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Preface

The Australian Institute of Health and Welfare {ATHW), formerly the Australian
Institute of Health (AIH), is an independent statistics and research agency within the
Federal Health, Housing and Community Services portfolio. The Institute has a
national role, and provides research and statistical support to the Commoenweaith,
States and Territories, particularly under the auspices of the Australian Health
Ministers’ Advisory Council, the Standing Committee of Social Welfare
Administrators, and State and Territory housing authorities.

The Institute’s mission is to contribute to an improvement in the wellbeing of the
Australian community, to promote the efficient use of health and welfare resources,
and to improve the quality, availability and use of health and welfare information.
The Institute addresses this mission by pursuing its legislative mandate to:

* collect and assist in the production of health- and welfare-related information and
statistics;

» conduct and promote research into the health of Australians and their health
services;

» develop statistical standards relevant to health and to health and welfare services;

+ publish methodological and substantive reports on work carried out by or in
association with the Institute;

¢ undertake studies into the provision and effectiveness of health services and
technologies; and

» make recommendations on the prevention and treatment of diseases and the
improvement and promotion of health and health awareness of the peopie of

Australia.

The way the Institute tackles these functions is outlined in ‘Health statistics:
sources, developments and deficiencies’, page 259.

Under its legislation, the Institute is required every two years to produce a health
report providing;:

« statistics and related information concerning the health of the people of Australia
s an outline of the development of health-related information and statistics.

This is the Institute’s third biennial health report and covers the period ending 31
December 1991.

The Institute is also required to provide a biennial report on welfare services and
the development of welfare service statistics. The first such report is due to be
prepared within 6 months of 30 June 1993.

Structure of report

The structure of this report differs from that of the two previous biennial reports. This
third biennial report comprises two parts. Part 1 describes specific aspects of the health
of Australians and their health services. Part 2 summarises sources, developmentsand

xxiii



deficiencies in health-related information and statistics in Australia, and provides a
range of health statistical information.

As well as describing the health of Australians (Chapter 2), and aspects of funding,
resources and utilisation of health services (Chapter 3), Part 1 directs special attention
to differentials in health status and incidence of health risk factors between various
sub-groups of the Australian population (Chapter 4). These chapters are preceded by
a brief chapter providing an overview of key aspects of the health and health services
of Australians, along with background information on Australian health care
arrangements and factors influencing health.

Part 2 contains a section not previously included in the Institute’s biennial reports:
to supplement the material examined in Part 1, a wide range of statistical tables have
been developed. It is intended that updated versions of these tables, which include
data on population and fertility as well as other health-related information, will be
mcluded in future versions of this biennial report. As other sources of health
information develop, relevant tables will be added to the range included in this
report.

A number of other statistical tables are included in Appendix 1. These tables are
included for most of the Figures presented in the chapters of Part 1, and are for the
benefit of readers who may wish to examine the data in more detail. Appendix tables
are not included for those Figures derived from readily available sources.

Details of the conventions used in the preparation of this report are provided in
Appendix 2.
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Part 1

Australia’s health and
health services



1 Introduction

Australia is one of the healthiest countries in the world and the health of Australians
continues to improve, according to available health measures. At the same time,
Australian health expenditure has been stable at around 8 per cent of gross domestic
product for the last 15 years.

The first part of this report reviews evidence on the health of Australians and their
health services. Chapter 2 presents information about mortality, sickness and disease,
disability and handicap, and health risk factors.

Chapter 3 examines aspects of funding, resources and utilisation of health services
in Australia, including health expenditure, private health insurance, health
labourforce, the availability and use of hospitals and other health institutions, the use
of medical services, health technologies, pharmaceutical drugs, and health promotion
and disease prevention.

Special attention is directed in the report to differentials in health status and
incidence of health risk factors between various sub-groups of the Australian
population. Chapter 4 summarises differentials between sub-groups characterised by
age, sex, Aboriginality, socioeconomic status, country of origin and place of residence.

This introductory chapter contains four sections: the first two (Sections 1.1 and 1.2)
summarise key aspects of the health and health services of Australians. The other two
sections present background information so that these surnmaries, and the chapters
that follow, can be better understood.

