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Executive summary

The Reproductive Health Indicators, Australia, 2002 report was commissioned by the
Department of Health and Ageing to provide an accessible, systematic overview of
Australia’s reproductive health. This report was administered by the Australian
Institute of Health and Welfare (AIHW) National Perinatal Statistics Unit, and
represents the collaborative efforts of a number of professional, research, policy and
consumer groups.

This inaugural report uses a set of reproductive health indicators to provide a
synthesis of findings on a broad range of reproductive health topics. The set of
indicators adopted for this report provides an overall “picture” of Australia’s
reproductive health and highlights a number of important emerging reproductive
health issues and trends. An assessment of the data sources currently available to
measure reproductive health in Australia is also provided, setting the agenda for the
formation of a comprehensive framework and integrated national surveillance
system for Australia’s reproductive health. This report will no doubt be an important
reference for clinicians, policy makers and consumers alike.

Reproductive health is of central importance to people’s lives and is fundamental to
what it means to be human. The importance of reproductive health is being
increasingly recognised at an individual, societal and global level. The issues it
encompasses are different for men and women and change over a person’s lifetime.
Definitions of reproductive health vary, but for the purposes of this report,
encompass the reproductive and sexual health of men and women during their
reproductive lives, and includes reproductive outcomes such as fertility, pregnancy,
childbirth, and diseases of the reproductive tract. In this report reproductive health is
also reflected and measured by the physiological, behavioural and health-care factors
that are important determinants of reproductive health.

The primary objectives of this inaugural report on Australian reproductive health

indicators are:

e to provide a snapshot of Australia’s reproductive health status, by systematically
measuring a set of reproductive health indicators. This enables risk and
protective factors relevant to reproductive health to be highlighted, and provides
a basis from which international and sub-population comparisons can be made;

e to provide base lines for prospective measurement and monitoring of Australia’s
reproductive health. The indicators presented in this report will act as a
benchmark against which future analyses of reproductive health will be
measured;

e to provide a comprehensive and cohesive description of currently available
information sources for measuring Australia’s reproductive health. An
assessment of the usefulness and value of each data source is provided, and
further information requirements explored;

e to provide a foundation from which a comprehensive conceptual and
information framework on reproductive health can be developed.

There are many indicators that can be used to measure the reproductive health status
of a population. The indicators chosen in this report are based upon a subset of
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indicators developed by the World Health Organization (WHO) (WHO 1999),
customised for the Australian context. Forty-four indicators where chosen for
inclusion in the report, covering six key areas: fertility, subfertility, sexually
transmissible infections, cancers of the reproductive tract, family planning and
pregnancy and childbirth (including prenatal/antenatal health factors, pregnancy
and assisted conception, childbirth, maternal health outcomes and fetal and infant
health outcomes).

Each of the 44 indicators is presented in a clear two-page format, which includes
definition, context, data sources and relevant measures. Where possible,
disaggregation by age, sex, geographical location and other appropriate categories
has been performed to provide an insight into the health status of various sub-
populations.

Australia compares well in a world context of reproductive health. In 1999, the crude
birth rate in Australia was 13.1 per 1,000 population, and the total fertility rate was
1.75, which is comparable to countries such as the United Kingdom, United States,
Canada, France, Sweden and Japan (ABS 2000a; UNPD 2000). In the same year, the
national caesarean rate in Australia was almost 22%, the highest level ever recorded
in Australia (AIHW National Perinatal Statistics Unit perinatal collection), and the
vaginal birth after a caesarean section rate was almost 25%. These rates are
comparable to other more developed countries; however the WHO recommends a
figure of 15% as a reasonable national rate for caesarean section (Caan & Messent
2002; Eberhardt et al. 2001, WHO 1985).

The infant mortality rate in 1999 was 5.7 per 1,000 live births compared with 8 per
1,000 live births among the more developed countries monitored by WHO (ABS
2000b; UNPD 2000; Moon, Rahman & Bhatia 1998). The proportion of low
birthweight infants in Australia was 7% of all births, which is similar to that of other
developed nations (UNPD 2000).

Approximately 750 and 1,200 women were diagnosed with cervical and ovarian
cancer respectively in 1997. Incidence and mortality rates for cervical cancer have
declined over the previous decade, due partly to population-based cervical
screening, while the incidence and mortality rates for ovarian cancer have remained
relatively constant (AIHW & AACR 2000). The incidence and mortality rates for
these cancers are similar to other English-speaking developed countries
(IARC/WHO 2001).

The data used in this report come from a variety of sources, ranging from national
population-based data to small community-based studies. The four principal
national data sources were the AIHW National Hospital Morbidity Database, the
ATHW National Perinatal Data Collection, Health Insurance Commission data and
Australian Bureau of Statistics data. A detailed description and assessment of each of
these data sources and other important secondary data sources is included.

A key finding of this report is that there is a need to strengthen the quality, breadth
and cohesiveness of information available on reproductive health in Australia.
Almost half the indicators presented in this report were considered incomplete

(21: 48%), primarily because of a lack of national data and/or State- and Territory-
based data. While comprehensive data on fertility rates, birth rates and cancers are
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available, other indicator areas such as maternal morbidity, infertility and family
planning generally reflect a lack of standardised definitions and data collection tools.
This assessment serves to emphasise that significant gaps remain in our knowledge
of reproductive health.

This report supports the need for the development of a national conceptual and
information framework for reproductive health. Such a framework must include a
clear and accepted definition of reproductive health, a conceptual model of
reproductive health, a list of core reproductive health indicators, and a plan for a
comprehensive and cohesive surveillance and performance measurement system.
The selection of the 44 core indicators and the identification and evaluation of
currently available reproductive health data sources provides an invaluable
foundation from which to advance the understanding and measurement of
reproductive health for the benefit of all Australians.
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Report layout

This report provides a contemporary representation of the status of Australia’s
reproductive health using a set of reproductive health indicators. It is also intended
as a reference source for currently available data on Australian reproductive health.
The report is organised into Part A and Part B.

Part A provides a background discussion on the selection of the indicators, available
data sources and a summary of the key indicator findings. Part A is organised into
the following four sections:

Section 1 discusses the concept of reproductive health, the objectives of the report and
the use of indicators in health surveillance.

Section 2 provides a discussion of the selection process and relevance of selected
indicators.

Section 3 details the primary data sources used for the measurement of the indicators
and provides a critique of the limitations of each data source.

Section 4 highlights some key findings from the report, discusses overall deficiencies
in currently available information, and recommends future steps for advancing the
formation of a reproductive health framework for Australia.

Part B presents each of the 44 indicators in a standard two-page format, which sets
out the definition, context and relevant data. Data sources and limitations are well
documented. Where possible, disaggregation by age, sex, geographical location and
other appropriate categories is included to provide an insight into the health status of
various sub-populations.
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PART A: Reproductive health



Section 1: Introduction

1.1 The concept of reproductive health

Reproductive and sexual health is central to what it means to be human and is of
critical importance at an individual, societal and global level. Whilst the importance
of reproductive health is being increasingly recognised, its definition, the concepts it
encompasses and information to describe and monitor it are still poorly developed.

The World Health Organization defines reproductive health as ‘a state of complete
physical, mental and social well-being and not merely the absence of disease or
infirmity, in all matters relating to the reproductive system and to its functions and
processes’” (WHO 1999).

The International Conference on Population and Development held in Cairo in 1994
provided a major international forum for considering the breadth of issues
concerning reproductive health. The Conference concluded that:

reproductive health therefore implies that people are able to have a satisfying
and safe sex life and that they have the capability to reproduce and the
freedom to decide if, when and how often to do so. Implicit in this last
condition are the rights of men and women to be informed and to have access
to safe, effective, affordable and acceptable methods of family planning of
their choice, as well as other methods of their choice for regulation of fertility
which are not against the law, and the right of access to appropriate health-
care services that will enable women to go safely through pregnancy and
childbirth and provide couples with the best chance of having a healthy
infant. In line with the above definition of reproductive health, reproductive
health care is defined as the constellation of methods, techniques and services
that contribute to reproductive health and well being by preventing and
solving reproductive health problems. It also includes sexual health the
purpose of which is the enhancement of life and personal relations, and not
merely counselling and care related to reproduction and sexually transmitted
disease. (WHO 1996)

By encompassing these broad principles at the Cairo Conference, added impetus was
given to efforts to assess the reproductive health of the whole population. Instead of
focusing on women and men separately, the emphasis in reproductive health care
shifted to couples (Edouard, Dodd & Berstein 2000). For couples planning to have
children, the aim of reproductive health care is to ensure normality during the main
phases of reproductive life, namely, puberty, the reproductive period of conception
and fertility, and the post-reproductive phase (Lunenfeld & Insler 1997).
Sociocultural, familial, behavioural and sometimes genetic antecedents all influence,
and are inexorably implicated with, an individual’s reproductive health.

Using these broad concepts, reproductive health, for the purposes of this report,
encompasses the reproductive and sexual health of men and women during their
reproductive lives and includes reproductive outcomes such as fertility, pregnancy,
childbirth and diseases of the reproductive organs. Reproductive health is also



reflected and measured in this report by the physiological, behavioural and health-
care factors that are important determinants of reproductive and sexual health
outcomes.

The scope of reproductive health covered in this report is centered primarily on the
15-49 years age group, and includes the following six key areas of reproductive
health:

e Fertility: the child-bearing performance of the population, including birth and
fertility rates.

e Subfertility: the degree of reduced fertility in the population.

e Sexually transmissible infections: the prevalence of sexually transmissible
diseases in the population and knowledge of preventative practices.

e Family planning: the use of methods to regulate fertility through contraception
and induced terminations.

e Pregnancy and childbirth: the degree of safe and healthy motherhood, including
antenatal factors, pregnancy, childbirth, and maternal, fetal and infant health
outcomes.

e Cancer of the reproductive tract: the incidence of selected female and male
reproductive tract cancers.

1.2 Objectives of this report

The primary objectives of this inaugural report on Australian reproductive health

indicators are:

e to provide a snapshot of Australia’s reproductive health status, by systematically
measuring a set of reproductive health indicators. This enables risk and
protective factors relevant to reproductive health to be highlighted, and provides
a basis from which international and sub-population comparisons can be made;

e to provide base lines for prospective measurement and monitoring of Australia’s
reproductive health. The indicators reviewed in this report will act as a
benchmark against which future analyses of reproductive health will be
measured;

e to provide a comprehensive and cohesive description of currently available
information sources for measuring Australia’s reproductive health. An
assessment of the usefulness and value of each data source is provided, and
further information requirements explored;

e to provide a foundation from which a comprehensive conceptual and
information framework on reproductive health can be developed.

