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1 Introduction

The past few years have seen some significant developments in the
health sector in Australia. By most available measures, the health of
most Australian people has continued to itprove steadily. In both the
iraditional health services and in the recently revitalised public
health and prevention areas, important new Inifiatives have
occurred. It is worth reflecting on these developments.

The link between a country's health services and its health is
complex. The principal role of most health services has been to
provide care for people once they have become sick. These services
continue to improve. For example, the survival in childhood leukemia
has improved greatly over the past 30 years. Such changes may result
in some improvement in the overall health of the population, as
measured by currently available indicators. However, in many areas,
the evidence suggests that cther factors have had a much greater
effect. .

The assessment ol the health of a population still draws on a few
key indicators, which are, in fact, rather limited measures. Morlality
slatistics, central in most measures of health status, address only
parl of wider definitions of health, such as a ‘state of complete
physical, mental and social well-being, not merely the absence of
disease or Lnflrmity’ (World Health Organization 1946). Further work
is needed on the development of measures to describe these other
dimensions of health.

The relationship between health and health services

The relationship between declining death rates and use of health
services is tenuous. Varlous studies have shown that the main
determinants of a country’s death rates are the living conditions of its
people. In Ausiralia, as in olther developed countries, death rales from
most major infectious diseases had declined dramatically before any
effective treatiment or vaccine was avallable. McKeown (1976)
concluded that in England and Wales the decline in death rates {or
these diseases was mainly attribulable to improvements in nutrition
and the physical environment. Similarly, recent declines in the death
rates from circulatory diseases in Australia and other developed
countries have been due largely to changes in diet, smoking, and
possibly exercise, although the management of high blood pressure
has also played a part.

Receni studies have reported a positive relationship between total
expenditure on health services and life expectancy, infani mortality,
and age-standardised mortality rates, if allowance is made for
changes (n diet and other behavioural factors, including smoking
(Wolfe 1986, Wolfe and Gabay 1987).

Links between mortality and health expenditure are more likely Lo
be found for particular conditions and sections of the population.




In principle, relationships between health expenditure and
morbidity and measures of well-being are more likely to be
demonstrable, but siatistics are limnited. Hospital statistics provide
some evidence, but give a relatively narrow perspective and have
technical limitations. The health surveys canducted by the Australian
Bureau of Statistics provide some information on people with health
problems, but, as the surveys rely on self-reporting, changes over
time in part reflect shifis in society's perception of such problems.
Measures of other aspects of health mentioned in the WHO definition
are often not available, and statistics and methodology are in need of
development.

Information on handicap and disability gives further insights. but
the major surveys also rely on self-reporting. Services for those with
a handicap or disabillity may increase because of greater awareness
in the community, decreasing acceptance that a disability must be
toleraled, and increased technical capacity to meet this perceived
need. In addition, some types of disability will become more cominon
with demographic changes, particularly increases in the number of
older people. Better outcomes of services for handicap or disability
may not appear in mortality or hospital morbidity statistics, but still
represent significant improvements in health.

Use of health services will in part be driven by societal values and
expectations. There is discussion in the community generally. and
among health care professionals, on placing increasing emphasis on
quality of life, Including freedom from paln and independence from
institutional and other formal health care systems. Development of
measures such as quality adjusted life years (QALYs} and disability
free years will meet some of the gap between available statistics and
the need for improved descriptions of various aspects of the nalion’'s
healih. For cancer, for example, available Information on death rates
could be supplemented by data on life years galned through
intervention, the qualily of those years, and the cost of obtaining
them. Such measures have the potential to more accurately reflect
the impact of Australia’s health care services on the population's
health,

Some issues facing the health services

Heallh services over the last decade have been under increased
scrutiny. General economic conditions have resulied in a much
grealer pressure to justify expenditure and have generated concerns
akout new technologies. Mechanisms have been developed to review
the costs and benefits of health services, and more attention has been
given to consumer interests and patient rights.

There has been an increased emphasis on the efflciency and
effectiveness of service delivery and on quality of care. There has also
been an increased willingness to invest in prevention programs in the
belief that these will reduce the need for treatment services.

Throughout Australia, health services have been through major
reorganisations over the last decade. with the aim of increasing their
efficlency and effectiveness. Most hospitals have gone through
substantial changes. There have bheen strong moves towards
decen}rfls_a_li_qg._.aﬂd_attﬁp_tgi@g}t_{gngthen communily services.
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There is some concern that investment in technology may have
outpaced Investment in basic infrastructure.

In a new initiative addressing costs In the health sector, particularty
in hospitals, the Commonwealth Government has provided funds to
promote the introduction of casemix accounting. The aim is to
doc¢iment variation in the cost of management of conditions which
could be expected to have a reasonably standard cost. In the United
States, this approach has been used as a basis for controlling the cost
of reimbursement schemes. In Australia, it seems likely to be used
both for management and reimbursement purposes. This approach
can be expected Lo result in pressure being applied to practitioners
and centres whose costs are significantly higher than the average.

Broader Issues relating to health financing will be addressed as part
of the development of a National Health Strategy, initiated recently by
the Commonwealth Government.

Efficiency and effectiveness of health services

In current economic circumstances, it will be necessary for
governments throughout Australia to contain health care costs,
where possible by improving efficiency.

Many health care professionals view with concern these continuing
attempts to contain costs, fearing that cost—cutting in the search for
elficiency may threaten effectiveness and quality of care, and result
in patients being denied the best ireatiment.

Clinical effectiveness and quality assurance are important
professional issues. Most providers of health services are commitied
to delivering the besl possible care and are concerned when they are
not able to do so.

At one level, an effective method of monitoring the quality of care
is by Investigation of those oulcomes which are usually preventable,
Investigations ol maternal and anesthetic deaths are well known
examples. Effective assessment of the standard of more routine
situations is more elusive,

Manning and De Bakey (1987) have suggesied that, to profit most
by experience, doctors need some objective means of examining their
practice: practice analysis ‘shows what is actually being done and
whal requires correction’. Consiructive analysis of events in practice
is seen as a vehicle for doclors to continue their education, whereas
draconian penalties could be counterproductive.

In Australia, a number of professional bodies are active in
promoting continuing educalion courses and contributing Lo practice
guidelines and standards of healih care.

Australia is moving in a similar direction Lo the Netherlands, which
has already established practice guidelines for general practitioners
(Grol et al 1988]). A recent survey of members of the Royal Australian
College of General Praclitfoners found that attitudes were generally
favourable towards a practice-based qualily assurance program
{Steven et al 1989).

The systematic development of clearly defined standards in critical
areas of health care has the potential also 1o produce significant
improvement in the quality of care.




The cost of improved effectiveness

Eliminating unnecessary, inappropriate or poorly administered
services will improve efficlency and provide benefits to the health
service and to palients. However, reducing the number of
diagnostically or therapeutically useful services may reduce cosis in
the short term, possibly at the price of decreased effecliveness and
poorer health outlcomes.

Given thal health care budgets are limntted, there seems likely tobe
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 ¢laims, the limiled information on cutcomes 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 tife but the
added life may be of reduced quality. It has been argued that these
costs could be substanitalty reduced by a change in practice from ‘do
no harm' to ‘employ a treatinent only when it will make a noticeable
improvement’ (Thurow 1985).

It may be difficult to change with current practices, given
communily and professional attiludes. It may also be the case that
the last few months of life will Increasingly be assoclated 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.

Demographlc changes will increasingly focus planning and
organisation of health services towards the appropriate care ol older
people, and sharpen the debale on such issues, Provision of
non-institutional care, extension of Independent living and
avallability of support services will conlinue {o e major concerns for
health care providers and planners.

Health care professionals will continue to face the realities of
coniinuing concern for their palients, peer pressure, requirementis
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 il they were to, on the 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 ihal cliniclans be given more
responsibilily 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
ol health services. Health technologies offer gains to health status and
standards of care, but their introduction is often poorly controlled
and inadequalely 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 1o update
and extend established modalilies, and address assoctated
infrastructure requirements.




Preventive health programs

Health care services will remain the dominant component of the
health system, but there is widespread agreement that there are
limits to what they can achieve in terms of improving the health of the
nation. Prevention services and programs represent a
complementary approach with the promise of generating greater
improvements in health.

The 1988 report of the Health Targets and lmplementation
Committee, Health jfor all Australians, and the subsequent
development of the National Better Health Program, has substantially
Increased the emphasis In Australia on the promotion of healthy
behaviour and healthy environments (physical and social), as well as
the prevention of disease.

This trend may result in further pressure on health care services
to demonstrate that they are cost effective, and that the resources
used In treatment of disease and injury could not be better directed
towards their prevention or the early detection.

Existing health services will continue to play an important role in
primary and secondary prevention programs, for instance, in the
primary prevention through immunisation against diseases such as
measles and rubella; through the screening of blood for transfusions
for evidence of HIV and hepatitis viruses; through screening for
cancer of the cervix and of the breast; and through monitoring food
and water to ensure purity.

Many prevention programs, however, are not linked closely to
existing health care services. Some are of an educational nature,
encouraging change in behaviours and lifestyle. The evaluation of
such programs raises different issues, with some outcome measures
being less readily defined. Prevention programs will continue {o be
subjected to scrutiny to establish whether they are cost effective, and
whether they do in fact contribute to tmproved health and lessen the
demand for treatment services. They may themselves rely heavily on
technology, especially information technology.

Perhaps reflecting their more recent development, most present or
planned prevention programs undergo more rigorous evaluation than
some clinical services. The recent decision to initiate new programs
for breast cancer screening benefited from a nationwide evaluation of
a number of pilot projects. Substantial funds have also been
commiited to the evaluation of the Nationa! AIDS Strategy and the
National Better Health Program. Evaluation and planning will need
to focus on the technical performance of the method adopted,
whether the method has suitable links to the condition it aims to
prevenl, whether there is adequate coverage of the population and
whether there is appropriate reporting, feedback and evatuation.
There will be a need to develop a consensus on the comparative
cost—effectiveness of prevention and treatment programs, to guide the
future development of health strategies.



Health targets and differentials

Both treatment services and preventive programs are being directed
towards addressing inequalities in health and to meeting health goals
and targets. There is a particular focus on major causes of illness and
death and on risk factors. The hope s that encouragement of more
healthy lifestyles, decrease in environmental hazards and
appropriate use of health care services will lead to improvements in
a range of areas of disabilily and ill health, including those which may
be classified as epidemics In present Australian society.

A major challenge is to more effectively help those groups who are
at significant disadvantage. Aborigines and Torres Straitl Islanders
have the lowest health status in this country. Others of low
soctoeconomic slatus, including some recenl migrant groups, are
also disadvaniaged in terms of health status. Issues here will include
assurance of equity and access to health services and more etfective
strategies to decrease risk taking behaviour,

The various issues mentioned here provide a context in which to
consider the subsequent chapters. There is a need for properly
informed decisions on approaches to improving the health of the
nation based on improved statistics and measures of health status.
There is also a need to assess the effectiveness of the strategies
adopted.
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The health status of
Australians

The health of Ausirallans has improved steadily during the 20th
century. Life expectancy has increased and there have been
reductions in death rates at all ages and for a wide range of conditions,
There have been major declines in infant mortality and, over the past
20 years, in mortality from heart disease and stroke and from road
accidents.

However, moving against these favourable overall trends, cancer
deaths continue to increase, suicide rates for young men are still
rising, AIDS continues to be of concern and asthma-related deaths
appear to be Increasing. The reported prevalence of handicap and
disability increased substantially in the 1980s.

National statistics also disguise the poor health status of some
groups, particularly Aboeriginal and Torres Sirail Islander people and
the socioeconomically disadvantaged. While many aspects of
Ausiralia’'s health compare favourably with other developed
countries, there is room for improvement (Box 2.1). Much ill-health
and many deaths are preventable, particularly those assoclated with
tobacco smoking, alcohol consumption, poor nutrition, obesity and
insufficient physical activity (Chapter 4).

In Australia, only birth and death registrations provide
health-related data for the whole population (Box 2.2). The use of life
expectancy as an indicator is described in Box 2.3.

Box 2.1: International comparisons

Comparisons are presented in this report between
Australia and 23 countries selected either because of their
historic ties to Australia or their position as world leaders
in health. They include:

+ countries providing significant sources of immigrants

to Australia (for which data are available); and

» all countries with a life expectancy of either sex at

birth in 1987 (or latest earlier year for which data are
available) greater than that of the same sex in Australia
in 1987,

Almost all of the 23 countries are developed industrial
economies. Data are not available for some other
countries, such as China and Vietnam, which have been
significant sources of immigration to Australia. A set of
countries including selected developing countries has
been used for international comparisons of Aboriginal life
expectancy. For the charts in which values of a health
status indicator are shown for males and females
separately, countries are ranked in order of male values.




Box 2.2: Health status data sources

The World Health Organization defines health as ‘a state of
complete physical, mental and social well-being and not
merely the absence of disease or infirmity' (WHO 1946). But
even to describe the health of a population in the more
limited terms of absence of disease and infirmity requires
comprehensive data on quality of life, the level and types
of sickness and disability in the population, and on
mortality.

Hospital inpatient data provide details of illness regarded
as severe enough to warrant admission to hospital. Data for
all acute hospitals are available for three States only—New
South Wales, Queensland and Western Australia. No
regularly collected data are available for illness resulting in
visits to hospital outpatient clinics, private medical
practitioners or other providers of health care,

The Australian Health Surveys of 1978-79 and 1983
conducted by ABS provided glimpses of overall health and
jllness levels. Analyses were presented in Australia’s
Health {AIH 1988). The ABS is conducting another National
Health Survey, which should provide detailed information
on the levels of health and short-term and chronic illness
in the population. Results will be available in 1991,

Information on disability and handicap is provided by the
ABS 1988 Disabled and Aged Persons Survey.

Box 2.3: Life expectancy as a health indicator

Life expectancy is an estimate of the expected average
number of years of life remaining to members of a group if
their prevailing mortality pattern does not change. It is
usually calculated using observed age specific death rates
in a particular calendar year.

Life expectancies summarise the mortality experience of
people born in many different years and are not estimates
of the expected length of life of individuals born in a
particular year., For example, the life expectancy of
Australian females born in 1988 was 79.5 years. This means
girls horn in 1988 can expect to live, on average, 79.5 years
if the mortality rates at each age in 1988 neither improve
nor worsen over their lifetimes. If mortality rates continue
to decrease in the future, then life expectancy will increase.

The purpose of calculating life expectancies is to
summarise present mortality experience, not to predict the
future lifespan of individuals. Life expectancy is a useful
comparative indicator because, as with the age
standardised death rate (Box 2.4), it is unaffected by the age
distribution of the population. It also has the advantage of
being expressed in years of lfe—a measure that is
meaningful in terms of individual experience.
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3 Today’s epidemics

3.1

The major diseases affecting developed socteties such as Australla are
no longer the infectious diseases, but those assoctated with lifestyle
and rejated social and environmental factors. Several categories of
disease warrant closer examination because a substantial proportion
of deaths from these causes could be prevented.

Today'’s epidemics: injury and poisoning

Each year, as a resull of injuries, one in 2,000 Australians dies, one
in 50 is admitted to hospital, and more than cne in {wo visit private
doctors (Table 3.1). For every fatal injury among females, there are 2.5
fatal injuries among males.

Injury (including poisoning) accounts for 7 per cent of all deaths
and is the leading cause of death In Australia for males aged under
45 and females under 30. Injuries kill more Australians aged between
one and 34 years than all diseases combined and account for more
years of life lost to age 65 than cardiovascular disease and cancers
combined (Table 3.2).

Table 3.1: Doctor consultations, hospital admissions and deaths
resulting from injury by age and sex, 1988

(Per 1,000 population)
Doctor consultation Hospital admission

ratefa) ruie(b) Death rate

Age proup
04 610 18.7 0.21
5-14 710 183 0.11
15-24 890 29.2 0.69
2544 590 18.3 0.51
45-64 560 15.6 0.48
65 or more 320 30.5 1.09
Males 780 255 0.72
Females 470 16.3 0.30
All persons 620 20.9 0.51

{(a) Esttmated using Medicare claims data for 1988 and data from Australlan
Bureau of Statistica Australlan 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.

Sopurce: Health Insurance Commission 1989
Australlan Bureau of Statistics 3302.0;: 4303.3; 4306.1; 4311.0
Health Department of Western Australia 1987
Australian InstHtute 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 causes

{000} {Per cent}
Injury and polsoning 2116 33.1
Cancers 114.2 17.9
Cardiovascular disease 81.8 12.8
Other causes 231.2 36.2
All causcs 638.8 100.0

Source: Auslrallan Institute of Health, based on unpublished data supplied by
Auslralian Bureau of Statisties

In 1986, Injuries were the leading cause of hospital admission in
Australia, accounting for 10 per cent of all admissions, Accidental
falls accounted for close to one in four Injury admissions, followed by
motor vehicle accidents. latrogenic injury (misadventures to patients
during surgical and medical care, and adverse or abnormat reactions
to medical procedures and medications) accounted for about 13 per
cent of all injury-related episodes In acute hospitals (Figure 3.1).

In the 0—4 year age group, accidental drownings are the leading
cause of fatal injury, followed by motor vehicle accidents (Figure 3.2).
Among older people, accidental falls are the leading cause of fatal
injury. followed by molor vehicle accidents and suicides.

Age slandardised death rales from injury have decreased
consisteniy for both sexes over recent years. In 1967 the rales were
106 per 100,000 males and 47 per 100,000 females, while in 1988
they were 75 per 100,000 males and 28 per 100,000 females. Death
rates dectined for all major components except suicides among males,
the largest declines being for motor vehicle accidents in males and
falls in females.

Australia’s fatal Injury rate is lower than that of many comparable
developed countries, but significantly higher than that of Malta, the
Nelherlands, the United Kingdom. and Greece (Figure 3.3). mainkly
due Lo higher rates of motor vehicle accident fatalities and suicides.

3.1.1 Motor vehicle accidents

Molor vehicle accidents are the greatest cause of fatal injury in
Ausiralia. In 1988, they were responsible for 3,078 deaths, one-third
of all fatal injuries: the male death rate was 26 per 100,000 and the
female rate 11 per 100,000, The rates for both sexes peaked in the age
ranges 15-29 and 70 and over. Motor vehicle accidents are the major
cause of death in the 15-29 year age group, being responsible for 52
per cent of fatlal injuries and nearly 37 per cent of all deaths (Figure
3.2).

Between 1960 and 1988, the road accident fatality rate fell by more
than 30 per cent, from 25 to 17 deaths per 100,000 a year. Relalive
to vehicle kilometres travelled, the decline was 60 per cent, from 44
to 18 deaths per billion kilometres (Federal Office of Road Safety
1989).

Australia's road fatality rate of 18.5 per 100,000 is similar to that
of the United Stales and Canada (19 per 100,000 and 17 per 100.000
respectively in 1987) but much higher than that of the United
Kingdom and Sweden (both 9.4 per 100,000} and Japan (9.9 per
100,000).
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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
cancer deaths Death rate ratefb] ratefc)
{1988) (1988} (1982) (1977-1987)

Prastale

Colon

Stomach
Pancreas

Reclum
Non-Hodgkinsan's
Yymphoma
Bladder
Melanoma

10 Brain
Other
All cancers

Females

N oAk 0N -

8
9

Breast

Colon

Lung

Ovary

Pancreas
Stomach
Non-Hodgkinsan's
lymphoma
Rectum

Brain

10 Cervix
Other
All cancers

Per cent] (Per 100,000 (Per 100.000 {Per certt)
population} popudation)

27.3 56.1 61 11
11.1 22.8 44 62
9.0 18.6 28 48
5.2 10.6 15 22
39 8.1 e 4
3.9 8.0 19 49
36 7.4 11 (d)44-70
3.0 6.2 21 72
2.9 5.9 20 82
2.9 5.9 7 24
27.2 54.2 90 —
100.0 203.8 325 44
18.2 28.4 66 74
12.0 18.7 31 51
11,9 18.G 16 12
4.8 7.5 11 33
4.5 7.0 7 3
4.1 6.3 9 22
3.7 5.8 9 (d)45-75
3.2 4.9 14 54
2.8 4.4 5 23
2.7 4.2 12 69
32.2 48} o7 —
100.0 153.8 277 56

(a)
(b)

(<)
(d)

3.3.2

All neoplasma (1CD 149-239), mnked according to mortality,

Incidence data relates to all malignant neoplasms (ICD 149-208) excluding
non-melanocyle skin cancers (ICD173).

Five—year survival rate in South Australia.

