.8 per cent 
and to 2025 of 18.2 per cent because of population growth alone. 

7.4 Assessment of health quality in later life 
This evaluation of tlie healtli quality of later life has stressed tlie 
supportive role of tlie social and economic labric and of tlie healtli and 
conmiunity services system. The main historical advances observed 
have been firstly increases in the quantity of later life particularly 
from declining death rates from circulatory diseases and, secondly, 
relative increases in public expenditures on health and community 
services. On the other hand self reported disability and handicap 
rates increased markedly among older people during the 1980s . The 
clear conclusion is that i ssues of quality of later life must now be given 
more attention in research and policy discussions. 

A summary of indicators of health quality (Figure 7.19) shows 
decreashig expectations of quality by age from about age 5 0 for men 
and women. Survival free of chronic disease is shown using the same 
method as for other health survival curves (Box 7.3). While rapidly 
lethal' disease is more prevalent among men. chronic diseases , 
disability and handicap are more prevalent among women. 

Health promotion targets are increasingly set in terms of aggregate 
gains in life expectancy, normally before and after age 6 5 years, 
expected from alteration in risk factor behaviour. The increasing 
expenditure on conventional health services and small but growing 
expenditure on healtli promotion and prevention need to be also 
directed to improving health quality indicators. Using disability 
surveys, a worthwhile target for 1995 might be to improve 
disability-free survival on track with improving mortality. A more 
ambitious target might be to hold disability rates at 1981 levels while 
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F igure 7 .19 : Surv iva l c u r v e s free of chronic d isease , 
disabi l i ty , hand icap , severe handicap a n d al ive 
surv iva l curve , 1981 

Proportion surviving (per cent) 

0 10 20 30 40 50 60 70 80 90 100 

Source: Australian Bureau of Statistics 4314.0, 4343.0 

mortality continues to improve (Mathers 1990). Given the counter 
trends of increasing health and services expenditures and decreasing 
disability-free life expectancy, this provides a major challenge for 
policymakers. 

A prerequisite for monitoring disability and handicap rates is the 
conduct of regular surveys. Tlie aggregate disability rates need to be 
broken out into specific causes and expectation factors need to be 
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a s s e s s e d in social a n d epidemiological r e s e a r c h . T h e total life 
c h a n c e s of women relative to m e n a n d be tween o t h e r g r o u p s in 
Austra l ia ' s he te rogenous popula t ion need to be b o u g h t in to t h e s e 
ana lyses if effective intervent ions are to b e des igned. 

There r ema in profound eOiical i s sues a b o u t policies a n d p rac t i ces 
affecting tlie quan t i ty a n d quality of later life. Shou ld guidel ines b e 
available to phys ic ians abou t w h e n to prolong life a n d w h e n to provide 
a car ing or palliative option? S u c h choices a re a l ready m a d e b u t n o t 
necessar i ly on any cons is ten t bas i s . Shou ld cri teria b e avai lable 
a b o u t w h a t intervent ions improve quali ty life a n d which marginal ly 
extend life wi thout Improving qual i ty? Might choices be m a d e in 
favour of hip rep lacements a n d corneal t r a n s p l a n t s a n d aga in s t 
coronary b y p a s s surgery amongs t the very old? Are the re g r o u n d s for 
blocking public inves tment h i r e s ea r ch o n medical a n d 
pha rmaceu t i ca l developments which marginal ly ex tend life wi thou t 
improving i t s quali ty? Can key indicators of qual i ty of la ter life ever 
be decided? These a re the choices a n d i s s u e s c rea ted by social, 
economic a n d medical developments which have p r o d u c e d aging 
societies in Austral ia a n d th roughou t the world. 
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Review of developments 
in health statistics 

For m a n y yea r s na t ional d a t a on Aust ra l ia ' s hea l th a n d hea l th 
services have been inadequa te for monitor ing c h a n g e s in hea l th a n d 
for informed a n d effective p lanning . However, i n the p a s t two y e a r s 
there have been a n u m b e r of deve lopments in the collection of 
na t ional da ta . 

8 .1 Organisational changes 

8 . 1 . 1 Progress at t h e Australian Inst i tute of Health 
Tlie e s t ab l i shmen t of tlie AustraUan Ins t i tu te of Heal th a n d i ts 
development to the end of 1987 were descr ibed in Australia's health 
1988 (AIH 1988a). Previously, there h a d b e e n a r ange of o rgan isa t ions 
working on hea l th s tat is t ics , b u t the i r efforts were largely 
uncoord ina ted . There was n o effective p rocess for se t t ing priori t ies for 
na t ional hea l th s tat is t ics , a n d m u c h o f the available information w a s 
f ragmented a n d lacked s tandard i sa t ion . 

The Ins t i tu te ' s principal function is t h e development a n d 
coordinat ion of nat ional hea l th s ta t is t ics . I ts succes s in improving the 
quaUty a n d extending the avaUabllity a n d r ange of these s ta t i s t ics 
d e p e n d s largely on Its capacity to provide l eadersh ip to t h e wide r ange 
of agencies Involved a n d to coordinate their hea l th s ta t is t ical 
activities. 

In March 1988, the Dental Sta t is t ics a n d Research Unit (DSRU) w a s 
estabUshed a s a n external un i t of the AIH wi th in the Facul ty of 
Dent is t ry a t t he University of Adelaide. It is developing s ta t i s t ics o n 
t h e den ta l labourforce a n d on denta l hea l th s t a t u s . 

A National Injury SurveiUance Unit (NISU) h a s been es tabUshed a s 
a n externa l un i t of the AIH to carry on the work of the National Injury 
SurveiUance a n d Prevention Project in developing s ta t is t ica l 
coUections related to injury. NISU wiU also moni tor a n d evalua te 
activit ies funded u n d e r the injury componen t of the National Bet te r 
Health Program. 

8 . 1 . 2 Collaboration with t h e AustraUan Bureau of S t a t i s t i c s 
The Ins t i tu te , in address ing the stat ist ical funct ions set ou t in i t s Act, 
h a s developed a close associat ion with the AustraUan B u r e a u of 
Sta t is t ics , which looks to the Ins t i tu te to a s s i s t it in developing i ts 
hea l th da t a collection activities. In p u r s u i n g its role of ana lys ing d a t a 
relat ing to hea l th poUcy. t he AIH wiU con t inue to p roduce special 
repor t s b a s e d on ABS da ta . 

An example of th is coUaboration is the development of an inventory 
of hea l th da t a sources , which bui lds on earl ier work done separa te ly 
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by the two organisa t ions . The inventory, which will identity a n d 
descr ibe all major hea l th da t a collections hi Austral ia, will be upda ted 
regular ly . It will provide resea rchers , ad nihil s t ra tors and p l anne r s in 
heal t l i with a guide to cu r r en t a n d recent da ta collections, and he lp 
identify d a t a gaps a n d deficiencies. 

A s o u n d working re la t ionship h a s been estabUshed between tlie 
AIH a n d tlie ABS. The Aust ra l ian Stat is t ic ian is a member of the AIH 
Board a n d the C h a i r m a n of the AIH Board is a member of the 
Aus t raUan Sta t is t ics Advisory Council . ABS a n d Ins t i tu te s ta l l 
m a i n t a i n close con tac t th rough regular meetings, where ma t t e r s of 
c o m m o n Interest a re reviewed a n d proposals to improve coordination 
a n d liaison a r e developed. 

8 . 1 . 3 Review of heal th s ta t i s t i c s 
Tlie ABS h a s reviewed hea l th s tat is t ics a s one of a series of 10 reviews 
covering s ta t i s t ics relat ing to individuals . famiUes and househo lds . 
Tlie a im of the reviews was to define ABS directions over tlie next th ree 
to five yea r s and to clarify ABS work in relation to tlie statistical 
activities of other Commonwea l th . Sta te a n d Territory agencies. 

The healt l i s ta t is t ics review examined the major collections of aU 
agencies providing da t a at nat ional a n d Sta te levels, not j u s t ABS 
collect ions. The categories covered were: 

• MortaUty 
• S i ckness and d i sease 
• Risk factors associa ted with dea th , s ickness a n d disease 
• Disability 
• Occupat ional hea l th a n d safety 
• Health of specific popula t ion g roups (eg women) 
• Provision and u s e of hea l th services 

Services of hea l th professionals 
Inst i tut ion based services 

• Health finance 
Expendi ture 
Mechan i sms for paymen t 

E a c h category was examined in relat ion to u se r requ i rements , 
c u r r e n t s tat is t ical ou tpu t , u n m e t demand , agency responsibility, and 
cost of satisfying tlie u n m e t d e m a n d . 

C o m m e n t s on the review were sought from a range of u se r s at the 
Federal a n d Sta te levels, a n d a draft report will be submi t t ed to the 
Aus t ra l i an Sta t i s t ics Advisory Council . It will be used to frame tlie 
ABS forward work program, a n d help the National Commit tee on 
Heal th a n d Vital S ta t i s t ics de te rmine priorities h i hea l th s ta t is t ics . 