Section 1.3 outlines the key features of the Australian health care system--the
responsibilities of different levels of government and of the private sector, the nature
of institutional and community health services, processes for coordination (including
the place of health information and research), paying for personal health care, and
approaches to health promotion and disease prevention. The roles of health services
and a variety of other factors which determine health outcomes—individual and
societal—are summarised in Section 1.4.

1.1 Overview of the health of Australians

Health status

In 1990, the marked decline in death rates that has occurred in Australia since the late
1960s continued, with death rates reaching their lowest levels ever.

Reflecting these declines, the life expectancy of Australians at birth increased, and
the difference between males and females narrowed slightly to 6.1 years. For the first
time, the life expectancy of females reached 80 years, with that of males being 73.9
years.




The changes in overall death rates and expectation of life at birth largely reflect
further declines in death rates from diseases of the circulatory system. But, despite the
continuing declines in death rates, this group of diseases (which includes heart
disecase and stroke) remains the leading cause of death, being responsible for 45 per
cent of all deaths occurring in Australia in 1990. Death rates for injuries also continued
to decline steadily.

Death rates for cancers, which were responsible for 26 per cent of deaths in 1990,
have been steady for the past few years. Similarly, the most recent data (for 1982 to
1985) reveal that overall cancer incidence rates have been steady. The increase in
incidence rates for some cancers has been offset by decreases in the rates for others.

In 1990, the Australian infant mortality rate of 8.2 infant deaths per 1,000 live births
was slightly higher than the rate of 8.0 per 1,000 for 1989, but much lower than the rate
of 8.7 per 1,000 for 1987 and 1988. Similarly, the perinatal mortality rate for 1990, 10.3
deaths per 1,000 total births, was slightly higher than the rate of 9.9 per 1,000 for 1989,
but lower than the rates for previous years.

In 1988, there was slightly more than one hospital admission for every five people,
with admission rates being higher for females than for males. For males, diseases of
the digestive system were the most frequent cause of admission, followed by injuries.
For females, by far the leading cause of admission was the group of conditions
classified as complications of pregnancy. Disease of the genitourinary system was the
next most frequent cause of admission for females.

In 1989-1990, two-thirds of Australian males and three-quarters of Australian
females reported they had experienced an illness or injury in the previous two wecks,
and two-thirds of males and females reported having a long-term health condition.

The dental health status of Australians continues to improve. Between 1979 and
1987-1988, the levels of edentulism declined, particularly for younger people. Many
adults still have substantial experience of dental decay, but the extent of decay
experienced by children has decreased markedly over recent years.

In 1988, almost one-sixth of Australians reported having one or more disabilities.
More than cne-eighth reported being handicapped in some way-—4 per cent of all
Australians were classified as severely handicapped.

Risk factors

Of the various risk factors identified as contributing to mortality, morbidity and
disability, evidence suggests that one-sixth of Australian adults suffer from high blood
pressure, and more than two-fifths have elevated levels of blood cholesterol. Almost
50 per cent of men and more than one-third of women are overweight or obese, and
around one-third of adult Australians do not undertake any exercise for recreation,
sport or fitness. Three-tenths of Australian men and more than one-quarter of
Austrahan women smoke, and almost 10 per cent of men and 3 per cent of women
consume alcohol at a level which puts their health at risk.

Differentials in health status and risk factors

There are substantial differences in mortality, illness experience and disability between
various sub-groups of the Australian population characterised by age, sex,
socioeconomic status, country of origin and place of residence. There are also
differences in dental health status between sub-groups characterised by occupation
and education, and age.




However, the differences between these various sub-groups are less than those
between Australian Aborigines and Torres Strait Islanders and other Australians, at
least in terms of mortality and hospitalisation. Australian Aborigines and Torres Strait
Islanders remain the least healthy identifiable sub-population in Australia.

Mirroring the differences in health status between the sub-groups characterised by
age, sex, socioeconomic status, country of origin and place of residence, there are also
differences in risk factor levels.

1.2 Overview of Australia’s health services

Funding and resources

In1990-91, healthexpenditureby Australian governments and individuals was almost
$31 billion, representing 8.1 per cent of gross domestic product (GDP). This is a slight
increase from previous years, but of much the same proportion of GDP as expended
through the 1980s.