Lower survival rate relates to diffuse non-Hodgkinson's lymphoma, upper
survival rate relates to modutar lyrmphoma,

Sourcc: Australlan Bureau of Statisties 3201.0, 3302.0
Giles, Armstrong, Smith 1987
Bonett, Roder, Esterman 1989

Mesothelioma

Mesothelioma 1s a form of cancer of the lung lining predominantly due
to occupational exposure Lo asbestos.

Its incidence in Australla is higher than in any other country for
which adequate data are available (Ferguson 1989). The incidence is
highest In Western Australla where Austiralla’'s largest asbeslos mine
operated uniil 1966. Mesolhelioma causes more work-related deaths
a year In Australia than any other single disorder or injury.
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The incidence of mesothelloma rose from very low levels in the
1950s to 4 cases per 100,000 a year for males and 0.5 for females in
1982-1985. Between 1970 and 1980 a fivefold rise in the age
standardised moriality rate was observed (Musk et al 1989).

The rise in mortality rates followed an increase in the production
and use of ashesios during and afler World War II. Although asbeslos
production and use peaked in 1958 and has now almosi ceased, the
incidence and mortality are not expected to peak before the year 2000.

3.3.3 Breast cancer

Excluding non-melanoma skin cancers, breast cancer is the third
most common cancer in Australia, with more than 99 per cent of
cases occurring in females. Females have a one in 16 chance of
developing breast cancer and a one in 45 chance of dying from it
before age 75 (Giles. Armstrong and Smith 1987).

The age standardised breast cancer mortality has risen from 21 per
100,000 females in 1921 to 26 per 100,000 in 1988. Il has been
relatively stable since the 1950s. Despite advances In screening and
treatment technologies litlle impacl has been made on breast cancer
mortality.

3.3.4 Colorectal cancer

Colorectal cancer (cancer of the colon or the rectuin} is the most
common cancer in Australia in terms of incidence (agatn excluding
non-melanoma skin cancer} and the second most common, after lung
cancer, in lterms of mortality. The risk of developing colorectal cancer
is one in 20 for males and one in 27 for females. The risk of dylng from
colorectal cancer before age 75 Is about one In 45 lor males and one
in 57 for femuales [Giles, Armstrong and Smith 1987).

In 1945, the age adjusted colorectal cancer death rale was 29 per
100,000 males and 28 per 100,000 females. Since then,the male age
adjusted rate has increased to 31 per 100,000 in 1988, whereas the
female rate has declined to 21 per 100,000 (Figure 3.14).

Colorectal cancer appears lo be associated with the modern
Western diet which is high in fat and protein and low in vegetables,
fruit and fibre. Australia has a relatively high incidence compared
with the majority of couniries, but intermediate rates compared with
countries of similar economic development (Giles, Armstrong and
Smith 1987).

3.3.5 Skin cancer

Australian skin cancer rates are the highest in the world (Marks
1989). There are three mmajor types of skin cancer: melanomas, basal
cell carcinomas {BCC} and squamous cell carcinomas (SCCp. BCC
and SCC are classed as non-melanocytic or non melanoma skin
cancer (NMSC) and usually are not fatal, although they can be
disfiguring if not treated early.

For females., the age standardised death rate for skin cancer
fluctuated around 4 per 100,000 between 1945 and 1988 {Figure
3.17). The male rate increased slowly from 1950 until the mid-1970s
when it began o increase more rapidly to 9 per 100,000 today.
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Table 3.9 Estimated net health impact of alcohol, tobacco and illicit
drugs by sex, 1986

Health impact Tobaccola) Alcohol(b) Otherfc) Total
Number}

Males
Deaths 13,330 3,129 309 16,768
PYLL before age 70(d) 69,129 45,515 11.218 —
Hospital episodes(e} 73,963 55,727 4,579 134,269
Hospltal bed—days(e) 717,283 727.513 30,544 147,340
Newly diagnosed cancers 6,947 1.655 —_ 8.602

Females
Deaths 4,470 2,231 170 6.871
PYLL before age 70(d) 22 894 20,519 5,220 —
Hospital episodes(e) 29.369 20,740 4,720 54,829
Hospital bed-days(e) 297,053 282,078 26,741 605,872
Incident cancers 1,991 1,427 — 3,418

{Per cent)

Males
Deaths 21.4 5.0 0.5 27.0
PYLL before age 70(d) 12.9 8.5 2.1 >23.5
Hospital episodes(e) 4.5 3.4 0.3 8.0
Hospital bed—days({e) 6.6 6.7 0.3 12.6
Incldent cancers 25.3 6.0 — 31.3

Females
Deaths 8.4 4.2 0.3 13.0
FYLL befare age 70(d) 8.0 7.2 1.8 >17.1
Hospilal eptsodes(e) 1.3 1.0 0.2 2.5
Hospital bed-daysl(e) 2.1 2.0 0.2 4.5
Incident cancers 7.2 5.2 — 12.4

(a) Net health impact of tobacco estimated by taking into account the protective
eflects of smoking against endometrial cancer, Parkinson’s disease, ulcerative
colltds and hypertension of pregnancy. These protective effects saved an
estimated 159 lives in 1986 compared with 17958 deaths due to active tobacco
smoldng. The health effects of passive smoking are not included in the above
estimates. Lung cancer deaths in 1986 due lo passive smoking probably
numbered around 146,

(b} Net health timpact of alcohol eslimated by taking Into account ite potential
prolective effects against Ischemic heart discase and cholelithiasis. These
protective effects saved an estimated 994 lives In 1986 compared with 6354
alcohol—caused deaths.

(c}) Estmated health Impact of illiclt drugs. Includes all aceldental drug poisoning

and sclf-inflicted Injury due Lo narcotics. sedatives and stimulants, whether use

is lieit or Hlictt. Does not include adverse health effects of Bt drag use.

Potential years of life lost (PYLL) before 70 years of age, adjusted for residual

causcs of death. PYLL due to different causes cannot be added. ‘The total FYLL

duc Lo all drug causes will be greater than the sum of the PYLL due to cach
drug group.

(¢} Natonal levels of hosptital use estimated using Western Austrilian data for
public. privale and psychiatric hospitals.

Source: Holman et al 1988
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3.6.4 Other drugs

Pharmaceutical drugs (prescribed and over—the—counler) are a
significant cause of morbidity and morlality in Australia. Excluding
prescribed opiates, barbiturates and sedatives {included in deaths
due to llcit drugs relerred to above), olther lcit drugs caused an
estimated 173 deathsin 1986, of which over 50 per cent were sulcides
and the remainder due lo accidental poisoning (29 per centl) and
adverse reactions (18 per centl) (ABS unpublished daia).

Adverse reactions to drugs used for Lherapeutic purposes account
for about 0.6 per cent of hospital bed-days (Heallth Department of
Western Australia 1987).

A National Campaign Against the Misuse of Phannaceuticals has
been developed as part of the National Campaign Against Drug Abuse.
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Australia’s health goals
and strategies

4.1

4.2

Inequalities in health

In recent years it has become increasingly clear that the health of
Individuals, how they live, the conditions under which they do so0, and
the structures of soclety are closely connected. Advances in medical
treatment and reduction of financial barriers to health care have not
greatly reduced the inequalities in health status that relate to social
condilions.

The Health Targels and Implementation Commillee (1988}
concluded that socioeconomic inequaliies dominate any other
explanations for these continuing health inequalities. 1t emphasised
that the ablility to choose healthy behaviours depends on Lhe social
and economic circumsiances of individuals.

Li{estyle and behaviour based health promotion programs
introduced in the 1970s and 1980s have failed to improve the health
slalus or the risk aveidance behaviour of socioeconomically deprived
groups as much as those of advantaged groups. This has led to a
renewed emphasis on siructural approaches to health, health
promotion and disease prevention.

Health goals and targets

It has been recognised Internationally that targeted and time—limited
national health programs are needed to meet the problems described
in the previous section. Health goals and targets are an inlegral part
of the World Health Organization's Health for All strategy. which
includes regular monitoring and evaluation of 12 global indicalors
{WHO 1981). WHO's success in eradicating smallpox and increasing
world-wide levels of child immunisation are striking examples of the
effectiveness of setting specific targets and striving to attain them
(Mahler 1988). Setting goals and targets focuses resources and
commitment and facilitates evaluation and monitoring of progress.

Within Europe, the strategy has led to 33 countries agreeing to 38
targets as steps on the path {o Health for All {Ashton 1988). The
United States has adopted five broad health goals and a set of specific
and measurable objectives for 1990 within 15 priority areas (National
Center for Health Statisiics 1987).

In Australia, the Federal Governmend established the Better Health
Commission in 1986. The Commission identified national health
goals and targets for three priority areas: cardiovascular disease,
nufriton and injury.
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Box 4.1: Goals and targets

Goals are general statements concerning desirable health
improvements and represent broad aspirations. Targets are
specific and measurable, to make it possible to identify and
monitor progress toward achievement of goals. Targets
‘"must take account of the mechanisms available for

achieving goals and the availability of suitable data.

Health for All Australians proposed goals and targets
under the following detailed headings:
¢ Population groups

Socioeconomically disadvantaged people

Aboriginal people

Migrants

Women

Men

Older people

Children and adolescents
+« Major causes of illness and death

Heart disease and stroke

Cancers (including lung, breast, cervical and skin)

Injury

Communicable diseases

Musculoskeletal disease

Diabetes

Disability

Dental disease

Mental illness

Asthma
* Risk factors

Drugs (including tobacco smoking, alcohol misuse,

pharmaceutical misuse or abuse, illicit drugs and

substance abuse)

Nutrition

Physical inactivity

High blood pressure

High blood cholesterol

Occupational health hazards

Unprotected sexual activity

Environmental health hazards

In 1987, the Australian Health Ministers’ Conference set up the
Health Targets and Implementation (Health for All) Commitiee to
develop comprehensive health goals and targets for Australia in the
year 2000 together with recommendations for prevention strategies
and programs.

The Committee's report, Health for All Australians, proposed major
national goals (and targels where appropriate) under three headings:
pepulation groups, major causes of {liness and death. and risk factors
(see Box 4.1).
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4.3

4.4

Health for All Australians set targets for reduced differences in
health status between advantaged and disadvantaged groups so that
by the year 2000 the actual differences in health status between
population groups and between geographical areas will be reduced by
at least 25 per cent.

The report also set targets for major causes of illness and death, and
risk factors. Some of these are examined in Section 4.4.

The National Better Health Program

The Commonwealth, State and Terrilory Governiments established a
National Better Health Program in 1988 based on the
recommmendations in Health for All Ausfralians. The program focuses
on five priority areas:

improved nutrition

prevention and conirol of high blood pressure

cancer prevention {(lung, skin, breast and cervical}

improved injury prevention

e improved health of older people.

Costs of the national program are shared between the
Commonwealth and the States and Territories, with both levels of
government contributing $20.5 million each over the three years
1989-90 (o 1991-92,

Funding is being provided for heallh promotion and prevention
activities in the priority areas, including intervention projects,
changes in public policy (especially in the non-health sectors) and
structural change in health services. The interventions will be largely
communily based. The program will be supported by national
communications, monitoring, evaluation and coordination
components.

* & ® @

Monitoring progress towards goals and targets

Monitoring of progress toward the targets is an integral pari of the
Nationa! Better Health Program. Information on the current or
baseline sltuation and, where available, on progress towards the
targets is outlined in this section. In some areas performance
indicalors are not yet available.

4.4.1 Priority area: improved nutrition

Unbalanced nutrition is one of three major risk [actors for premature
death in Australla (the others are smoking and high alcohol
consumplion).

Diseases related Lo diet include coronary heart disease, high blood
pressure and stroke, some cancers including bowel and breast
cancers and mature onset diabetes. These disorders, which are also
related to other lifestyle factors, are major causes of death In
Australia. Other conditions in which diet plays a role include
gallbladder disease, diverticulitis, iron deficiency anemia, dental
caries, osteoporosis, obesity, overweight and under-nutrition.
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Less active lifestyles compound the effect of overconsumption of
food. A contributing faclor {0 overconsumption is the increase in the
energy density of the food supply because of the addition of fat and /or
refined sugar to many foods. Unbalanced nutriion leading to
nutritional disorders is also linked with excessive consumption of
sodiurn and alcohol, and low intakes of complex carbohydrates and-
dietary fibre. :

Health fjor All Australians set a goal of reducing the incidence and
prevalence of diet—related health disorders. Seven nutrition targets to
be achieved by the year 2000 were set (Figures 4.1 to 4.7) and a
number of other targets specified for some conditions associated with
diet.

Box 4.2: Overweight and obesity

The Risk Factor Prevalence Studies conducted by the
National Heart Foundation (1980; 1983) classified people as
underweight, acceptable weight, overweight or obese,
which is calculated as weight divided by the square of
height.

Body Mass Index(kg/m2)

Descriptive term Men Women
Underweight <19 <18
Acceptable weight 20-25 19-24
Overweight 26-30 25-30
Obese >30 >30
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Program components include educalion. prevention, ireatiment,
care and counselling, access and participaton, research, and
international cooperation. No specific targets have been set.

The current status of the AIDS epidemic is examined in section 3.4.

4.5.2 Women's health

Development of a National Women's Health Policy began in 1987 and
after wide-ranging consultations ihe report National Women's Health
Policy: advancing women's health in Australia was produced
{Commonwealth Department of Community Services and Health
1989c¢). The policy was endorsed in principle by all Health Ministers
and was launched by the Prime Minister in April 1989.

The policy identified several priority health issues for women:
reproductive health and sexuality
health of ageing women
women's emotional and mental health
violence against women
occupational health and safety
the health needs of women as carers
the health effects of sex role stereotyping on women.

The policy led to eslablishment of the Nationa! Women's Health
Program, the cosls of which are shared between the Commonwealth
and the Stales and Territories. The program's goal is to improve the
health and well-being of all women in Australia, with a focus on those
most at risk, and to encourage the health system to be more
responsive to the needs of women.

The objective of the Nalivnal Women's Health Program is to provide
funding for the promotion of primary health care for women, focusing
on improvementis relating to the identified priority areas. The
Program {incorporates funding for women's community health
services, an education and information strategy, and training and
education of health care providers.

> ¢ & ¢ & & @

4.5.3 Aboriginal health

In 1987, all Federal, State and Territory Health and Aboriginal Affairs
Ministers agreed on the need for a National Aboriginal Health Strategy
to address the health disadvantages expertenced by Aborigines and
Torres Stralt Islanders.

A working party, which had a majority of Aborigines and Torres
Strait Islander members, was established to develop the strategy. It
reported to the Ministers in early 1989 (National Aboriginal Health
Strategy Working Party 1989). The proposed strategy involved a
partnership between Aboriginal comnmunity groups and governments
at all levels to lackle the problems. The report has been accepted and
Federal, State and Territory governments are currently finalising
arrangements for implementation.
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4.5.4 Drug abuse

The National Campaign Against Drug Abuse (NCADA) was
established in April 1985 after a special Premiers’ Conference on
drugs.

It Is jointly funded by Commonwealth, State and Terrilory
governments, and is coordinatled by a Ministerial Council on Drug
Strategy, comprising health and law enforcement Ministers.

The program places a major emphasis on reducing demand for
drugs through education, treatment and rehabililation pregrams.
Effort is direcled also al the general communily, wilh special
aliention fo young people, Aboriginal people, women, persons of
non-English speaking background, prisoners and intravenous drug
users. ‘

The goal of the program is:

To minimise the harmliul effects of drugs on Ausiralian society
through:

e promoling greater awareness and participation by the
Australian community in confronling the problems of drug
abuse;

+ achieving conditions and promoting attitudes whereby the use
of illegal drugs is less atiractive and a more responsible attitude
exists lowards those drugs and substances which are both legal
and readily available;

¢ improving both the quarntity and quality of services provided for
the casualties of drug abuse;

e directing firm and effective law enforcement efforis at
combating drug trafficking, with particular attention o those
who conirol, direct and finance such activities;

¢ supporling iniernatlional efforts to control the production and
distribution of lllegal drugs; and

+ seeking to maintain, as far as possible, a common approach
throughout Australia to the control of drug use and abuse.

Quantitative targets for the campaign were being developed as this
edition of Australia’s Health was prepared. As part of the process of
setting targets, research is being commissioned to establish whether
there is a methodological basis for selling quantifiable targets and
attributing causalily lo NCADA acUlivities.
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5.1

Health services in
Australia

The focus of this chapter is the supply, use and costs of services
directly provided to improve or maintain the health of Australians,
and the labourforce that provides these services. Most of the
discussion relates to hospital and other institutions, and services
provided by professionals outside institutions. In general,
‘alternative’ ireatment modalities and remedies are excluded, as are
activities and expenditure underlaken outside the health sector to
improve health—provision of clean water, better roads etc. These
issues were reviewed in Australia’s health 1988 (AIH 1988a).

Use of hospitals and other related institutions

Responsibilily for the provision of mstitutional health care within
Australia is divided between the Commonwealth, the various States
and Territories and the private sector. Consequently, Australia does
not have a single system, but rather public and private systems within
each Stale and Territory and a number of separate Commonwealth
funded programs. There are considerable differences between these
systems in organisation and structure, and in the degree of
integration between the hospital and other health care sectors (AIH
1988a).

The cost of health institutions, and the services they provide,
account for about 55 per cent of all recurrent health expenditure. As
a result, public pollcy has tended to focus on their operations and
performance. -

5.1.1 Use of acute hospitals

Acute hospitals mainly provide care for the treatment of short tertn,
or acute, eplsodes of illness. Care is provided by both the public and
private sectors in all States and Territories.

In 1987-88 there were 725 public acule hospiials {including
Department of Veterans' Affairs hospitals but excluding dental
hospitals} with approximately 64,000 available beds (AIH
unpublished). In 1988 there were also 335 private hospitals with
approximately 22,000 available beds {Commmonwealth Department of
Community Services and Health 1989a).

Between 1985-86 and 1987-88 overall bed numbers remained
nearly constant while population increased by 1.8 per ceni a year. As
a result, beds per thousand population fell by about 1.7 per cent a
year over the two-year period (Table 5.1) (Harvey and Mathers 1988;
AIH unpublished). The reduction in the numbers of acute beds per
thousand population began in the early T980s~(Figure 5.1), but
Australia stilt has a relatively high supply of acute hospital beds, with

113




Table 5.1: Use of acute hospitals(a) 1985-86 and 1987-88

Number Rate (per ‘000 population)
1985-86 1987-88 Change  1985-86 198788 Change
(000) {000 ) (%)
Average avallable beds
Public 64.7 64.5 -0.3 4.09 3.93 -3.9
Privale 211 21.3 1.0 1.33 1.30 -2.6
Folal 85.8 85.8 — 5.42 5.23 -3.6
Occupled bed-days
Public 16.89] 17.095 1.2 1,068 1.043 -2.4
Private 4,776 4.531 4.9 301 276 -8.3
Total 21.657 21,626 -0.1 1,369 1,319 -3.7
Separations
Public 2,466 2.622 6.3 156 160 2.5
Privale B72 B78 0.7 55 54 -2.9
Total 3,338 3.500 4.8 211 213 1.1
Average length of stay (Days) {Days}
Public 6.9 6.5 —4.8
Private 5.5 (b)5.2 -5.6
‘otal 65 6.2 -4.7
Occupancy o} {96)
Public 71.5 72.4 0.9
Private 61.8 58.1 -38
Total 69.2 68.9 0.3
Population {1000) f000)
Number 15,817 16,397 3.7

(a) Public hospital data include al! public acute hospitals and Cotomonwealth
Department of Veterans' Affairs hospitals. Private hospitals include both private
acute and private psychlatric hospitals.

(b) Estimated by the Australian Institute of Iealth.

Notes: The number of admisslons was cstimated as equal to the number of
discharges plus transfers plus dcaths (ie number of separations).

Source: Comunonwealth Department of Community Services and Health 1989b,
1989¢: Mathers and Harvey 1988 (Box 5.1}

more than 5.1 beds per thousand population. It is likely that the level
will contlintiet6{all; some States plan to reduce the ratio to about lour
beds per thousand population,” and even this is not low by
international standards. In Canada the targeted supply is 2.9 to 4.0
beds per thousand while England already has fewer than four beds
per thousand. Some health mainienance organisations in the United
States plan on the basis of two beds per thousand (AIH 1988a).

The health system has responded to a reduction in bed capacity by

N more efficient use of the remaining beds, including reducing length

of stay of patienis and expanding alternatives such as day surgery.

Between 198586 and 1987-88 there was a small percentage
growih (0.5 per cent a year} in the numbers of beds in private hospitals
{Harvey and Mathers 1988; AIH unpublished). This was lower than
population growth and as a result the numbers of private hospital
beds per thousand fell by 1.3 per cent a year {AlH unpublished).