8 . 1 . 4 Nat ional C o m m i t t e e on Health and Vital S ta t i s t i c s 
T h e National Commit tee on Health a n d Vital Stat is t ics , which w a s 
c rea ted by t h e Aust raUan Health Ministers ' Conference in 1976, 
b e c a m e a commit tee of the Ins t i tu te in 1987. The Commit tee reported 
joint ly to AHMAC a n d the AIH for two years . (AIH 1989a). 

The Commit tee w a s reconst i tu ted In J u l y 1989 and its functions 
largely confined to the identification of hea l th stat ist ical needs a n d 
priori t ies . Tlie development , coordination a n d o ther functions 
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included in the t e rms of reference of earlier Commit tees will be 
add res sed by task-specific Ins t i tu te working g roups . 

The new NCHVS te rms of reference a re : 
• to Identify the needs for nat ional hea l th related s ta t is t ics : a n d 
• having regard to the resource implicat ions, to r e c o m m e n d o n 

priorit ies for developing nat ional hea l th related s ta t i s t ics . 
The Commit tee , which mee t s twice a year, is to hold a National 

Healtli Stat is t ics Forum in February 1991 a s pa r t o f t h e p rocess of 
r ecommend ing priorities for na t ional hea l th s ta t is t ics . 

8 . 1 . 5 National Centre for Epidemiology and Populat ion Heal th 
The first director of t h e National Cen t re for Epidemiology a n d 
Populat ion Health (NCEPH) a t tlie Aus t ra l ian National University 
a s s u m e d office in J a n u a r y 1989. By the beginning of 1990, t h e 
NCEPH w a s well advanced in developing i t s academic p r o g r a m of 
hea l th development r e sea rch a n d t ra ining for r e sea rch in: 

• publ ic heal th; 
• hea l th of older people; 
• AIDS epidemiology; 
• injury prevention; 
• cancer and h e a r t d isease prevention; a n d 
• prevent ion of d rug a b u s e . 
NCEPH is also developing a n in te rna t iona l p rogram on h e a l t h 

t rans i t ion to examine social a n d cul tura l d e t e r m i n a n t s of mortal i ty 
a n d fertility change In developing coun t r i e s . 

There is close collaboration between NCEPH a n d the AIH, Including 
a common seminar p rogram a n d the Joint appo in tmen t of a 
behavioura l epidemiologist. It is ant ic ipated tha t NCEPH r e s e a r c h e r s 
will a s s i s t in interpret ing and analys ing var ious d a t a se t s collected by 
the AIH. 

8 . 1 . 6 Public Health Research and D e v e l o p m e n t C o m m i t t e e 
The Public Health Research a n d Development Commit tee (PHRDC), 
one of t h e major commit tees of the National Health a n d Medical 
Research Council, w a s es tabl ished in 1987 to encourage development 
of r e sea rch in publ ic heal th . It h a s done so by funding resea rch , 
inc luding commissioned research , a n d by funding t ra ining a w a r d s . 
Much of th is funding h a s led to greater u s e of exist ing s ta t is t ics a n d , 
to a lesser extent, to development of healt l i s ta t i s t ics . 

The PHRDC awarded its first g ran t s in 1988 . In 1989. it awarded 
10 project g ran t s for research into nut r i t ion , t he prevent ion of 
card iovascular d i sease a n d the prevent ion of acc iden t s a n d Injury. In 
addi t ion, small seeding g ran t s were offered to ini t iate s tud ies of 
qual i ty of life scales, m e a s u r e s of lifestyles, scales of social c lass a n d 
t h e cos t ing of heal th services. Two large development p rogram g r a n t s 
were awarded to es tabUshed resea rch cen t r e s for mult ldiscipUnary 
s tud i e s a n d advanced t raining in pubUc hea l th r e sea rch . Seven new 
pubUc hea l th braining schola rsh ips a n d 11 feUowships were provided 
in 1989. while four workshops were funded to identify r e sea rch a n d 
t ra in ing needs In evaluation, chronic disability, social sc ience 
methodology and communi ty par t ic ipat ion In pubUc hea l th r e s e a r c h . 
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8 . 1 . 7 S ta t i s t i c s for hea l th promot ion 
T h e e m p h a s i s in hea l th policy h a s moved in recent yea r s towards 
prevent ion, a n d tlie promot ion of heal thy lifestyles a n d healthy 
working a n d social a r r a n g e m e n t s . 

Th is a p p r o a c h to publ ic hea l th h a s been embodied in two major 
recent reviews of hea l th In Austral ia : Looking Forward to Better Health 
conduc t ed by the Bet ter Heal th Cornmission in 1986; a n d the AHMAC 
Heal th Targe ts a n d Implementa t ion Committee 's Healtli for Alt 
Australians in 1988 . 

These reviews led to the es tab l i shment of the National Better Health 
Program (NBHP), which is a joint responsibili ty of tlie Commonweal th 
a n d the S ta t e s a n d Terri tories. The program a ims to improve the 
hea l th s t a t u s of all Aus t ra l ians , particularly those in d i sadvantaged 
g roups , t h rough hea l th promotion a n d the reduct ion of preventable 
Illness, disability a n d p r e m a t u r e dea th . Five priority a r e a s for action 
have been identified: injury, nutr i t ion, hyper tension, preventable 
c a n c e r s a n d the hea l th of older people. 

As par t o f t h e development o f the NBHP, the Ins t i tu te l ias collated 
a n d a s s e s s e d available s tat is t ics relat ing to the program's goals and 
targets , a n d identified gaps and deficiencies for monitoring purposes . 
Some of th is work is repor ted in Chap te r 4 of th is publ icat ion. 

Work i s proceeding on developing proposa ls for the evaluat ion of the 
NBHP as well a s for the m i n i m u m da ta system required to moni tor 
a n d eva lua te it. 

8.2 Developments relating to individual collections 

8 . 2 . 1 Hospital and Inst i tut ional Services 
Developments in th is a r ea include: 

National m i n i m u m data s e t (NMDS) for ins t i tut ional services 
T h e Ins t i tu te w a s funded by AHMAC to develop a nat ional m i n i m u m 
d a t a set for Inst i tut ional services hi collaboration with 
Commonwea l th . S t a t e a n d Territory hea l th author i t ies- At Its J u n e 
1990 meet ing AHMAC endorsed the adopt ion of tlie NMDS 
(Austral ian Health Ministers ' Advisory Council National Hospital 
S ta t i s t ics Project 1989a; 1989b). When implemented, the da t a set will 
provide a bas i s for the collection of miiform stat is t ics on Austral ia 's 
hea l th ins t i tu t ions . Collection and publicat ion of this Information will 
fill a major gap in Aus t ra l i an hea l th s tat is t ics . 

Hospital u t i l i sa t ion and c o s t s tudies 
T h e first comprehens ive s tudy of hospital uti l isation a n d costs since 
1980 looked a t the 1 9 8 5 - 8 6 financial year (Harvey and Mathers 1988; 
Ma the r s a n d Harvey 1988; Renwick et al 1989; Gillett a n d Harvey 
1989). The AIH h a s been a sked by AHMAC to u n d e r t a k e second a n d 
th i rd s tud ie s , covering financial yea r s 1987-88 a n d 1989-90 . 

National survey program 
AHMAC h a s a s k e d t h e AIH a n d tlie ABS to develop a proposal for a 
na t iona l survey p rog ram to cover the major Inst i tut ions in the public 
a n d private sec tors . 
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C a s e m i x i n f o r m a t i o n s y s t e m s 
As par t of the Medicare Agreements , the Commonweal th h a s provided 
$ 5 million a year to ass i s t S ta te a n d Territory healt l i au thor i t i e s to 
develop a n d implement , by 30 J u n e 1993, informat ion s y s t e m s which 
will give a n accura te descr ipt ion of the types of p a t i e n t s t rea ted in 
hosp i t a l s a n d of the cos t s associa ted with t rea t ing t h e m . S u c h 
sys t ems have the potential to improve significantly tlie capaci ty of 
hospi ta l and o ther hea l th adrninls bra tors to m a n a g e r e source usage . 
A National Casemix Advisory Unit, funded by the Commonwea l th 
D e p a r t m e n t of Communi ty Services a n d Health, h a s been es tab l i shed 
a t the AIH. 

S u r v e y of d a y s u r g e r y fac i l i t i es 
T h e Commonweal th Depar tmen t of Communi ty Services a n d Heal th 
h a s developed an a n n u a l survey of all approved day surgery faculties 
to provide information on age, sex a n d i n s u r a n c e s t a t u s of p a t i e n t s 
a n d on the surgical p rocedures performed in these facilities. 

Tlie n u m b e r a n d u s e of day surgery facilities h a s been Increas ing. 
At 3 0 J u n e 1987 there were 10 day surgery facilities, a year later t he r e 
were 15 a n d two yea r s later there were 2 7 . 

8 .2 .2 H e a l t h l abour fo rce 
There have been some s t eps towards improving t h e availability, r ange 
a n d quali ty of da t a on Austra l ia ' s existing a n d potent ia l hea l th 
labourforce. 