1.3 Health status indicators

Health status indicators are statistical measures of a specific health outcome,
determinant or attribute. Indicators are generally expressed quantitatively in terms
of absolute numbers, rates, frequencies and percentages. They are important health
surveillance tools that can be used to establish benchmarks and to monitor and
compare the health status of population groups over time. They are useful for
monitoring and evaluating the effectiveness of health care initiatives, for generating
public debate regarding health care issues, and ultimately, for setting the agenda for
health care priorities.



When considered as a framework, such as in this report, health status indicators
provide a useful representation of the status of health of a population. The 44
reproductive health indicators compiled in this report provide the first overall
“picture’” of Australia’s reproductive health.

1.4 Consultation with professional and
consumer groups

This report was commissioned by the Commonwealth Department of Health and
Ageing in response to the growing interest in population-based reproductive health,
and the lack of a comprehensive framework to describe and measure Australians’
reproductive health. An important requirement of this report was to identify and
assess national reproductive data sources. This report represents the collaborative
efforts of a number of individuals from professional, research, policy and consumer
groups.

In consultation with the Commonwealth Department of Health and Ageing and
professional and consumer groups, the AIHW National Perinatal Statistics Unit
hosted a Reproductive Health Forum at the Royal Hospital for Women in Sydney in
July 2000. Participants in the Forum included representatives from a number of
stakeholder groups, including:

e professional organisations: Royal Australian and New Zealand College of
Obstetricians and Gynaecologists; Australian College of Midwives; Australasian
College of Sexual Health Physicians; Royal College of Pathologists of Australasia;
Royal Australian and New Zealand College of General Practitioners; Perinatal
Society of Australia and New Zealand;

¢ reproductive health data and research groups: Commonwealth Department of
Health and Ageing; State and Territory perinatal data groups; AIHW National
Perinatal Statistics Unit; Australian Bureau of Statistics; Women’s Health
Australia; ANZAC Research Institute; Infertility Treatment Authority, Victoria;

e aconsumer organisation: Maternity Alliance;

e other interest groups: epidemiologists and public health practitioners;
demographers, microbiology and pathology laboratory services, male
reproductive health practitioners; Family Planning Australia; Australian
Reproductive Health Alliance; geneticists; women’s community health centres.

The objective of the forum was to canvas views on the content of a national report on
reproductive health indicators, and to identify existing national sources of data and
their deficiencies.

Subsequent to this forum, a Reproductive Health Advisory Committee was formed
comprising representatives from the participant stakeholder groups and technical
and content experts from the field of reproductive health. The role of the
Reproductive Health Advisory Committee was to select the final indicators for
inclusion in the report and to provide technical expertise and quality assurance of the
information, analysis and content of the report.
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Section 2: Reproductive health
indicators

2.1 WHO reproductive health indicators

The indicators chosen for this report were based upon a set of indicators developed
by the World Health Organization (Figure 1) (WHO 1999). The WHO list was
reviewed for relevance to the Australian context, with some indicators more relevant
to the developing world being replaced with Australian-based indicators.

Figure 1: WHO short list of reproductive health indicators (WHO 1999)

e  Total fertility rate

. Contraceptive prevalence rate
e  Maternal mortality ratio

e Antenatal care coverage

e Percentage of births attended by skilled health personnel (excluding trained and untrained traditional birth
attendants)

. Number of facilities with functioning basic essential obstetric care per 500,000 population

. Number of facilities with functioning comprehensive essential obstetric care per 500,000 population
. Perinatal mortality rate

e  Percentage of live births of low birth weight (<2,500 g)

. Positive syphilis serology prevalence in pregnant women (15—49)

. Percentage of women of reproductive age (15—49) screened for haemoglobin levels who are anaemic

. Percentage of obstetric and gynaecology admissions owing to abortion

. Reported prevalence of women with female genital mutilation

e  Percentage of women of reproductive age (15—49) at risk of pregnancy who report trying for a pregnancy for
two years or more

Of the 15 indicators on the WHO short list, 11 have been included in this report. Of
the remaining four indicators, two were excluded because they were not deemed to
be relevant to the Australian context, and two were modified to more accurately
reflect the Australian health care system:

e ‘Number of facilities with functioning basic essential obstetric care per 500,000
population’. This indicator was excluded because it is considered that all birth
facilities in Australia have basic essential obstetric care, as defined by the WHO;

e ‘Number of facilities with functioning comprehensive essential obstetric care per
500,000 population’. A more relevant indicator of the comprehensiveness of
obstetric care in Australia is a comparison of services in rural and urban
Australia. An indicator covering the number of obstetric care providers by
rural/remote classifications has been included in place of this WHO indicator.



e ‘Reported prevalence of women with female genital mutilation’. Although there
are women in Australia who have experienced female genital mutilation, this
indicator was excluded because it is not a national problem on the same scale as
that faced by some developing countries.

e ‘Percentage of women of reproductive age (15-49 years) at risk of pregnancy who
report trying for a pregnancy for two years or more’. This indicator was modified
to reflect the Australian practice of reporting reduced fertility as a period of
attempting to conceive for one year or more.

The WHO has also established a list of priority areas for indicator development in
which acceptable indicators have not been developed. These include abortion,
violence against women, quality of care, access to care, antenatal care, postpartum
care, adolescent reproductive health, “male factor’, reproductive health policy,
HIV/AIDS, reproductive tract infections, preventative behaviour and cervical cancer.
Many of the indicators included in this report reflect these global priority areas
(WHO 1999).

Although the WHO indicators are an invaluable source for global monitoring of
reproductive health, the relevance of the full list of indicators for a developed
country such as Australia needs to be evaluated. It is anticipated that a number of the
WHO indicators will be expanded and modified in future reports to further reflect
the information needs of a developed country.

2.2 Selection of reproductive health indicators

Criteria for selection of indicators

Using the minimal list of WHO indicators as a starting point, and adding other
indicators reflecting the priority areas listed by WHO (WHO 1999) and other key
areas nominated by the Reproductive Health Advisory Committee, a list of 44
indicators was developed.

The resulting indicators presented in this report were those given the highest priority
by the Reproductive Health Advisory Committee. The final 44 indicators and their
measures were chosen to reflect the following:

o Internationally accepted core indicators of reproductive health; the reproductive health
indicators recommended by the WHO were adopted in a modified format to
allowing international comparisons of reproductive health status.

e Relevance to the Australian reproductive health context; indicators were chosen to
accurately capture the key components of reproductive health including
information on emerging issues in reproductive health.

e Data considerations; indicators and their measures where chosen to reflect
available data sources. Only data sources that were considered to contain
reliable, integral and valid data were utilised.

o Limited overlap with other comprehensive reports covering specific areas of reproductive
health; for example, an extensive list of child health indicators were not included
due to the existence of a separate report on children’s health and wellbeing
published by the Australian Institute of Health and Welfare (Al-Yaman, Bryant &
Sargeant 2002).



Omission of a reproductive health indicator from the report in no way reflects upon
the relevance or value of that indicator but represents the priorities set by the
Reproductive Health Advisory Committee based on the above criteria. A number of
indicators not included in this first report may be included in future reproductive
health indicator reports. The list of indicators will evolve over time to meet emerging
reproductive health issues and trends, and to take advantage of improved
information collection.

Rationale for inclusion of particular indicators

Although the reasons for including most of the indicators are apparent, there is a

number of indicators that warrant individual discussion.

e The teenage fertility rate indicator was reported separately from the total fertility
rate indicator to facilitate reporting on the outcomes of pregnancies among an
age group which has traditionally been associated with increased risks of poor
maternal and fetal outcomes.

e The prevalence of erectile dysfunction and prevalence of undescended testes
indicators were included because they represent two male reproductive health
indicators with available information.

e The periconceptional use of folate indicator was included to give a measure of
the increased use of folate supplementation to assist in the prevention of neural
tube defects.

e The sex ratio of births indicator was included to provide benchmark data, given
possible future changes to the sex ratio if sex-selection in assisted conception
occurs.

e Three indicators related to HIV have been included in this report: prevalence of
HIV among adolescents, knowledge of HIV-related prevention practices and HIV
prevalence in pregnant women. The emphasis on reporting of this sexually
transmissible infection reflects community concerns over its increasing
worldwide occurrence over the last few decades.

e Although a number of other reproductive system cancers indicators could have
been included, for example, breast cancer, indicators were restricted to those of
the reproductive tract. Incidence and mortality associated with cancer is well
reported in Australia, being one of the few countries with national cancer
registration (AIHW & AACR 2001).

Other indicators/issues not included in this report

Since the potential scope of reproductive health is so broad, this report could not
cover all of what may be thought to constitute reproductive health. The
Reproductive Health Advisory Committee decided to report on areas of
reproductive health which centred on the reproductive health age group (15-49
years), and for which there was sufficient data to develop an indicator. Some of the
areas for the development of possible future indicators include:

e Birth defects: A number of related indicators have been included in the current
report, namely prenatal diagnosis and use of periconceptional folate. The AIHW
NPSU regularly produces a report on birth defects in Australia (Hurst, Shafir &
Lancaster 2001)



Neonatal morbidity: A number of indicators covering fetal outcome were
included in the current report, namely low birthweight prevalence, perinatal and
infant mortality rates. These indicators form part of the WHO minimal list of
indicators for global reporting. However, with the increasing survival of very
pre-term babies in developed countries, reporting on neonatal morbidity could
be an important future indicator.

Menopause: Hormone replacement therapy (HRT) and the decreasing age of
onset of menopause along with some of the associated health problems occurring
with a lack of oestrogens, represent an important area for future study. To date
there has been conflicting evidence on the risks versus benefits of the use of
certain hormone replacement therapies to treat symptoms of menopause and to
prevent long-term effects of ageing, such as heart disease and osteoporosis (Al-
Azzawi; 2001, Writing Group for the Women’s Health Initiative Investigators
2002). This indicator was not included since menopause primarily affects women
outside of the reproductive age group (15-49 years).

Prostate cancer: Although a cancer of the reproductive tract, the incidence of
prostate cancer is relatively low among men aged 15-49 years (AIHW & AACR
2000).

Uterine/endometrial cancer: Uterine cancer is primarily a disease of
postmenopausal woman. This indicator was not included because this disease
primarily affects women outside of the reproductive age group (15-49 years).
Indicators for cervical cancer were included because the incidence is relatively
high in woman of reproductive age and because of the national population based
screening program (AIHW & AACR 2000).

Use of Viagra: The lack of available data on prescription or use of Viagra
precluded reporting of this indicator.

Access to emergency contraception: While access to emergency contraception,
especially in rural and remote areas, is problematic there is a lack of data on the
extent of this problem.