Admisslon rates increased steadily during the 1970s (Figure 5.2).
The trend during the 1980s was not consistent, with a reduction in
rates followed by growth and then a period of stabilisation.
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Box 5.3: Nursing homes

Nursing homes provide long term care involving regular
basic nursing care for chronically ill, frail, disabled or
convalescent or sentle inpatients. They are categorised by
Commonwealth Department of Community Services and
Health as either nursing homes for the aged or nursing
homes for young disabled people and within those
classifications as either private—charitable, private-for
profit, or State Government nursing homes.

The incentive for nursing home proprielors was to prefer patients
with the lowest possible levels of disability. To overcome this, a
five-level classification system of dependency based on capacity to
underlake activities of daily living has been introduced, with levels of
benefit commensurate with the costs of providing suitable care to
pattents in each category. This system is expected to facilitate the
trend to greater use of hostels, as opposed to nursing home care.

5.1.5 Trends in acute hospital costs

For all types of Institutional care, the average expenditure per bed and
per bed-day has continued to increase in real terms since 1974-75
{Table 5.2). Although total operating costs for pubiic acute hospitals
{(including repatriation hospitals) increased by 10.7 per cent between
1985-86 and 1987-88. the more intensive use of hospital facilities
(for example, Increased occupancy and reduced length of stay)
resulted in a 4.3 per cent increase in the cost per occupied bed—day
and an increase of only 1 per cent In the cost per patient (I'able 5.3).

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

1974-75 197980 198485 198783

Average expenditure per bed ($'000)
Acute care hospltals
Public(b) 63.5 78.4 91.6 113.3
Private(c) 32.7 38.5 51.2 57.0
Public psychiatric 31.7 44.5 54.2 55.6
Nursing homes 17.3 18.9 21.7 na
Average expenditure per occupled bed-day #}
Acute care hospitals
Publie(b) 237 315 382 428
Private[c) 128 179 249 268
Public psychiatric 90 137 173 194
Nursing homes 51 55 70 na

(a) Based on average 1987-88 dollars.

(b) Includes repatriation hospitala.

[c) Includes private psychiatric hospitals.

Source: Australian Institute of Health unpublished
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5.2

Table 5.3: Public hospital costs(a) 198586 and 1987-88

1985-86 1987-88 Change

{Per cent}

Total operating costs ($m} €.330 7.009 10.7
Cost per patient {$) 1,836 1.891 1.0
Cosl per occupied bed-day ($) 282 294 4.3

(a) Based on average 1987-88 dollars.

Nole:  Adjusted for outpatient and casualty activity by using the Health and
Allled Services Advisory Committee (HASAC) inpatient/outlpatient cost
cquivalent (Hospital Utilisation And Costs Study Vol 2:174).

Source: Mathers and Harvey 1988
Australian Institute of Health unpublished

Medical services

Medical services in Ausiralia are provided in both institutional and
community settings—mainly in acute hospitals and at private
medical practices. 1t is not possible to provide an overview of the use
of all medical services for three reasons:

+ Lhe description and classification of inedical services provided
in hospitals, especially for hospital patients in public hospilals,
differs from those used for services in privale medical practices;

#» not all information is recorded in accessible information
syslems; and

s the extent of the data recorded has varled over Uime as the
methods of paying for medical services have changed.

To provide some insighis into {rends in private medical service use,
the AIH (Barer et al 1990a) analysed all insured medical services lor
six—month periods in 1975-76 and 1985-86. These were perlods of
universal insurance of private medical services for which complete
information was collecied (Box 5.4).

5.2.1 National and State changes, 1976 to 1986

The number of private medical services recorded per person
increased in the two six—month periods from 2.8 in 1976 (o 4.0 in
1986, an increase of 42 per cent over the decade or a compound ratle
of increase of 3.5 per cenl a year. The cost of services per person
adjusted for increases in schedule fees {the ‘fee-adjusied cost’) grew
at a slightly higher rate of 3.9 per cent a year.

Changes in the age and sex composition of the population
accounted for a 0.35 per cent increase in the annual per person
recorded use of services. This was a small part of the 1otal 3.54 per
cent annual per person increase in the use of services. Almost the
whole of the increase represented growth In age-specific and
sex—specific rates of use, which were most rapid for the very young
(under four years), the very old and, for some services, women of
child-bearing age.
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5.3

cent per resident person. This suggests the annual increase in
services is now a little higher than the 3.5 per cent recorded between
1976 and 1986.

Disaggregation of the increase from 1985-86 to 1988-89 inlo parts
of the Schedule is complicaled because several items were shifted
between different parts of the Schedule. But theredces appear to have
been a real increase in GP consultalions. Between1976 and 1986, the
annual increase in the number of GP consultations per person was
1.7 per cent, but between 1985-86 and 1988-89 it was 3.7 per cent.

A preliminary disaggregation by age and sex of the increase in
number of services per person shows similar broad characteristics to
those of the 1976-1986 study, but there are some dilferences in detail
(Table 5.4). For males, the largest percenlage increases were, in order,
in the 55-64, 15-19 and 0-4 age groups), whereas between 1976 and
1986 they were in the 80-84, 04, 55-59 and 10-14 age groups. (The
80-84 age group does not exist in the cunrent HIC data which have
only the 75 and over age group lor the oldest aged.) For [emales, the
largest percenlage increase was still in the 0—4 age group while the
next highest rates of increase were in the 5-9 age group, then the
10-14 age group. The rates of increase in the use of services by
females of different ages was more variable than for males.

Pharmaceutical drugs

Information about almost all aspects of pharmaceutical drug use in
Australia 1s very poor. Good quality data do not exist for aggregated
use of drugs (such as total expenditure by hospitals or Individuals on
prescription drugs), or for disaggregated use (such as the paiterns of
drug use by individuals).

The Commonwealth Govermment provides a wide range of
pharmaceutical drugs free, or at subsidised prices, through the
Pharmaceutical Benefits Scheme (PBS) and through direct grants for
specific purposes (Box 5.6). Prescription drugs constitute the greatest
proportion, by number and by cost, of drugs provided through the
PBS, although a significant proportion of drugs available for
Pensioner Beneflciarles are over-the—counter (OTC) dnigs. Drugs
supplied through hospital pharmacies are also a mixture of
prescription and OTC, but mainly prescription. The OTC products are
the only major class of drug for which a prescription is not required
and for which a signiflicant proportion of sales are made through retail
oullets olther than community pharmacies.

The Australlan Pharmaceutical Manuwfacturers’ Assoclation
esUmated the total value in 1988 of sales of drugs at manufacturers’
prices at $1.5 billion, of which $420 million was for OTC drugs. From
its 1987-88 hospital utilisation and cosl study (unpublished), the ATH
estimated sales at manufacturers’ prices to hospitals at about $220
million. Sales at manufacturers’ prices of prescription drugs were
estimated at about $1.1 billion, of which about 12 per cent were for
private prescriplions with the remalnder available under the PBS and
Repatriation Pharmaceutical Benefils Scheme {Figure 5.15).
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Box 5.6: Pharmaceutical Benefits Scheme(a)

The Pharmaceutical Benefits Scheme (PBS) subsidises the
cost of a wide range of drugs and medicinal preparations
with the aim of ensuring that individuals are not financially
precluded from access to these items.

There are three main classes of beneficiaries under the

PBS:

« Pensioner Beneficiaries receive scheduled drugs free.

This group includes:

— those in receipt of a full age pension;

— supporting parents holding Pensioner Health
Benefits cards, invalid pensioners holding Health
Benefits cards, war widows with Dependent
Treatment Entitlement cards and veterans without
recognised war caused disablilities holding Service
Pensioner Benefits cards, and their dependents.
(Veterans with recognised war caused disabilities
recelve special treatment under the Repatriation
Pharmaceutical Benefits Scheme).

Concessional Beneficiaries, who hold Pharmaceutical
Benefits Concession cards (age pensioners excluded
from full pension benefits) or Health Care cards
(unemployed and low income earners) are required to
contribute $2.50 towards the cost of each item.

People deemed eligible to receive umemployment
benefits are automatically 1ssued with a Health Care
Card. There is no means tcsting on unemployed
benefits or on the concessional benefits flowing from
that benefit.

People receiving sickness benefits are eligible for
either a Health Benefits card or a Health Care card,
depending on individual circumstances assessed by the
Commonwealth Department of Social Security.

General Beneficiaries pay $11.00 per benefit item,
Under the Safety Net Scheme, any family or individual
receiving 25 PBS prescriptions in a calendar year is
entitled to be issued with an Entitlement Card
providing free benefits for the remainder of that
calendar year.

(a) As at 30 June 1990
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Table 5.6: Expenditure and use of Pharmaceutical Benefits Scheme
drugs, 1984-85 to 1988-89

Beneficiary type
Safety
Pensioner General Concessional  Netfa} Totals
1984-85
Seripts (000} 60,070 50.690 10,069 — 120,829
CW expenditure ($m) 356.2 142.4 43.3 — 541.9
Patient contribution ($m) — 201.1 20.2 — 221.4
Total ($m) 356.2 343.6 63.5 — 763.3
1985-86
Scrpts(000) 63,192 46334 10316 — 119,842
CW expenditure ($m) 408.0 138.4 50.2 — 596.6
Patlent contribution {$m) — 222.3 20.7 — 243.0
Total {$m) 408.0 360.7 70.9 — 839.6
1986-87
Scripts ((000) 62,9068 28763 9,756 1,337 102,762
CW expenditurc ($m) 503.0 140.6 59.7 11.2 714.5
Patient contribution ($1n) — 167.1 22.0 — 189.2
Tatal ($m} 503.0 307.7 81.8 11.2 903.7
1987-88
Scripts ((000) 65,981 12,339 7.521° 15,060 100,901
CW expendilure ($m) 5881 111.7 51.6 159.4 9109
Patient contribution ($m) — 117.9 18.8 — 136.8
Total ($m) 588.1 229.7 704 1594 1.047.6
19588-89
Seripts ((000) 66,354 14,079 8,223 11,930 100,586
CW cxpendilure ($m) 656.3 132.0 683.3 138.7 990.3
Patient contrtbution ($m) — 147.7 20.6 — 168.3
Total ($m) 656.3 279.7 83.9 138.7 1,158.6

(a) Safety Net arrangements operated from 1 November 1986.

Source: Commonwealth Department of Community Services and Health 1985 to
1989a

prescriplion prices was highest between 1985-86 and 1986-87 when
prices increased per prescription by almost 24 per cent. Prices
increased by slightly less than 8 per cent from 1987-88 to 1988-89.
Increases in the average prices of prescription drugs for Concessional
Beneficiaries showed the same pattern, although the introduction of
the Safety Net arrangement would have affected these averages. The
Safety Net arrangements have had such a significant effect on both
the prescription numbers and costs of PBS drugs provided to General
Beneficiaries that little useful comment can be made about trends in
use because of lack of appropriate detailed data.

There is little reliable information about the number or costs of
prescriptions not covered by the PBS or the Repatriation
Pharmaceultical Benefils Scheme. The Cornmonwealth Department of
Community Services and Health and the Pharmacy Guild of Australia
are jointly working to tmprove the availability of information.
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5.3.2 The Safety Net

Safety Net artangements have operated since 1 November 1986.
There were two major effects of the Safety Net: the first was to
redistribuie Government subsidies away from people who used small
numbers of PBS prescriptions to those who were high users; and the
second was to reduce, or moderate, the rate of Government
expenditure on the PBS.

Previously, General and Concessional Beneficiaries were eligible for
PBS drugs for a patient contribution of $5 and $2.50 per prescription,
respectively. After 1 November 1986, the palient contribution for
General Beneficiaries was increased to $10, and subsequently to $11
in July 1988. The coniribution remained at $2.50 for Concessional
Beneficiaries. However for both sets of Beneficiaries, PBS drugs were
provided free once the total number of prescriptions used by a family
or anindividual reached 25 tn a calendar year {allhough Lhe first ‘year'
ran from November 1986 to December 1987).

In the ‘14-month year’ November 1986 to December 1987,517,700
Pharmaceutical Benefits Entitlement cards were issued under the
Safety Net. These cards entitled 1.25 million people to 15.1 million
free PBS prescriptions. In 1988, 407,800 cards were issued entitling
1.07 million people to 12.1 million [ree prescripions—tewer than in
the previous year because of the shorter period, and possibly because
of hoarding at ihe end the first Safely Net year.

For General Beneficiaries, the maximum palient contribution per
prescription increased from $5 to $10 in 1986. As a resull anyone
using small numbers of prescriptions was up to $5 per prescription
worse off than before the Salety Net arrangement. Once 25
prescriptions were reached, additional prescriptions were free.

As ihe contribution paid by Concessional Beneficiaries did not
Increase, no Concessional Beneficlary had to pay more, and any
Concessional Beneficlary, or family with such ian entitlement, who
used 25 prescriptions was immediately beiter off,

It is difficultl to estimate savings to Commonwealth Government
expenditure. In the year before the Safety Net began, the
Commonwealth subsidised 46.3 million General Beneficiary scripts.
In the first year of the Safety Net operation, it subsidised about 30.1
millon scripts, and about 27.4 million in the second year.
Prescription prices for Concessional Beneficiary drugs, which have
been similar historically to General Beneficlary drugs, increased by
about 22 per cent between 1985-86 and 1986-87. If the General
Benefliciary patient contribution had nol increased from $5 in
1986-87 the Commonwealth Government could have patd out $100
million more than it did after the introduction of the Safely Net.
However, it is likely there would have been other changes if the Safety
Net had not been introduced.

5.3.3 Use of drugs by individuals
Little information is available about the palterns of individual drug
use. Most of the available data are derived from surveys or studies of
the use of particular drugs.

The ATH studied the use of PBS drugs between April and June 1985
in two country areas with a combined population of about 66,000
people. The study, which was conducted before Lthe Safety Net was

140




i |
o b
[t
s iai ha kil
e R
BRI
LRI
e
e
|imi et PR
P
[N R o [y
P o e e o]
ng EE A
G e
RN T 4
E B

Pl b ek
s i LeEnl
ow’ 'mu\z ;‘o-v:}' HE
i el b S
s B e e

s
i R R R
i i)

cE R

=

i e ¢

it

R

e

]

et S
e s

e

Sl

%q.ﬂ'om
Gl




%li il nl0] il i




0-9

10-19

2029 30-39 4049 50-59
Age

6069 70-79 804+




frca
- .
-
i SN
Kl
L
il
- -
-
- i
"
wFa
. =
- —

F
.
-
"
[ap— -
- -
"
- . e
- -
"
L -
= _——
&= =
B +
- - p
=7
—_— -
.

4w




62

G-




L

Per cent of 1984 value
150 == :

140

Private sector

130

120
Government sector

1mm4 e mme— T )

100

90

80

T = e EE———T

' T
1984 1985 1986 1987 1988 1989

Source: Australian Bureau of Statistics 6248.0



25

Ar
20
15
us "
10
UK N Au
o T gL i R T T T




--®










Box 5.7: The Doherty Committee

To ensure that medical education and the medical labour-
force were appropriate to meeting the future national
health care needs, the Commonwealth Minister for Health
established the Committee of Inguiry into Medical Educa-
tion and Medical Workforce in January 1987 under the
chairmanship of Professor RL Doherty.

The Committee reported in April 1988 and made recom-
mendations on a number of issues including the system of
payment for medical care, the curricula and teaching of
medical courses, preregistration training and its setting,
training for general practice and training for specialist prac-
tice, continuing education, the medicallabourforce and the
selection of medical students,

In its examination of the medical labourforce, the Com-
mittee drew attention to deficiencies in the quality of la-
hourforce data available to it, and said the Australian medi-
cal labourforce should be monitored more closely. It recom-
mended the establishment of an ongoing Medical Workforce
Review Committee, which began work in November 1989.
It is to address a number of priority issues, including the es-
tablishment of national medical Iabourforce data collec-
tions.

Strategies for meeting pressures for increased health per-
sonnel need not inevitably require extra qualified person-
nel, Such a solution may not be possible because of limited
resources. New technological developments, substitution
of personnel, changes in the structural framework of health
services might more effective strategies.

ouiput of locally trained graduates and the annual additicn of
overseas trained practitioners to the medical labourforce when
particular sub-markets for medical practitioners appear to be
oversupplied.

While there are difficultles In recruiting locally {rained doclors to
public hospilals and fo rural areas, there Is a simultanecus
oversupply of general practboners in other areas. Specific
recruitment of overseas trained dectors to hospital positions (with
restrictions on their right to practice and to remain in Australia) has
been proposed but at the same Ume there are proposals to restrict
numbers of overseas trained doctors gaining right of registration and
practice in Ausiralia.

Australia, in common with other developed couniries, is
experiencing imbalances between demand for, and supply of, various
health personnel. Perceptions of oversupply have emerged in
medicine, particularly in general practice, and in pharmacy. Other
health occupations, nursing in particular, are thought to be
undersupplied.

There is often a lack of agreement regarding shortages of health
personnel, which can be better understood Hf the conceptual
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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:

e economic demand—the quantity of a particular personnel
category that employers slate they are willing and able to hire
al a given wage;

+ clinical need—an estimate of requirements based on clinical
criteria and judged necessary for the delivery of adequale or
optimal patient care—also influenced by the level of care which
ts deemed adequale or oplimal; and

* past utilisation—this approach implicitly assumes that the
levels of ulilisalion thal were observed in the past correctly
reflect the level of utilisation thal was needed.

Two Issues need to be considered when shortages are estimated or

assumed:

¢ |s the shortage global, or is it specific io a specially, geographic
region, or economic secter? 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
demund 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 qualilied
nurses (because of the transler of nurse education to the tertiary
education sector) and the provislon of new service programs.
Increased work Intensily because of shorter hospital stays and the
introduction of care-intensive technologies and procedures also
contribuled to the additional demand.

This increase in demand coincided with a drop in labourforce
numbers as a large group of nurses (a bulge because of increases in
student intakes in the late 1970s) reached the child—caring age of
lowesi labourforce participation. The problem was exacerbated by a
reduction in student outputs in the early 1980s.

Specific areas oflen exhibit shortages of various health personnel
calegories. These include rural areas, geriatric services and intensive
care speciallies. Finally, the privale seclor, as il increases ils
Involvement in health care for prolit, lends to draw personnel from the
public seclor. Mosl of the shortages are experienced in the public
sector. Policies generating further growth in private sector health
care, such as the exporl of healih services, require careful impaci
assessment, and where appropriate, complementary labourforce
policy development.

5.4.5 Health labourforce forecasting and planning

The provision of an adequate supply of health services is, ultimmately,
the responsibility of government (lrrespective of whether the health
personnel are government employees or nol, and whether the
instruments for fulfilling thai responsibility are privately or publicly
owned}. Public policymakers seek forecasts of the supply of health
personnel to provide a perspective on the future balance between the
supply and demand of health services.
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6 Health care technologies

6.1

Introduction and diffusion of health technologies

Health care technologies can be considered to fall into four main
categories: diagnostic, therapeutic, prosthetic and information
(Box 6.1). Technologies offer the prospect of improved patient
management and quality of life, and there is a natural expectation
that hospitals and health services will acquire them as they become
available. However, the equipment and procedures are often
expensive, they tend to undergo continuous technical change,
applications are constantly evolving, and they have the potential to
substantially increase the cost of health care.

In Australia, the ntroduction and diffusion of health technology is
determined by a complex interaction of market forces, public funding
and regulation. Governmenis exercise financial and regulatory
influence, but other major interested parties—such as professional
groups, equipment suppliers, consumer organisalions, third parly
payers, health authorities, local service administrations, and medical
speclalists—also have a significant influence. As a result, the
introduction of technologies may not always be consistent with health
care priorities. There is a need for careful evaluation of the cosis and
benefits of each new technology.

Different countries approach the introducton and diffusion of
health technologies in different ways. Due to the high proportion of
Auslralian health care expenditure met by the Commonwealth and
State Governmenls, Australla’s approach to the diffusion of health
care technology is closer to the regulatory model used in Canada than
to the free—enterprise model used in the Uniled States.

Regulation has taken a number of forms. The Commonwealth
Government uses its power to control the importation of therapeutic
goods under the Customs (Prohibited Imports) Regulations,
assessing applications on the basis of salely and compllance with
label claims,

In Victoria, Lhe introduction of some new technologies is contrelled
by certificate of need (CON) provisions under the Health (Radiation
Safety) Act. State government approval is required before equipment
can be installed and operated. This legislation has been used to
control the introduction of new diagnostic scanners. No other State
has adopted CON legislation; some ltcense various sltes lo operate
technologies such as radiotherapy equipmenti.