N a t i o n a l c o r e h e a l t h l abour force d a t a s e t 
T h e AIH is developing a nat ional hea l th l abour force d a l a s e t for each 
hea l th occupat ion . The nat ional set ts a set of i tems (variables) defined 
a n d worded in a s t a n d a r d way, which is to b e collected t h r o u g h the 
a n n u a l reregistrat ion p rocesses of the S ta te a n d Terri tory 
professional registering author i t ies . 

The initial focus is concent ra ted on negot ia t ing a n ag reemen t with 
the n u r s e a n d medical registering au thorit ies a n d Sta te a n d Terri tory 
hea l th author i t ies . After approaches to the AIH by the p h a r m a c y a n d 
podia t ry registering au thor i t ies a n d professional assoc ia t ions , 
negot ia t ions have begun on the da tase t for t hese occupa t ions . 

O the r registered hea l th occupa t ions will be a d d r e s s e d 
systematical ly. The da t a set for dent is t ry is be ing separa te ly 
coordinated by the AIH Dental Sta t is t ics a n d Research Unit. 

Annua l publ icat ion of information derived from t h e na t iona l 
d a t a s e t for each hea l th registered hea l th occupa t ion will provide 
u p - t o - d a t e s ta t is t ics t ha t a re comparab le ac ross all S t a t e s a n d 
Terri tories . Th is information c a n satisfy a n u m b e r of u se r 
r equ i remen t s , including the need for regular moni tor ing of the hea l th 
l abour force. 

ABS s u r v e y s 
T h e ABS conducted two surveys related to the hea l th labourforce in 
1989. 

Career Paths of Qualified Nurses surveyed a s ample of people aged 
15 to 6 4 who ever qualified a s ei ther registered or enrolled n u r s e s . It 
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d e s c r i b e s demograph ic a n d other charac ter i s t ics a n d work p a t t e r n s 
of qualified n u r s e s (ABS 6277,0) . 

How Workers Get Their Tratiivig surveyed a larger sample of people 
a n d focused on the educa t iona l profiles, s tudy a n d t raining activities 
(both work re la ted a n d other) u n d e r t a k e n in the year previous to tlie 
survey . Tlie survey provides Information on employer contr ibut ion to 
t ra ining, individual cont r ibut ion to skill a t t a inment , a n d the var ious 
ways in which skills a n d knowledge are acquired (ABS 6278.0) . 

8 . 2 . 3 General populat ion-based surveys of heal th 
A n u m b e r of significant healbh surveys of the general popula t ion have 
b e e n conduc t ed a n d more are being developed. 

ABS Ser ie s of Nat ional Health Surveys 
Tlie ABS c o m m i t m e n t to conduc t a series of five-yearly National 
Healtl i Surveys is a major contr ibut ion to nat ional healtl i s ta t is t ics . 
Surveys in th is ser ies will provide nat ional b e n c h m a r k information 
o n a r ange of hea l th i s sues , a n d enable t r ends over t ime to be 
moni to red . They represen t a u n i q u e and major component of the 
Aus t r a l i an hea l th s ta t is t ics sys t ems . 

Tlie first survey in th is new series, conducted dur ing 1989 a n d 
1990, will provide information abou t the hea l th s t a t u s of Aus t ra l ians , 
the i r u s e of a n d n e e d s for hea l th services a n d faculties, a n d hea l th 
re la ted a s p e c t s of lifestyle. 

Risk Factor Prevalence Survey, 1 9 8 9 
T h e th i rd of d ie National Hear t Foundat ion Risk Factor Prevalence 
Surveys w a s conduc ted in 1989. Tills series of three cross—sectional 
su rveys s p a n s the n ine yea r s 1980 to 1989 a n d cons t i tu tes the 
Nat ional Risk Factor Prevalence S tudy . 

T h e s t u d y will a s s i s t in identifying the r e a s o n s for Austral ia 's 
dec reas ing h e a r t d i sease dea th r a t e s . It is examining changes in r i sk 
factor preva lence over the n ine yea r s a n d compar ing coronary r isk 
a m o n g popula t ion cen t res a n d social s u b - g r o u p s . The Ins t i tu te will 
b e the pr incipal agency responsible for analysing t rends over the 
t h r ee su rveys . 

Iron s t a t u s of Austral ians 
Par t i c ipan t s in the 1989 Risk Factor Prevalence Survey also 
con t r ibu ted a blood sample for biochemical de te rmina t ion of their 
i ron s t a t u s . P la sma samples were analysed for iron, ferritin a n d 
t ransfer r in which together provide an Indicator of iron deficiency. Tlie 
survey provided tlie first na t iona l da ta b a s e on iron s t a t u s of adu l t s . 
It complemen t s s imilar da t a collected on schoolchildren in 1985 
(English a n d B e n n e t t 1990). 

S u r v e y of d isabi l i ty and ageing 
In 1988, Uie ABS conduc ted a nat ional survey of ageing a n d 

d isabled people. The survey a imed to upda t e information collected In 
a 1981 survey on the n u m b e r s and character is t ics of people with 
disabil i ty. It a lso a d d r e s s e d the impor tan t i s sues of the ca re requi red 
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by and provided for aged a n d h a n d i c a p p e d people living in private 
domest ic s i tua t ions . 

8 .2 .4 D e n t a l h e a l t h 

Chi ld D e n t a l H e a l t h S u r v e y 
Information on the den ta l hea l th of Aust ra l ian chi ldren h a s been 
collected on a nat ional b a s i s since 1975, when t h e Child Dental 
Health Survey was initiated a s pa r t o f the evaluat ion of the Aus t r a l i an 
School Denta l Scheme. Since then there h a s been a n increase in the 
coverage o f the survey. There h a s been a significant reduc t ion in the 
denta l car ies experience of chi ldren requir ing c h a n g e s to the type of 
information collected a n d to Its p resen ta t ion . 

A meeting in November 1988 of represen ta t ives of all School Denta l 
Services examined proposa l s for the survey 's a ims , m e t h o d s a n d 
report ing. The r e su l t s were incorporated into the draft Redesign ofthe 
Child Dental Health Survey [MH Dental Sta t is t ics a n d Research Unit 
1988) a n d circulated to all S ta t e s a n d Terri tories in Februa ry 1989. 
The a ims of the revised survey, now conduc ted by the AIH DSRU, a r e 
to: 

• ma in ta in the existing t ime series of da ta ; 
• expand the public hea l th utility of the survey by inc luding 

relevant demographic variables; 
• Increase the efficiency of the collection th rough greater u s e of 

sampl ing s trategies , a n d u s e of optical m a r k read ing 
teclmology; 

• Improve bo th the frequency and qual i ty of report ing; a n d 
• p roduce more r igorous a n d detailed s ta t is t ical ana lyses . 
By October 1989. New Sou th Wales a n d bo th Terri tories h a d 

u n d e r t a k e n t ra ining p rog rams for all staff a n d b e g u n da t a collection. 
Da ta from these a r e a s a re being sen t to the DSRU for process ing a n d 
analys is . Other S ta t e s a re a s s u m i n g responsibil i ty for process ing a n d 
will forward un i t record da ta for incorporat ion into the na t iona l d a t a 
b a s e . 

N a t i o n a l Ora l H e a l t h S u r v e y . 1 9 8 7 - 8 8 
In 1987-88 , a National Oral Health Survey w a s conduc ted by 
Commonweal th a n d Sta te /Terr i tory hea l th au thor i t i es to d e t e r m i n e 
the oral hea l th s t a t u s of the communi ty a n d the Impact of oral h e a l t h 
changes on den ta l services, educat ion a n d t h e l abour force. 

A detailed analys is and repor t of this survey, which is the first of i t s 
k ind to be conducted in Austral ia , h a s been p repared by Professor 
Peter B a r n a r d of the Depar tmen t of Preventive Dent is t ry a t t h e 
University of Sydney, a n d is expected to b e pub l i shed in 1990. 

P a r t i c i p a t i o n a n d p r o d u c t i v i t y of d e n t i s t s 
An Austra l ia-wide survey by the AIH Dental S ta t i s t ics and Resea rch 
Unit examining the par t ic ipat ion and productivi ty of den t i s t s w a s 
conduc ted from October 1988 to Februa ry 1989. It inc luded a 
five-year follow-up of den t i s t s covered in a n earlier 1983 survey a s 
well a s den t i s t s no t registered in 1983. The survey will develop a 
longitudinal p ic ture of part icipat ion a n d productivi ty a n d will b e 
va luable in ant ic ipat ing fu ture c h a n g e s . 
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8 . 2 . 5 Occupat iona l hea l th 
E m p l o y m e n t injuries a re a major public hea l th problem and a 
c o n c e r n of gove rnmen t s . Worksafe Austral ia h a s been focusing on the 
deve lopment of na t iona l s ta t i s t ics on work injuries. The first stage of 
th i s t a s k h a s been the development of a nat ional da t a set for the 
workers ' c o m p e n s a t i o n - b a s e d collections adminis te red by State , 
Terr i tory a n d Commonwea l th agencies . Specification of the da ta set 
is complete . Work is now proceeding on further development of its 
e l emen t s and , wi th tlie agencies, on i ts implementa t ion. 