Recurrent health expenditure accounted for around 93 per cent of total expenditure
in 1988-89, with recurrent expenditure by hospitals alone accounting for 40 per cent of
total expenditure.

Between 1975-76 and 1990-91, real per person health expenditure increased by 1.8
per cent per year, from $1,368 to almost $1,800. This increased expenditure was due
mainly to the increased per person use of services and, to a small extent, to the ageing
of the Australian population. In contrast to a number of similar countries, Australia
has managed to limit the excess of health price inflation over general inflation.

The proportion of the Australian population covered by private hospital insurance
has continued to decline since the introduction of Medicare in February 1984. In
December 1991, 42 per cent of the population were covered by basic insurance, and
less than 38 per cent had supplementary insurance cover. Since 1983, large declines in
coverage have occurred among younger people, with levels among older people
remaining steady.

In 1991, almost 8 per cent of employed Australians worked in the health industry.
Over recent years, employment in the health industry has increased at a higher rate
than employment in other industries. Detailed figures of the numbers of people
currently employed in different occupations in the health industry will become
available in late 1992, but it has been estimated that there are around 40,000 active
medical practitioners, representing a doctor:population ratio of about 230 per 100,000.

In recent years, there has been considerable progress towards the development of
uniform regulation of health occupations. This, together with the move to
competency-based standards and assessment, should reduce the barriers to
professional mobility that have existed in Australia.

During the late 1980s, the availability of acute hospital beds in the public sector
continued to decline slowly, while availability in the private sector was steady.
Despite the overall decline in bed availability, the level in 1989-90—5 beds per 1,000
population—was still well above the level targeted by State and Territory health
authorities, and high compared with a number of other countries.

Between 1987-88 and 1989-90, the availability of beds in public psychiatric
hospitals was steady—in marked contrast with the mid-1980s, for which period the




move towards the care of many psychiatric patients outside hospitals resulted in
substantial decreases in bed availability.

Commonwealth Government policy of accommodating older people who are less
frail in hostels, rather than nursing homes, has resulted in changes in the ratio of beds
in nursing homes to beds in hostels. In 1991, declines in bed availability for nursing
homes, combined with increases in availability for hostels, resulted in a ratio of 61:39,
well below the ratio of around 75:25 for the early 1980s.

Bed availability—in acute and psychiatric hospitals, and in nursing homes and
hostels—varies across the country. There are substantial differences between States
and Territories, and between major urban and other areas.

Utilisation of resources

During the late 1980s, the rate of admissions to acute hospitals increased, reflecting a
combination of increased rates for people aged 65 years or older and decreased rates
for younger people. However, the average time spent in hospitals by inpatients
declined. As a result, the number of bed-days used by patients in acute hospitals
decreased. Combined with the decline in bed availability in acute hospitals that
occurred in the late 1980s, overall occupancy rates increased slightly.

Between 1987-88 and 1989-90, changes in hospital occupancy levels for the public
and private sectors were similar (both increased slightly), but the factors influencing
these changes were different. A greater increase in private sector admission rates
compared to the public sector increase was largely offset by a small increase in private
sector bed supply compared with a substantial decrease in the public sector bed
supply.

In 1989-90, there were substantial differences in bed occupancy rates—between
States and Territories, between teaching, base and other hospitals in major urban
areas, and between major urban and other areas.

A significant change in the use of acute hospitals that occurred in the late 1980s was
the increase in same-day surgery. In 1989-90, around 24 per cent of admissions to
public acute hospitals, and about 27 per cent of those to private acute hospitals, were
same-day patients.

Between 1987-88 and 1989-90, rates of admission to public psychiatric hospitals
increased slightly, but were still much lower than the rates for the mid-1980s.
Similarly, the number of bed-days used and the occupancy rates remained well below
those for the mid-1980s.

Reflecting the trends to care for less dependent older people in their own homes or
in hostels, the bed-day use in nursing homes decreased slightly between 1987-88 and
1989-90. There were substantial differences between States and Territories, and
between major urban and other areas, in the use of beds in nursing homes.