There are other avenues open to government, such as financial
incentives through either hospital budgets or setting the rate of
Medicare benefits for reimbursement of procedures, but it is generally
recognised that these are crude and imperfect ways of influencing the
diffusion of technology.
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Box 6.1: Definition

Health care technology is defined as any device,
pharmaceutical preparation, medical or surgical procedure
used in health care and the organisational and supportive
systems within which such services are provided.

The devices may be low cost, simple units or highly
sophisticated machines. Larger devices often incorporate
advanced information handling systems for amalysis,
presentation and reporting of data and for control of the
device.

Procedures range from major plastic and reconstructive
surgery, heart transplants and hip replacements, to more
traditional surgery such as removal of the gall bladder.
Technologies include:

Diagnostic technologies
+ Pathology services

- automated amalysers for biochemistry and
hematology tests

— applications of molecular bilology (eg to detect
genetically linked disorders)

- analysers which enable biochemical tests to be
performed in the doctor’s office

— monoclonal antibody tests to detect infections and
blood levels of therapeutic drugs

+« Imaging services

- computed tomography (CT)

— magnetic resonance imaging (MRI)

- ultrasound

- radioisotope scanning
Therapeutic technologies

* chemotherapy and radiotherapy for cancer treatment
organ transplantation
cardiac defibrillation
coronary artery bypass grafiing
extracorporeal shock wave lithotripsy (EWSL) for
stones in the kidney and gallbladder
Prosthetic technologies

+ hip joint replacement

¢ cochlear implants for the profoundly deaf

¢ intra—ocular lens replacements for those blinded by

cataracts
Information technologies
+ medical information systems
+ hospital information systems
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6.2

Geographic location of high cost technologies is also a major
consideration in Australia because the population is concentrated in
a few widely separated major urban centres. Some {echnologies may
be of major benefit to only a relatively small number of patients.
Therefore, careful consideration has to be given to the location of
specialist unils and associated equipment. Further consideration is
needed to ensure that an infrastructure is available to provide access
for outlying patients.

Control through regulation can only be partial. Although
government pays for the majority of hospital and medical costs,
medical services are provided by Independent practitioners, and
technologles are acquired as a result of the individual decisions of
medical practioners, non-medical professionals and hospital
administrations. Private health insurance companies also influence
the diffusion of technology through their reimbursement policies, as
do workers' compensation authorities.

The impact of health technologies

It is difficult to quantify the effects of technologies or to isolate their
tmpacts from other variables which affect health stalus, the provision
of health services and health care costs.

Health technologtes can beneflt certain groups of patients in terms
of disease and disability prevention and improvetpents in survival
and quality of life. However, there is also the potential for
inappropriate use, highlighting the need for assessment and clinical
and safety standards.

6.2.1 Impact on health status

Changes in behaviour and the environment, such as improved
nutrition and housing, have most impact on overall health status.
However, technologies also contribute to developrnents in health care
and to some improvements in health status.

Advances in therapeutic and prosthetic technologies have
improved the quality of life for many people, and these technologies
may become more significant in the future because of the ageing of
the population and the increased emphasts on qualily of life.

Diagnostic technology is the fastest growing area of health
technology, accounting for 25 per cent expenditure on medical
services. There is some controversy over the extent to which such
developments improve patient management or health status and
whether they are cost effective. -

Therapeutic technelogies often lag behind diagnostic technologies,
and, in the short-term, the beneflts of some diagnostic technologles
may not be commensurate with the costs. In the long Lterm, improved
diagnoslic capability may contribute to improved understanding of
diseases and ultimately to improved managemeni.

A number of studies have identified investigative procedures which
do not necessarily improve patient outcome. Emergency endoscopy
in patients with upper gastrointestinal bleeding provides increased
diagnostlc information without allering surgery rates, hospital slays
or mortality (Peterson et al 1981; Drofield et al 1982}. An Australian
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study on antenatal fetal heart rate monitoring, (Lumley 1987)
identified no benefit in outcome (sickness and disease or mortality of
the felus/neonale) from electronic moniloring of high risk
confinements. Nevertheless, the use of this lechnology has increased.

The desire to improve patient safety (and reduce potential litigation)
can stimulate the development and adoption of new technologies.
Computerised lomography has largely replaced pneumoencephalo—
graphy with consequent reductions in side effects. Magnetic
resonance imaging has largely replaced the invasive technique of
myelography in many applications in centres where it is available.
Recenily developed non-ionic contrast agents, used in diagnostic
imaging, reduce the risk of adverse reactions by a factor of four.

Any investigation or intervention carries some risk for the palient.
The health status of health care providers may also be adversely
affected by technology developments. Occupational risks can, for
example, be associated with technologies used in imaging,
radiotherapy. chemotherapy and laboratory services. An example of
a technology designed to improve occupational health is automated
afterloading in brachytherapy (a technique in which radioactive
material is implanted in patients being trealed for cancer). While
automated aflerloading systems improve slafl proleclion against
radiation exposure, the estimaled cost of preventing a fatal cancer in
operating staff through the use of such equipmenl is very high
(NHTAP 1989a).

Many health {echnology developments extend survival for
individuals or specific subpopulations. These include anesthesia, the
positive pressure ventilator, the cardiac defibrillator, organ
transplantation techniques and the insulin pump. However, the
potential for improving longevily on a population basis is limited.

New technologies can improve health cutcomes at lower costs, for
example through preveniive applicalions or less Invasive procedures.
Yet many health technologies provide health benefits at the cost of
higher financial outlays as exemplified by the introduction of renal
dialysis and coronary arlery bypass surgery. Both have increased
health care costs while making possible extended survival and
improved quality of life. Quality of life is becoming increasingly
important in considering the irnpact of health technologies. Attempts
are betng made to develop measures of the comparable “worth' of
health interventions. These measures, such as qualily-adjusied life
year (QALY) indices, take into account the impact ol inlerventions on
the subsequent duration and quality of life for the patdent. The
development of QALY indices involves sampling opinions on the
relative value of different health states. Difficulies lie in the
measurement of ‘qualily’. Difficulties also lie in balancing the views
of various subpopulations and age—groups to derlve a value which
reflects both informed and broad community opinion.

6.2.2 Impact on service delivery

Information technologies aid the collection, analysis and distribution
of large volumes of health information, including clinical and
managerial data. Such data assist health service planning and
evaluation, and can indirectly affeclt the organisation of health
services. Compulerised analysls of heallh and health-related
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information is being used to identify locations where the altered
demographic or health profile indicates the need for a different mix
of health services.

Decentralisation of specialised health services has been assisted by
electronic transfer of diaghostic and management information
between specialised and satellite cenilres. Information retrieval
systems have improved access to medical knowledge, and mass
media technologles have extended accessibility to health information,

Health technologies affect service delivery settings. For example,
many patients requiring renal dialysis, parenteral nutriton or
assisted ventllation are maintained at home rather than in hospital.
Advances in telecommurnications, robolics and micro—-electronics
have enhanced the potential for self—care for the disabled. Emergency
alert devices make {t more realistic for the elderly or frail to remain
in their homes rather than move to a nursing home environment.

The trend towards home care represents a devolulion of
responsibility for technological support systems [rom health
professionals to the patient. If expert medical systems become
publicly available, patient autonomy may be further enhanced.

Changes In technologies and their availability at the various levels
of health service provision may affect the role and distribution of
health care workers, and their relationship with patients.

Technologies may demand specialised ¥mowledge and expertise
which in turn promoies specialisation, division of labour and
centralisation of services. It has been argued thal social processes
determine the response to technological innovation (Daly and Willis
1987). They suggest that changes in the labourforce may he
stimulated by the introduction of a technology but the outcome is
primarily determined by soclal factors.

Technology development carries the potential for labour
displacement. However, in the health sector, it has been argued that
the Introduction of most technologies has tended to increase both
capital and labour inputs, and so promote the creation of new
speclalties without displacing other occupational groups (Daly and
Willis 1987).

Support services {such as pathology) which do not deal direcily with
patients are more likely to adopt automated processing techniques.
While the development of pathology services in recent years has
included an increase in subspecialisalion, the introduction of new
technologies has altered the skill mix required to operate the services.
Technology development in some subspecialties has reduced the
need for skilled scientific personnel; the reverse effect Is evident in
others.

6.2.3 Impact on health care costs

Atlempils have been made to measure the overall effect of health
technology on heallh costs. However, given methodological
limilations, it is not surprising that the results of such studies are
conflicting.

Most studies examine the contribution of technology to hospital
costs by isolating the impact of all other known factors and treating
the residual as ‘technology’. These studies indicale that, overall,
technological change has posilively coniributed to increased health
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costs. Largely, it is the exient of the contribution which is debated
(Wadman 1972; Warner 1979; Banta 1983; Cheah and Doessel 1989).

One method for assessing Lthe impact of technology on health costs
is to focus on individual technologles or groups of technologies. In
Australia, ‘small licket’ technologies (such as pathology tests) make
a significant contribution to overall health costs because of the
volume of use. Pathology services accounted for 16 per cent of
Medicare oullays in 1986.

In the broader economic context, health technologies can affect the
balance of trade. For medical and scientific equipment, the value of
imports into Australia is five times the value of exports. In 1988,
imporis were approximately A$2 billion and exports A$0.4 billion.

The propensity to add new technologies to the existing inventory
rather than replacing older methods adds o health care costs. When
the new technology is of stmilar or better utility and carrtes less risk
of side effects, it is likely to be introduced regardless of the cost
comparison, but full replacement of the existing technology may only
take place afier a considerable time,

New diagnostic technology, providing similar information fo that
oblainable with existing methods, may be used in a complemeniary
manner rather than as a replacement. In other cases the information
provided by the new method may be unique, bul may have limited
influence on the therapeutic decision taken on the basis of other
information.

Complementary effects also occur when the new technology
enables services to be provided to additional paltients. For example,
It appears thal a major effecl of the introduction of coronary
angioplasty in Australia may be the treatment of additional patients,
rather than the replacemeni of coronary artery bypass graft (CABG)
surgery (NHTAP 1989b).

Another factor contributing to the additive effecl of technology is
inappropriale utilisalion. Jennett (1988} has suggesied expensive
health technology may be used inappropriately in situations where
it is:

s unnecessary because the palienl’s condition is not serious

enough to juslify it:

+ unsuccessful because the patient’s condition is too far

advanced to respond Lo the Intervention;

« unkind because it prolongs life of poor quality:

+ unsafe because the expected complications outweigh the

anticipated benefits; or

+ unwise because il diverts resources from other health care

activities that would bring greater benefits.

To minimise Inappropriate utilisation, broad disseminatlion of
technology assessment findings to relevant groups (such as heallh
preolessionals, health service planners and consumers) and ongoing
qualitly of care programs for healih professionals are necessary.

6.2.4 Other impacts

Health technologies can also have imporiant social, ethical and legal
implicalions. Technological advances both influence and reflect
changing social norms.
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6.3

The use of high cost intensive care facililies Lo prevent or postpone
death, and, al the other end of the spectrum, discussion of living wills
and euthanasia, reflect changing societal attitudes towards death
and the Individual's autonomy. Changing attitudes towards body
image and disabllities reflect and promote advances in plastic and
microsurgery, prosthelic technologies and technologies designed to
counier Infertility.

When soctetal values are outpaced by technological advance,
ethical and legal difficulties arise. Areas where such problems have
arisen include accessing organs for transplantation, the definition of
death, the status of the embryo and fetus, surrogate childbearing and
genetic engineering.

Health technology assessment

As in other countries, there is an increasing trend in Australia to
evaluate technologies before their widespread use s supporiled. Such
evaluations are complex, and appraisal of costs and the effectiveness
of health care Ltechnologies may require several years. This process
(Box 6.2) has the potential to define the place of the technology in the
health care system and inform policymakers of the anticipated
benefits and costs. 1t allows informed decisions to be made as to the
acquisilion and possible reimbursement of emerging technologies.

Health technology assessment provides the information needed o
facilitate rational declsion making on health technologies {Box 6.3).
It can assisl organisations and individuals Lo avoid expenditure on
ineffective or unproven technologies, or high cost technologies which
have no advantage over lower cost alternatives. It can also give
information on the optimum number, distribution and methods of
use of technology items to meet the needs of health care.

The outcome of an assessment in terms of effect on health care
delivery depends on policymakers. Although the resulls of an
assessment can make an essential contribution to consideration of
a technology by governments and health professionals, other factors
will necessarily have a major influence on the policy process.

In practice, assessments can examine only a limited range of effects
over a given pertod in the life cycle of a technology. Follow—up
assessments may reveal quite dilferent usage patierns and effects to
those that had been anticipated.
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Box 6.2;: The assessment process

The US Office of Technology Assessment (1978} has listed
identification, testing, synthesis and dissemination as key
stages in the assessment of a health care technology.

s Identification: monitoring technologies, determining
which need to be studied, and deciding which to study
has an ‘early warning’ function. Technologies which
could have a significant impact on health care or its
costs are identified in time for them to be assessed
before policy decisions are necessary.

+ Testing: conducting the appropriate analyses or trials;
may be undertaken to determine safety, efficacy and
performance in comparison with existing technologies,
if this information is not already available. Cost data
may also be collected.

» Synthesis: collecting and interpreting existing
Information including the resuits of the testing stage,
and, usually, making recommendations or judgements
about appropriate use; In the synthesis stage, data are
gathered from the analyses and trials in the testing
stage. In addition, data may be required on the
performance and usage of alternative technologies, and
the Iincidence or prevalence of the condition
concerned. Ideally the assessment process should aim
to provide quantitative measures of the efficiency of
technologies under comparison, for example through
cost effectiveness or cost utility analysis. The process
should be multidisciplinary, involving clinicians,
scientists, economists and epidemiologists. At the
same time the assessment process needs to be flexible.

+ Dissemination: providing the synthesis of information,
or any other relevant information, to the appropriate
parties who use medical technologies or make decisions
about their use.

While some assessments may be lengthy and involve primary dala
collection and detailed analysis. it should be possible for assessment
bodies to provide broad, non-detailed advice quickly when this is
required by decision makers.

Consideration of the efficiency of a health technology should be set
in the context of its lifecycle progression from research through
introduction, diffusion and maturily to eventual obsolescence,
Experience at the diffusion slage may feed back to applied research,
leading to the development of improved devices or procedures for the
same task. Over time, cosls may change, or tolally different
approaches to the conditions concerned may evolve. Thus the place
of a technology in healih care is subject to complex changes over a
period of time. It is important for heallh {echnology assessment {o
keep pace with the changes. A technology should ideally be tracked
through its life cycle, following the initial assessment,
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Box 6.3: Information provided by assessment

» Stage of development

Development of a technology proceeds from basic
research through laboratory testing and clinical trials to
commercialisation. In the case of pharmaceuticals (other
than herbal or homeopathic products), regulatory
processes ensure that in Australia commercialisation
does not occur before rigorous trials. In the case of
devices, commercialisation often occurs on the basis of
very limited clinical data. The development process fora
procedure can be particularly complex, perhaps
depending on several strands of research or the
avalilability of several types of device.

+ Safety

Safety considerations include mechanical reliability,
hazards posed to the patient or the operator, side effects,
complications, long-term effects or genetic damage.
Thorough assessment of safety should always precede
commercialisation, and mechanisms should be put in
place to monitor long term adverse effects. Some
diagnostic procedures have a higher risk than others, for
example if ionising radiation or contrast media are
involved,

« Efficacy and effectiveness

Assessment of the efficacy of a technology concerns
appraisal of its performance under ideal conditions. Its
effectiveness is the measure of its performance and
benefit under average conditions of use, for example after
diffusion from centres of expertise responsible for the
controlled trial stage, to a much wider distribution of
individuals and establishments. Benefits may include
cost savings, clinical improvements and gains to guality
of life.

+ Efficiency

Efficiency is taken to mean the degree to which it is
economical and worthwhile to use a technology in the
context of a health service with limited funds. Production
and allocative efficiency questions may be raised.
Production efficiency issues include consideration of
whether cheaper alternatives are available, how much of
the technology is needed and how it should be located,
Protocols designed to ensure substitution of an older
technique by a lower cost, equally effective new
technology can be regarded as conducive to production
efficiency. Allocative efficiency 1Issues include
consideration of the extent to which technologies should
be acquired at the expense of other health care programs,
or at the expense of other activities.
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6.3.1 Difficulties and limitations of assessment

Health technology assessment can be limiled by difficulties in
obtaining the data required, and by constraints on the assessment
agencles themselves.

A frequent difficulty is the lack of data on the comparative
performance of technologies. The eflfect of a technology on patlient
oulcome may be a key factor in determining its efficiency. However,
oulcome data may require long-term studies, or be difficult to access.
Moreover, complex patterns of usage may mean that results for one
area of application may not apply to ancther.

Lack of data may limit the ability to apply formal analytical
techniques such as cost utility analysis in an assesswmerl. It is oflen
necessary for judgements and recommendations to be formulated on
the basis of limited data which address only some of the components
required for such an analysis. Ii is also true that the nature of the
evidence is usually such that even the mosl rigorous analyses have
stlalistical wealmesses or wide confidence limits which make them
potentially disprovable. All conclusions are tentative [Hailey, Crowe
and McDonald in press).

Rapid change In technology means that assessment has a moving
target. It can be difficult to determine the appropriate time to for
assessment. If done too soon, it may quickly be out of date. If lefi too
late, policy decisions may be necessary before it is completed.

Even with such difficuldes, health technology assessment has a
valuable role in assisting decision making by health care providers
and policymakers. In spite of its complexlies and limitalions,
technology assessment is desirable because it helps to avold use of
scarce resources for procedures without value, and to set priorilies
among allernative expenditures for medical care. Even imperfect
methods can be expected to lead Lo better informed decisions than
would otherwise be possible.

6.3.2 Health technology assessment in Australia

Austlralia’s level of healih technology assessment aclivilies compares
favourably with that in mosl other countries of similar size. In
Canada, health technology assessment agencies have been
established only since 1988 (althcugh hospital and university-based
assessments were being undertaken before then). Among other
smaller counirles, Sweden and the Netherlands are particularly
active, with national bodies as well as other centres involved. The
larger industrialised countries (except the United States) tend not to
have centralised authorilies for health technology assessment and
activily is more diffuse.

The Uniled States ts the most active country in this feld. The
pattern of assessment activity there is complex with a number of
organisations undertaking assessments from different perspectives,
both in the public and privale sectors.

Until the early 1980s Australian assessment of new technologles,
other than pharmaceuticals which have had a comprehensive
assessment for safely and efficacy for many years, lended to be
carried out by ad hoc committees, through work supported by
NHMRC or other funding bodies, and by private sector agencies and
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professional bodies. These approaches provided useful input into
health care planning but often the resulls were limited.

A National Health Technology Advisory Panel (NHTAP} was formed
in mid-1982. It has had a permanent secretariat since 1984, which
is now located in the Australian Institute of Health. Its tasks include
assessment of both emerging and significant existing health care
technologies.

The AIH Health Technology Unit also undertakes assessmenis in
its own right and supports the Superspecialty Services Subcommittee
of the Australian Health Ministers Advisory Council, which prepares
guidelines to assist in planning and delivery of speclalised health

- services,

Health technology assessment is undertaken on an ad hoc basis by
State Government authorities and by private sector consultants.
However, it is the NHTAP which has had the major impact in this field
in Ausiralla. Examples of NHTAP assessments which have
coniributed significantly to policy decislons include the evaluation of
MRI {Section 6.5.2), trials of dry chemistiy pathology equipment, and
assessmenls of shock wave lithotripsy for kidney stones and
gallstones,

NHTAP and the AlH Health Technology Unit maintain contact and
information exchange with major health technology assessment
agencles in other countries, as well as the World Health Organization.
In this way, duplication of effort ts avoided, and Australia makes an
important contribution to international understanding of the role of
technology in health care.

Usage data for selected technologies

6.4.1 Computerised tomography

Computerised tomography (CT) Is a radiographic technique in which
X-ray itnages representing slices through a patient are reconstructed
by computer Lo provide views of bedy structures,

CT scanners cost up to $1.5 million although cheaper units are
being marketed for about $500,000.

During 1988-89 medical benefits totalling $67.3 million were paid
for more than 328,660 CT services.

The technology is widely distributed in Australia with 8.6 CT
scanners per million population in 1985, compared with 29.2 per
million in Japan, 14.7 per million in the United States and 2.3 per
million in the Unied Kingdom (Table 6.1). By mid-1987 the
Ausiralian figure had risen to 10.8 per million.

The number of CT scanners in each country reflect the different
health care systems and the variation in referral patterns, availability
of other methods, apprecach to dlagnosis and management,
medico-legal pressures, and patient demand and reimbursement
mechanisms. The presence of domestic production of CT scanners
might have influenced numbers in some countries.