An Occupa t iona l Health and Safety Stat is t ics Coordination Group 
h a s b e e n formed be tween tlie ABS, Worksafe and tlie AIH. Its a ims are 
to exchange hiformation, keep a watching brief on developments in 
occupa t iona l hea l th a n d safety s tat is t ics , identify a r eas of common 
in te res t a n d facilitate required coordinated action. 

8 . 2 . 6 Injury 
Injury, which is a major a n d preventable heal th problem, h a s been 
identified a s one of the five priority a r ea s of the National Better Health 
P rog ram (Chapter 4). 

T h e three—year National Injury Surveil lance and Prevention Project 
pilot s t u d y w a s a major initiative In the injury s tat is t ics field. It 
invest igated the feasibility of collecting information on Injuries 
t r ea ted a t acc ident a n d emergency depa r tmen t s of hospi ta ls . 
Previously, little information w a s available on the high frequency a n d 
often low severity injuries sus t a ined in the home, a t school, dur ing 
spor t ing activities, e tc . NISPP provided valuable da t a address ing 
ways of prevent ing s u c h injuries. 

P l ans a re now well u n d e r way to implement an on-going 
survei l lance sys t em in a range of hea l th care c e n u e s In all S ta tes a n d 
Terr i tor ies . T h e resu l t ing da t a will be used to develop, moni tor a n d 
eva lua te NBHP initiatives. The new AIH National Injury Surveil lance 
Uni t will coordinate these efforts a n d build upon tlie foundat ions laid 
b y NISPP. 

To complemen t th is activity, t he AIH, the Commonweal th 
D e p a r t m e n t of C o m m u n i t y Services a n d Health, the ABS, the Federal 
Office of Road Safety. Worksafe a n d the Victorian Injury Surveil lance 
S y s t e m a re col laborat ing to improve the availability, range and 
qual i ty of coroners ' da t a on injury d e a t h s . 

8 . 2 . 7 Aboriginal hea l th 
T h e long recognised need for da t a on Aborigines in hea l th collections 
w a s reaffirmed hi the repor t of the National Aboriginal Healtli 
S t ra tegy Working Party (1989). 

The repor t was p repared a t the reques t of a 1987 joint meeting of 
Minis te rs for Health a n d for Aboriginal Affairs from tlie 
C o m m o n w e a l t h a n d all S ta tes a n d Territories. Strategies for 
Implementa t ion o f the repor t ' s r ecommenda t ions , including those for 
s ta t i s t ics , have b e e n developed a n d are await ing considerat ion by 
Minis ters . 

In the m e a n t i m e , after represen ta t ions by the 1984 T a s k Force on 
Aboriginal Heal th Sta t is t ics , all S ta te and Territory Governments 
h a v e inc luded ques t ions on Aborlginality in some stat ist ical 
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collections relat ing to hea l th . As a resul t , ^ f o r m a t i o n on Aboriginal 
b t r ths , per ina ta l events , hospi tal admiss ions , a n d c a u s e of dea th is 
becoming available. However gaps r e m a i n in some a reas . 

The ABS, in collaboration with the AIH a n d relevant S t a t e a n d 
Territory agencies , is evaluat ing the quali ty a n d coverage of d a t a 
relat ing to Aboriginal b i r ths a n d d e a t h s . A repor t on the quali ty of d a t a 
on Aboriginal b i r ths a n d d e a t h s registered in Sou th Aust ra l ia in 1988 
including a s u m m a r y of tha t d a t a h a s been pub l i shed by the ABS in 
conjunct ion with the Aboriginal Health Organisa t ion of S o u t h 
Austral ia Incorporated (Hampton and Rogers 1990). The even tua l 
a i m is for ABS to pub l i sh nat ional Aboriginal vital s ta t i s t ics da t a . 

The ABS 1989-90 National Health Survey inc ludes a ques t ion to 
identify Aboriginal people, t he first t ime tlie ABS h a s provided for 
Aboriginal identification in a hea l th survey. 

8 . 2 . 8 National Cancer S ta t i s t i c s Clearing House 
Es tab l i shment of the National Cancer Sta t is t ics Clearing House h a d 
been delayed b e c a u s e of concern by some Sta tes a b o u t t h e 
coiuldentiality provisions of the AIH Act. The Act h a s been a m e n d e d 
a n d progress is expected in 1990. 

In the mean t ime , preventable cancers have been identified a s o n e 
of the five priority a r ea s of the NBHP. Data on service delivery, 
economic, behavioural a n d social a spec t s of screening p rograms for 
b r ea s t a n d cervical cancer is be ing collected from a range of pilot 
projects a s p a r t of tlie comprehensive evaluat ion of cancer sc reen ing 
being coordinated by the AIH Screening Evaluat ion Coordinat ion 
Unit. 

8 . 2 . 9 National Death Index 
The es tab l i shment of the National Death Index also h a s been delayed 
b e c a u s e of conce rns by some S t a t e s a b o u t the confidentiality 
provisions of the AIH Act, b u t again, progress is expected now t h a t the 
AIH Act h a s been amended . 

Once es tabl ished the National Dea th Index will yield cons iderable 
savings In t ime, expense a n d effort by enabl ing epidemiologists to 
de te rmine readily whe ther subjec ts of their r e sea rch have died a n d , 
if so, the S ta te or Terri tory holding the relevant d e a t h record. 

Development a n d operat ion of the Index will be a cooperat ive 
a r r angemen t among the S ta te a n d Territory Registries of Bir ths , 
Dea ths a n d Marriages, t he ABS which codes c a u s e s of dea th , a n d 
AIH. The development will be a complex task , b u t e s t ab l i shmen t of the 
Index will be a significant milestone for epidemiological h e a l t h 
resea rch In Austral ia . 

8 . 2 . 1 0 Drug abuse 
A National Drug Abuse Data Sys tem is being developed to s u p p o r t t h e 
initiatives of the National Campaign Against Drug Abuse . The d a t a 
sys tem d r a w s from a range of information sources including b o t h 
stat ist ical collections a n d ad hoc surveys . Its specific a ims a re : 

* to identity a n d descr ibe the extent a n d n a t u r e of d rug u s e a n d 
drug- re la ted p rob lems in Austral ia; 

• to identify a n d descr ibe r e sponses to such problems: 
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• to de te rmine factors associa ted with drug- re la ted p rob lems a n d 
r e s p o n s e s to them; 

• to provide information which will facilitate the development a n d 
implementa t ion of policies a n d p rograms focussed on the 
prevent ion a n d reduc t ion of d rug- re la ted problems; and 

• to moni tor a n d a s s e s s the impact of policies and p rograms 
a imed a t improving r e sponses to drug-re la ted p rob lems in 
Aust ra l ia . 

8 . 2 . 1 1 Use of prescript ion drugs 
T h e Pha rmaceu t i ca l Benefits Advisory Commit tee h a s es tabl ished a 
Drug Utilisation Subcommi t t ee (DUSC), which is exploring how a 
p i c tu re of total p h a r m a c e u t i c a ! d r u g use in Austral ia can be obtained. 
Tills involves obta in ing d a t a on private prescript ion use and on drug 
u s e in hospi ta l s . In 1990, the AIH helped tlie Society of Hospital 
P h a r m a c i s t s of Austral ia conduct a survey of cardiovascular d r u g u se 
in Aus t r a l i an hospi ta l s . The DUSC is examining the resu l t s of the 
survey. 

8 . 2 . 1 2 H o m e and c o m m u n i t y care 
As p a r t o f t h e Home a n d Communi ty Care Program, a na t ional da ta 
collection providing s u m m a r y information on tlie n u m b e r of people 
a s s i s t ed by t h e program a n d tlie extent of ass i s tance received from 
e a c h type of service h a s been developed to provide a p ic ture of the 
supp ly a n d services to the communi ty . 

8 . 2 . 1 3 Communicable d i s e a s e s 
T h e Communicab l e Diseases Network-Austral ia Is being es tabl ished 
a s par t of a n initiative to improve the surveillance and control of 
c o m m u n i c a b l e d i seases in Austral ia . The network will comprise 
C o m m u n i c a b l e Diseases Uni ts of Sta te a n d Territory healtl i 
au thor i t i e s , the Communicab le Diseases Section of tlie 
Commonwea l th Depa r tmen t of Communi ty Services and Healtli, 
par t ic ipa t ing microbiology laboratories , medical organisa t ions s u c h 
a s t h e Royal Aust ra l ian College of General Practi t ioners, NCEPH a n d 
the AIH. 

T h e ne twork ' s cha r t e r Is to improve a n d coordinate communicab le 
d i s e a s e s surveil lance a n d control nationally. A coordinat ing g roup 
h a s been se t u p in the DCSH to Improve the Dow of information among 
S t a t e s a n d Terri tories a n d to provide a vehicle for ass is t ing t hem in 
c o m m u n i c a b l e d isease ou tb reaks . 