Survivors of childhood cancer: A significant number of adults who are survivors
of childhood cancer will experience fertility problems due to the effects of earlier
treatment (radiation and chemotherapy). This is an area that warrants further
investigation and monitoring.



2.3 Indicators covered in this report

The final list of 44 indicators chosen by the Reproductive Health Advisory
Committee represent six key areas of reproductive health. The area of pregnancy and
childbirth is further defined by prenatal/antenatal factors, childbirth, maternal
health outcomes, fetal and infant health outcomes and pregnancy and assisted
conception (Figure 2).

Figure 2: Reproductive health indicators

Fertility Subfertility Family planning

Crude birth rate
Total fertility rate

Teenage fertility rate

Prevalence of infertility in women
Prevalence of infertility in men
Prevalence of erectile dysfunction
Prevalence of undescended testes

Prevalence of contraceptive use
Vasectomy rate
Tubal occlusion rate

Hysterectomy rate
Annual number of induced abortions

Pregnancy and childbirth

Prenatal/antenatal factors
Prevalence of anaemia
Periconceptional use of folate

Prevalence of positive syphilis serology in
pregnant women

Prevalence of HIV among pregnant woman
Prevalence of smoking in pregnancy

Alcohol use in pregnancy

Illicit drug use in pregnancy

Prenatal diagnostic testing

Percentage of women attending antenatal care

Childbirth

Percentage of all labours which were induced/
augmented

Proportion of institutional deliveries
Caesarean birth rate

Proportion of vaginal births after caesarean
section

Rate of instrumental vaginal deliveries

Percentage of births attended by skilled health
personnel

Number of obstetric service providers by rural/
remote classifications

Maternal health outcomes
Maternal morbidity
Maternal mortality ratio

Ectopic pregnancy ratio

Fetal and infant health outcomes
Perinatal mortality rate

Infant mortality rate

Incidence of low birthweight

Sex ratio of births

Pregnancy and assisted conception

Pregnancy rates and outcomes after assisted conception

Multiple pregnancy rate

Cancer of the reproductive tract

Proportion of women screened for cervical cancer
Incidence and mortality of cervical cancer
Incidence and mortality of ovarian cancer
Incidence and mortality of testicular cancer

Sexually transmissible infections
Prevalence of sexually transmissible infections
Prevalence of HIV among adolescents

Knowledge of HIV-related prevention practices
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2.4 How to read the indicators in this report

The indicators are presented in the format shown below. Details of the type of
information included in each indicator are also included to give the reader a guide
on how to read each of the indicators.

Indicator

This section gives a brief outline
of the indicator, that is, the target
population, the denominator for
calculation of rates

Background information

Is designed to highlight some of
the key issues raised in current
research, particularly Australian
research.

Often includes a definition of the
terms, if required.

May include some risk factors or
outcomes associated with the
indicator.

Current data

Being a national report, ideally all
data reported would be population
based. Where national data are not
available, State- and Territory-
based research is reported,

Figure/table

followed by community-based
studies.

e In most cases, the most recent data
from each relevant data set are
reported. Comparable data for
individual years are not
necessarily available. The indicator
is designed to give a broad picture
of the data available and what it is
currently reporting.

e  Where smaller, community-based
studies are included they are not
intended to be representative of
the whole population. Such studies
have been included to highlight
some of the potential issues related
to these sub-groups.

e  Where available, current data are
presented for the three most recent
years, by five-year age groups and
by State and Territory. An
indication of patterns among rural
and remote Australia and among
the Indigenous population is also
included, where possible.

One or two tables or figures are included with each indicator, usually using the most
comprehensive data source. These may illustrate one or more of the following;:

a trend over the last 3-10 years;
the influence of age on the indicator;

an indication of patterns across States and Territories; and
data from two different data sources and how they compare.

Data limitations

This section includes the data
limitations, usually of the primary
data source.

11

Indicator status

This indicates whether or not the
collection of data on the indicator, at a
national level, is complete. It may also
suggest steps that could be taken to
improve the collection of data on the
indicator.




Data source(s)

Lists the primary sources of data and
supplementary State and Territory
sources where appropriate.

References

List of all articles, reports or books
referred to in the text of each

indicator, presented alphabetically.

Where possible, internet site
addresses are also included, with a
hyperlink for those with electronic
access to the report.
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Section 3: Data sources

The data in this report come from a variety of sources ranging from national,
population-based data to small community-based studies. Being a national report,
ideally all data reported would be population based. However, where national data
are not available, State and Territory-based data is reported, followed by
community-based studies.

In most cases, the most recent data from each relevant data set at the time of
preparation of this report have been included. The indicators are designed to give a
broad picture of the data available and what is currently being reported.

3.1 Description of data sources

The four principal reproductive health data sources used in this report are described
in detail below — AIHW National Hospital Morbidity Database, AIHW National
Perinatal Data Collection, Health Insurance Commission and the Australian Bureau
of Statistics. A brief description of a number of secondary data sources used in this
report is also included.

AIHW National Hospital Morbidity Database (NHMD)

The Australian Institute of Health and Welfare’s National Hospital Morbidity
Database (NHMD) is a national database on admitted patients in public and private
hospitals in Australia that is compiled by each State and Territory. It is a collection of
in-patient hospital statistics. Data relating to admitted patients in almost all hospitals
are present, including public acute hospitals, public psychiatric hospitals, private
acute hospitals, private psychiatric hospitals and private free-standing day hospital
facilities (AIHW 1999a). As such there is no information on the use of other hospital
services, such as outpatients’ clinics or casualty visits, or about visits to other health
professionals outside of hospitals.

The statistics are presented in terms of ‘separations’ rather than admissions, since
this is the stage at which more information is known, for example, length of stay,
diagnoses, treatments. The database is a database of separations at discharge, not
patients. Since all records are de-identified it is not possible to determine patterns of
re-admission.

Overview

The NHMD is a database of hospital separations which includes demographic,

diagnostic and procedural information on each admission to public and private

hospitals in Australia. The NHMD data used in this report have been reported in

several formats:

e Data related to maternal health such as ectopic pregnancies have been reported
for the years 1994-1996, in calendar years (after conversion from financial years).
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As noted on each of the relevant indicators, data for one State were excluded for
1994 and 1995 due to systematic coding errors.

e Other data relating to reproductive health (for example, vasectomy,
hysterectomy, and undescended testes) have been reported in financial years.
These data were provided by the Australian Institute of Health and Welfare, who
only report hospital morbidity data in financial years.

¢ Data have been reported either for all hospital separations, that is both private
and public, or for public hospital separations only. This is specified in the
indicator.

e Data are reported by State of separation unless specified.

Access to data

The NPSU maintains a subset of the NHMD including diagnostic data and patient
characteristics for hospital admissions related to pregnancy, childbirth and the
puerperium for women aged 10-54 years.

Relevant items

The NHMD only records the primary diagnosis prompting admission and any
additional diagnoses where they represent a complication or co-morbidity.

Demographic information for each hospital separation is collected and recorded by
each hospital in a standardised format. Diagnostic and procedural information is
coded using the International Statistical Classification of Diseases (ICD) and Related
Health Problems. Data included in this report have primarily been coded using ICD-
9-CM, the ninth revision of the International Statistical Classification of Diseases and
Related Health Problems. However, ICD-10-AM, the tenth revision, was introduced
in four States in the 1998-99 financial year: Queensland, South Australia, Western
Australia and Tasmania. Where 1998-99 data are included in the report, ICD-10-AM
diagnoses and procedures have been mapped to ICD-9-CM diagnoses and
procedures for comparability.

The indicators using the NHMD as a primary data source include: maternal
morbidity, ectopic pregnancy rate, hysterectomy rate, tubal occlusion rate,
complications after spontaneous and induced abortions and operations for
undescended testes.

Data quality

e Validation of the morbidity database was jointly undertaken by the AIHW and
the data providers to ensure data quality.

Data limitations

¢ Being a database of separations, not individuals, it is not possible to track
individual patients and their outcomes in the NHMD.

e Not all private hospital separations are included in the NHMD. In 1996-1997, the
NHMD reported 80,695 (4.6%) fewer separations than the Australian Bureau of
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Statistics” Private Health Establishments Collection, which has wider coverage
(AIHW 1999a).

e The NHMD was not designed as a data collection for epidemiological research.
Data can reflect an aspect of the burden of diseases in the community, but they
are not usually used as measures of the incidence or prevalence of conditions
since not all people with a particular illness are treated in hospital, and differing
admission practices and levels of service provision may affect admission
patterns.

e The State-specific hospital separation rates have not been controlled for
differences in populations such as age distribution, access to services, education,
parity and geographic factors, all of which may impact upon the rates.

¢ Key information about pregnancy such as parity, pre-existing medical conditions
and risk behaviours such as smoking is not collected.

e Large variations among State and Territory separations identifying Indigenous
status cast doubt on the ascertainment of Indigenous status.

e The data do not allow calculation of prevalence estimates of the presented
conditions or procedures.

AIHW National Perinatal Data Collection (NPDC)

The AIHW National Perinatal Data Collection (NPDC) is based upon a national
perinatal minimum data set first introduced in 1979.

Overview

This data set is produced from notification forms for each birth in Australia, which
are completed by midwives, and sometimes medical practitioners.

Access to data

The NPSU are data custodians of the perinatal data collected by individual States
and Territories. The perinatal data are provided annually by the States and
Territories and are collated and compiled by the NPSU to enable analysis of national
data. There is a standing arrangement with the States and Territories that the NPSU
are only able to publish State- and Territory-specific information from an agreed
selection of data items.

Relevant items

e Data items include sociodemographic characteristics of the mother; previous
pregnancies; the current pregnancy; labour, delivery and the puerperium; and
the infant, including birth status, sex, birthweight, Apgar scores, resuscitation,
neonatal morbidity and congenital malformation (Nassar et al. 2001).

¢ Data in this report are presented using 1999 data, the most recently available data
at the time of publication.

e The indicators using the NPDC as a primary data source include: crude birth
rate, teenage fertility rate, induced/augmented labours, institutional deliveries,
caesarean birth rate, instrumental vaginal delivery rate, sex ratio of births.
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Data quality

State and Territory perinatal data groups constantly request further information on
missing or doubtful data items from hospitals and homebirth practitioners. In
addition, edit checks and summaries of data provided in reports to individual
hospitals enable review of data quality. Most States and Territories have also
conducted validation studies on their perinatal data (Nassar et al. 2001).