CT Scanning in Australia (NHTAP 1988a) documented the
effectiveness of CT in many situations, but noted that litile
gquantitative information was available on how CT was used in
Australia or its effect on patient management.
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Table 6.1: CT scanners in use in selected countries, 1985

{Per million population)

Country Scanners
Japan 29.2
United States 14.7
Australla {1988} 8.6
West Germany 7.3
Switzedand 6.2
Sweden 5.6
Austria 4.0
The Netherlanda 3.1
France 2.8
United Kingdom 2.3

Saurce: National Health Technology Advisory Panel 1988a

6.4.2 Pathology services performed outside laboratories

Office pathology represents about 1 per cenl of total pathology
services in Australia (Table 6.2). In the United States pathology
tesling in doctors’ offices represents 25 per cent of all pathology
testing and is reported to be the fastesl growing area of such
diagnostic services in that country.

Because the US has different reimbursement and regulatory
arrangements for pathology, caution should be observed when
extrapolating the US trends Lo Australia.

However, the number of ‘dociors office’ pathology tests for which
medical benefits have been paid in Australia has been increasing
since 1979 (Figure 6.1). The recent increase in numbers of such
services may In part be assoclated with availability of
instrumentation and kits designed for use by people without
laboratory experience.

Table 6.2: Specimens examined per month by doctors’ office
laboratories, 1987-88

(‘000)

Specimens examined Total specimens
Type of test in doctors’ offices examined
Hematology 9.3 13623
Blood banking 1.6 190.2
Btochemistry 25.6 1.627.2
Microbiclogy 6.8 1.117.1
lmmmunology 2.2 184.8
Anatomical pathology 0.5 199.6
Cytology 1.1 2087
IVF and pregnancy 4.8 81.]

Sowrce: Hynes, Lea and Hailey 1989
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has decreased. although the decline began before the introduction of
ESWL in 1985 (Figure 6.3).

Percutaneous techniques for stone removal (such as percutaneous
nephrolithotomy—PCN) became established in Australia in the early
1980s. They have contributed to decline in the rates of open surgery
for renal stones, and in some cases are used in conjunction with
ESWL. PCN is an attractive option for patient treatment al centres
which do not have ESWL.

Application of ESWL has been extended to the treatment of stones
in the gallbladder and bile duct with encouraging results. However,
a recent report by NHTAF (1988b) concluded the technology should
not be used in Ausfralia for rouline clinical treatment for gailbladder
or bile duct stones in Australia. given the limited data available.

A biliary ESWL machine now operates at St Vincenl's Hospital,
Melbourne, and data are heing collected on its costs and
effectiveness.

6.4.5 Renal dialysis

Patients with end-stage renal fallure (ESRF) have permanent
deterioration of renal function which will result in death unless some
formz of renal replacement therapy is instituied.

There are two principal treatments for ESRF—dialysts and kidney
transplantation [Seclion 6.4.6).

With dialysis, the patient’s blood is diverted {o a semipermeable
membrane, which allows wastes and excess fluids to be removed.
Patients on a kidney machine typically require dialysis three times a
week for between three and six hours a session. A variant treatment,
which is less demanding on the patient, is continuous ambulatory
peritoneal dialysis (CAPD). A catheter is Inserted into the patient's
abdominal cavity through which dialysate fluid is introduced and the
old fluid is exchanged for new several times a day.

In Australia, between October 1987 and 1988, 5,399 people (327
per million) were treated for renal failure, of whom 2,598 (157 per
million) were dialysis dependent (Table 6.3). Aboul 30 per cent were
on CAPD treatment. This propertion was lower than in New Zealand
where about 44 per cent of dialysis—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

Australla
Number 2.108 2,174 2,298 2,462 2,598
Per milllon population 136 138 144 152 157
Propordon on CAPD (96) 28 27 28 30 30

New Zealand :
Numbecr 360 379 398 434 469
Per million population 111 116 122 134 140
Proportion on CAPD (%) 440 41 42 43 14

{a) Year ended 31 Oclober.

Source: Australla and New Zealand Combined Dialysis and Transplant Reglstry
1989
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In 1983 in the United Kingdom 153.1 people per million were
trealed for renal failure, 55.6 per cent of whom were on dialysis
(Halper 1985).

The differing rates of dialysis ireatment from year lo year within and
between countries reflect the incidence of ESRF, availability of donor
organs for alternative transplant therapy and level of health care
resources. Varying attitudes towards ralioning of services, such as
acceptance of age limits for recipients, also influence raies of dialysis.

The increasing numbers of palients, support staff required for
dialysis and cost of equipment and consumables is causing some
concern in Ausiralia. The estimmated cost of the dialysis program in
New South Wales alone in 1987 was $28.3 million. Annual estimated
costs for home dialysis in New South Wales. excluding the first year,
are in the range $14,000 to $19,000 per patient. Hospital-based
dialysis treatment is significantly more expensive at about $44.000
per palient.

6.4.6 Transplant technology

Organ transplant programs generale very significanl costs to the
health care system because of their use of specialised resources.
However, these programs may be cost effective if they replace lengthy
hospilalisation and inlensive nursing services and permit return to
an independent lifestyle. Success raies have improved dramatically
in the past decade. largely because of the the use of tmproved
immunosuppressive drugs which have lowered organ rejection rates.
The availability of donor organs limits the number of procedures
performed.

Heart transplants

Between 1984 and 1988, 149 hearl and heart/lung transplants were
performed in Australia (Table 6.4). The number of procedures in 1987
corresponded to a rate of 1.8 per million compared with 4.6 per
million in the United States and 4.8 per million in the European
Community.

Table 6.4: Heart transplants, 1984 to 1988

Heart transplants 1984 1985 1986 1987 1988
Number 14 23 35 29 (a)}4B
Deaths within one month 3 2 2 2 2

(a} Includes one heart-lung transplant.
Source: National Heart Foundation of Ausiralia 1990

Rcnal transplants

In 1988, 448 renal transplants (27 per million population) were
performed, compared with about 24 -per million population in New
Zealand (Table 6.5). The rates for the United Kingdom and United
States were similar in 1983 at 28 patients per million population
(Macpherson 1986). Between 1980 and 1988, kidney transplant
programs in the European Communily and the United States
expanded dramnatically, showing growths of 130 per cent and 113 per
cent respectively.
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Table 6.5: Kidney transplants, Australia and New Zealand, 1984 to

1988(a)
1984 1985 1986 1987 1938
Australia .
Renal transplanl operations
Number 420 412 428 407 448
Per million population 27 26 27 25 27
Functioning transplants
Number 1.975 2,164 2,390 2,583 2,801
Per million population 127 137 150 159 169

New Zealand
Renal transplant. aperations

Number 78 83 102 77 81

Per milliont population 24 25 31 24 24
Functioning transplants

Number 341 374 417 444 475

Per million population 106 113 128 137 142

(a) Yecar ended 31 October.

Source: Australla and New Zealand Comnbined Dialysis and Transplant Registry
1989

Liver transplants

Three Australian centres have performed lver transplanis. The
Queensland Liver Transplant Program, based at the Princess
Alexandra Hospltal, the Royal Children's Hospital and the Royal
Brisbane Hospilal, began in January 1985. The National Pilot Liver
Transplant Program in Sydney, based at the Royal Prince Alfred
Hospital and the Children's Hospital, began in January 1986. The
program at the Austin Hospital in Melbourne began tn 1988. At March
1989, a total of 147 transplants had been perforined on 135 patients
in Australia (Table 6.6). The 51 transplants performed between
August 1988 and March 1989 represent an annual rate of 5.2 per
milliorn.

Table 6.6: Liver transplants to August 1988 and
to March 1989

{Number)
To August 1988 To March 1989

New South Wales

Transplants 38 55

Patlents 34 50
Viclorla

Transplants 3 7

PaHents 3 &
Queensland

Transplants 55 85

Patents 51 79

Source: Powell 1989
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In 1988, the European Community had a rate of 3.4 per milllon and
the United States had a rate of 5.2 per million. Donor procuremernt
remains the eritical imitation to the procedure both in Ausiralia and
overseas.

The costs of the procedure are difficult to estimate and many are
absorbed In standard hospital services. However, several estimales
of around US$50,000 for the preoperative work up, operation and
immediate post-operative care have been made (Fowell 1989).

6.4.7 Radiation therapy

Radiation oncology for the treatment of cancer is provided by 20
centres in Australia at an estimated cost of $800 million a year
{Australian Health Ministers’ Advisory Council 1987). Arecent survey
indicated that there are 47 megavollage machines operating in
Ausiralia, with 23,379 new courses of treatment begun in 1987-88.
Medicare benefits totalling were paid ont 320,701 services in 1987-88
(Table 6.7).

Table 6.7: Radiation therapy procedures, 1980-81

to 1987-88

{Number)
Year Procedures
198081 237.983
1981-82 268.047
1982-83 237.725
1983-84 245.084
1684-85 242,192
1985-86 264,110
1986-87 290,350
1987-88 320,701

Source: Commonwealth Department of Community Services and
Health unpublished

A recent report by the Working Party on Radiation Oncology to the
Australian Health Minsters’ Advisory Council (1989) noted a shortage
of radiotherapy equipment in Australia and recommended a
re—equipment program linked to a proper planning stralegy Lo ensure
the provision of comprehensive cancer services. The need for detailed
studies comparing the effectiveness of radiotherapy with other
approaches was identified.

6.4.8 Hearing alds

About 7 per cent of the total Australian population aged 15 years and
over reported suffering some form of hearing problem in 1978 (ABS
4336.0). Of those, 20 per ceni possessed a hearing aid.

The Hearing Services Program of the Commonwealth Department
of Community Services and Health provides between 60 and 70 per
cent of the hearing aids in Australia. In excess of 60,000 hearing aids
are fitted each year under the Program (Table 6.8}. The year to year
variation in the number of hearing aids fitted in the main reflects the
resources avatlable.
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Costs

The cost of a single PTCA procedure (including hospitalisation) has
been estimated at about $7.100. This figure does not take into
account the cost of complications, emergency operations and repeat
procedures. If these are included, the average cost per patient
becomes approximately $9,400. This represents. the cosl to health
care. To determine the total cost to society. allowance must be made
for time lost {rom work, support services, and costs to families. If
average Australian weekly earnings are used as a basis for costing
time lost fromn work, and allowance is made for the other soclal costs,
the total cost to society would be around $10.500 per patient
(NHTAP1989h).

For comparison, the cost to health care of coronary artery bypass
surgery is about $11,700 per patient if complications and repeat
procedures are taken into account. If allowance is made for tme lost
from work using average Australian weekly earnings as a basis, and
for other social costs such as family support, the total social cost
could be In the range $15,000-21,000 a patient. If allowance were
made for those who never return to work after bypass surgery, the
cost could be much higher (NHTAP 1939b).

Thus for those patients for whom the two procedures bring
comparable benelits, PTCA has a signillcant cost advantage.

The costs of both procedures should be seen in the light of their
benefits. For bypass surgery these include improved survival for
patienis with multivessel and left main arlery disease. As yel there is
no evidence ithat PTCA improves survival, but both procedures
substantially reduce symptoms and improve quality of life.

For about 70 per cent of PTCA patients, the benefits will include
reductions in the costs of medical ireatment for angina. Over a
10-year perlod, these may range from $1,500 to more than $10,000
(NHTAP 1989b}. However, these savings do not accrue primarily to the
institutions carrying out the procedure, but to other agencies and the
communily generally.

Constraints on the growth of PTCA

The growth of PTCA is constrained by the requirements for highly
skilled personnel and high cost faciliies. PTCA is performed by
cardiologists with special training in angioplasty, usually acquired
overseas. Skill needs to be maintained by an adequate workload;
coronary angloplasty cannot be performed on an occasional basis.

Coronary angioplasty should only be performed in a cardiac
catheterisation laboratory with high quality imaging equipment.
Facllities for emergency bypass surgery should be close at hand, with
a surgical team on stand-by. Only major hospllals can adequately
meet these requirements.

New developments

In the future, balloon angloplasty may be one of an armoury of
techniques available to the cardiologist for the non-surgical
treatment of coronary artery disease. New techniques Include
atherectorny, in which plaque is pared from the artery wall with a
spinning blade or rotating burr attached to a catheter. Different types
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of intra—arterial stents are being tested as means of preventing
reclosure o»f the artery, and several laser-based techniques for
penetrating coronary artery occlusions are under develocpment.
While these new technologies may extend the range of application
ol coronary angioplasty and reduce the incidence of restenosis, it is
too early to assess their effectiveness or polential impact {Rowe 1989).

Conclusions

In spite of its limitalions, PTCA has major advantages for patient
wellfare if it is applied appropriately. There is a danger of over~use, for
example if the procedure is applied to patients whose angina is
safisfactorily controlled by medication. However, at present there is
also the possibility that it is under-used. particularly in the public
seclor, owing to funding constraints.

There is a need for the medical profession to adopt clear guidelines
on the appropriate application of coronary angioplasty.

6.5.2 Magnetic resonance imaging

Magnetlic resonance imaging (MRI) is a technology which marks a
further step in the availabilily of powerful diagnostic imaging
techniques. In some respects complementary to X-ray methods, MRI
works on different physical principles and does not use potentially
harrnful ionising radiation. It provides high quality images of soft
tissue and unique information Lo the diagnostician. Most widespread
application has been In examination of the head and spine.

MRI has a high capital cost, associated in part with the need for a
large (whole body). stable magnet and the compuler installation
required to assemble torographic information.

Recurrent cosis are also significant. Superconductive magnets are
used most commonly at present and require liguid helium to cool
them to operating temperature. The major alternative is io use a
resistive magnet which requires addilional electrical power. Staffing
costs, including the usual radiological and support personnel, are
also substantial.

An Australian assessment of MRI has suggested that overall costs
per examination, excluding interest charges, may be of the order of
$500 to $600 in a public hospital setting (Figure 6.5) implying annual
expenditure of up to $2 million for each unit (NHTAP 1989c).

Technical change is still rapid, and includes development of
superconductive magnets which use less hellum, lower cost units,
some based on permanent magnels, and higher throughputs
assoclated with better computer software.

The range of poiential applications continues to grow with somne
emphasts, in part at the research stage, on cardiovascular imaging,
including MRI of the moving heart.
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Box 7.1: Survival Curves

The survival curves in Figure 7.8 show the probability of
survival to any given age (represented by the horizontal axis
of the graph) using survival probability estimates from
Australian life tables (ABS 3302.0, 3101.0).

These curves show the proportion of a cohort which would
survive to each age if it continued to be subject to current
mortality levels at each age of life. For example, 50 per cent
of men would survive to age 76 years but less than 9 percent
would survive to age 90 years if all men were subject to the
observed 1988 mortality rates at each age of life. As with life
expectancies (Box 2.3), the survival curves summarise the
population mortality experience for the time period under
consideration and do not describe the actual mortality
experience of birth cohorts in the Australian population,

Life table survival curves summarise current mortality
risks by age in a way which relates them directly to
expectation of life. The areas between the survival curves
and the axis in Figure 7.8 are proportional to the total life
years lived by the cohorts and hence to the expectation of
life at birth for the cohort. The areas between the curves
similarly are proportional to the life years gained by the
later cohort in comparison with the earlier cohort because
of the changes in age-specific mortality rates between the
relevant years.

The survival curve plot shows the distribution of these life
years with age and the contributions of changes in survival
at various ages to the overall change in life expectancy.

7.2.2 Changing causes of death

Trends in death rates for the major causes of death (Chapter 2) are
dominated by deaths at older ages. The major causes of death for older
people are, In order of importance, circulatory diseases, neoplasms
(cancers), respiratory diseases and digestive diseases. Changes in
death rates for these causes underly the dramatic improvements in
survival at older ages shown in Figure 7.9. This secHon examines
changes in these deaths rales between 1981 and 1988, These years
were chosen to match the years for which national data are available
on the prevalence of disabllity and handlcap (Section 7.2.3).

Death rates for circulatory diseases declined between 1981 and
1988 for both sexes in all age groups 50 years and over. Between 1981
and 1988 the rates for men 50-59 years declined by 35 per cent and
for women by 32 per cent. Among people 80 years and over, the rates
declined by 20 per cent for men and 14 per cent for women {Table 7.3).

The patterns for neoplasms between 1981 and 1988 provide a less
optimistic picture, There were declines In rates for men 50-59 years
{8 per cent) but increases for men in all older age groups. For example,
the increases were about 4 per cent for ages 60-69, 70-79 and 80
years and over. Rates for women increased rates for all ages 50 years
and over—al ages 70-79 years there was a 10 per cent 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 6069 70-79 80 and over
Per 100,000 poprdation)

Males
Circulatory discases

1981 483 1,349 3416 8,964

1988 313 959 2,725 7,190
Neoplasms (cancers)

1981 306 731 1,525 2.500

1988 282 757 1.589 2.600
Respiratory discases

1981 53 182 640 1.736

1988 38 172 582 1.671
Digeslive discases

1981 58 89 163 418

1988 41 81 158 444

Females

Circulatory discases

1981 160 587 1,991 7.827
1988 109 414 1.622 6,704
Neoplasms (cancers)
1981 215 422 723 1.187
1988 227 458 794 1.258
Respiratory discascs
1981 23 69 152 637
1988 27 78 208 634
Digestive discasces
1981 23 36 07 338
1988 16 39 103 420
Percentage change 1981 to 1988)
Males
Circulatory discases -35.3 -28.9 -20.2 -19.8
Neoplasms (cancers) ~-7.8 +3.6 +4.2 +1.0
Resplratory discases -28.3 5.5 -9.1 -3.7
Digestive discases -29.3 -9.0 -3.1 +6.2
Females
Circulatory discases 31.9 -29.5 -18.5 -14.3
Neoplasms (cancers) +5.6 +8.5 +9.8 +6.0
Respiratory diseascs +17.4 +13.0 +36.8 -0.5
Digestive discascs -30.4 +8.3 -3.7 +24.3

Source: Australlan Institute of Health (in press)

Rales for respiratory diseases declined for men at all ages except 80
years and over where there was a small increase. For women, they
increased at all ages except age 80 years and over where rates were
stable. For the 70-79 age group, there was a 9 per cent decline for men
and a 37 per cent increase for women.

Digestive disease rates for men declined in all age groups except 80
years and over. In wornen, they declined only at ages 50-59 and 70-79
years. For people aged B0 years and over the rates increased by 6 per
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Box 7.2: Health expectancies

Life expectancy is a traditional health indicator which
summarises the mortality experience of a population in a
way that is independent of the age/sex structure of the
population (see Box 2.3). A comprehensive index of
population health status should take into account not only
the overall length of life, but also the quality or
healthfulness of life. One such composite measure of health
status, disability-free life expectancy, was pioneered by
Sullivan (1971) and is being increasingly applied in a
number of countries (Colvez and Blanchet 1983, Wilkins
and Adams 1983, Katz et al 1983, Crimmins et al 1989,
Robine 1989, Graham and Davis 1990). This measure
incorporates information on the prevalence of disability by
age into the standard calculation of life expectancy (from
mortality data) to produce estimates of the expected
average years spent with disability and free of disability
(Table 7.4). It is also referred to as health expectancy and
active life expectancy.

Individuals can make transitions in both directions
between disabled and non-disabled states. Interpretation of
the conventional life table and derived survival curves Is
simplified by the fact that only a single unidirectional
transition is possible from ‘alive’ to 'dead’. In contrast,
some disabled people may at a Iater stage in life cease to be
disabled. Rogers et al (1989) found surprisingly high
transition rates from ‘dependent’ to ‘independent’ status at
older ages. This does not invalidate the Sullivan method for
calculating disabled and disability-free life expectancies,
which applies cross-sectional prevalence rates at each age
of life to the years of life lived. It thus automatically takes
into account disability-free years of people who were
disabled at younger ages, ignoring cohort and period
effects. The latter effects are explicitly excluded from
consideration by the life table methodology. Expectation of
years with disability and years free of disability should be
regarded as averages for the population over an entire
lifespan (from the age under consideration) on the
assumption that current age-specific disability prevalence
and mortality rates continue to apply. The years of
disability need not be concentrated at the end of a
disability—free lifespan but may be scattered through the
entire lifespan.

Data on prevalence of disability and handicap among
Australians were derived from population surveys by the
Australian Burean of Statistics in 1981 and 1988 (ABS
4343.0, 4118.0). Definitions of disability, handicap and
severeé handicap are in Box 2.6. These definitions were
applied in the same way in the 1981 and 1988 surveys to
classify individuals on the basis of self-reported
assessments, which may change in line with community
attitudes and perceptions (see Section 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
Life expectancy(a)
1981 13.9 18.1 16.0
1988 14.8 18.7 16.8
Change: 19811988 +0.9 +0.6 +0.8
Handicap—iree expectuancy(b)
1981 9.6 11.4 10.5
1988 8.0 9.6 8.8
Change: 1981-1988 -15 -1.8 -1.7
Disability—free expectancy
1981 7.9 10.1 9.0
1988 6.7 8.6 7.6
Change: 1981-1988 -1.2 -1.5 -1.4

(a} Total lifc expectancy. all health states.
(b) Frec of handicup, le not limited to any degree In ability to perform tasks relating
o sclf care. mobility. verbal communication. schooling and/or employment.