Ano the r major objective of the Network will be t ra ining of public 
heal t l i professionals . The existing publicat ion Conimunicabte 
Diseases Intelligence will con t inue to play the major role in 
c o m m u n i c a t i o n s within the Network. 

8 . 2 . 1 4 National Centre In HIV Epidemiology and Clinical 
Research 

A na t iona l registry of AIDS cases h a s been main ta ined by (he Centre 
s ince the beginning of the epidemic a n d analyses have been publ ished 
regular ly . Tlie major development tn related stat is t ics in the two yea r s 
u n d e r review was the es tab l i shment of a nat ional da ta b a s e of new 
c a s e s of HIV Infection, whe ther relat ing to a pe rson with AIDS or not . 
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When the d a t a b a s e w a s es tabl ished, cumula t ive c o u n t s to J u n e 
1989 were obta ined, a l though da t a on sex, age a n d t r a n s m i s s i o n 
category were no t available in all cases . 

Since then , c o u n t s of new diagnoses have b e e n ob ta ined a n d 
pub l i shed every four weeks for all a r ea s except New S o u t h Wales. 
S teps a r e be ing t aken to complete coverage of th i s collection. 

8 . 2 . 1 5 A s s i s t e d c o n c e p t i o n 
National da t a on in-vitro fertilisation (rVF) a n d o ther types of a s s i s t ed 
concept ion have been collected since the early 1980s by the AIH 
National Perinatal Sta t is t ics Unit a n d the Fertility Society of 
Austra l ia . A report in 1988 provided s u m m a r y of t r e a tmen t cycles a n d 
laboratory p rocedures relat ing to IVF a n d gamete intra-fal lopian 
t ransfer (GIFT) in 2 5 cent res t reat ing infertile couples in Aust ra l ia 
a n d New Zealand. The repor t also included the cumula t ive exper ience 
of p regnancy ou tcome In the decade s ince these m e t h o d s of a s s i s t ed 
concept ion were in t roduced. A policy res t r ic t ing tlie n u m b e r of 
embryos t ransferred du r ing from IVF resul ted from the findings of a 
high per ina ta l dea th ra te a m o n g mult iple b i r t h s . The da ta h a v e b e e n 
used also lor s tudies of b i r th defects occurr ing after a s s i s t ed 
concept ion. 

8.3 Gaps in health statistics 

8 .3 .1 O r g a n i s a t i o n a l g a p s a n d de f i c i enc i e s 
Despite the m a n y advances in improving Aust ra l ia ' s na t iona l 
collections of hea l th stat is t ics , there are still m a n y gaps . Much of Uie 
available hea l th s ta t is t ics is fragmented (reflecting the diverse 
agencies involved) a n d n o t comparab le between sou rces . 

There is a need to s t anda rd i s e d a t a to maximise i ts potent ia l , 
p e r h a p s by developing a s t a n d a r d set of socioeconomic a n d 
demographic ques t ions for inclusion in all hea l th collections; 
pub l i shed d a t a could t h e n be related to t h e s a m e d e n o m i n a t o r s . 
Another possibility is the development of se t s of hea l th a n d disabil i ty 
ques t ions for inclusion in non-hea lOi collections. 

There Is a lso a need for a bet ter conceptua l framework for hea lu i 
s ta t i s t ics whe re healUr is considered in the context of physical a n d 
social env i ronmen t s . It shou ld also be regarded. In accordance wi th 
the WHO concept , a s a positive s ta te which inc ludes social a n d 
emot iona l well-being, a n d no t Jus t (lie absence of i l lness. Both 
p roposa l s require development of appropr ia te indicators . T h e s e 
indica tors roust be sensit ive to the n e e d s of va r ious g r o u p s a t w h o m 
p r o g r a m s might be targeted a n d to the social a n d phys ica l 
env i ronmen t s in which deprivat ion and inequity influence hea l th . 

The National Women's Health Policy (Commonweal th D e p a r t m e n t 
of Communi ty Services a n d Health 1989) Identified j u s t s u c h a 
deficiency in hea l th s ta t i s t ics a n d the organisa t ion of h e a l t h services 
for women . Without a n u n d e r s t a n d i n g of the way social a n d 
envt romenta! factors in terac t to influence women ' s hea l th , the i r ill 
hea l th c a n n o t be effectively prevented or managed . 

The lack of na t ional information on menta l hea l th is a recognised 
gap In the na t ion ' s hea l th Information. AHMAC h a s a s k e d t h e 
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Aust ra l i an Ins t i tu te of Health to develop a nat ional mental healtli 
d a t a s t rategy, tak ing accoun t of communi ty based services a s well as 
t i iose provided th rough ins t i tu t ions . The nat ional m i n i m u m da ta set 
for ins t i tu t ional hea l th services, which includes both psychiatr ic 
i npa t i en t s a n d non- inpa t i en t s , is a first s tep towards developing a 
na t iona l information b a s e on menta l heal th . 

The re is a need to develop heal th indicators of relevance to tlie 
n e e d s a n d conce rns of d isadvantaged g roups . With income, for 
example , the proport ion of the populat ion with incomes below a 
pa r t i cu la r level is a more sensitive indicator of deprivation than any 
indicator b a s e d on average income. This development will take some 
t ime a n d requi re close collaboration of agencies a n d individual 
exper t s . 

Health s ta tus 
More comple te nat ional s ta t is t ics on incidence a n d prevalence o!" 
d i sease a n d disability are required, information on the level a n d 
p a t t e r n s of d i sease a n d disability and t rends will ass i s t planning, 
implementa t ion , moni tor ing a n d evaluation of healtl i p rograms a n d 
policies. This need will be met by the ABS series of National Healtli 
Surveys . 

A parallel regular nat ional physical examinat ion survey is also 
needed to provide objective m e a s u r e s of heal th s t a t u s a n d healtli risk 
factors in conjunct ion with interview da ta . 

Wliile some information is available, diet a n d nut r i t ion have been 
identilled a s impor t an t subjects where we need to know more . Ideally, 
information is required on both the a m o u n t and types of food 
c o n s u m e d over a given period of time (ie consumpt ion data) a s well 
a s on a range of behavioura l da t a on general dietary hab i t s , changes 
in dietary hab i t s over time and the u s e of dietary supp lemen t s . Some 
ques t i ons on c h a n g e s in dietary hab i t s were included in the ABS 
1 9 8 9 - 1 9 9 0 National Health Survey, bu t tlie collection of food 
c o n s u m p t i o n da ta poses significant m e a s u r e m e n t problems. 

With increas ing a t ten t ion on the impact of a n ageing popula t ion on 
Aus t ra l i an society generally and tlie hea l th care delivery system in 
par t icular , tlie requ i rement for regular surveys on disability and 
ageing n e e d s to be addressed . Such surveys should provide 
functional a n d quality of life m e a s u r e s for the disabled and aged a s 
well a s da t a on needs , c i r cums tances and n a t u r e of care and carers . 

Wliile the re h a s been some progress in the inclusion of Aboriginal 
identifiers In healtli collections, more needs to be done to have them 
in p lace in all collections and to e n s u r e quality da ta are produced . Tlie 
development of the ABS National Health Survey h a s highlighted the 
need for a survey which focuses on the heal th and social condit ions 
of Aborigines. Although some nat ional es t imates will be available 
from the 1989-90 National Healtli Suivey, the size a n d distr ibution 
of the sample , and tlie collection methodologies, a re inadequa te for 
tlie p roduc t ion of a detailed set of healtli indicators for tlie Aboriginal 
popu la t ion . 

The ABS healtl i surveys provide insight into the hea l th of the 
'general popula t ion ' b u t a re of limited use for many disadvantaged 
g r o u p s . The ABS Is conscious of th is shortcoming, one remedy for 
which might be oversampllng of g roups of special Interest . Anotlier 
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might be collection of more t h a n bas ic information in subjec t a r e a s 
s u c h a s educa t ion a n d employment , which impact heavily o n hea l th . 

Disease registers a re a n area of healtl i s ta t i s t ics where the value of 
the information held could be increased if more a t ten t ion w a s given 
to t imel iness a n d quali ty of information. Unfortunately m a n y 
regis ters have been es tabl ished wi thout sufficient examina t ion of 
wha t they should a im to do, or of how they might bes t be r u n . T h e AIH. 
with tlie expertise It ga ins from manag ing tlie National C a n c e r 
Sta t is t ics Clearing House a n d the National Dea th index, shou ld be 
able to m a k e a major contr ibut ion in th is a rea in the future . 

Another potential source of information on communi ty morbidi ty 
is tlie Heal th I n s u r a n c e Commiss ion (HIC) sys t em of paying benefi ts 
for medical services. 