In 1989-90, almost 151 million medical services were provided to Australians under
Medicare—an average annual increase of 6 per cent from the number provided in
1984-85. In that period, the average use of medical services per person increased from
7.1 to 8.8 services (4.3 per cent per year). The increased use of pathology and
radiology services per person was higher than the increase for other medical services.

The use of medical services increased with age, and was higher for females than for
males at all ages except the first 10 years of life. The use of services varied
substantially between States and Territories, between major urban and other areas,
and between areas according to socioeconomic disadvantage. Part of the variation in




the use of services appears to be due to differences in the supply of medical
practitioners.

Between 1984-85 and 1990-91, the proportion of medical services which were
direct-billed increased from 45 to 60 per cent. In 1990-91, 70 cent of general
practitioner and 26 per cent of specialist consultations were direct-billed, but there
were marked differences between States and Territories in these proportions.

Advances in health care technology continue to pervade all areas of health care and
are often associated with increases in costs, with growth in the use of diagnostic
technologies being particularly striking.

Consideration of the cost of health care technology has to be balanced by the
benefits they provide. While there has in general been a limited effect on longevity of
the population, new technologies have had a significant impact on morbidity and on
patients’ quality of life.

Questions of diffusion of technologies and access to them continue to provide
health care administrators and providers with dilemmas. Some technologies have to
be sited in a few centres, because of cost or limited demand. Other approaches such as
less invasive surgical procedures have sometimes diffused very rapidly, providing
good access, but raising questions as to standards of competence and comparative
advantage over existing methods.

Developments in information technology continue to be rapid and offer the
possibility of improved health care with better information to patients as well as to
providers and funders of health technology.

Pharmaceutical drugs, which play an important role in health care in Australia,
were responsible for expenditure of around $3 billion in 1990-91. For those
components where estimates based on costs could be made, the proportion paid by
Commonwealth programs increased from 71 per cent in 1988 to 75 per cent in
1990-91. In the same period, the proportion paid by hospitals declined from 19 to 15
per cent.

Of the $2.1 billion expended on prescription drugs supplied in 1990-91 through
community pharmacies, the Commonwealth provided 57 per cent of the expenditure.
Between 1980-81 and 1990-91, the proportion paid directly by patients increased
from 35 to 43 per cent. Over this period, the total prescription use per capita increased
from 7.7 to 9.0 prescriptions.

In the period 1980-81 to 1989-90, the rate of increase in use of prescriptions by
pensioners was about 2.3 per cent per year, somewhat higher than the 1.4 per cent per
year estimated for non-pensioners. This difference may have been caused by the
increased real patient contribution for non-pensioners.

1.3 Australian health care arrangements:
an overview

The health care system in Australia is pluralistic, complex and only loosely organised.
[t involves three levels of government, Federal, State and local, as well as public and
private providers who may be individuals or institutions. Governments have been
taking an increasing role in the financing of health services, but most medical and
dental care and some other professional services are provided by private practitioners
on a fee-for-service basis.




The extent to which functions are divided between different levels of government is
a distinguishing feature of the Australian health care system. Although the relative
responsibilities have changed greatly since federation in 1901, State and Territory
governments retain the major responsibility for the public provision of health
services, including public hospital systems, mental health services, public health
regulation and licensing. The statutory obligations of local governments vary among
States and Territories, but their main health responsibilities are in environmental
control and in a range of personal preventive and home care services.

The Commonwealth Department of Health was not established until 1921, and its
main responsibility for many years was quarantine. The Federal Government also
exercised some responsibility concerning the health needs of veterans. Consequent to
an amendment of the Constitution in 1946, the Commonwealth was given powers to
make laws about pharmaceutical, hospital and sickness benefits, and medical and
dental services. These powers, and the extension of conditional specific purpose
grants under section 96 of the Constitution, have enabled the Commonwealth to
expand its role in the health system.

Since 1956, the Commonwealth Government has introduced major benefit schemes
covering medical, pharmaceutical, hospital and nursing home services, and it has
established a number of other programs, many of which have involved funding
through conditional grants to the States and Territories. Important recent programs in
the latter category are directed towards health promotion, the control of alcohol and
drug abuse, and the campaign against AIDS.

In recent years, government health authorities have been taking an increasing
interest in the health status of the nation, and additional resources have been
provided for the measurement of health, the evaluation of health services, the
promotion of wellbeing and the prevention of illness and disability.