Data limitations

e There are limitations in the ascertainment of data items such as maternal medical
conditions, obstetric complications, and neonatal morbidity. In some instances,
clinical diagnoses may have been recorded without reference to specific
definitions. States and Territories differ in their collection of clinical diagnoses:
some record each specified diagnosis whereas others include checklists of the
more common diagnoses (Nassar et al. 2001).

e Information collected is limited by the data being from a cross-sectional data
collection. Key information about previous pregnancy outcomes,
sociodemographic and risk behaviours are not collected.

e Tasmanian data for 1999 were unavailable, so 1998 data have been used as an
estimate.

Health Insurance Commission (HIC)

The Health Insurance Commission (HIC) is the statutory authority that administers
Medicare, the Pharmaceutical Benefits Scheme, the Australian Childhood
Immunisation Register, the Practice Incentives Program and other government
programs.

Access to data

Summary statistics based on items and groups in the Medicare Benefits Schedule are
accessible from the HIC web site, www .hic.gov.au/ statistics. Reports can be
produced for benefits and services by patient gender and age group.

Overview

The data presented here are from Medicare records of benefits for which claims have
been processed for medical rebate of expenses.

Relevant items

e The HIC Medicare data include the following items: item number, medicare
benefit, date of service and processing, provider number of requesting/referring
provider, recipient of the service, indication of whether or not the item was
provided in hospital.

e HIC Medicare data are available by State or Territory of service, patient gender
and age group.
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e In most cases HIC data presented here cover the three most recent years for
which data are available, 1998-2000.

e HIC data are used as a primary data source for rate of vasectomy, but are
included for comparison with other data in many other indicators including
incidence of procedures related to erectile dysfunction, operations for
undescended testes, number of tubal ligation and ectopic pregnancy rate.

Data quality/data limitations

e Medicare records only include services that qualify for Medicare benefits and for
which claims have been processed. They do not include services that qualify for
benefits under the Department of Veterans” Affairs National Treatment Account.

e HIC data do not include services that have been provided by a doctor in a
hospital to public patients or services provided in outpatients or emergency
departments of hospitals.

e For some items individual State and Territory data are not available, only
combined State/ Territory data (for example, induced abortion data).

e HIC data are not always presented in five-year age groups.

e Ascertainment of certain services may be under-reported due to misclassification
of services to other item codes.

e The data do not allow calculation of prevalence estimates of the presented
conditions or procedures.

Australian Bureau of Statistics (ABS)

The Australian Bureau of Statistics (ABS) is Australia’s official statistical agency. It
provides statistics on a wide range of economic and social matters, covering
government, business and the population in general (ABS 2000a).

Overview

The ABS data presented in this report relate to vital statistics, primarily birth and
mortality data. Registration of births and deaths is a legal requirement in Australia,
and compliance is virtually complete. Registrars provide birth and death data to the
ABS for coding and compilation into national statistics.

Access to data

ABS data were sourced through published reports and de-identified unit record files
of registered births and perinatal deaths.

Relevant items

e The ABS births publication (ABS 2000b) covers births in Australia, confinements,
fertility rates, fertility differentials, projected fertility and Aboriginal and Torres
Strait Islander births.
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e The ABS deaths publication (ABS 2000c) covers population change, standardised
death rates, infant mortality, expectation of life, leading causes of death and
deaths in Aboriginal and Torres Strait Islander people.

e Australian Bureau of Statistics data has been used as a primary data source in the
following indicators: total fertility rate, perinatal mortality rate and infant
mortality rate.

Data quality/data limitations

Generally, statistics on births and deaths are registered in the calendar year of

occurrence, however:

e There is usually an interval between the occurrence and registration of a birth
and, as a result of delay in registration, some births occurring in one year are not
registered until the following year or even later (ABS 2000b). For example, in
1998 there was a 15.3% discrepancy between the number of live births recorded
in the perinatal collections (253,771) and the number of live births in 1998
registered in the same year (220,010) (AIHW NPSU perinatal collections, and ABS
births, 1999 data).

e There is a time lag between the occurrence of a death and the registration of the
event so that some deaths that occur late in the year are registered in the early
part of the following year (ABS 2000d). For example, in the case of perinatal
deaths occurring in 1998, 87.3% were registered in the relevant year and the
remaining registered in subsequent years (ABS perinatal deaths, 2000 data).

e Compliance with birth registration is not complete. Births in 1997 are not
comparable between the perinatal collection (254,390) and live birth registrations
(248,429) with a 2.4% discrepancy between the collections (AIHW NPSU
perinatal collections, and ABS births, 1999 data).

State and Territory data: State-based surveys (SBS)

Where national data were not available, State and Territory data have been used in
the compilation of indicators.

State and Territory data presented in this report came primarily from the perinatal
data collections. Each State and Territory has a perinatal data collection in which
midwives and other staff, using information obtained from mothers and from
hospital or other records, complete notification forms for each birth. The aggregated
data form the AIHW Perinatal Data Collection described above.

Although the perinatal collections are based on a national perinatal minimum data
set, additional items are collected by some States and Territories. These items are
often reported in the State or Territory reports.

The indicators reporting some of the additional items collected by State and Territory

perinatal collections include those covering anaemia, smoking in pregnancy, prenatal
diagnostic testing, induced abortions and antenatal care.
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National surveys and registries

Another important data source in this report was the results of national surveys that
have been conducted in Australia. Brief details of the surveys and registries referred
to in this report are presented below.

National drug and alcohol surveys

The National Drug and Alcohol Survey 1995 and the 1998 National Drug Strategy
Household Survey were comprehensive national surveys of Australians aged

14 years and older. They involved a national geographic stratified random sample
selection of households and included personal interview and self-complete
questionnaires. The 1998 survey involved 10,030 Australians (AIHW 1999b; Higgins,
Cooper-Stanbury & Williams 2000). Data from the survey have been included in the
indicators of alcohol use in pregnancy, and drug use in pregnancy.

Women'’s longitudinal study

The Women'’s Longitudinal Study, funded by the Commonwealth Department of
Health and Ageing, is being conducted over a 20-year period covering three cohorts
of women (aged 18-23, 45-50, 70-75 years) from urban, rural and remote areas of
Australia, and covers many aspects of women’s health. The Medicare database held
by the Health Insurance Commission (HIC) was used as the sampling frame to select
women who were sent an initial invitation to participate in the main cohort studies.
Results from surveys of the younger age group (n = 14,739; Research Institute for
Gender and Health 1997) and the middle age group (n = 14,011; Research Institute
for Gender and Health 1999) have been used in some indicators in this report
including prevalence of sexually transmissible infections, prevalence of HIV among
adolescents, hysterectomy and screening for cervical cancer indicators.

Cancer registries

Information on cancers is collected by registries operated by each State and Territory.
Every attempt is made to report all cancer cases, although not every case will be
identified. Although there are some differences in coding systems for site,
morphology and other variables, the majority of information is directly comparable
(AIHW & AACR 2000). Data based on the State and Territory cancer registrations
have been included in the three cancer indicators: incidence and mortality of cervical,
ovarian and testicular cancer. Information pertaining to cervical screening is collated
by the National Cervical Screening Program based on data from each of the State and
Territory cervical cytology registries. This data has been included in the indicator
regarding the proportion of women screened for cervical cancer.

National Notifiable Diseases Surveillance System

The National Notifiable Diseases Surveillance System (NNDSS) was established in its
current form in 1991, under the auspices of the Communicable Diseases Network of
Australia and New Zealand (CDNANZ), now CDNA. The CDNA monitors the
incidence of an agreed list of communicable diseases in Australia via a national
collation of notifications of these diseases received by health authorities in the States
and Territories. More than 40 diseases or disease categories are included, largely as
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recommended by The National Health & Medical Research Council (NHMRC).
The notifiable disease data incorporated in this report include syphilis, chlamydia,
gonorrhoea and urethritis.

HIV surveillance

Newly diagnosed HIV infection is also a notifiable condition in all State and
Territory health jurisdictions in Australia. Cases of diagnosed HIV infection are
notified through State/Territory health authorities to the national HIV surveillance
centre (National Centre for HIV Epidemiology and Clinical Research (NCHECR)) on
the first occasion of diagnosis. Sentinel surveillance for HIV infection is also
conducted based on a network of metropolitan sexual health clinics. Data from the
NCHECR have been reported in the prevalence of HIV among adolescents and
prevalence among pregnant women indicators.

Smaller community-based data

Where national or State and Territory data are not available, data from smaller
community-based studies have been presented in the indicators. These studies,
however, are usually used to supplement other data from larger data sources.

Where smaller, community-based studies are included they are not intended to be
representative of the whole population. Such studies have been included to highlight
some of the potential issues related to these sub-groups.

3.2 Other data sources for future reports

The list of data sources described above is not an exhaustive list. It represents the
primary data sources deemed to be relevant to reporting on the selected list of
reproductive health indicators. Future reports will use an expanded list of data
sources to reflect the changing core set of indicators, and new sources of Australian
reproductive health information. A few possible future sources of data on
reproductive health include the Bettering the Evaluation and Care of Health
(BEACH) data and Family Planning Australia data.

BEACH data

One important source for future reports on reproductive health is the BEACH
program, a continuous national study of general practice activity in Australia that
began in 1998-1999. The most recent BEACH data (2000-2001) covers a random
sample of 999 general practitioners (GPs) that provided details of 99,900 GP-patient
encounters across Australia. Results include GP and patient characteristics, patient
reasons for encounter, problems managed and management techniques used
including medications, non-pharmacological management, referrals and admissions
and investigations.

In 2000-01, BEACH data reported 5.5 per 100 patient encounters with the GP were
related to the female genital system (for example, check-up/Pap smear, menstrual
problems), 3.5 per 100 patient encounters were related to pregnancy and family
planning and 1.1 per 100 patient encounters involved reasons related to the male
genital system (Britt et al. 2001).
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Family Planning Australia data

Family Planning Australia collects some data on client visits to their clinics including
demographic data, contraceptive use of clients, use of services for management of
sexually transmitted infections and reproductive health investigation services.

In 1996-1997 the database included information on 185,879 clients. This data may be
useful in reporting on contraceptive use and other aspects of the management of
reproductive health.

3.3 Limitations of currently available data

sources

Less than half of the 44 indicators (21, 48%) presented in this report were considered
to be complete at the time of press (Table 1). An indicator was considered ‘complete’
if there was sufficient national and/or State- and Territory-based data to ensure the
indicator represented an inclusive, valid and reliable measure of reproductive health.
Multiple data sources were used where possible to maximise the comprehensiveness
of each indicator (Table 1).