Curren t ly the HIC collects no diagnost ic information a n d little o ther 
information relat ing to hea l th . But with more t h a n 8 0 million 
consu l t a t ions with doctors a year there is potent ia l for collecting s u c h 
information. A n u m b e r of Canad ian provinces collect d iagnost ic 
information on claims for medical benefi ts . The increas ing u s e of 
c o m p u t e r s in doctors ' surgeries a n d the development of ne tworks to 
serve th i s marke t m a k e s the collection of s u c h d a t a increasingly 
feasible a n d economic. 

Health serv ices 
The major deficiencies in s tat is t ics of medical a n d hospi ta l services 
relate to information on the quality of ca re provided, on ou tcomes , 
a n d on cost efficiency of services. 

For hospi ta l inpat ients , p roblems of non-comparab i l i ty should be 
significantly reduced once the nat ional m i n i m u m d a t a se t is adopted . 

For non- inpa t l en t (not admitted) pa t i en t s of hosp i ta l s , t he d a t a 
should improve a s a resu l t of adopt ion of a na t iona l m i n i m u m da t a 
set . However, it will be some time before e i ther d iagnos is or pa t i en t 
charac te r i s t ics are known for this c lass of pa t ien t . Th is will r e m a i n 
a gap a t least unt i l a sui table classification sys t em Is developed a n d 
implemented . The Casemix Development Program u n d e r the 
Medicare Agreements Is fimding the development of s u c h sys t ems . 

For pa t i en t s ou ts ide hospi ta ls , the p ic tu re is mixed. Data a b o u t the 
u s e of services funded u n d e r Medicare Is very good, with tlie pos tcode 
of pa t i en t providing some rud imen ta ry information a b o u t 
socioeconomic s t a t u s . The major deficiency Is the a b s e n c e of da t a on 
diagnosis a n d o n outcome. 

There is a growing d e m a n d for s ta t i s t ics for non-med ica l , 
non- ins t i tu t iona l services, which a re the fastest growing a r ea of 
hea l th services in Austral ia . For example, there is a lmos t a complete 
a b s e n c e of information on services provided th rough communi ty 
g roups a n d in the h o m e . There are few good d a t a on people obta in ing 
paid care:—their hea l th s t a t u s , socioeconomic s t a t u s , or t h e 
ou t comes of t h a t care . The resources provided voluntari ly bo th in the 
h o m e a n d th rough voluntary communi ty o rgan isa t ions a re a lso 
poorly known. With m u c h of these being provided by women, a n d wi th 
the increas ing par t ic ipat ion of women in the labourforce. t he need to 
know a b o u t the voluntary hea l th a n d welfare labourforce will 
inc rease . 
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Tills c h a p t e r deaJs with j u s t some of tlie known g a p s in nat ional 
h e a l t h s ta t i s t ics . The ABS's cu r ren t review of hea l th s ta t is t ics and the 
work of the National Commit tee on Healtli and Vital Stat is t ics will 
provide fur ther va luable insights . 

i n 1990 the Commit tee called for suggest ions for development of 
h e a l t h s ta t i s t ics in Austra l ia . Suggest ions should be sen t to; 

Tlie Director 
Aus t ra l i an Ins t i tu te of Healtli 
GPO Box 570 
CANBERRA ACT 2601 
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Glossary 

Aboriginal communities The Q u e e n s l a n d communi t i e s ment ioned in 
Section 2.7.1 are 

More recen t da t a from Queens l and Aboriginal communi t i e s a lso 
Include Camooweal, Cowal Creek, T h u r s d a y Island a n d Weipa 
North. 

Aborigine/Torres Strati Islander A pe r son of Aboriginal or Torres 
Strai t Is land descent who identifies a s a n Aborigine or Torres S t ra i t 
I s lander a n d Is accepted a s s u c h by the communi ty in which h e 
(shel lives (Cornmonwealth Depa r tmen t of Aboriginal Affairs 1981). 

ABS Aus t ra l ian Bureau of Stat is t ics . 
a cu t e hospi ta l s See hospi ta ls . 
acute Having a shor t a n d relatively severe course (Dorland's 1965). 
ADEC Aust ra l ian Drug Evaluat ion Commit tee . 
age specific death rate Number of d e a t h s in a specified period of 

pe r sons of a specific age group per t h o u s a n d p e r s o n s of the s a m e 

Age standardised death rate a s u m m a r y m e a s u r e which al lows 
compar i son between popula t ions with different age dis t r ibut ion, 
whe ther the s a m e popula t ion over time or different popu la t ions a t 
the s a m e time. It is calculated by applying the age-specific d e a t h 
r a t e s for tlie populat ion being s tudied to a s t a n d a r d popula t ion , 
calculat ing tlie total n u m b e r of d e a t h s which would occur in the 
s t a n d a r d populat ion, t hen dividing th is by the total n u m b e r of 
people in the s t a n d a r d popula t ion to convert it to a dea th r a t e . 

age specific fertility rate The n u m b e r of live b i r ths to women in a 
specified age g roup hi one year per t h o u s a n d women in the s a m e 
age g roup (Last 1983). 

age standardised Weighted average of age-specific r a t e s according to 
a s t a n d a r d dis t r ibut ion of age to el iminate the effect of different age 
d is t r ibu t ions a n d t h u s facilitate valid compar i son of g r o u p s with 
differing age composi t ions . (Last 1983) 

AHMAC Aus t ra l ian Health Ministers ' Advisory Council 
AHMC Aust ra l ian Health Ministers ' Conference 
AHS Aus t ra l ian Health Survey (conducted periodically by the 

Aus t ra l i an Bureau of Stat ist ics) . 

A u r u k u n 
Bamaga 
Bloomfield River 
Cherbourg 
Doomadgce 

Edward River 
Hopevale 
Kowanyama 
Lockhardt River 
Mornington is land 

Weipa Sou th 
Woorabinda 
Yarrabah 

Palm Is land 

2 5 9 



AIDS Acquired I m m u n e Deficiency Syndrome. 
AIH Aus t r a l i an Ins t i tu te of Healtli . 
average leiigth of stay The average of the lengUts of stay for all 

i npa t i en t s . For acu t e hospi ta ls , a reasonable es t imate is obtained 
by dividing total bed-days by total separations. 

bed-day Tlie occupancy of a hospital bed by a n inpat ient for u p to 24 
h o u r s . 

billion a t h o u s a n d t imes a million 
bulk bill A doctor who b u l k bills regularly s ends (lie bill for some or 

all h i s / h e r pa t i en t s direct to Medicare. 
capital expenditure Expendi tu re of a non- recu r ren t n a t u r e (for 

example , new bui ld ings , equipment used for a n u m b e r of years). 
cardholder Holder of a pens ioner hea l th benefit or a heal th ca re card. 

Healtli care c a rd s a re i s sued to low-income ea rne r s — including the 
unemployed a n d special beneficiaries and certain recipients of 
shel tered employment a n d rehabil i tat ion allowances — entit l ing 
t h e m to receive a r ange of pha rmaceu t i ca l s at a concessional 
cont r ibut ion r a t e of $2 .50 a n item. Pensioner heal th benefit ca rds 
are i s sued to social securi ty a n d age pens ioners on limited incomes, 
ent i t l ing t l iem to receive a range of pha rmaceu t i ca l s free on 
prescr ipt ion, a s well a s n o n - h e a l t h benefits. 

Cardiovascular disease Includes stroke, cerebrovascular disease, 
i schemic hea r t d i sease .hear t a t tack, a cu t e myocardial infarction 
a n d ang ina . See Figure 3.6 for more complete explanat ion. 

clioleliilxiasts The p resence or formation of gallstones (Dorland's 
1965) 

chronic Pers is t ing over a long period (Dorland's 1965). 
cohort Group of individuals sha r ing a statistical character is t ic (eg 

da t e of bir th) who are used in epidemiologic or o ther statist ical 
s t ud i e s . 

Cortgalion scale Allocates people to one of four social c lasses based 
on tlie prest ige of their occupat ions . 

cost-shared p rog ram or project the cost of which is sha red by one or 
more ju r i sd ic t ions . 

crude death rate N u m b e r of deaUis in a specified period per t h o u s a n d 
total popula t ion . 

cunu-tlattve rate Proportion of an initially disease—free g roup 
developing a d i sease over a fixed time interval. (Last 1983). 

cunudative rate per cent. Cumulat ive r a t e expressed a s per cent . 
cytogenetic Tlie origin and development cells. 
dentate Having one or more remain ing na tu ra l teeth. 
d iagnosis related group (DRG) A m e a n s of classifying hospital pa t ients 

to provide a c o m m o n bas i s for comparing cost effectiveness a n d 
quali ty of ca re ac ros s hospi ta ls . DRGs classify about 460 types of 
c a se s encoun te red in acu te hospi ta ls on tlie bas i s of principal 
d iagnosis , principal p rocedure performed (if any), age. sex a n d 
o ther clinical information. Each DRG represen ts a c lass of pat ient 
requi r ing similar hospi ta l services. 

disability See Box 2.6 
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DMFT Decayed miss ing or QJJed teeth DMFT. See Box 2.8 

DSRU Aus t ra l ian Ins t i tu te of Health Denta l S ta t i s t ics a n d Resea rch 
Unit 

dysplasia Having abnormal i ty of development . 

edentulismThe loss of all n a t u r a l teeth. 

epidemic The occur rence in a communi ty or region of c a s e s of a n 
illness, specific hea l th - re la ted behaviour or o ther hea l th re la ted 
events clearly in excess of n o r m a l expectat ion (Last 1983) 

epidemiology The s tudy of the d is t r ibut ion a n d d e t e r m i n a n t s of 
hea l th- re la ted s t a tes and events in popula t ions , a n d tlie 
applicat ion of th is s tudy to control of hea l th p rob lems (Last 1983). 

episode ofcare The t ime between the formal admis s ion to hospi ta l a n d 
discharge, t ransfer to ano ther hea l th Ins t i tu t ion or d e a t h . If a 
patient is readmi t ted for further t r e a tmen t (even for the s a m e 
condition), a second episode of ca re occu r s . If a pa t i en t receives 
t rea tment a t one hospi ta l a n d is t ransferred to ano the r hospi ta l , a 
second episode of ca re begins a t tlie t ime of transfer. 

expectation of life Predicted n u m b e r of yea r s of life r emain ing to a 
pe r son if the p re sen t pa t t e rn of mortal i ty does no t change . 

female In tliis volume, female pe r sons of any age. 
fertility r a t e See age specific fertility ra te . 