Organisation and structure of health services

Commonwealth, State and Territory health authorities

The structures of the various Commonwealth, State and Territory healthauthoritiesare
described in The Australian health care system 1991 (Grant, Lapsley 1992), an annual
publication of the School of Health Administration of the University of New South
Wales. Comparison of the most recent edition with previous editions show that the
structures have been undergoing frequent change, not only by the reallocation of
functions to new and different divisions within departments, but by the transfer of
functions to and from other departments, or by the amalgamation of whole
departments. Administrations in peripheral health units have had to make rapid
adjustments to these changes in the central funding agencies.

At the Commonwealth level, the most recent change was the expansion in 1991 of
the Department of Community Services and Health to become the Department of
Health, Housing and Community Services (HHCS).

A separate statutory authority, the Health Insurance Commission (HIC),
administers the Medicare program of universal health insurance and the
Pharmaceutical Benefits Scheme. Semi-autonomous bodies within HHCS administer
the National Acoustic Laboratories and the radiation laboratory, and the Ultrasonics
Institute is now a part of CSIRO.

States and Territories display at least as much volatility as the Commonwealth, and
health administrations have been reorganised or renamed repeatedly, usually as




Departments or Commissions. Some jurisdictions have combined health and

community services functions, while others have kept them separate. The momentum

has been towards the creation of central agencies with varying degrees of delegation

of responsibility to regional or area authorities. The principal functions of State and

Territory authorities include:

¢ hospital services

¢ mental health programs

¢ dental health services

systems of extended care

child, adolescent and family health services

community health services

aged care services

services for disabled people

Aboriginal health programs

women’s health programs

health promotion

rehabilitation systems

» nursing homes

» occupational health and safety programs

» regulation, inspection, licensing and monitoring of premises, institutions and
personnel

The central authorities at State and Territory level are mainly concerned with the

determination of policy, budgeting and financial control, planning, standards of

performance and their measurement, program and budget reviews, industrial and

personnel matters and major capital works.

The role of other government agencies

Most health programs in the public sector are administered by health authorities, but
other government departments and instrumentalities have important roles. The
Commonwealth Department of Veterans' Affairs currently administers repatriation
general hospitals and auxiliary hospitals in the States, and it arranges medical care
outside of institutions for ex-service personnel and other beneficiaries. However, ithas -
been proposed that repatriation hospitals will be integrated into State hospital systems
by 1995.

Between the early 1970s and 1984, specific assistance for Aboriginal health from
federal sources was provided by the Commonwealth Departments of Aboriginal
Affairs and Health. Between 1984 and 1991, this assistance was provided through the
Commonwealth Department of Aboriginal Affairs, and is now administered by the
Aboriginal and Torres Strait Islander Commission.

Occupational health policy and standards development are functions of the
National Occupational Health and Safety Commission, but the routine administration
of relevant legislation is the responsibility of State and Territory governments which
allocate the functions to a variety of agencies.



Environmental health and hyglene

Health surveyors, usually employed by local governments, undertake surveillance of
environmental hygiene and sanitation to ensure compliance with regulations made
under State and Territory public health statutes. Statutory water supply authorities are
responsible for the quality of piped water and sometimes for sewage disposal and
drainage. Another set of authorities is responsible for monitoring and regulating air
quality. In most States and Territories, central agencies have been established to control
the disposal of wastes, They administer the disposal sites in metropolitan areas, but the
collection and transport of waste material is the responsibility of local government.

Institutional and community health services

Public general hospitals in most States and Territories are administered by hospital
boards that are constituted as corporate entities with board members subject to
approval by the relevant State or Territory Minister. Some are administered by
religious or charitable bodies. Where area health boards have been established, as in
New South Wales, the public hospitals are managed by executive personnel
responsibleto the area board. Public hospitals have become increasingly dependenton
State grants and are required to comply with conditions of subsidy. About 22 per cent
of all hospital beds are in private hospitals run by religious or charitable organisations
or by proprietors operating for profit.

Some public psychiatric hospitals are now administered by boards similar to those
for public general hospitals, but most continue to be run as State institutions.
However, psychiatric admission and treatment centres have been established in
selected public hospitals, and residential care for mentally ill patients has been
provided in small scale accommodation in the community in recent years.