Indicators relating to fertility, fetal and infant health outcomes, pregnancy and
assisted conception, and cancers of the reproductive tract were considered to be
complete. However, the indicators relating to the remaining reproductive areas were
considered to be only partially complete, with information relating to subfertility and
prenatal/antenatal factors being particularly deficient. Specific data limitations
associated with each of the ten reproductive areas are summarised in subsequent
paragraphs.
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Table 1: Principal data sources and assessment of data completeness for reproductive
health indicators, Australia

Primary data sources '

Indicator
Indicator complete2 NHMD NPDC ABS HIC NS SBS Other

Fertility

Crude birth rate v
Total fertility rate v
Teenage fertility rate v
Subfertility

Prevalence of infertility in women X
Prevalence of infertility in men %
Prevalence of erectile dysfunction X X

Prevalence of undescended testes X

Sexually transmissible
infections

Prevalence of sexually
transmissible infections v X

Prevalence of HIV among
adolescents v X

Knowledge of HIV-related
prevention practices X

Family planning

Prevalence of contraceptive use X %
Vasectomy rate X X

Tubal occlusion rate X

Hysterectomy rate v X %

Annual number of induced
abortions X %

Prenatal/antenatal factors
Prevalence of anaemia
Periconceptional use of folate

Positive syphilis serology
prevalence in pregnant women X

HIV prevalence in pregnant
women X

Prevalence of smoking in
pregnancy X

Alcohol use in pregnancy X

lllicit drug use in pregnancy X

X X X X

Prenatal diagnostic testing X

Percentage of women attending
antenatal care X

(continued)
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Table 1 (continued): Principal data sources and assessment of data completeness for

reproductive health indicators, Australia

Indicator

Indicator
complete ?

Primary data sources '

NHMD

NPDC

ABS

HIC

NS

SBS

Other

Pregnancy and assisted
conception

Pregnancy rates and outcomes
after assisted conception

Multiple pregnancy rate

Childbirth

Percentage of all labours which
were induced/augmented

Percentage of institutional
deliveries

Caesarean birth rate

Proportion of vaginal births after
caesarean section

Rate of instrumental vaginal
deliveries

Percentage of births attended by
skilled health personnel

Obstetric service providers by
rural/remote classifications

Maternal health outcomes
Maternal morbidity
Maternal mortality ratio

Ectopic pregnancy rate

Fetal and infant health
outcomes

Perinatal mortality rate
Infant mortality rate
Incidence of low birthweight

Sex ratio of births

< XK

Cancer of the reproductive tract

Proportion of women screened for
cervical cancer

Incidence and mortality of cervical
cancer

Incidence and mortality of ovarian
cancer

Incidence and mortality of
testicular cancer

v

X

(1) NHMD—AIHW National Hospital Morbidity Database; NPDC—National Perinatal Data Collection; ABS—Australian Bureau of
Statistics; HIC—Health Insurance Commission; NS—National survey information; SBS—State-based surveys.

(2) Completeness refers to sufficient national data to compute indicators.
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Fertility (3 indicators)

There are national-level data available on the three indicators, allowing computation
of the indicators. There is good ascertainment of the number of births in Australia,
through national births and perinatal data collections, both of which are based upon
State and Territory collections. The data could be strengthened by standardised
collection of data on induced and spontaneous abortions by all States and Territories.

Subfertility (4 indicators)

There are limited national data available on all the indicators in the subfertility
section. There are no national survey data on infertility in men or women; and this
information is not collected by other routine data sets. There are no adequate proxy
collections that provide information that could be used to inform policy or evaluate
programs and health initiatives targeted at the populations with infertility problems.
There are no national population-based data on the prevalence of erectile
dysfunction or the prevalence of undescended testes; instead there is proxy
information by diagnostic and procedure codes from the AIHW NHMD on hospital-
based procedures used to treat both conditions. There are also HIC data on services
to private patients claimed from the Medicare Benefits Schedule.

Sexually transmissible infections (3 indicators)

The National Notifiable Diseases Surveillance System (NNDSS) captures information
on syphilis, gonorrhoea and chlamydia, but the quality of the data is limited by the
use of a passive surveillance system. Currently, the ascertainment of urethritis is
incomplete at a national level. There is no routine national reporting of gonococcal
urethritis or non-gonococcal urethritis; there are however gender-specific data
available on the notification rates for gonorrhoea and chlamydia. The national
surveillance of HIV is limited by the lack of uniform notification and screening
procedures for the States and Territories. The survey data available about knowledge
of HIV is adequate for a low-prevalence country such as Australia.

Family planning (3 indicators)

There is limited national data available on all the indicators. The 1995 National
Health Survey was the second of two national population-based surveys that looked
at contraceptive use. The data are limited by their age (six years old) and the lack of
information on contraceptive use in teenagers. There is no routine collection of
information on contraceptive use by States and Territories. There is incomplete
ascertainment of induced abortions in Australia. Only South Australia, the Northern
Territory, Australian Capital Territory and Western Australia require notification of
induced abortion at a State and Territory level. State-level data are not collected in
New South Wales, Victoria and Queensland. Ascertainment of the number of
abortions using the HIC and NHMD are incomplete, and have not been presented
with studies having shown that both data sources under-ascertain the number of
induced abortions performed. There is no routine monitoring of induced abortions
that occur in freestanding clinics.

There are also limitations in the data collection of the three operative procedures:
hysterectomy, vasectomy and tubal occlusion from the NHMD (covering public and
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private hospitals) and the HIC (covering freestanding clinics, private hospitals and
private patients in public hospitals). The incidence rate for any of these procedures
cannot be calculated using a combination of these data due to the inclusion of private
patients in both data collections.

Antenatal factors (9 indicators)

There are no national data collected on any of the presented antenatal factors:
anaemia in pregnancy, periconceptional use of folate during pregnancy, smoking,
alcohol and drug use in pregnancy, sexually transmissible infection and HIV
infection in pregnancy, proportion of women attending antenatal care and prenatal
diagnostic testing undertaken. A number of the States and Territories collect
information indirectly on anaemia as a complication of pregnancy or a pre-existing
medical condition of the mother. The importance of this indicator needs to be
reviewed with the development of a definition and gestational age for data
collection. A number of the States and Territories collect information on smoking in
pregnancy, but there is no standardised national data definition. Development of
standardised data items in the national perinatal minimum data set for smoking in
pregnancy would greatly improve the ascertainment of this important indicator.
There are very limited data on the use of alcohol and illicit drugs during pregnancy,
with the National Drug Strategy Household Survey providing the only national data.
It is anticipated that data will be strengthened in the next survey with more specific
and sensitive questions on alcohol and illicit drug use in the current pregnancy.

Periconceptional use of folate during pregnancy has only been measured by periodic
surveys. There are no national data collected specifically on the prevalence of STIs or
HIV infection in pregnant women. The development and inclusion of a composite
antenatal screening indicator in the perinatal collection would improve
ascertainment of these indicators. Only three States collect information on women
undergoing prenatal testing including the outcomes such as termination of
pregnancy. There needs to be development of a system for monitoring the use and
outcomes of prenatal diagnostic tests.

Pregnancy and assisted conception (2 indicators)

There is a lack of population-based information about male and female infertility and
the use of assisted conception in Australia. The State and Territory perinatal
collections do not have information on fertility drug use or other assisted conception
procedures; this limits the interpretation of data on multiple births, ascertainment of
successful assisted conception procedures and the evaluation of the use of these
procedures. There is no information on ovulation induction using only fertility
drugs. The national conception data is based upon pregnancies, not treatment cycles,
which does not allow investigation into demographic and medical factors that
impact upon the pregnancy rate after assisted conception. A database for collection
of data on all treatment cycles will be implemented in 2002.

Childbirth (7 indicators)

The ascertainment of the childbirth indicators on augmentation and induction,
hospital-based deliveries, caesarean birth rate and instrumental deliveries are
adequate using the dedicated perinatal data collection. There is less complete
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ascertainment of the proportion of vaginal births after caesarean section, with only
some of the State and Territory perinatal collections collecting the information. The
quality of the data item vaginal birth after caesarean section would be improved if
there was a nationally accepted definition. Data quality would also be improved if
we were able to discriminate between ever having a caesarean section and caesarean
section as a form of delivery in the confinement previous to the current one. There is
no routine collection of data on the service provider present during delivery by the
State and Territory perinatal data collections, which could be linked to the
development of an indicator on the number of obstetric service providers by rural
and remote classification.

Maternal heath outcomes (3 indicators)

The ascertainment of ectopic pregnancy could be strengthened. Interpretation of the
current data are limited by the NHMD reporting separations, not individuals, and
only covering ectopic pregnancies treated in the hospital setting; and the HIC only
covering services claimed from Medicare Benefits Schedule (for example, free-
standing clinics, private hospitals and private patients in public hospitals). The
incidence ratio for ectopic pregnancy cannot be calculated using a combination of
these data due to the inclusion of private patients in both data collections. The
ascertainment of maternal morbidity is also constrained by the lack of population-
based data on individual women and their risk factors, reproductive history and
outcomes. Both indicators are constrained by the fact that the NHMD was not
specifically designed to be an epidemiological data collection instrument.

The ascertainment of maternal deaths is limited by the use of passive surveillance to
detect cases, however, the use of multiple data sources has enhanced the
ascertainment of maternal deaths. The development of uniform reporting standards
would enhance the ascertainment of maternal deaths, as would the development of a
better coding framework for hospital deaths.

Fetal and infant health outcomes (4 indicators)

The ascertainment of the fetal and infant health outcome indicators is adequate using
the dedicated perinatal data collection and ABS perinatal deaths. There could be
improvement in the ascertainment of perinatal and infant mortality if there was more
timely registration of deaths.

Cancer (4 indicators)

The ascertainment of the reproductive tract cancers is adequate with Australia being
one of the few countries in which there is national cancer registration, however,
Indigenous identification in cancer registries needs to be improved. The
ascertainment of those who participate in screening for cervical cancer is adequate,
with national coverage since 1999 through States and Territories cervical cytology
registers. There is poor ascertainment of population sub-groups that are under -
represented in the screened population, including Indigenous and older women, and
women from non-English-speaking backgrounds.
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Section 4: Discussion

4.1 Key findings—Australia’s reproductive
health

The systematic measurement of the 44 reproductive health indicators presented in
this report provides a snapshot of Australia’s reproductive health, and highlights a
number of relevant factors and trends. By reviewing the 44 indicators and comparing
them to other countries, it is evident that Australia continues to rate well, in terms of
the indicators, in a world context of reproductive health.

Highlights from each of the key areas of reproductive health examined in this report
are summarised in the following paragraphs.