GAT Geriatric a s s e s s m e n t t eam 

handicap See Box 2 .6 . See also disability. 
health care Care for the ill. It may or may not inc lude t rea tment ; It d o e s 

no t include health promotion or i l lness prevent ion . 

health maintenance organisation An organisa t ion which accep t s 
con t rac tua l responsibil i ty to provide a r ange of hea l th ca re services 
to a volmitari ly enrolled popula t ion of m e m b e r s In exchange for a 
p rede te rmined advance p a y m e n t of a p r e m i u m by m e m b e r s or a 
third pa r ty (eg government or employer). The a m o u n t of p a y m e n t 
m a d e by (or on behalf of) each m e m b e r is n o t affected by the 
frequency, extent or kind of hea l th services h e or she requ i res . 

health promotion Educa t ion to improve hea l th a n d prevent i l lness . 

hea l th Several definitions a re d i scussed in C h a p t e r 2???? . 

HIV H u m a n Immunodeficiency Virus, the vi rus which c a u s e s AIDS. 

hospital episode - see episode of cam 
hospitals and other tiealUi-care institutions 
acute hospitals Public hospi ta ls , repat r ia t ion hospi ta l s a n d pr iva te 

acu te hospi ta l s which provide services predominant ly to i n p a t i e n t s 
with acu t e or temporary a i lments ; t he average s tay per a d m i s s i o n 
is relatively shor t . 

hostels Residential e s t ab l i shmen t s for older or d isabled p e r s o n s who 
canno t live Independent ly b u t do not requ i re n u r s i n g ca re . Hostels 
may receive Commonweal th subs id ies . 
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nursing liomes Ins t i tu t ions winch are recognised by the 
C o m m o n w e a l t h Governmen t and provide long-term care involving 
regu la r bas ic n u r s i n g care to chronically ill, frail or disabled 
p e r s o n s . In prac t ice they cater mainly for older people. They are 
owned primari ly by private organisa t ions , of which abou t hall a re 
profit seeking. Many receive some form of Commonweal th funding. 

private hospitals Privately owned and operated ins t i tu t ions approved 
by tlie Commonwea l th Depar tmen t of Health for the paymen t of a 
b e d - d a y subs idy du r ing 1985-86 financial year. Private hospitals 
ca te r only for pr ivate pa t i en t s who are treated by a doctor of their 
own choice a n d a re charged fees for accommodat ion a n d medical 
services . Private hospi ta l s can be classified a s acu te or psychiatr ic 
on (lie b a s i s o f t he proport ion of acu te inpatient services provided. 

psychiatric l\ospitals Ins t i tu t ions which provide t rea tment and care 
for inpa t i en t s with psychiatr ic , mental or behavioural disorders , hi 
Aus t ra l ia they are a lmost entirely Sta te operated. Where possible, 
i n s t i tu t ions for n o n - a c u t e d rug dependence , developmental and 
intel lectual disabili ty are excluded from this category. Tills cannot 
be done consis tent ly for all S ta tes . (See Mathers and Harvey (1988) 
Volume 2, Section 3.2) for details.) 

public tvospitals Hospitals controlled by Sla te and Territory healtli 
au tho r i t i e s wliich provide acu te care a n d are listed in Schedule C 
of the Medicare Agreements . They provide free sha red -ward 
accommoda t ion for all who require it a n d free t rea tment there by 
a hosp i t a l - appo in ted doctor. In addit ion they provide, to those who 
a re p repared to pay for it (eg th rough private insurance) , private 
ward accommoda t ion a n d the doctor of choice. T h u s public 
hospi ta l s service m u c h private medical practice a s well a s public. 
There a r e var ia t ions between S ta tes hi tlie definition of public 
hospi ta l s . (See Ma the r s and Harvey, AIH (1988) Volume 2, Chapte r 
3.) 

publicly funded liospitals In this volume, denotes recognised public 
sho r t - s t ay hosp i ta l s , repat r ia t ion hospi ta ls a n d public psychiatr ic 
hosp i ta l s . 

repatdation hospitals Acute care hospi ta ls r u n by the Commonweal th 
D e p a r t m e n t of Veterans ' Affairs originally se t u p to provide hospital 
t r e a t m e n t for eligible ve te rans a n d their d e p e n d a n t s a t 
Commonwea l th expense . 

ICD see International Classification of Diseases 

Incidence The n u m b e r of i n s t ances of illness commencing, or of 
p e r s o n s falling ill, du r ing a given period in a specified populat ion 
(Last 1983). 

tncubalion period Tlie t ime interval be tween invasion by an Infectious 
agent a n d the a p p e a r a n c e of tlie first sign or symptom of tlie d isease 
hi ques t ion (Last 1983). 

infant deaiix Dea th of a n infant within a year of bir th. 
infant mortality rate Number of Infant d e a t h s per t housand live b i r ths . 
infectiousness A charac ter i s t ic of the d isease that conce rns the 

relative ease with which it is t ransmi t ted to others (Last 1983). 
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inpatient Any person formally admi t t ed by a hospi ta l . Heal thy 
newborn Infants a re excluded un l e s s they have a s tay of more t h a n 
10 days , or a r e the second or s u b s e q u e n t b i r th in mul t ip le b i r t h s . 

institutional In th is volume, adjective denot ing the major hea l th ca re 
ins t i tu t ions , s u c h a s hosp i ta l s a n d n u r s i n g h o m e s . 

IPD1 deflator Index u s e d to ad jus t ins t i tu t ional hea l th cos t s to allow 
for inflation. It is the ABS Implicit price deflator for gove rnmen t 
consumpt ion expendi tu re on heal th , social secur i ty a n d welfare. 

International ClassijicationofDiseases (ICD) Major c a u s e of d e a t h a n d 
principal d iagnosis for hospi ta l inpa t i en t episodes a r e classified 
according to the In te rna t iona l Classification of Diseases , t he n i n t h 
revision (ICD9) being in cu r r en t use . The 18 major categories of 
d i sease u s e d in the n i n t h revision a re listed in Table 2 . 3 . In th i s 
publicat ion, where u s e d In t ime ser ies , c a u s e s of dea th classified 
before 1979 u n d e r previous revisions of ICD have been reclassified 
to ICD9 by tlie AIH. 

ischemia Deficiency of blood in a par t , b e c a u s e of functional 
constr ict ion or ac tua l obs t ruc t ion of blood vessel (Dorland's 1965). 

length of stay The difference, in completed days , be tween Uie d a t e s 
of admiss ion a n d separation. Where a pa t i en t is admi t t ed a n d 
discharged on the s a m e day, the length of s tay is t aken a s one day . 

life expectancy See expectation of life. 
tow birthweight Less t h a n 2 5 0 0 g rams . 
male In th is volume, male pe r sons of any age. 
m a n h i th is volume, adu l t male . 
maternal direct deaths Dea th s resu l t ing from obstet r ic compl ica t ions 

of the p regnan t s t a te . See also total maternal deatlis. 
Medicare Benefits Schedule A compilat ion o f the professional medical 

services which a r e subject to the paymen t of benefi ts by Medicare 
aga ins t expenses incur red by Aust ra l ian r e s iden t s . The Schedu le 
is de te rmined by regulat ion. Known before Medicare a s the Medical 
Benefits Schedule . The Schedule fee is t he value for e a c h 
professional medical service in the Schedule from which the 
m a x i m u m benefit Is calculated. The Schedu le fee Is no t a 
r ecommended fee nor is it a m a x i m u m fee. 

morbidity Any depa r tu r e , subjective or objective, from a s t a t e of 
physiological or psychological well-being (Last 1983). 

modality Death . 
NBHP National Better Health Program 
NCADA National Campaign on Alcohol a n d Drug Abuse 
NCEPH National Centre for Epidemiology and Public Heal th 
JVCHVS National Commit tee on Health a n d Vital S ta t i s t ics 
NHMRC National Health a n d Medical Research Council 
NHTAP National Heal th Teclmology A s s e s s m e n t Panel 
NISPP National Injury Surveil lance and Prevention Project 
NISU National Injury Surveil lance Unit 
neonatal Pertaining to or occurr ing within 2 8 days of b i r th 
neonatal mortality rate Number of neona ta l deat l i s per t h o u s a n d live 

b i r t h s . 
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new public health Ph ra se coined to r e - e m p h a s i s e the impact t ha t the 
phys ica l a n d social env i ronment h a s on public hea l th . 