Nursing homes provide accommodation and long term nursing care for chronically
ill, disabled or demented patients. The pattern of ownership is the inverse of that for
hospitals, with only about 20 per cent of the beds in State administered institutions,
the remainder being privately controlled. The Commonwealth incurs most of the
financial burden of running nursing homes, as it provides a daily monetary benefit to
assist each resident to meet the cost of care in an approved nursing home; the resident
is not required to contribute more than 87.5 per cent of the sum of the single rate
pension and rent assistance.

The structure of the residential care program was re-shaped in 1985 by the
application of a planning ratio of 40 nursing home beds and 60 hostel places for each
1,000 persons aged 70 years and over, on a regional basis. In 1991, the planning ratio
for hostels was reduced to 55 beds per 1,000 people aged 70 years or over. To ensure
that only those with high dependency are taken into residential care, geriatric
assessment teams have been established nationally. They recommend a large
proportion of people for care outside of institutions and make appropriate referrals to
other services. In 1985, the Home and Community Care (HACC) program was
established to provide support for services to frail aged and younger disabled
persons who are not in residential care. The objective is to enhance opportunities for
them to avoid inappropriate admission to institutions. The program is administered
jointly by the Commonwealth and each State and Territory, and innovative services
have been introduced to meet the needs of groups with special requirements.

Medical care outside hospitals is based on general practitioners in private practice
who constitute the principal gateway to specialist services. In addition, State and local
government health authorities are active in the fields of health promotion and disease
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At April 1992, the maximum patient contribution {except for items where a special
patient contribution or a brand price premium applied) was $15.70 per prescription
for general beneficiaries, or an amount of $2.60 for concessional beneficiaries
(pensioners, low income groups and weifare recipients) (see also Box 3.4, page 158).
To provide protection for those who have a need for high volume use of prescription
drugs, a safety net applies:

o for general beneficiaries, once the first level threshold of $309.90 has been reached,
a Safety Net Concession Card is issued. Prescriptions cost $2.60 each for the next
$51.60 expenditure, and further benefits are free of charge to the patient for the
remainder of the calendar year

» for concessional beneficiaries, free benefits are provided after a threshold amount
of $135.20 has been spent in each year.

Health promotion and disease prevention

To varying degrees, the promotion of health and the prevention of disease are
components of all the health services so far mentioned, and thesc aspects of health care
have been receiving increasing emphasis in recent years. Specifically designed
preventive services include infant health centres, school medical and dental services,
the fluoridation of water supplies, immunisation programs, anti-smoking campaigns,
the national AIDS program and the National Campaign Against Drug and Alcohol
Abuse. State and Territory health authorities have branches concerned with health
educationservices, and health promotionusing community development approaches.

There is an increasing realisation, however, that the health status of the nation is
related not only to its health services, but also to levels of nutrition, education,
employment, income and housing, to standards of hygiene generally, to the degree of
safety in the environment and to the availability of cultural and recreational
amenities. These matters are influenced both by the market and by financing and
regulatory arrangements at different levels of government. Most of the systems are
administered outside the immediate purview of health authorities, but Australian
governments have begun to show some commitment to the concept that all areas of
public policy should be characterised by explicit concerns for health.

In that context, health authoritics are assuming responsibility for monitoring the
impacts on health of adverse social, economic and physical environments. The aim is
to create a supportive and sustainable environment that helps people to lead healthy
lives. Health workers have long been involved in motivating individuals to alter their
health-related behaviours in desirable ways. The change that has come about since
the advent of the ‘new public health’ in the 1980s is based on the premise that people
are not entirely free to choose particular lifestyles. They adapt their behaviour to their
life situations. Consequently, some emphasis must be placed on the alteration of
adverse influences on health that are beyond the control of the individual. This
approach is recognised in the National Better Health Program established by the
Commonwealth, State and Territory governments in 1988 (see ‘National Better Health
Program’, page 167).
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1.4 Factors influencing heaith

As noted in the previous section, there is an increasing realisation that health status is
related to a wide variety of factors, and that many of these factorsare outside the direct
control of individuals.