Source: Australian Institute of Health unpublished

There were more pronounced rises over the period in handicap than
disability. Belween 1981 and 1988, handicap prevalence for the total
population grew from 87 per thousand to 130 per thousand, a 49 per
cent increase. For the 65-84 age group lhere was a 39 per ceni
Increase, from 294 per thousand to 409 per thousand, and for those
aged 85 years a 35 per cent increase, from 599 to 806 per thousand.
This increased reporting of handicap was relatively uniform, around
35 to 39 per ceni for all age groups, While the increases among
younger people were in the mild handicap category, the increases
among older age groups were in the moderate category. There were
also small increases In severe handicap for all age groups. A person
is classified as severely handicapped if they need assistance with a
range of activities of daily living (Box 2.6).

Il is possible to use this information on the prevalence of handicap

and disabillly in Ausiralia 1o calculate the average expectation of

years life with disability {or handicap). These 'health expectancies’ are
a generalisation of the traditional life expectancy dealing with two
health stalies—allve or dead—to mulliple health states such as not
disabled, disabled and dead (Box 7.2). It is estimated that in 1988 the
average life expectancy of 16.8 years for Australians aged 65 years
comprised an average of 9.0 years free of disability and 7.8 years with
disability. Between 1981 and 1988 it is calculated thal Australians
gained about a year in life expeclancy from age 65 years but lost two
years in handicap—free life expectancy and aboul one year in
disability—free life expectation (Table 7.4).

In a similar manner, the ‘alive’ survival curve (Figure 7.8) can be
generalised to multiple health states {Box 7.3). Curves for survival
free of severe handicap and survival free of disability have been
constructed using the ABS survey dala and are shown later in this
chapter (Figure 7.19).
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Table 7.5: Type of disabling condition, age specific rates, sex, 1981

and 1988
Age group
45-54 55-64 65-74 75+
{Per 1,000 population)
Males
Circulatory diseascs
1981 33.1 91.2 111.0 139.6
1988 254 101.7 144.6 172.6
Hearing loss
1981 54.5 109.4 138.1 236.8
1988 52.6 120.3 189.7 306.4
Musculoskeletal diseascs
1981 67.8 112.9 126.4 162.1
1988 64.6 129.6 154.9 185.4
Sight loss
1981 12.9 21.2 32.9 112.1
1988 10.2 17.1 45.6 1106
Mental disorders
1981 23.7 49.1 35.7 66.5
1988 22.4 384 58.0 70.7
Females
Circulatory diseases
1981 30.0 57.4 113.3 188.5
1988 27.4 68.1 118.3 216.2
Hearing loss
1981 25.9 46.4 87.9 224.9
1988 22.9 49.9 101.1 2393
Musculoskeletal diseases
1981 53.6 83.4 133.5 248 .4
1988 77.3 109.8 168.3 207.0
Sight loss
1981 7.1 14.6 37.8 161.4
1988 8.6 12.1 48.2 157.8
Mental disorders
1981 45.7 50.9 54.9 126.5
1988 36.2 40.0 52.4 145.5
Percentage change 1981 to 1988)
Males
Circulatory diseases -23.3 +11.5 +30.3 +23.6
Hearing loss -3.5 +10.0 +37.4 +29.4
Musculoskeletal diseases 4.7 +14.8 +22.5 +14.4
Sight loss -20.9 ~-19.3 +38.6 -1.3
Mental disorders -5.5 -21.8 +62.5 +6.3
Females
Circulatory diseascs -8.7 +18.6 +4.4 +14.7
Hearlng loss -11.6 +7.5 +15.0 +6.4
Musculoskelelal diseascs +34.2 +31.7 +26.2 +19.6
Stght loss +21.1 -17.1 +27.5 -2.2
Mental disorders -20.8 -214 —4.6 +15.0

Source; Australlan Bureau of Statstics 4118.0, 4343.0
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After age 65, reported prevalence rates of musculoskeletal diseases
in women were greater than those for men. These rates increased in
both sexes between 1981 and 1988, except for men aged 45 lo 54
years. The increases were greater for women than men., with an
increase of 44 per cent for women aged 45 io 54 years while men's
rates at (hat age declined.

In contrast, reported prevalence of hearing loss was greater among
men than wormnen and increased markedly for both sexes over the age
of 35 years. The prevalence of hearing loss increased for both sexes
after the age of 74 years.

Below age 64 prevalence of sight loss was higher for men butl
crossed over to be higher for women afier age 65 years. There was no
discermible pattern in the changes in prevalence for men and worgen
over the period.

Reporied prevalence of mental disorders was lower than other
causes discussed. Between 1981 and 1988 rates declined except for
men aged 65 to 74 years (a 62 per cent increase) and men and women
aged 75 years and over.

It is Important to disaggregate the increasing total disability at older
ages to ask more specific questions aboul different types of disability.
Vartous explanations can be tested for specific disease types within
age and sex groups. In the absence of such research, explanations of
the changed rates of cause of disability remain as speculations. One
final caution is needed, because causes of reporied disability were
self-reportied and nol medically verified in the ABS surveys, i is
possible that respondents could have inaccurately reported some
causes or not fully understood the purpose of the question.

7.2.6 Dementia

Reported disabilily from mental disorders rose, between 1981 and
1988, for men over 65 and women over 75. In 1988 the female rate
of 146 per 1,000 for the 75 years and over age group was double the
male rate of 71 per 1,000. One of the most severe of the conditions is
senile dementia of two major types—Alzheimer's and multi-infarct.
As wilh most mental disorders, there is no one prevalence figure but
rather a range of rates for different definitions of the syndrome.
Statistically integrated evidence from many studles shows a
consisilent trend for prevalence lo Increase exponentially with age
(Jorm and Henderson 1990). The reported prevalence rale for
dementia doubled with every 5.1 years of age. The exponentiial rise
w-~s sleeper for Alzheimer's (doubling every 4.5 years of age} than for
multi-infarct vascular dementia (doubling every 5.3 years). Assuming
prevalence rates at spectfic ages remain constant, Australia can
expect an increase of about 100 per cent in the number of dementia
cases to the year 2011 (Figure 7.12).
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7.2.8 Accidents and injuries

There is a continuum rather than a sharp distinclion between
intentional and unintentional injuries and between fatal accidents
and suiclde. Injuries generally are most common among people aged
70 years and over and the consequences in bed-days and death rates
are mosl severe al those ages compared with younger groups (See
Figure 3.2). Some 16 per cent of all handicapped people reported
accidents as the cause of their disabling condition in 1981. While
most accidents occurred at work or on roads, more than one third of
all disabled peopte in institutional care were injured at home. Death
rates, hospital separation rates and occupled bed—days from
accidental falls begin to rise rapidly after age 70 and peak at age 80
and over. While motor vehicle accidents are highest in prevalence and
consequences between ages 15 and 30 years, they begin to rise afler
age 70 when the rates for injuries to pedestrians are aboul four times
higher than for any other age group. Suicides and self inflicied
injuries are most likely to be fatal for people aged 70 years and over
but their consequences, in bed-days and hospital separation rates,
are highest for younger groups between ages 20 and 40 years.

7.2.9 Oral health

Until recently, a large majority of older Australians had no natural
teeth. The 1979 dental health survey conducted by the Australian
Bureau of Statistics (ABS 4339.0) reported that 66 per cent of
Australians aged 65 years and over had no remaining natural teelh,
whereas the most recently available national data from the Natonal
Oral Health Survey of Australla (Barnard 1989) reported that the
figure had declined to 50.2 per cent. Substantial reductions in the
numbers of older people wilh no natural teeth have been projected,
with the percentage of people aged 60-64 without natural teeth
expected to reduce from 40 per cent to 27 per cent during the next
decade (Spencer and Lewis 1989).

As older Australians retain increasing numbers of natural teeth,
there is potential for an increase in the prevalence of cral disease
within the community. This is supported by studies of adults of all
ages, Including the Natonal Oral Health Survey and studies In
Brisbane in 1984 (Powell and McEniery 1985) and Melbourne in 1985
{Spencer et al 1988), which showed the prevalence of dental decay
and periodontal (gum) disease among older adults was comparable
to that observed in middle age. The prevalence of dental decay in
current populations of people aged 65 years and over who have some
natural teeth exceeds the prevalence observed in primary school
children. An Adelaide study of people aged 60 and over (Centre for
Ageing Studies 1990) demonstrated the complexity of oral disease in
older adult populations. Dental decay was distributed between the
crowns of teeth (24 per cent of people) and the root surfaces (28 per
cent). The latter form of decay is a characteristic of later adulthood,
particularly as root surfaces become exposed because of recession of
the gums around the teeth, Another 28 per cent had some severe form
of periodontal disease. No studies have specifically investigated the
distribution and determinants of oral disease among older adults.
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These emerging patterns of disease have prompied concern that
unireated dental disease or other chronic dental disorders inay
contribute 1o pain, discomfort, disability or ill health among older
adults. Although there is a lack of adequate data, findings from the
Adelaide study provide some basis for this concern (Spencer, Slade,
Richards and Gorkic 1989). Among people aged 60 and over, 47 per
cent reported oral pain or discomfori, 36 per cent had some difficulty
eating, and 6 per cent sald cral disorders had caused difficulty with
social interaction (such as talking and smiling).

7.2.10 Medications

Older people are the major users of prescribed and non-prescribed
pharmaceuticals in Australia. Pensioner prescriptions under the
Pharmaceutical Benefits Scheme accounti for 25 per cenl of all
prescribed drugs and 55 per cent of pshychotropic drugs. Pensioner
prescriptions have shown an annual increase of 6 per cenl compared
with 2 per cent increase in the numbers of eligible pensioners.
According to PBSrecords, In 1985 pensioners had an average number
of 26 prescriptions per person compared with four per person among
the non-penstoner population (Kurowski 1989).

The extensive and increasing use of pharmaceutical drugs by older
people has begun to attract attention. There is an increasing body of
evidence that indicates older people are physiologically at greater risk
of experiencing adverse outcomes associated with drug use. The
frequency of drug related adverse reaction also increases with the
number of drugs taken (polypharmacy) so that older people are
particularly vulnerable to adverse drug reaclions. There is evidence
that social problems in older people may be significant precipitators
to medication use and that the exient to which older people are
prescribed multiple medications is the result of reliance on drug
therapies, a lack of emphasis on preventative-health measures and
alack of appropriate long-term care strategies for chronic conditions.

Hoarding and wastage of pharmaceuticals does not appear (o be
any higher among pensioners and older people than among other
sections of the community (Harvey 1987). See section 5.3 for details
of use of pharmaceuticals in Australia.

Older Ausiralians of non-English speaking background (NESB)
have been found to experience particular dilficullies with medication
use, and surveys have indicated that half of older NESB people do not
have their medications explained to them in their own language.

Given the extent to which older age has been paralleled by increased
u = of medications, and by increasing use of multiple medications,
the projected growth in the numbers and proportion of the very old
(those 75 years and older), from 4.1 per cent of the population to 9.7
per cent in 2031, indicales thal the rate of consumption of
pharmaceutical medications will increase dramatically.

In the 198990 Federal Budget the Government established a
program to support community-based educalion initiatives
addressing the rate of consumption of pharmaceuticals, and
particularly the use of multiple medications by clder people.

National Better Health Program strategies for improving the health
of older people include a medication program to promote safe and
sensible prescription, dispensing and consumption of medications.
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Figure 7.18: Independent survival(a) and institution—free
survival curves, 1988
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7.3.6 Dental services

Older adulls have often been characterised as infrequeni users of
dental health services. However, when utilisation by people with
natural teeth (dentate} and those without natural teeth (edentate) is
examined, much of the low utilisation Is observed among the edentate
portion of the older adult population (see section 2.6.2). The National
Oral Health Survey findings indicale that more than 50 per cent of
people aged 65 and over had attended a dentist within the previous
12 months and this rate of utilisation was within the range of 51 to
58 per cent for dentate adults of all ages.

Access to dental services is restricted for older people on limited
incomes because publicly subsidised services are usually centrally
based and have long walling lists, and private health insurance offers
limited cover.

The National Health and Medical Research Council recognised the
need for greater emphasis on the dental care ol older people in 1973,
and In 1988 established an expert panel on the Oral Health Care
Needs of Older Feople.

Substantial differences exist in oral health status and use of dental
services within the older population. Among non-institutionalised
people, those with lower educalional altainment and Jower income
levels tend to have a higher prevalence of edentulism, and a higher
prevalence of dental decay has been observed in men (Powell and
McEniery 1985; Spencer et al 1988). Older adults living in nursing
homes are more likely to have no natural teeith, and those with
natural teeth appear to have more severe forms of disease requiring
more extensive treatment (Stockwell 1987; Holman, Lam and Larsen
1988), compared with non-institutionalised people. Older people who
are handicapped and homebound appear to be at risk of more serious
levels of disease, and they face parlicular barriers in oblaining care
(Crack. McDougall and Spencer 1980).

There will be a need for more comprehensive and complex denial
care for older Australlans in the future. Although a large proportion
of older adults who retain natural teeth continue to experience mild
or moderate levels of dental diseases, it 1s recognised that preventive
care (particularly through the provision of fluorides and regular
preventive periodontal care) can be effective in their control.

7.3.7 Health promotion and prevention

The application of health promotion and prevention of disease for
older people s at a very early stage in Australia (Kane 1988). The
Projecl Planning Team for the Health of Older People priorily area of
the Nalional Better Heallh Program proposed three goals for health
promotion for older people:
¢ to improve the health and independence of older people;
+ to promote positive images of ageing as a means of promoting
independence; and
* to identily and reduce inequities in health status among older
Australlans.
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The Project Planning Team proposed that the National Better
Health Program should have as targets the:

« reduction of morbidity and mortality resulting from preventable

injury;

» reduction in prevalence of functional limilations experienced by
older people;

s reduction in inequalilies in health status among older people by
redirecton of resources to those most in need;

s increased parlicipation of older people iIn individual health
enhancement.

The siTalegies proposed to address the goals and targets were:

e the promotion of Social Participation, through four component
programs  encompassing policy development. social
involvement through ‘wellness cenire’ program and community
education program; nutrition and pre-retirement projects;

« integration of Health and Welfare Services through the
development of local area coordination strategies for primary
health care services; and

» specific intervention strategies including medication education
and information; mobility and safety projects; proflessional
skills development and discharge planning promoiion.

The Nalional Betler Health Program is a Commonwealth/Stale
cost-shared program launched in November 1989 (Section 4.3). The
implementation of projects focused on older people has varied across
the Stales. National projects include a medication program and a
national promotion campaign. Four projects have been approved in
NSW, including weliness centres, which are being established in
South Australia also. Victorlan projecls are directed at injuries
among older people and hip fractures among rural oider people. An
project in the ACT is directed at Lhe isolation of older people.

The projects reflect the complexity of healih for older people and the
three strategies oullined in the program. Better knowledge of the
processes of ageing and the relevant risk factors for disease and
disability. as well as evaluations of inlerventions, are needed.

7.3.8 Future issues

While older people are major users of health services, the ageing ol
the population is at best a minor factor in historical increases in costs.
Technological changes, Inappropriate or poorly directed policies, and
generally Increasing usage rates have all played a part. Many policy
developments have begun to target healih and communtity services
expenditures lowards more appropriale goals. Further rationing ol
publicly provided nursing bome beds and home and community
services will occur as the increasing numbers of ‘old old” create
increased demand. One Important development will be the expansion
of support to informal carers and the coordination of formal, public
services with those provided by family, friends and neighbours, Thus
policies will need to be well managed to allow opportunities for growth
in new policy areas like belter supporl for informal carers. However,
moderate increases in economic growih can cover age related
increases in costs of health and welare for older people (Economic
Planning Advisory Commillee 1988).
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assessed in soclal and epidemlological research. The total life
chances of women relative to men and beltween other groups in
Australia’s heterogenous population need to be bought into these
analyses If effective interventions are to be designed.

There remain profound ethical issues about policies and practices
affecting the quantity and quality of later life. Should guidelines be
available to physicians about when to prolong life and when to provide
a caring or palliative option? Such cholices are already made but not
necessarily on any consistent basis. Should criteria be available
about what interventions improve quality life and which marginally
extend life without improving quality? Might choices be made in
favour of hip replacements and corneal transplants and against
corenary bypass surgery amongst the very old? Are there grounds for
blocking public investment in research on medical and
pharmaceutical developments which marginally extend life without
improving its quality? Can key indicators of quality of later life ever
be decided? These are the choices and issues created by soclal,
economic and medical developments which have produced aging
societies in Australia and throughout the world.
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Review of developments
in health statistics

8.1

For many years national data on Australia’s health and health
services have been inadequate for monitoring changes in health and
for informed and effective planning. However, in the past two years
there have been a number of developments in the coilection of
national data.

Organisational changes

8.1.1 Progress at the Australian Institute of Health

The establishment of the Australian Institute of Health and its
development to the end of 1987 were described in Australia’s health
1988 (AIH 1988a}. Previously, there had been a range of organisations
working on health statistics, but their efforts were largely
uncoordinated. There was no effective process for setting priorities for
national health statistics, and much of the available information was
fragmented and lacked standardisation.

The Institute’s principal function is the development and
coordination of nationalhealth statisiics. Its success in improving the
qualily and extending the availability and range of these statistics
depends largely on its capacity to provide leadership to the wide range
of agencies involved and to coordinate their health statisticat
acltivitles.

In March 1988, the Dental Statistics and Research Unit (DSRU) was
established as an external unit of the AIH within the Faculty of
Dentistry at the University of Adelaide. It is developing statistics on
the dental labourforce and on dental health status.

A National Injury Surveillance Unit (NISU) has been established as
an external unit of the AIH to carry on the work of the National Injury
Surveillance and Prevention Project in developing statistical
collections related to injury. NISU will also monitor and evaluate
activities funded under the injury component of the National Better
Health Program.

8.1.2 Collaboration with the Australian Bureau of Statistics

The Insttute, in addressing the statistical functions set out in its Act,
has developed a close association with the Ausiralian Bureau of
Statistics, which looks to the Institute to assist it in developing its
health data collection activities. In pursuing its role of analysing data
relating to health policy, the AIH will continue to produce special
reporils based on ABS data.

An example of this collaboration is the development of an inventory
of health data sources, which builds on earlier work done separately



by the two organisations. The inventory, which will identify and
describe all major health data collections in Australia, will be updated
regularly. It will provide researchers, administrators and planners in
health with a guide to current and recent data collections, and help
identify data gaps and deficiencies.

A sound working relationship has been established between the
AlH and the ABS. The Australian Stalistician 1s a member of the AIH
Board and the Chairman of the AIH Board is a member of the
Australian Statistics Advisory Council. ABS and Institute staff
maintain close contact through regular meetings, where malters of
common inlerest are reviewed and proposals to improve coordinalion
and liaison are developed.

8.1.3 Review of health statistics

The ABS has reviewed health statistics as one of a series of 10 reviews
covering slalistics relating to individuals, families and households.
The aim of the reviews was to define ABS directions over the next three
to five years and to clarify ABS work in relation lo the statistical
activities of other Commonwealth, State and Terrilory agencies.

The health statistics review examined the major colleclions of all
agencies providing data at national and State levels, not just ABS
collections. The categories covered were:

e Mortality
Sickness and disease
Risk factlors assoclated with death, sickness and disease
Disability
Occupaticnal health and salety
Health of specific population groups (eg women)

Provision and use of health services

Services of health professionals

Institution based services

» Health {inance

Expenditure
Mechanisms for payrnent

Each category was examined in relation {o user requirements,
current statistical oulput, unmnel demand, agency responsibility, and
cost of satisfying the unmel demand.

Comiments on the review were sought from a range of users at the
Federal and State levels, and a drafl repori will be submitted to the
Australian Stalistics Advisory Councll. it will be used Lo frame the
ABS forward work program, and help the National Committee on
Health and Vital Statistics determine priorities in health statistics.

8.1.4 National Committee on Health and Vital Statistics

The National Commitiee on Health and Vital Statistics, which was
created by the Ausiralian Health Minisiers’ Conference in 1976,
became a committee of the Institute in 1987. The Committee reported
jointly to AHMAC and the AlH for two years. (AlH 1989a).