Fertility

Australia’s crude birth rate was 13.1 per 1,000 population in 1999. This is the lowest
rate ever recorded in Australia, representing a continual and gradual decline in
crude birth rate over previous decades. Australia’s total fertility rate is also declining
with an average woman estimated to have 1.75 children by the end of her
reproductive life. Current fertility rates suggest that 26% of Australian women will
remain childless at the end of their reproductive lives (ABS 2000a). These rates are
comparable to countries such as the United Kingdom, United States, Canada, France,
Sweden and Japan (UNPD 2000)

Subfertility

A national data collection on infertility is not available in Australia, but it is generally
assumed that the prevalence and causes are similar to those in other developed
countries. Almost 25,000 hospital separations in 1998 had a principle diagnosis of
female infertility (AIHW 1999). It is estimated that male infertility affects one man in
20, and is the underlying reason for 40% of infertile couples using assisted-
reproductive techniques (McLachlan & de Krester 2001).

Sexually transmissible infections

Sexually transmissible infections are a major public health problem worldwide.
Notifications of chlamydia, gonorrhoea and syphilis to the National Notifiable
Diseases Surveillance System (NNDSS) have increased over the last decade.
Reported notifications for chlamydia, gonorrhoea and syphilis were 74.5, 29.7 and
9.0 per 100,000 population in 1999 (NCHECR 2000; Thomson et al. 2000). The
prevalence of diagnosed HIV infection among adolescents (13-19 year olds) was
1.54 per 100,000 females, and 3.57 per 100,000 males in 2000 (Law M personal
communication; NCHECR 2001).
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Family planning

Forty-four per cent of all women aged 18-49 years reported current use of a method
of contraception in 1995. The most commonly reported methods were the oral
contraceptive pill (60%) and condoms (27%) (Yusuf & Siedlecky 1999).

Induced abortions are subject to different legal requirements in the different States
and Territories of Australia. Only South Australia, Western Australia and Australian
Capital Territory require notification of all induced abortions. In 1999 the State-based
notification systems in South Australia and Western Australia reported an induced
abortion rate of 17.8 and 19.6 per 1,000 women aged 15-44 years, respectively (Chan
et al. 2000; personal communication Executive Director of Public Health, Western
Australia).

Prenatal/antenatal factors

Comprehensive and reliable data are not widely available in this area. The available
measures primarily reflect national- or State-based collections. However, one of the
critical indicators is smoking in pregnancy; in a New South Wales survey conducted
in 1998, almost 20% of mothers reported smoking during pregnancy. Of these, 96%
continued smoking during the second half of their pregnancy, the time of greatest
risk to the health of both mother and baby (Taylor et al. 2000).

Pregnancy and assisted conception

The use of assisted conception has increased significantly during the 1990s. In 1999,
among all assisted conception treatment cycles, there were 23,947 embryo transfer
cycles resulting in 4,288 viable pregnancies. The viable pregnancy rates varied
between 17% and 21%, depending on the procedure (Hurst & Lancaster 2001).

Childbirth

In 1999, 25.9% of all deliveries were induced and 20.6% of all spontaneous births in
Australia were augmented (Nassar et al. 2001). The national caesarean rate in the
same year was 21.9%, the highest level ever recorded in Australia (AIHW NPSU
perinatal collection). Vaginal birth after a caesarean section rate was almost 25% in
1999, a slight increase from 22% in 1997 (ACHS 2001). These rates are comparable to
other more developed countries, however the WHO recommends a figure of 15% as
a reasonable national rate for caesarean section (Caan & Messent 2002; Eberhardt et
al. 2001; WHO 1985).

Maternal health outcomes

The maternal mortality rate was 12.9 deaths per 100,000 live births in Australia in the
three years from 1994 to 1996. This rate includes maternal deaths from direct and
indirect causes, and reflects a slight increase from the previous triennium (AIHW &
NHMRC 2001).
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Fetal and infant health outcomes

Perinatal mortality, defined as fetal and neonatal deaths, has declined dramatically in
Australia during the last three decades from 22.3 per 1,000 births in 1973 to 8.5 per
1,000 live births in 1999 (Nassar et al. 2001). Infant mortality, defined as deaths of
infants aged less than one year, has trended downward over the last two decades.

In 1999, the infant mortality rate was 5.7 deaths per 1,000 live births, compared with
8 deaths per 1,000 live births amongst the more developed countries monitored by
WHO (Moon, Rahman & Bhatia 1998; ABS 2000b; UNPD 2000). The proportion of
low birthweight infants in Australia was 7% of all births in 1999 which is very similar
to that of other developed nations (Nassar et al. 2001; UNPD 2000).

Cancer of the reproductive tract

Australia’s incidence and mortality rates for cancers of the reproductive tract are
similar to the more English-speaking developed nations (IARC & WHO 2001). There
were almost 800 new cases of cervical cancer identified and almost 300 deaths due to
cervical cancer in 1997. The incidence and mortality rates for cervical cancer have
declined over the previous decade, partly due to population-based cervical screening
(AIHW & AACR 2000). There were almost 1,200 women diagnosed and 740 deaths
attributable to ovarian cancer in 1997. The incidence and mortality rates for ovarian
cancer have remained relatively constant over the last decades (AIHW & AACR
2000). The 1997 age-standardised rate of testicular cancer was 6.2 per 100,000
population, with the incidence of testicular cancer rising by an average of 2.0% each
year over the last decade (AIHW & AACR 2000).

Reproductive health-related service provision places a significant burden on the
health care system. For instance, 14.4% of female hospital separations and 7.8% of all
hospital separations at public or private hospitals in 1997-1998 involved a principal
diagnosis related to pregnancy, childbirth or the puerperium. In the same period
there were 36,051 separations involving sterilisation procedures representing 0.6% of
all hospital separations. Furthermore, 2000-2001 BEACH data reported 5.5 per 100
patient encounters with the GP were related to the female genital system (for
example, check-up/Pap smear, menstrual problems), 3.5 per 100 patient encounters
were related to pregnancy and family planning and 1.1 per 100 patient encounters
involved reasons related to the male genital system (Britt et al. 2001).

These figures only further emphasise the importance of reproductive health at an
individual, societal and global level, and the need to continually monitor and
manage Australia’s reproductive health.

4.2 Reproductive health information

One of the purposes of this report was to provide a comprehensive and cohesive
description of currently available information sources for measuring Australia’s
reproductive health, the aim being to lay the foundation for a coherent information
framework which will form part of an overall reproductive health framework for
Australia.
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The reproductive health indicators chosen for this inaugural report were based on
WHO reproductive health indicators customised to the Australian context. One of
the conditions for inclusion was that sufficient data were available to provide
meaningful measures. This report demonstrates that limited surveillance can be
conducted using routinely collected data from hospital-captured services and health
insurance claims. However, a key finding of this report is that there is a need to
strengthen the quality and breadth of information available on reproductive health
in Australia.

The information available in Australia reflects the international picture to a large
extent, where despite advancing on a policy agenda, women’s health and
reproductive health lack standard definitions, rigorous assessment and surveillance
tools and adequate funding. A comprehensive approach to reproductive health care
is also needed that includes men as well as women and encompasses the full age
spectrum of reproductive life.

There isn’t an integrated national public health surveillance of reproductive health in
Australia. There is national surveillance of perinatal health through the AIHW
National Perinatal Data Collection (NPDC), which is based upon the State and
Territory perinatal or midwives collections. However, the NPDC is limited for
reproductive health surveillance by: a lack of risk factor and behavioural information
on the mothers; no data on the fathers; and poor quality data on the complications of
pregnancy, childbirth and the puerperium arising from a lack of standardised data
definitions and collection methods.

The report is also limited by the lack of standardised definitions and data collection
tools to measure the proposed core indicators. Of the 44 indicators covered in the
report, the authors consider available data on 21 (48%) indicators to be adequate,
while the remaining 23 indicators were considered to be incomplete. This assessment
serves to emphasise that there remain significant areas related to reproductive health
about which little is known.

Information on contraceptive use, sterilisation and termination of pregnancy is
limited, with no routine collection of it. There are large gaps in the monitoring of
sexually transmissible diseases in pregnant women where, for example, syphilis rates
in pregnant women could not be identified. The extent of morbidity associated with
pregnancy-related complications remains poorly documented and measured. While
there have been a large number of hospital-based studies, these give little indication
about the incidence and prevalence of conditions at a population level. Information
on subfertility, infertility and family planning remains incomplete. There is a
growing awareness of the importance of the mental as well as the physical ill health
and suffering associated with sexual abuse and violence but, again, there is no way
of quantifying this burden. Also there is no means of capturing the positive aspects
of reproductive health. The contraceptive prevalence rate, for example, while easily
measurable and long used to demonstrate improvements in reproductive health, is in
reality a poor reflection of the benefits (health and non-health) that accrue from
avoiding unwanted fertility.

This report is further limited by the significant gaps in information in two of the

primary data sources used, the Health Insurance Commission (HIC) data and the
AIHW National Hospital Morbidity Database (NHMD). The HIC does not collect

32



information on public patients in public hospitals and the NHMD collects
information on separations not individuals. Neither data collection was designed for
epidemiological study of particular diseases and procedures or for surveillance of the
health care system. This report does not provide prevalence estimates of the
presented conditions.

The HIC data and NHMD are both significantly affected by the sensitivity and
specificity of the coding systems they use to accurately capture the diagnosis or
procedure —the Medicare benefit schedule for the HIC and the international disease
classification for NHMD. During the data time period for this report the NHMD
coding has changed from ICD-9-CM to ICD-10-AM, with resulting changes to some
reproductive-related codes. Both data sources miss key demographic, risk factor and
medical data items (for example, parity, smoking, substance use, intensive care
admission, underlying medical conditions) which substantially limits the utility of
the data for measuring reproductive health. Also the measurement of a number of
indicators are limited to hospitalisations occurring during pregnancy, childbirth and
the puerperium or for a specific reproductive health procedure (for example,
hysterectomy, vasectomy). As such, these data sources only describe the public
health burden of the particular indicator not the likelihood of an individual suffering
such morbidity.

In most cases, the most recent data from each relevant data set at the time of
preparation of this report have been included. The indicators were designed to give a
broad picture of the data available and what is currently being reported. Often, this
resulted in using different time periods, data sources and populations depending on
the indicator. Whilst this provides information from the most recently collected data,
it limits further comparisons between indicators.

4.3 Future steps—development of a
reproductive health framework

This report supports the need for the development of a national conceptual and
information framework for reproductive health, including a plan for an integrated
surveillance system. Such a framework will advance the understanding,
measurement and, ultimately, provision of high quality reproductive health care for
all Australians.

It is important that the development of a reproductive health framework involved
extensive consultation with the following stakeholders: Commonwealth, State and
Territory health departments, the Royal Australian and New Zealand College of
Obstetricians and Gynaecologists, Royal Australian College of General Practitioners,
Australasian College of Sexual Health Physicians, Australian College of Midwives,
and other professional, consumer and community groups. It is also imperative that
such a framework is in line with national health information strategies, models and
systems.