NPSU National Per inata l Sta t is t ics Unit . 
nullipawus Having never given bi r th to a viable baby. 
nursing home See liospitals and Oliver Ixeallh care institutions. 
occupancy r a t e Tlie ra t io of total b e d - d a y s in a year to total possible 

b e d - d a y s (where t h e lat ter Is available b e d s multiplied by 365). 
OECD Organ i sa t ion for Economic Co-operat ion a n d Development, 

compr i ses a set of 24 developed countr ies , Including mos t Western 
E u r o p e a n coun t r i es , the United S ta tes a n d Australia. 

Over-tixe-counter drugs (OTCs) Drugs available without prescript ion. 
Some OTCs a re a lso listed in the schedu les to the poisons ac ts of 
tlie S t a t e s a n d Terri tories a n d can only be sold u n d e r (lie 
supervis ion of p h a r m a c i s t s - these are S-3 drugs . Many OTCs c a n 
be sold t h r o u g h n o n - p h a r m a c y retail out le ts . Although there is a 
genera l ag reemen t be tween the Commonweal th , S ta te a n d 
Territory gove rnmen t s on the classification and labelling of d rugs , 
m a n y minor differences in schedul ing still exist. 

pap smear Papanico laou ' s tes t - a p rocedure for the detection or 
d iagnos i s of ma l ignan t a n d premal ignant condit ions o l the female 
genital t rac t . (Dorland's 1965) 

PBS Pha rmaceu t i ca l Benefits Scheme. 
PHRDC Public Health Research a n d Development Commit tee 
perinatal Per ta in ing to or occurr ing in the period short ly before or 

after b i r th , 
perinatal death StUlbirths (fetal dea ths) p lus neonata l dea t l i s . 
perinatal modality rate Number of per inata l d e a t h s per t h o u s a n d total 

b i r th s . 
periodontal S i tua ted or occurr ing a round a tooth. 
Prescription drugs Drugs available only on the prescript ion of a 

regis tered medical practi t ioner. Prescription d rugs a re also known 
a s Schedu le four (or S—1) d rugs after the schedule to tlie S ta te and 
Territory Acts of Par l iament tha t regulates the sale and distr ibution 
of po i sons a n d d r u g s . Prescription d rugs are available only from 
p h a r m a c i s t s who a r e also regulated by S ta te and Territory laws 
whe the r they work in communi ty p h a r m a c i e s or in hospital 
p h a r m a c i e s . 

private healtlx insurance Basic hospital table benefits provide 
I n s u r a n c e for private inpat ients of recognised (public) hospi ta ls , 
pr ivate hosp i ta l s a n d day hospi ta l facilities. Supp lementa ry 
hospi ta l table benefi ts provide addit ional hospi tal accommodat ion 
benefi ts to cover charges by private hospi ta ls and the extra charge 
for a pr ivate room in a recognised (public) hospital . Membersh ip of 
a bas i c hospi ta l table is a prerequis i te for member sh ip of a 
s u p p l e m e n t a r y hospi ta l table. 

postneonatal deatli Dea th between 28 days a n d one year of bir th of 
a n infant surviving the neonata l period. 

postneonatal mortality rate Number of pos tneona ta l d e a t h s per 
t h o u s a n d live b i r th s . 
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potential years of life lost (PYLL) Number of potent ia l yea r s of life los t 
in a popula t ion a s a resu l t of p r e m a t u r e d e a t h . 

prevalence The n u m b e r of i n s t ances of a given d i sease or o the r 
condit ion in a given popula t ion a t a des igna ted time (Last 1983). 

private hospital See liospitals and other health care institutions. 
psychiatric hospital See hospitals and other health care institutions. 
public health One of the efforts organised by society to protect , 

promote , a n d res tore the people 's hea l th . It is t he combina t ion of 
sciences , skills a n d beliefs t h a t a re directed to the m a i n t e n a n c e a n d 
improvement of the hea l th of all the people th rough collective or 
social ac t ions . The p rograms , services, a n d Ins t i tu t ions involved 
emphas ize t h e prevent ion of d isease a n d the hea l th n e e d s of the 
popula t ion a s a whole. Public hea l th activities c h a n g e wi th 
changing technology a n d social va lues , b u t t h e goals r e m a i n the 
same : to r educe the a m o u n t of disease, p r e m a t u r e dea th , a n d 
d i sease -p roduced discomfort a n d disability in the popula t ion . 
Public hea l th is t h u s a social inst i tut ion, a discipline, a n d a p rac t ice 
(Last 1983). See also new public health, 

public hospital See hospitals and other health care institutions. 
publicly funded hospital See hospitals and other health care 

institutions. 
PYLL See potential years of life lost. 
quality adjusted life years (QALYs) A m e a s u r e of the ou t come of 

ac t ions (either Individual or t r ea tment interventions) in t e r m s of 
their hea l th impact . If a n act ion gives a pe r son a n ex t ra year of 
heal thy life expectancy, tha t c o u n t s a s one QALY. If a n act ion gives 
a pe r son a n extra year of unhea l thy life expectancy (partly d isabled 
or In some distress) . It h a s a value of less t h a n one . Dea th is ra ted 
a t zero. 

quality assurance The process of providing, t h rough a r ange of 
m e c h a n i s m s , a credible gua ran t ee t h a t the qual i ty of hea l th 
services Is a t a n o p t i m u m s t a n d a r d in the pa r t i cu la r circu ins tance . 

real cost Cost expressed In t e r m s which have been ad jus ted for 
inflation (eg in 1984 -85 dollars), this enab le s compar i sons to be 
m a d e between expendi tu res in different yea r s . 

recurrent expenditure Expendi tu re which r e c u r s cont inual ly or very 
frequently (eg salaries), it may be con t ras ted with capi ta l 
expendi ture , s u c h a s the cost of hospi tal bui ldings a n d diagnost ic 
equipment , for which the expendi ture is m a d e hnfrequently. 

relative risk The rat io of the r isk of d i sease or d e a t h a m o n g the 
exposed to the r i sk among the unexposed (Last 1983). 

repatriation hospital See hospitals and other health care Institutions. 
risk factor An a t t r ibu te or exposure t h a t is associa ted with a n 

increased probabili ty of a specified ou tcome, s u c h a s the 
occur rence of a disease, no t necessari ly a causa l factor (Last 1983). 

risk The probabili ty tha t a n event will occur (Last 1983). 
schedule fee see medicare benefits schedule . 
SECU Screening Evaluat ion Coordinat ion Unit. 
separation (or discharge) Occurs when a n inpat ient leaves hospi ta l to 

r e t u r n home , t ransfers to ano the r inst i tut ion, or dies . 
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separation rate The n u m b e r of separa t ions in a year per t h o u s a n d 
total popula t ion . 

sex ratio N u m b e r of events occurr ing to males in the populat ion 
divided by the n u m b e r of similar events occurr ing to females in the 
s a m e popula t ion . 

SES Socioeconomic s t a t u s 
STD Sexually t r ansmi t t ed d isease . 
stillbirth Birth of a fetus weighing a t least 500 g r a m s (or where 

b i r thweight is unavai lable , of a t least 22 weeks gestation), which 
shows n o s igns of life. 

stillbirth rate Number of sti l lbirths per t h o u s a n d total b i r ths , live and 
st i l lborn. 

symptom Any functional evidence of d isease or of a pa t ien t ' s condition 
(Dorland's 1985). 

Torres Strait Islander See Aborigine/Torres Strait Islander. 
total bed-days Tlie s u m of the lengths of stay of all inpa t i en t s for a 

given period. 
total fertility rate T h e n u m b e r of live b i r ths a woman would have if, 

t h r o u g h o u t her reproduct ive years , she h a d chi ldren a t the ra tes 
prevailing in tlie reference ca lendar year, it is the s u m of tlie age 
specific fertility r a t e s for t ha t ca lendar year. 

total maternal deatlis Direct d e a t h s p lu s indirect d e a t h s (those 
r e su l t ing from pre-exis t ing d isease or d isease tha t developed 
d u r i n g p regnancy b u t no t d u e to direct obstetr ic causes) p lu s 
Indirect deat l i s (where pregnancy is milikely to have contr ibuted 
significantly to the death) . 

WHO World Health Organization. 
woman h i this volume, adu l t female. 
$ Deno tes t h e Aust ra l ian dollar, un less otherwise indicated. 
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