The Committee was reconstituted in July 1989 and its functions
largely confined to the identification of health statlislical needs and
prioriies. The development, coordination and other functions
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included in the terms of reference of earlier Commitieces will be
addressed by task-specific Institute working groups.

The new NCHVS terms of reference are:

+ to idenlify the needs for national health related statistics; and

¢ having regard to the resource implications, to recommend on

priorities for developing national health related statistics.

The Committee, which meets twice a year, is to hold a National
Health Statistics Forum in February 1991 as part of the process of
recommending priorities for national health statistics.

8.1.5 National Centre for Epidemliology and Population Health

The first director of the National Centre for Epidemiology and
Population Health (NCEPH) at the Ausirallan National Universily
assumed office in January 1989. By ithe beginning of 1990, the
NCEPH was well advanced in developing lts academic program of
health development research and training for research in:

public health;

health of older people:

AIDS epidemiology;

injury prevention;

cancer and heart disease prevention; and

prevention of drug abuse.

NCEPH is also developing an international program on health
transition to examine social and cultural determinants of mortality
and fertility change in developing countries.

There is close collaboration between NCEPH and the AlH, including
a communeon seminar program and the joint appointment of a
behavioural epidemiologist. It is anticipated that NCEPH researchers
will assist In interpreting and analysing varlous data sets collected by
the AIH.

8.1.6 Public Health Research and Development Committee

The Public Health Research and Development Comnmittee (PHRDC),
one of the major committees of the Nationa! Health and Medical
Research Council, was established in 1987 to encourage development
of research in public health. It has done so by funding research,
including commissioned research, and by funding training awards.
Much of this funding has led to greater use of existing statistics and,
to a lesser extent, to development of health statistics,

The PHRDC awarded its first grants in 1988, In 1989, it awarded
10 project grants for research Inlo nuirition, the prevention of
cardiovascular disease and the prevention of accidents and injury. In
addition, small seeding grants were offered to initiate studies of
quality of life scales, measures of lifestyles, scales of social class and
the costing of health services. Two large development program grants
were awarded to established research centres for multidisciplinary
studies and advanced training in public health research. Seven new
public health training scholarships and 11 fellowships were provided
in 1989, while four workshops were funded to identify research and
training needs in evaluation, chronic disability, soclal science
methodology and community participation in public health research.
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8.2

8.1.7 Statistics for health promotion

The emphasis in health policy has moved in recent years towards
prevention, and the promotion of healthy lifestyles and healthy
working and social arrangements.

This approach to public health has been embodied in two major
recent reviews of health in Australia: Looking Forward to Better Health
conducted by the Better Health Commission in 1986; and the AHMAC
Health Targets and Implementation Coounittee’s Health for All
Australians in 1988,

These reviews led to Lhe establishment of the National Better Healih
Program (NBHP), which is a joint responsibilily of the Commmonweallh
and the States and Terrilories. The program aims to improve the
health status of all Australians, particularly those in disadvantaged
groups, through health promotion and the reduction of preventable
illness, disability and premature death. Five priority areas for action
have been identified: Injury, nutrition, hypertension, preventable
cancers and the health of older people.

As part of the development of the NBHP, the Institute has collated
and assessed available stalislics relating to the program’s goals and
targels, and identified gaps and deficiencies for monitoring purposes.
Some of this work is reported in Chapter 4 of this publication.

Work is proceeding on developing proposals for the evaluation of the
NBHP as well as for the minimum dala syslem required to monilor
and evaluate it.

Developments relating to individual collections

B.2.1 Hospital and Institutional Services
Developments in this area include:

National minimum data set (NMDS) for institutional services
The Institute was funded by AHMAC to develop a national minjmum
data set for institutional services in collaboration with
Commonwealth, State and Territory health authorities. Al s June
1990 meeting AHMAC endorsed the adoption of the NMDS
(Australian Health Ministers’ Advisory Council National Hospital
Statistics Project 1989a; 1989b). When implemented, the data set will
provide a basis for the collection of uniform statistics on Ausiralia’s
health institutions. Collection and publication of this information will
fill a major gap in Australian health statistics.

Hospital utilisation and cost studies

The first comprehensive study of hospital viilisation and costs since
1980 lcoked at the 198586 financial year (Harvey and Mathers 1988;
Mathers and Harvey 1988; Renwick et al 1989; Gillett and Harvey
1289). The AIH has heen asked by AHMAC (o undertake second and
third studies, covering financial years 1987-88 and 1989-90.

Natlonal survey program

AHMAC has asked the AIH and the ABS to develop a proposal for a
national survey program to cover the major institutions in the public
and private sectors.
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Casemix information systems

As part of the Medicare Agreements, the Commonwealth has provided
$5 million a year to assist State and Territory health authorities to
develop and implement, by 30 June 1993, information systems which
will give an accurate description of the types of patients treated in
hospitals and of the costs assoclated with treating them. Such
systems have the polential to improve significantty the capacity of
hospitlal and other health administrators Lo manage resource usage.
A National Casemix Advisory Unit, funded by the Commonwealth
Department of Comununity Services anc HeaJth has been established
at the AIH.

Survey of day surgery facilities

The Commonwealth Department of Community Services and Health
has developed an annual survey of all approved day surgery facitities
to provide information on age, sex and insurance status of patients
and on the surgical procedures performed in these facilitles.

The number and use of day surgery facilities has been increasing.
At30June 1987 there were 10 day surgery facilities, a year later there
were 15 and two years later there were 27,

8.2.2 Health labourforce

There have been some steps towards improving the availability. range
and quality of data on Australla’s existing and potential health
lahourforce.

National core health labour force data set

The AIH is developing a national health labour force dataset for each
heallh occupation. The national set Is a set of items (varlables) defined
and worded in a standard way, which is io be collected through the
annual reregistraon processes of the State and Territory
professional registering authorities.

The initial focus is concentrated on neganting an agreement with
the nurse and medical registering authorities and State and Territory
health authorities. After approaches to the ATH by the pharmacy and
podiatry registering authorities and professional assoclations,
negotiations have begun on the dataset for these occupations.

Other registered health occupations will be addressed
systematically. The data set for dentistry is being separately
coordinated by the AIH Dental Statistics and Research Unit.

Annual publication of Information derived from the natonal
dataset for each health registered health occupation will provide
up-to-date stalistics that are comparable across all Stales and
Territories. This information can salisfy a number of user
requirements, including ihe need for regutar monitoring of the health
labour force.

ABS surveys

The ABS conducted two surveys related to the health tabourforce in
1989.

Career Paths of Qualified Nurses surveyed a sample of people aged
15 to 64 who ever qualified as either registered or enrolled nurses. It
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describes demographic and olher charactleristics and work patterns
of qualified nurses (ABS 6277.0).

How Workers Gel Their Training surveyed a larger sample of people
and focused on the educational profiles, study and training aclivilies
(both work related and other) undertaken in the year previous to the
survey. The survey provides information on employer contribution to
training, individual contribution to skill atlainment, and the various
ways in which skills and knowledge are acquired (ABS 6278.0).

8.2.3 General population-based surveys of health

A number of significant health surveys of the general population have
been conducted and more are being developed.

ABS Series of National Health Surveys

The ABS commitment to conduct a series of five—yearly National
Health Surveys is a major contribution to national health statislics.
Surveys in this series will provide national benchmark inforrmation
on a range of health issues, and enable frends over lime to be
monitored, They represent a unique and major component of the
Australlan health statistics systems.

The first survey in this new series, conducted during 1989 and
1990, will provide information about the health status of Australians,
their use of and needs for health services and facilities, and health
related aspects of lifestyle.

Risk Factor Prevalence Survey, 1989

The third of the National Heart Foundation Risk Factor Prevalence
Surveys was conducted in 1989. This serles of three cross—sectional
surveys spans the nine years 1980 Lo 1989 and constitutes the
National Risk Factor Prevalence Study.

The study will assisi in idenlilying the reasons for Australia's
decreasing heart disease death rales. Il is examining changes in risk
factor prevalence over the nine years and comparing coronary risk
among populalion centres and soclal sub—groups. The Institute will
be the principal agency responsible for analysing trends over the
three surveys.

Iron status of Australians

Participants in the 1989 Risk Factor Prevalence Survey also
contributed a blood sample for blochemical determination of their
fron slatus. Plasma samples were analysed for iron, ferritin and
transferrin which together provide an indicator of iron deficiency. The
survey provided the first national data base on iron status of adults.
It complements similar data collected on schoolchildren in 1985
(English and Bennett 1990).

Survey of disability and ageing

In 1988, the ABS conducted a national survey of agelng and
disabled people. The survey aimed to update information collected in
a 1981 survey on the numbers and characteristics of people with
disability. [t also addressed the important issues of the care required
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by and provided for aged and handicapped people living in private
domestic situations.

8.2.4 Dental heatth

Child Dental Health Survey

Information on the dental health of Australian children has been
collected on a national basis since 1975, when the Child Dental
Health Survey was inltiated as part of the evaluation of the Ausiralian
School Dental Scheme. Since then there has been an increase in the
coverage of the survey. There has been a significant reduction in the
dental carles experience of children requiring changes (o the type of
information collected and to ils presentation.

A meeting in November 1988 of representatives of all School Dental
Services examined proposals for the survey's alms, methods and
reporting. The results were incorporated into the draft Redesign ofthe
Child Dental Health Survey (ATH Dental Slatistics and Research Unit
1988) and circulated to all States and Territories in February 1989.
The aims of the revised survey, now conducted by the ATH DSRU, are
to:

e maintain the existing time series of data;

e expand the public health udlity of the survey by including

relevant demographic variables;

¢ increase the efficiency of the collection through greater use of

sampling strategies, and wuse of optical mark reading
techinology;

« improve both the frequency and quality of reporting: and

« produce more rigorous and detailed statistical analyses.

By October 1989, New South Wales and both Territories had
undertaken training programs for all staff and begun data collection.
Data from these areas are being sent to the DSRU for processing and
analysls. Other States are assuming responsibility for processing and
will forward unit record data for incorporation into the national data
base,

National Oral Health Survey, 1987-88

In 1987-88, a National COral Health Survey was conducted by
Commonwealth and State/Territory health authorities to determine
the oral health status of the community and the impact of oral health
changes on dental services, education and the labour force.

A detailed anatysts and report of this survey, which is the first of its
kind to be conducted in Australia, has been prepared by Professor
Peter Barnard of the Department of Preventive Dentistry at the
Universtly of Sydney, and is expected to be published in 1990.

Participation and productivity of dentists

An Australia—wide survey by the AIH Denial Statistics and Research
Unit examining the participation and productivity of dentists was
conducted from October 1988 to February 1989. It included a
five-year follow-up of dentists covered in an earlier 1983 survey as
well as dentists not registered in 1983. The survey will develop a
longitudinal picture of participation and productivity and will be
valuable in anticipating future changes.
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B8.2.5 Occupational health

Employment injuries are a major public health problem and a
concern of governments. Worksafe Australia has been focusing on the
development of national statistics on work injuries. The first stage of
this task has been the development of a national data set for the
workers' compensation—based collections administered by State,
Territory and Commonwealth agencies. Specification of the data set
is complete. Work 1s now proceeding on further development of its
elements and, with the agencies, on its implementation.

An Occupational Health and Safety Statistics Coordination Group
has been formed between the ABS, Worksalfe and the AIH. His aims are
to exchange information, keep a waiching brief on developments in
occupational health and salety statistics, identify areas of common
interest and facilitate required coordinated action,

8.2.6 Injury

Injury, which is a major and preventable health problem, has been
identified as one of the five priority areas of the National Better Health
Program (Chapter 4).

The three—year National Injury Surveillance and Prevention Project
pilot study was a major initiative in the injury statistics field. It
investigated the feasibility of collecting information on Injuries
lreated at accidenl and emergency departments of hospitals.
Previously, litile information was available on the high frequency and
often low severity injuries sustained in the home, al school, during
sporting activities, etc. NISPP provided valuable data addressing
ways of preventing such Injuriles.

Plans are now well under way (o implement an on-going
surveillance system in a range of health care centres In all States and
Terrltories. The resulting data will be used to develop, monitor and
evaluate NBHP iniliatives. The new AIH Nalional Injury Surveillance
Unit will coordinate these efforts and build upon the foundations laid
by NISPP.

To complement this activity, the AIH, the Commonwealth
Department of Community Services and Health, the ABS, the Federal
Office of Road Safety, Worksale and the Victorian Injury Survetllance
Sysiem are collaboraling to improve the availability, range and
quality of coroners' data on injury deaths.

8.2.,7 Aboriginal health

The long recognised need for data on Aborigines in health collections
was reaffirmed in the report of the National Aboriginal Health
Strategy Working Party (1989).

The report was prepared at the request of a 1987 joint meeting of
Ministers for Health and for Aboriginal Affairs from the
Commonwealth and all States and Terrltories. Siratlegies for
implementaton of the report’s recommendations, including those for
statistics, have been developed and are awaiting consideration by
Ministers.

In the meantime, after representations by the 1984 Task Force on
Aboriginal Health Statistics, all Stale and Terrilory Governments
have included questions on Aboriginality in some statistical
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collections relating to health. As a result, information on Aboriginal
births, perinalal events, hospital admissions, and cause of death is
becoming available. However gaps remain in some areas.

The ABS, in collaboration with the AIH and relevant State and
Territory agencies, 1s evaluating the quality and coverage of data
relating to Aboriginal births and deaths. Areport on the quality of data
on Abceriginal births and deaths registered in South Australia in 1988
including a summary of that data has been published by the ABS In
conjunction with the Aboriginal Health Organisation of South
Australia Incorporated (Hampton and Rogers 1990). The eventual
aim is for ABS to publish national Aboriginal vital statistics data.

The ABS 1989-90 National Health Survey includes a question to
identify Aboriginal people, the first time the ABS has provided for
Aboriginal identification in a health survey.

8.2,.8 National Cancer Statistics Clearing House

Establishment of the National Cancer Statistics Clearing House had
been delayed because of concern by some Siates about the
confidentiality provistons of the AIH Act. The Act has been amended
and progress s expected in 1990,

In the meantime, preventable cancers have been identifled as one
of the five priority areas of the NBHP. Data on service delivery,
economic, behavioural and social aspects of screening programs for
breast and cervical cancer is being collected from a range of pilot
projects as part of the comprehensive evaluation of cancer screening
being coordinated by the AIH Screening Evaluation Coordination
Unit.

8.2.9 National Death Index

The establishment of the Nattonal Deaih Index also has been delayed
because of concerns by some States about the confidentality
provisions of the AlH Act, but again, progress is expected now that the
AlH Act has been amended.

Omnce established the National Death Index will yield considerable
savings in time, expense and efort by enabling epidemiologists to
determine readily whether subjects of their research have died and,
if so, the State or Territory holding the relevant death record.

Development and operaton of the Index will be a cooperative
arrangement among the State and Territory Reglsiries of Births,
Deaths and Marriages, the ABS which codes causes of death, and
AlH, The development will be a complex task, but establishment of the
Index will be a significant milestone for epidemiological health
research in Australia.

8.2.10 Drug abuse
A National Drug Abuse Data System is being developed to support the
initiatives of the National Campaign Against Drug Abuse. The data
system draws from a range of information sources Including both
statistical collections and ad hoc surveys. Its specific aims are:

+ to identify and describe the extent and nature of drug use and

drug-related problems in Australia;
e to Identify and describe responses to such problems:
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¢ todetermine factors associaled with drug-related problems and
responses to them;

¢ to provide informaltion which will facilitale the development and
implementation of policies and programs focussed on the
prevention and reduction of drug-related problems; and

¢ lo monitor and assess the impact of policies and programs
aimed at improving responses to drug-related problems in
Australia.

8.2.11 Use of prescription drugs

The Pharmaceutical Benefits Advisory Commitiee has established a
Drug Utilisation Subcommittee (DUSC), which is exploring how a
picture of total pharmaceutical drug use in Australia can be obtained.
This involves oblaining data on private prescription use and on drug
use in hospitals. In 1990, the AIH helped the Soclety of Hospital
Pharmacists of Australia conducl a survey of cardiovascular drug use
in Australian hoespitals. The DUSC is examining the resulls of the
survey.

8.2.12 Home and community care

As part of the Home and Community Care Program, a national dala
collection providing summary information on the number of people
assisted by the program and the extent of assistance received [rom
each type of service has been developed to provide a picture of the
supply and services to the community.

8.2.13 Communicable diseases

The Communicable Diseases Network-Australia is being established
as parl of an initative lo improve the survelllance and control of
communicable diseases in Australia. The netlwork will comprise
Communicable Diseases Units of Siate and Territory health
authorittes, 1he Communicable Diseases Secton of the
Commonwealih Department of Communily Services and Health,
participating microbiology laboratories, medical organisations such
as the Royal Australian College of General Practitioners, NCEPH and
the AIH.

The network's charter is to improve and coordinate communicable
diseases surveillance and conirol nationally. A coordinating group
has been set up in the DCSH to improve the flow of information among
States and Terrilories and to provide a vehicle for assisting them in
communicable disease outbreaks.

Anoiher major objeclive of the Network will be training of public
healih professionals. The existing publication Communicable
Diseases Intelligence will continue to play the major role in
communications within the Network.

8.2.14 National Centre in HIV Epidemiology and Clinical
Research

A national registry of AIDS cases has been mainfained by the Centre

since the beginning of the epidemic and analyses have been published

regularly. The major development in related statistics in the two years

under review was the establishment of a national data base of new

cases of HIV infection, whether relating to a person with AIDS or not.
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8.3

When the database was eslablished, cumulative counts to June
1989 were obtained, although data on sex, age and transmission
category were not available in all cases.

Since then, counts of new diagnoses have been obtained and
published every four weeks for all areas excepl New South Wales,
Sleps are being taken to complete coverage of this collection.

8.2.15 Assisted conception

National data on in-vitro fertilisation (IVF) and other types of assisted
conception have been collected since the early 1980s by the AIH
National Perinatal Statistics Unit and the Fertility Society of
Australia. Areport in 1988 provided summary of treatment cycles and
laboratory procedures relating to IVF and gamele intra—fallopian
transfer (GIFT) in 25 centres treating infertile couples in Australia
and New Zealand. The report also included the cumulative experience
of pregnancy ouicome in the decade since these methods of assisted
conceplion were introduced. A policy restricting the number of
embryos transferred during from IVF resulted from the indings of a
high perinatal death rate among mulliple births, The dala have been
used also for studies of birth defects occurring after assisted
conception.

Gaps in health statistics

8.3.1 Organisational gaps and deficienctes

Despite the many advances in improving Ausiralia’s national
collections of health statistics, there are still many gaps. Much of the
available health slatistics is fragmented (reflecting the diverse
agencies involved) and not comparable between sources.

There is a need to standardise data to maximise its potential,
perhaps by developing a standard set of soctoeconomic and
demographic questions for inclusion in all health collections;
published data could then be relaled to the same denominators.
Another possibility is the development of sets of health and disability
questions for incluslon in non-health collections.

There is also a need for a betler conceptual framework for health
stlatistics where health is considered in the context of physical and
social environments. It should also be regarded. in accordance with
the WHO concept, as a posilive slate which includes social and
emotional well-being, and not jusl the absence of illness. Both
proposals require development of appropriate indicators. These
indicators must be sensitive to the needs of various groups at whowm
programs might be targeted and to the social and physical
environments in which deprivation and inequity influence health.

The National Women's Health Policy (Commonwealth Department
of Community Services and Health 1989) identified just such a
deficiency in health statistics and the organisation of health services
for women. Without an understanding of the way social and
enviromental factors interact to influence women's health, their ill
health cannot be elfectively prevented or managed.

The lack of national information on mental health is a recognised
gap in the nation's health information. AHMAC has asked the

251




Ausiralian Institule of Health to develop a national menial health
data strategy, taking account of community based services as well as
those provided through institutions. The national minimum data set
for institutional health services, which includes both psychiatric
inpatlents and non-inpatients, is a first step towards developing a
natonal information base on mental health,

There is a need to develop health indicalors of relevance to the
needs and concerns ol disadvantaged groups. With income, for
example, the proportion of the population with incomes below a
particular level is a more sensilive indicator of deprivation than any
indicalor based on average income. This development will take some
time and require close collaboration of agencies and individual
experls.

Health status

More complete national stalislics on incidence and prevalence o!
disease and disability are required. Information on the level and
patterns of disease and disability and trends will assist planning,
implementation, monitoring and evaluation of healih programs and
policies. This need will be met by the ABS series of Nalional Heallh
Surveys.

A parallel regular national physical examination survey Is also
needed to provide objective measures ol health statuts and healih risk
factors in conjunction with interview daia.