The indicators presented in this report were chosen by the Reproductive Health

Advisory Committee based on a working definition of reproductive health,
consideration of reproductive health priorities and available data sources. Due to
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limitations in current data sources and the need for a workable list of indicators, 44
indicators where chosen. It is recognised that a number of key indicators were
omitted from this report. However, this inaugural report into reproductive health
indicators provides an invaluable basis from which to develop a cohesive,
meaningful and useful reproductive health framework.

The phases that might be undertaken to implement such a framework are shown in
Figure 3 and summarised in the following paragraphs.

Figure 3: Development phases for a reproductive health framework

Australian definition of Conceptual framework of Core indicators of
reproductive health —> reproductive health > reproductive health
A
|
|
National reproductive Information framework for Identify gaps in current data
health surveillance system <4— | reproductive health < sources

Australian definition of reproductive health— A clear and acceptable definition of
reproductive health must be specified to set the scope of the reproductive health
framework and guide its development. The definition must be in-line with
international definitions and relevant to the Australian context.

Conceptual framework — A conceptual framework would define the elements that
reflect the scope and definition of reproductive health (for example, health outcomes,
health care services, behaviours and demographic factors) and represent how they
interact and relate. The features that characterise each element would then be
defined (for example, “health outcomes” would include information on fertility,
sexually transmissible disease and maternal and baby health). A conceptual
framework assists in guiding the development of an indicator set and minimises the
risk of overlooking the inclusion of key indicators.

Core indicators of reproductive health— A set of core reproductive health indicators
would then be chosen based on the conceptual design. The indicators would allow
the reproductive health of a population to be measured and monitored as part of a
reliable and meaningful process. As previously stated in this report, the indicators
would evolve over time to meet emerging reproductive health issues and trends, and
take advantage of changing information sources.

Identify gaps in current data sources — This report has identified and assessed
currently available data sources on reproductive health. The areas of the conceptual
plan where information is either lacking or deficient would be identified.

Information framework for reproductive health — As with the conceptual framework,

information sources would be identified and their relationship to each other
specified. It is envisaged that existing data sources would form the basis of the
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framework, and that these would be supplemented with additional data and perhaps
additional purpose-built systems.

National reproductive health surveillance system —The information framework
would form the basis for a comprehensive and cohesive surveillance and
performance measurement system. This would allow the core reproductive health
indicators to be measured and monitored in a systematic and reliable manner. It
would allow emerging reproductive trends to be identified and tracked, allow health
care initiatives to be evaluated, and set the agenda for reproductive health priorities.
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PART B: Selected reproductive
health indicators
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Fertility

The child-bearing performance of the population:
e Crude birth rate

e Total fertility rate
e Teenage fertility rate
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Crude birth rate

Indicator

The number of live births
per 1,000 population

Background information

The crude birth rate is the number of
live births registered during the
calendar year per 1,000 estimated
resident population of Australia at

30 June that year (ABS 2000).

The crude birth rate is the most easily
obtained and most often reported
fertility measure.

Current data

There were 248,870 live births
registered in Australia in 1999 —a
crude birth rate of 13.1 per 1,000
population (ABS 2000).

The rate in Australia is at its lowest
ever, continuing a gradual decline in
the overall crude birth rate from 21.7
per 1,000 population in 1971

(Figure 4).

The crude birth rate varied among
States and Territories, ranging from
18.5 in the Northern Territory to 12.0
in South Australia (Figure 5) (ABS
2000).

Australia’s crude birth rate is
relatively high compared to other
developed nations. Israel, New
Zealand, the United States, Singapore
and Ireland were the only developed
countries to exceed Australia’s crude
birth rate in 1998 (UN 2001).
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Data limitations

e The crude birth rate is an imprecise
measure of a society’s childbearing
patterns. It does not take into account
the percentage of women who are in
the reproductive ages and is affected
by differing age structures of the
population. Age-specific fertility rates
are often used to overcome this
difficulty.

¢ The crude birth rate is an imprecise
measure of pregnancy rates as it is
based on live births and does not
include any information about
stillbirths or induced and spontaneous
abortions.
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Figure 4: Crude birth rate, Australia, 1971-1999
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Figure 5: Crude birth rate, States and Territories, 1971 and 1999

Indicator status References

Adequate. e Australian Bureau of Statistics (ABS)
2000. Births Australia, 1999. Cat. no.
3301.0. Canberra: ABS.

Data source e United Nations 2001. Monthly bulletin

Australian Bureau of Statistics. of statistics. Geneva: United Nations.
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Total fertility rate

Indicator

Total number of children an average
woman would have by the end of her
reproductive period if she
experienced the currently prevailing
age-specific fertility rates
throughout her childbearing life

Background information

The total fertility rate is based on the
summation of age-specific fertility rates.
Age-specific fertility rates! show the
number of births registered per 1,000
women at each reproductive age or age
group (ABS 2000).

Fertility rates are an imprecise measure of
pregnancy rates as they are based on live
births and do not include any information
about stillbirths or induced and
spontaneous abortions.

Delayed child-bearing, an increase in the
number of women having no children and
a decline in the number of women having
three or more children have each been
associated with lower fertility rates
(Barnes 2001). The increased availability
and access to contraception and abortion
have also contributed to the decrease in
fertility rates.

Low fertility rates in conjunction with
increasing life expectancy are shifting the
age distribution of the population towards
older age groups (Barnes 2001).

An inverse relationship has been found
between place of residence, educational
qualifications, socioeconomic status and
fertility rates (Barnes 2001). Women living
in capital cities, with higher educational
skills and those in high-skilled
occupations tend to have lower fertility
rates than women from rural areas or who
are disadvantaged in terms of income,
education or skills (ABS 2000).

1 See Appendix for details on calculation of age-specific
and age-standardised rates.
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Current data

The total fertility rate (TFR) in Australia in
1999 was 1.75, slightly lower than the 1998
level of 1.76 and continuing a decline from
2.9in 1971 (Figure 6) (ABS 2000).

The Australian TFR is below the
replacement level fertility rate of 2.06,
which is the number of children a woman
would need to have during her lifetime to
replace both herself and her partner (ABS
2000).

Within the Australian States and
Territories, the TFRs in 1999 were 2.15 in
the Northern Territory, 1.87 in Tasmania,
1.81 in New South Wales, 1.76 in
Queensland and Western Australia, 1.70
in South Australia, 1.68 in the Australian
Capital Territory and 1.62 in Victoria (ABS
2000).

The total fertility rate in 1999 was higher
among Indigenous women at 2.1 babies
per woman, compared with 1.75 for all
women (ABS 2000).

The total fertility rate of women living in
capital cities is considerably lower than
the rates elsewhere in each respective
State or Territory. Fertility rates based on
the Accessibility / Remoteness Index of
Australia show that women in highly
accessible areas have lower fertility rates
(1.76) than women living in remote areas
(2.12 to 2.38) (ABS 2000).

Current fertility rates suggest that 26% of
Australian women will remain childless at
the end of their reproductive life (ABS
2000).

Australian fertility remains higher than in
Canada (1.5), Japan (1.4) and many
European countries (for example, Italy at
1.2) and lower than in the United States
(2.0) and New Zealand (1.9) (ABS 2000).
In 1999, women aged 25-29 and 30-34
years experienced the highest fertility
rates of 108.1 and 108.5 per 1,000 women
in each respective age group (Figure 7)
(ABS 2000).
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Figure 6: Total fertility rate, Australia, 1971-1999
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Figure 7: Age-specific fertility rate, Australia, 1999

Data limitations

Age-specific fertility rates or, more strictly,
age-specific birth rates do not include any
information about stillbirths or induced and
spontaneous abortions. Data on abortions in
each age group are needed to give more
accurate pregnancy rates. However, for the
calculation of the total fertility rate, only births
are relevant.

Indicator status
Adequate.
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Data source
Australian Bureau of Statistics (ABS 2000).
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Teenage fertility rate

Indicator

The number of live births to
mothers aged less than

20 years in a given year per
1,000 females aged 15-19 years

Background information

Over the last 30 years there has been a
steady decline in the teenage fertility rate
which has been attributed to increased
access to and use of contraception and
safe abortion (ABS 2000a).

Teenage childbearing is often related to
increased adverse health, social and
economic outcomes for teenagers and
their children (American Academy of
Pediatrics 1999; Bai, Wong & Stewart
1999).

Teenagers in South Australia during
1986-1988 were more likely to be single,
primigravid, Aboriginal, have fewer
antenatal visits and have a medical or
obstetric complication during pregnancy
compared with women in their twenties.
However, those who were single,
Caucasian and primigravida with seven
or more antenatal visits had similar
pregnancy outcomes to women in their
twenties (Zhang & Chan 1991).

In a recent study of teenage birth rates in
Queensland between 1988 and 1997, it
was found that teenagers who live in
disadvantaged areas had two to four
times higher birth rates than for all
women in Queensland and 10 to 20 times
higher rates than those from affluent areas
(Coory 2000).

A cohort study of 7,191 singleton births
between 1996 and 1998 at Liverpool
hospital in New South Wales found no
difference in the overall obstetric
outcomes of teenage mothers and adult
mothers. Some differences in neonatal
outcomes were identified, however these
were not attributed to age, but to
disadvantages caused by lower
socioeconomic status and factors such as
maternal smoking, parity and unmarried
status (Bai, Wong & Stewart 1999).
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Current data

In Australia in 1999, there were a total of
11,751 live births to teenage mothers and
a teenage fertility rate of 18.1 births per
1,000 females aged 15-19 years

(ABS 2000a).

Over the past three decades the teenage
fertility rate has declined from 55.5 births
per 1,000 females aged 15-19 years in 1971
to 18.1 per 1,000 in 1999 (ABS 2000a).

The teenage fertility rate in 1999 varied
across the States and Territories from
10.8 live births per 1,000 women aged
15-19 years in Victoria to 67.6 in the
Northern Territory (Figure 8). The high
rates in the Northern Territory reflect the
large proportion of Indigenous
population who have the highest teenage
fertility rate (ABS 2000a).

In 1999, the national fertility rate for
Indigenous teenagers was 77.6 per 1,000
Indigenous women, 4.3 times higher than
the overall Australian rate (ABS 2000a).

South Australia, Western Australia and
the Northern Territory provide
information on all teenage pregnancies
including all births and induced abortion.
In 1998, the teenage pregnancy rate in
South Australia, Western Australia and
the Northern Territory was 44.4, 44.6 and
100.0 per 1,000 women aged 15-19 years,
respectively (Chan et al. 1999; personal
communication, Executive Director of
Public Health, Western Australia;
unpublished data, Epidemiology Branch,
Territory Health Services, Darwin, 2001,
respectively).

Australia’s teenage fertility rate is
relatively low compared with other
developed countries. Higher rates were
found for women aged 15-19 years in
Canada (20.2), United States (51.1) and in
the United Kingdom (29.7) (ABS 2000a).



Per 1,000 females aged 15-19 years
150 -

125
100 -
75
50 -

25 -

0 i
NSW Vic Qd WA SA Tas ACT NT Australia

B Births to Indigenous mothers O All births

Note: The birth rate of Indigenous mothers in the Australian Capital Territory is not included due to small numbers.

Source: ABS 2000b.

Figure 8: Teenage fertility rate, States and Territories, 1999
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Subfertility

The degree of reduced fertility in the population:

Prevalence of infertility in women
Prevalence of infertility in men

Prevalence of erectile dysfunction
Prevalence of undescended testes
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Prevalence of infertility in women

Indicator

Percentage of women of
reproductive age (15-49 years) at
risk of pregnancy who report
trying unsuccessfully for a
pregnancy for one year or more

Background information

While the WHO indicator definition for
female infertility is based on a period for
attempting to conceive of two years or
more, Australian studies have tended to
use a definition of one year or more.
Differing definitions of infertility affect the
measurement of infertility, and thus the
ability to compare studies conducted in
this area.

No national survey of the prevalence of
infertility has been done in Australia but it
is generally assumed that the prevalence is
similar to that in other developed
countries.

In a public opinion survey on attitudes
towards infertility and treatment options
conducted in eight countries in 1998, the
majority of more than 1,000 respondents in
Australia underestimated the prevalence
of infertility in the community. Only 19%
agreed with the authors” perception of the
burden of infertility in Australia: that
about 1 in 6 couples seek medical
assistance for an infertility problem lasting
at least one year (Roy Morgan Research
1999; Bertarelli Foundation Scientific
Board 2000).

Current data

Australian Hospital Statistics 1997-98
identified 25,464 separations from
Australian public and private hospitals in
which the principal diagnosis was female
infertility. Predictably, the majority of
separations were among women aged 25-
34 (54%) and 35-44 (41%) (AIHW 1999).
Couples whose infertility is treated by IVF
and other types of assisted conception are
a highly selected group and do not

necessarily reflect the relative importance
of the various causes of infertility in the
community. Among couples treated by
assisted conception in Australia and New
Zealand in 1999, the stated causes of
infertility were tubal only (13.3%), other
female only (12.1%), male only (27.8%),
multiple causes (19.1%) and unexplained
(17.7%) (Hurst & Lancaster 2001). It has
been estimated that male infertility is a
factor in half of all infertility problems in
relationships and is the underlying
indication for assisted conception in 40%
of couples (McLachlan & de Kretser 2001).
In a study in Western Australia in the late
1980s, those with current infertility were
defined as couples in a continuous
relationship with intercourse unprotected
by contraception or surgical sterility, who
had been trying unsuccessfully for one
year to become pregnant. The study of a
stratified cluster sample of 1,511 couples in
Perth found 19.1% of women in the study
population reported infertility at some
time in their lives (lifetime infertility),
while the prevalence of current infertility
was 3.5% (among couples with a female
partner of reproductive age). The authors
noted that this prevalence seemed
unusually low compared to other
international studies (Webb & Holman
1992).

The Perth study found the highest
prevalence of current infertility was found
among couples where the women were
aged 30-34 (4.2%) (Table 2) (Webb &
Holman 1992).

Some of the factors associated with
infertility are a history of pelvic
inflammatory disease, endometriosis,
abdominal surgery, polycystic ovary
syndrome and pregnancy outside the
uterus.

A retrospective, cross-sectional analysis of
case notes of 342 Indigenous women
between the ages of 20 and 45 years, living
in a remote region of the Northern
Territory, found the rate of current
infertility (defined as inability to conceive
over 36 months) in the community was
26.3% (Kildea & Bowden 2000).



Table 2: Prevalence of current infertility, surgical sterility and associated reproductive
disability according to age of the female partner

Associated

reproductive

Woman’s age Number of couples* Current infertility* Surgical sterility* disability
(years) Number Per cent Per cent Per cent
16-19 25 - - -
20to 24 146 21 21 1.4
2510 29 315 3.8 124 3.5
30 to 34 382 4.2 31.7 41
3510 39 342 3.5 53.5 3.7
40 to 44 285 3.5 72.2 1.7
All women 1,495 3.5 37.1 3.1
95% ClI 2.6-4.4 34.7-39.5 22-44
Mean age 33.3 37.2 32.9
SE 5.8 4.7 5.1

* For current infertility and surgical sterility there were 16 cases where information was missing.
Note: ‘Associated reproductive disability’ applied to couples who, because of biomedical or psychosocial factors associated with either infertility or

surgical sterility, were unable to achieve their desired level of reproductive function.

Source: Webb & Holman 1992.

Data limitations

There have been no national population-
based studies of female infertility. As
already noted, the authors of the Perth
study note the prevalence of current
infertility they found seemed unusually
low using international comparisons
(Webb & Holman 1992).

The Perth study did not have a high
response rate and is quite old, however it
is the only published population-based
study on female infertility in Australia.

Indicator status

Incomplete. National population-based data
on the prevalence of female infertility are not
currently available in Australia. At present
data on female infertility are limited to small
studies and hospital data.

Data sources

Western Australian study by Webb and
Holman 1992

AIHW Australian Hospital Statistics
1997-98 using data from the National
Hospital Morbidity Database

(ATHW 1999).

AIHW National Perinatal Statistics Unit
Assisted Conception database.
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Prevalence of infertility in men

Indicator

Percentage of men who report
trying unsuccessfully for a
pregnancy for one year or more

Background information

While the WHO indicator definition for
male infertility is based on a period for
attempting to conceive of two years or
more, Australian studies have tended to
use a definition of one year or more.
Differing definitions of infertility affect the
measurement of infertility, and thus the
ability to compare studies conducted in
this area.

It has been estimated internationally that
in around 30% of cases of disturbed male
fertility the cause remains aetiologically
unclear (Nieschlag & Behre eds 1997).

In Australia, it is estimated that male
infertility affects one man in 20, and is the
underlying reason for 40% of infertile
couples using assisted-reproduction
techniques (McLachlan & de Kretser eds
2001).

Obstruction is the most common of the
identifiable causes of male infertility and
includes bilateral congenital absence of the
vas, epididymal or ejaculatory duct
obstruction and vasectomy-related
infertility (which constitutes the largest
group) (McLachlan & de Kretser eds 2001).
In around 60% of infertile men no cause is
found for low sperm counts or inadequate
production of sperm (McLachlan &

de Kretser eds 2001).

52

Although some contend there have been
declining sperm counts around the world,
Australian research does not reflect such a
decline (Handelsman 1997).

Current data

Male factor infertility is the most common
cause of infertility among couples
undergoing assisted conception in
Australia, being the main cause of
infertility in 30.4% of assisted conception
pregnancies and a contributing cause to
many more cases of infertility between
1990 and 1998 (Figure 9) (AIHW NPSU
Assisted Conception database).

Between 1990 and 1998, 41.2% of assisted
conception pregnancies involved any form
of male factor infertility (excluding
azoospermia and vasectomy), which may
or may not have occurred in the presence
of additional female factors (AIHW NPSU
Assisted Conception database).
Azoospermia (the absence of spermatozoa
in the semen or failure of formation of
spermatozoa) was identified in 6.1% of
assisted conception pregnancies (AIHW
NPSU Assisted Conception database).

Data limitations

Data presented on infertility relates to a cohort
of assisted conception pregnancies, not a
population-based sample.
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Figure 9: Cause of infertility among assisted conception pregnancies, Australia, 1990-1998

Indicator status

Incomplete. Population-based data on the
prevalence of male infertility are not currently
available in Australia.

Data source

AIHW National Perinatal Statistics Unit.
Assisted conception database 2001. For further
information: www.npsu.unsw.edu.au.
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Prevalence of erectile dysfunction

Indicator

Proportion of men with erectile
dysfunction, that is, a persistent
inability to achieve and/or maintain
an erection sufficient for
satisfactory sexual activity

Background information

Erectile dysfunction (ED) is a common
problem affecting especially the elderly
and those with cardiovascular disease and
diabetes mellitus (Chew et al. 2000).
Reported risk factors include cigarette
smoking, hypertension, hyperlipidaemia and
diabetes mellitus (McMahon 1999).

It is estimated that 100 million men
worldwide, and around 1 million
Australians, are affected to some degree by
ED (Lowy 1999).

Viagra (sildenafil citrate) became available
through the Repatriation Pharmaceutical
Benefits Scheme (RPBS) in August 1999.
This is likely to have resulted in decreased
treatment of erectile dysfunction by other
means.

Lowy (1999) suggests the two community-
based studies presented here show a
pattern of erectile dysfunction similar to
overseas studies.

Current data

There is a Medicare Benefits Schedule
(MBS) item for injection for the
investigation and treatment of impotence.
Two services are allowable in a period of
36 consecutive months. Between 1998 and
2000 there were 66,591 claims on this item.
There was marked variation from year to
year with 30,946 procedures in 1998, 14,251
in 1999 and 21,394 in 2000. The most
procedures were carried out among men
aged 45-54 years (24.5%) and 55-64 years
(23.2%) (HIC 2000).
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Between July 1996 and June 1999 the AIHW
National Hospital Morbidity Database
recorded 725 hospital separations involving
insertion or replacement of a penile
prosthesis. Between 1998 and 2000 there
were 647 claims for Medicare benefits for the
insertion of artificial erection devices (HIC
2000).

A Perth study surveyed 1,240 men aged

18 years and older among 62 general
medical practices. They found 488 men
(39.4%) reported difficulties obtaining or
maintaining an erection: 119 (9.6%)
‘occasionally’, 110 (8.9%) “often’, and 231
(18.6%) “all the time” (complete erectile
dysfunction). The prevalence of complete
erectile dysfunction increased with age,
rising from 2.0% in the 40-49 years age
group to 44.9% in the 70-79 years age group.
Only 11.6% of men with erectile dysfunction
had received treatment (Table 3) (Chew et
al. 2000).

A South Australian study of 427 men aged
over 40 (a subset of a probability sample of
the community completing a multi-user
interview survey) found the prevalence of
impotence? increased sharply from 3% in
40-49 year olds to 42% in 60-69 year olds
(Pinnoc, Stapleton & Marshall 1999).

2 Impotence was defined as nil or poor sexual desire,
orgasm, ability to have an erection, frequency of erections
when wanted, frequency of intercourse, frequency of
morning or nocturnal erections and firmness of erections
over the previous three months.



Table 3: Percentage of erectile dysfunction in a community study by age gro