While some information is avalilable, diel and nutrition have been
identified as imporiant subjectls where we need to know more. ldeally,
information is required on both the amount and types ol food
consumed over a given period ol time {ie consumpton data) as well
as on a range of behavioural data on general dietary habiis, changes
in dietary habiis over time and the use of dietary supplements. Some
guestions on changes in dietary habits were included in the ABS
1989-1990 Natlional Health Survey, but the collection of food
consumplon data poses significani measurement problems.

With increasing attention on the impact of an ageing population on
Australian society generally and the health care delivery system in
parlicular, the requirement for regular surveys on disability and
ageing needs to be addressed. Such surveys should provide
funcuenal and quality of life measures for (he disabled and aged as
well as data on needs, circumstances and nature of care and carers.

While there has been some progress in the inclusion of Aboriginal
identflers in health colleclions, more needs Lo be done to have them
in place in all collections and to ensure quality dala are produced. The
development of the ABS National Health Survey has highlighted the
need for a survey which focuses on the health and social conditions
of Aborigines. Although some nalional estimales will be available
from the 1989-90 National Health Survey, the size and distribution
of the sample, and the collection methodologies, are inadequate {or
the production of a detailed set of health indicators for the Aboriginal
population.

The ABS heallh surveys provide insighl inte the health of the
‘general population’ but are of limited use for many disadvantaged
groups. The ABS is conscious of this shortcoming, one remedy for
which might be oversampling of groups of speclal interest. Another
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might be collection of more than basic information in subject areas
such as education and employment, which impact heavily on health.

Disease regislers are an area of health statistics where the value of
the information held could be increased if more attention was given
to timeliness and quality of information. Unfortunately many
registers have been established without sufficient examination of
what they should aim to do, or of how they might best be run. The ATH,
with the expertise it gains from managing the Nalional Cancer
Statistics Clearing House and the National Death Index, should be
able to make a major contribution in this area in the future.

Anolher potential source of information on community morbidity
is the Health Insurance Commission (HIC) system of paying benefits
for medical services.

Currently the HIC collects no diagnostic Information and little other
infortnation relating to health. But with more than 80 million
consultations with doctors a year there is potential for collecting such
Information. A number of Canadian provinces collect diagnostic
Information on claims for medical benefits. The increasing use of
computers in doctors’ surgeries and the development of networks to
serve this market makes the collection of such dala increasingly
feasible and economic,

Health services

The major deficiencies in statistics of medical and hospital services
relate to information on the quality of care provided, on outcomes,
and on cost etficiency of services.

For hospital inpatients, problems of non—comparability should be
significanlly reduced once the national minimum dala set is adopted.

For non-inpatient {not admitted) patients of hospitals, the data
should improve as a result of adoption of a national minimum data
set. However, it will be some time before either diagnosis or patient
characleristics are known for this class of palient. This will remain
a gap at least until a suitable classlfication system is developed and
implemented. The Casemix Development Program under the
Medicare Agreements Is funding the development of such systemns.

For patients outside hospitals, the picture is mixed. Data about the
use of services lunded under Medicare Is very good, with the postcode
of patent providing some rudimentary information about
socioeconomic status. The major deficlency iIs the absence of data on
diagnosis and on outcome.

There is a growing demand for statistics for non-medical,
non-institutional services, which are the fastest growing area of
health services in Australia. For example, there is almost a complete
absence of information on services provided through community
groups and in the home. There are few good data on people obtaining
paid care—their health status, socloeconomic status, or the
outcomes of that care. The resources provided voluntarily both in the
home and through voluntary community organisations are also
poorly known. With much of these being provided by women, and with
the increasing participation of women in the labourforce, the need to
know about the voluntary health and welfare labourforce will
increase.
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This chapler deals with just some of the known gaps in national
health sialistics. The ABS's current review of health statistics and the
work of the National Committee on Health and Vital Statistics will
provide further valuable insights.

In 1990 the Committee called for suggeslions for development of
health statistics in Australia. Suggestions should be sent to;

The Directlor

Australian Institute of Health

GPO Box 570

CANBERRA ACT 2601
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Glossary

Aboriginal communities The Queensland communities mentioned in
Section 2.7.1 are

Aurukun Edward River Palm Island
Bamaga Hopevale Weipa South
Bloomfleld River Kowanyama Woorabinda
Cherbourg Lockhardt River Yarrabah
Doomadgee Mornington Island

More recent data from Queensland Aboriginal communities also
include Camooweal, Cowal Creek, Thursday Island and Welpa
North.

Aborigine /Torres Strail Islander A person of Aboriginal or Torres
Strait Island descenl who identtfies as an Aborigine or Torres Strait
Islander and is accepted as such by the community In which he
(she) lives (Commonweallh Department of Aboriginal Affairs 1981).

ABS Australian Bureau of Statistics.

acute hospilals See hospltals.

acute Having a short and relatively severe course (Dorland’s 1965).

ADEC Ausiralian Drug Evaluation Committee,

age specific death rate Number of deaths In a specified period of
persons of a specific age group per thousand persons of the same
age group.

Age slandardised death rate a summary measure which allows
comparison belween populations with different age distribution,
whether the same population over time or different populations at
the same Hme. Il is calculated by applying the age-specilic death
rates for the population being studied Lo a standard population,
calculating the tolal number of deaths which would occur in the
standard population, then dividing this by the tolal number of
people in the standard populalion to convert 1t to a death rate.

age specific fertility rate The number of live births to women in a
specified age group in one year per thousand women in the same
age group (Last 1983).

age standardised Weightled average of age-specific rates according to
a standard distribution of age to eliminate the effect of different age
distributions and thus facililate valld comparison of groups with
differing age composilions. (Last 1983)

AHMAC Ausiralian Health Ministers’ Advisory Council

AHMC Australian Health Ministers' Conference

AHS Australian Heallth Survey (conducled periodically by the
Ausiralian Bureau of Statistics).
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AIDS Acquired Immune Deficiency Syndrome.
AIH Ausftralian Instilute of Health,

average length of stay The average of the lengths of stay for all
inpatients. For acule hospitals. a reasonable estimale is obtained
by dividing total bed—days by (olal separations.

bed-day The occupancy of a hosptlal bed by an inpatient for up to 24
hours,
billion a thousand times a million

bulk bill A doctor who bulk bills regularly sends the bill for some or
all his/her patienis direct to Medicare.

capital expendifure Expenditure of a non-recurrent nature (for
example, new buildings, equipment used for a number of years).

cardholder Holder of a pensioner health benetit or a health care card.
Health care cards are issued Lo low~income earners — including the
unemployed and special beneficiaries and cerlain recipients of
sheltered employment and rehabilitation allowances — entitling
them lo receive a range of pharmaceuticals at a concessional
contribution rate of $2.50 an item. Pensioner health benefit cards
are issued to social security and age pensioners on limited incomes,
enlitling them to receive a range of pharmaceuticals free on
prescription, as well as non-heallh beneflts.

Cardiovascular disease Includes slroke, cerebrovascular disease,
ischemic heartl disease. heart attack. acule myocardial infarction
and angina. See Figure 3.6 for more complete explanation.

cholelithiasis The presence or formation of gallstones [(Dorland's
1965)

chronic Persisting over a long period (Dorland’'s 1965).

colort Group of individuals sharing a statistical characteristic (eg
date of birth) who are used in epidemiologic or other statistical
studies.

Congallon scale Allocates people to one of four social classes based
on the prestige of their occupations.

cosi—shared program or projecl the cost of which is shared by one or
more jurisdictions,

crude death rate Number of deathis in a specified period per thousand
lotal population.

cunmuilaiive rate Proportion of an initially disease—free group
developing a disease over a fixed time interval. (Last 1983).

cumulative rale per cent Cumulative rate expressed as per cent.

cylogenetic The origin and development cells.

dentafe Having one or more remaining natural teeth.

diagnosis related group (DRG} A means ol classifying hospiial patients
Lo provide a conunon basis for comparing cost eflectiveness and
qualily of care across hospilals. DRGs classify about 460 {ypes of
cases encouniered in acute hospitals on the basis of principal
diagnosis, principal procedure performmed (if any), age, sex and
other clinical informaton. Each DRG represents a class of palient
requiring similar hospital services.

disabilify See Box 2.6
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DMFT Decayed missing or filled teeth DMFT, See Box 2.8

DSRU Australian Institute of Health Dental Statistics and Research
Unit

dysplasic Having abnormality of development.
edentulism The loss ol all natural teeth.

epidemic The occurrence in a community or region of cases of an
illness, specific health-related behaviour or other health related
events clearly in excess of normal expectation (Last 1983)

epidemiology The study of the distribution and determinants of
health-related states and events in populations, and the
application of this study to control of health problems {(Last 1983).

episode of care The time between the formal adiission 1o hospilal and
discharge, transfer to anolher health instlitution or death. If a
patient is readmitted for further treatment (even for the same
condiion), a second episode of care occurs. If a patient receives
treatment at one hospilal and is transferred to another hospital, a
second episode of care begins at the time of transfer.

expeclation of life Predicted number of years of life remaining to a
person if the preseni patlern of mortalily does not change.

Jfemale In this volume, female persons of any age.
fertility rate See age specific lertilily rate.

GAT Geriatric assessment team

handicap See Box 2.6. See also disabilify.

health care Care for the ill. It may or may not include treatment; it does
not include healith promotion or illness prevention.

health maintenance organisation An organisation which accepts
contractual responsibllity to provide a range of health care services
to a voluntarily enrolled population of members in exchange for a
predetermined advance payment of a premum by members or a
third party (eg government or employer). The amount of payment
made by (or on behall of) each member is not affected by the
frequency, extent or kind of health services he or she requires.

health promotion Education to improve health and prevent illness.
health Several definitions are discussed in Chapler 27777,

HIV Human Immunodeficiency Virus, the virus which causes AIDS.
hospital episode ~ see episode of care

hospitals arnd other health-care institutions

acule hospilals Public hospilals, repatriation hospitals and private
acute hospilals which provide services predominantly to inpatients
with acule or temporary allments; the average stay per admission
is relatively short.

hostels Residential esitablishments for older or disabled persons who
cannot live independenUy but do not require nursing care. Hostels
may receive Commonwealih subsidies.
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nursing homes Institutions which are recognised by ihe
Commonwealih Government and provide long—term care involving
. regular basic nursing care to chronically ill, frail or disabled
persons. In practice they caler mainly for older people. They are
owned primarily by private organisations, of which about half are
profit seeking. Many receive some form of Commonwealth funding.

privale hospilals Privailely owned and operated institutions approved
by the Commmonweallth Depaitment of Health for the payment of a
bed—day subsidy during 1985-86 financial year, Privale hospitals
cater only for private patients who are trealed by a doctor of their
own choice and are charged fees lor accommeodation and medical
services. Privale hospitals can be classified as acule or psychiatric
on the basis of the proportion ol acute inpalient services provided.

psychiatric hospitals Instlitutions which provide treatment and care
for inpatients with psychliatric, mental or behavioural diserders. In
Australia they are alrmost enlirely State operated. Where possible,
instilutions for non-acule drug dependence, developmental and
intellectual disability are excluded from this category. This cannol
be done consisiently lor all States. (See Mathers and Harvey (1988)
Volume 2, Section 3.2) for delails))

public hospitals Hospitals controlled by Slate and Terrilory health
authorities which provide acule care and are listed in Schedule C
of the Medicare Agreements. They provide free shared-ward
accommodation for all who require il and free trealment there by
a hospilal-appointed doctlor. In addition they provide, to those who
are prepared to pay for it (eg through privale insurance), private
ward accommodation and the doctor of choice. Thus public
hospitlals service much private medical practice as well as public.
There are variations belween States in the definition of public
hospitals. (See Malhers and Harvey, ATH (1988) Volume 2, Chapter
3.)

publicly funded hospitals In this volume, denotes recognised public
shori-stay hospilals, repatriation hospitals and public psychiatric
hospitals.

repairiation hospiials Acute care hospilals run by the Comrnonwealth
Depariment of Veterans' Affairs originally set up to provide hospital
treatment for eligible veterans and their dependants at
Commonwealth expense.

ICD see Infernational Classification of Diseases

Incidence The number of instances of {llness commencing, or of
persons falling ill, during a given perlod in a specified population
(Last 1983).

incubation period The ime inlerval beiween invasion by an infectious
agent and the appearance of the first sign or symptom of the disease
in question (Lasl 1983).

infant death Death of an infant within a year of birth.
infant mortalily rafe Number of infant deaths per thousand live births,

infectiousness A characleristic of the disease that concerns the
relative ease with which it is transmilited to others {Last 1983).
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inpatient Any person formally admitled by a hospital. Healthy
newborn Infants are excluded unless they have a stay of more than
10 days, or are the second or subsequent birth in multiple births.

institutional In this volume, adjective denoting the major health care
institutions, such as hospitals and nursing homes.

IPD1 deflator Index used to adjust institutional health costs to allow
for inflation. It is the ABS implicit price deflator for governinent
consumption expenditure on health. social security and welfare.

International Classification of Diseases (ICD) Major cause of death and
principal diagnosis for hospital inpatient episodes are classified
according to the International Classification of Diseases, the ninth
revision (ICD%) being in current use. The 18 major categories of
disease used in the ninth revision are listed in Table 2.3, In this
publication, where used in time series, causes of death classified
before 1979 under previous revisions of ICD have been reclasslified
to ICD9 by the AIH.

ischemia Deficiency of blood in a part, because of [unctional
conslriction or actual obstruction of blood vessel {(Dorland's 1965).

length of stay The difference, in compleled days, between the dales
of admission and separation. Where a patient is admitted and
discharged on the same day, the length of stay is taken as one day.

life expectancy See expeclation of life.

low birthweight Less than 2500 grams.

male In this volume, male persons of any age.

marn In this volume, adult male.

mafernal direcl deaths Deaths resuliing from obstetric complications
of the pregnant state. See also total maternal deaths.

Medicare Benefils Schedule A compilation of the professional medical
services which are subject to the payment of benefits by Medicare
against expenses incwred by Australian residents. The Schedule
is determined by regulation. Known before Medicare as the Medical
Benefits Schedule. The Schedule fee is the value for each
professional medical service in the Schedule from which the
maximum benefit is calculated. The Schedule fee is not a
recommended fee nor ts it a maximum fee.

morbidity Any departure, subjective or objective, from a state of
phystologlical or psychological well-being {Last 1983).

mortalify Death.

NBHP Naiicnal Better Heallh Program

NCADA National Campaign on Alcohol and Drug Abuse

NCEPH National Centre for Epidemiology and Public Health

NCHVS National Commitiee on Health and Vital Statistics

NHMRC National Health and Medical Research Council

NHTAP Naljonal Health Technology Assessment Panel

NISPP National Injury Survelllance and Prevention Project

NISU National Injury Surveillance Unit

neonatal Perlaining to or occurring within 28 days ol birth

neconatal moriality raie Number of neonatal deaths per thousand live
births.
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new public health Phrase coined to re-emphasise the Impact that the
physical and social environment has on public health.

NPSU National Perinatal Statistics Unit.
nulliparous Having never given birth to a viable baby.
nursing home See hospitals and other health care institutions.

occupancy rale The ratio of total bed-days in a year to tolal possible
bed—days (where the latter is available beds multiplied by 365).

OQECD Organisation for Economic Co-operation and Development,
comprises a sel of 24 developed countries, including most Wesilern
European countries, the United States and Australia.

CQuver—the-counter drugs (OTCs] Drugs available without prescription.
Some OTCs are also lisied in the schedules to the poisons acts of
the States and Territories and can only be sold under the
supervision of pharmacists - these are S-3 drugs. Many OTCs can
be sold through non—-pharmacy relail cutlets. Although there is a
general agreement between the Commonwealth, Siate and
Territory governments on the classification and labelling of drugs,
many minor differences in scheduling still exist.

pap smear Papanicolaou’s lest — a procedure for the delection or
diagnosis of malignant and premalignani conditions of the female
genital tract. (Dorland’s 1965)

PBS Pharmaceutical Benefits Schemne.
PHRDC Public Health Research and Development Commiitee

perinatal Pertaining to or occurring in the period shortly before or
afier birth.

perinatal death Stillbirths (letal deaths) plus neonatal deaths.

perinatalmortality rate Number of perinatal deaths per thousand total
births,

periodontal Situated or occurring around a tooth.

Prescription drugs Drugs available only on the prescription of a
regislered medical praclitioner. Prescription drugs are also known
as Schedule four (or S—4) drugs afier the schedule to the State and
Territory Acts of Parliament that regulales the sale and distribution
of poisons and drugs. Prescription drugs are available only from
pharmacisis who are also regulated by State and Terrilory laws
whether they work iIn communily pharmacies or in hospital
Pharmacies.

private health insurance Basic hospital table benefits provide
Insurance for private inpatients of recognised (public) hospitals,
privale hospilals and day hospital faciliies. Supplementary
hospttal table benefits provide additional hospital accommodation
benefits to cover charges by privale hospitals and the exira charge
for a privaie roomn in a recognised (public) hospital. Membership of
a basic hospital table is a prerequisite for membership of a
supplementary hospital table.

postneonatal death Death between 28 days and one year of birth of
an infant surviving the neonalal period.

postneonatal mortality rate Number of postneonatal deaths per
thousand live births.
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potential years of life lost (PYLL) Number of potential years of life lost
in a population as a result of premature death.

prevalence The number of instances of a given disease or other
condition in a given population at a designated time {Last 1983).

private hospital See hospitals and other health care instifutions.

psychiatric hospilal See hosptials and other health care institutions.

public health One of the efforts organised by society to protect,
promote, and restore the people’s health, It is the combination of
sciences, skills and beliefs that are directed to the maintenance and
improvement of the health of all the people through collective or
soctal actions. The programs, services, and institutions involved
emphasize the prevention of disease and the health needs of the
populaton as a whole. Public health activities change with
changing technology and social values, but the goals remain the
same: to reduce the amount of disease, premature death, and
disease-produced discomfort and disability in the population.
Public health is thus a soclal institution, a discipline, and a practice
(Last 1983), See also new public health.

public hospital See hospitals and other health care insttutions.

publicly funded hospiial See hospitals and other health care
institutions.

PYLL See potential years of life lost.

quality adjusted life years (QALYs) A measure ol the outcome of
actions (either Individual or treatment interventions) in terms of
their health impact. If an actlon gives a person an extra year of
healthy life expectancy, that counts as one QALY Il an action gives
a person an exira year of unhealthy life expectancy (partly disabled
or in some distress), it has a value of less than one. Death is rated
at zero.

quallty assurance The process of providing, through a range of
mechanisms, a credible guarantee that the quality of health
services Is at an optimum standard in the particular circumstance.

real cost Cost expressed in terms which have been adjusted for
inflation (eg in 1984-85 dollars). this enables comparisons o be
made between expenditures In different years.

recwrrent expenditure Expenditure which recurs continually or very
frequently (eg salaries). it may be contrasted with capttal
expenditure, such as the cost of hospital buildings and diagnostic
equipment, for which the expenditure is made infrequently.

relative risk The ratio of the risk of disease or death among the
exposed to the risk among the unexposed (Last 1983),

Tepatriation hospital See hospltals and other health care institutions.

risk facfor An attribute or exposure that is assoclated with an
increased probability of a specified outcome, such as the
occurrence of a disease. not necessarily a causal factor (Last 1983).

risk The probability that an event will occur (Last 1983).

schedtile fee see medicare benefits schedule,

SECU Screening Evaluation Coordination Unit.

separation (or discharge) Occurs when an inpatient leaves hospital to
return home, transfers to another institution, or dies.
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separation rate The number of separations in a year per thousand
total population.

sex ratio Number of evenis occurring to males in the population
divided by the numbser of similar events occurring to females in the
same population.

SES Socioeconomic status

ST Sexually transmitted disease.

stillbirth Birth of a fetus weighing at least 500 grams (or where
birthweight is unavailable, of at least 22 weeks gestation), which
shows no signs of life.

stillbirth rate Number of stillbirths per thousand total births, live and
stillborn.

symptomAny functional evidence of disease or of a patient’s condition
(Dorland’s 1985).

Torres Strait Islander See Aborigine /Torres Strait Islander.

total bed—days The sum of lhe lengths of stay of all inpatients for a
glven period.

total fertility rate The number of live births a woman would have if,
throughout her reproductive years, she had children at the rates
prevailing in the reference calendar year. it is the sum of the age
specific fertility rates for that calendar year.

tolal maternal deaths Direct deaths plus indirect deaths {ihose
resulting from pre—existing disease or disease that developed
during pregnancy but not due to direct obsletric causes) plus

Indirect deaths (where pregnancy is unlikely to have contributed
significantly to the death).

WHO World Health Crganization.
wornaat In this volume, adult female.
$ Denotes the Australian dollar, unless olherwise indicated.
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