In the early 1970s, at a time when there was increasing questioning of the role of
treatment services, A new perspective on the health of Canadians (Lalonde 1974)
reminded health workers that the development of disease in individuals resulted
from the interaction of a number of factors. The Lalonde Report contained little that
was new, but its health field concept has influenced subsequent thinking about health
and disease.

The Lalonde Report has been criticised for focusing on disease in individuals, with
insufficient attention to environmental aspects, particularly the place of individuals
within society (Buck 1985). Partly in response to this weakness, recent work in Europe
has directed more attention to the interrelationships of individual and societal factors
in considering patterns of health in populations.

In attempting to understand the nature of disease and health in individuals and
populations, there is value in summarising both the Lalonde framework and the more
recent societal-level explanations.

Lalonde’s health field concept

According to the health field concept introduced in the Lalonde report, health

outcomes can be seen as the result of interactions between four elements:

¢ human biology—genetic and biological characteristics '

* lifestyle—personal behaviour, such as smoking, alcohol consumption, diet and
physical activity

» environment—includes social as well as physical factors

» health care—access to, and use of, prevention, treatment and rehabilitation services.

Human blology

A person’s genetic compositionis an important determinant of health and discase. The
most obvious manifestations of genetic disorders are chromosomal abnormalities
{such as occur in Down’s and Turner’s syndromes) and single-gene defects (for
example, hemophilia and cystic fibrosis). As well as these types of disorders, which
occur in about 1 per cent of births (McKeown 1988), it is being recognised increasingly
that genetic composition plays a major role in a range of other diseases (Allison 1984).
Examples are the abnormal hemoglobins and diseases linked with genes of the major
histocompatability complex. The latter diseases include ankylosing spondylitis, celiac
disease and some forms of diabetes mellitus.

Apart from these clear examples of the importance of a person’s biology in disease
processes, genetic composition also influences the duration of human life, and some
of the diseases and disabilities associated with old age (McKeown 1988). The
expression of some diseases, such as the sex-linked hemophilia and muscular
dystrophy, is influenced by the sex chromosomes, but the extent to which genetic
composition influences the expression in each sex of most diseases is not clear.
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Lifestyle

Recognition of the influence of individual behaviour on health goes back to at least the

time of Hippocrates, but increased understanding in the twentieth century of disease

processes has focused attention on the role of behaviour change in health promotion

and disease prevention (Ramsay Somers, Weisfeld 1986). At the same time, there is a

recognition that social and cultural factors have a major influence on individual

behaviour or lifestyle.
A number of lifestyle factors have been linked closely with health outcomes (Last

1987:229). These include:

s diet

* exercise

 participation in games, hobbies and other uses of leisure time

» substance use (tobacco, alcohol, tea/ coffee, prescribed drugs, self-medication, illicit
substance use)

» safety practices (such as seat belt use and use of safety equipment in home and at
work)

s health related attitudes, knowledge and values (for example, immunisations,
health maintenance procedures including breast self-examination, Pap smears and
blood pressure checks)

* sexual behaviour.

Most health surveys now include measurement of at least some of these lifestyle or risk

factors (see Section 2.5}, but it is important to remember that they are intimately

associated with social, economic and cultural factors (see Section 4.4).

Physical and blological environment

For most of human existence, the physical environment has been recognised as
exerting a major impact on health and disease, the nature of the impact depending on
the type and extent of environmental hazards to which people were exposed. Many of
the gains in health that occurred in Australia up to the middle of this century resulted
from improvements to the physical environment, particularly related to housing,
water and food quality, and efficient sewage disposal. Even today, the health of the
public is protected by systems which safeguard these aspects.

With the control of these basic environmental aspects, greater attention has been
directed to other physical environmental hazards, which include the following broad
groupmgs

air quality and pollution {indoor and outdoor)

» water quality, additives and pollutants
food quality and additives

noise pollution

waste disposal—toxic and non-toxic
occupational health and safety
building standards

pesticide and herbicide residues
chemical use and residue

natural disasters

pests

natural resource degradation
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As well as these groups, increasing attention is being directed to the
macro-environmental issues of ozone depletion in the upper atmosphere, and global
warming. Both of these aspects could have a major impact on human health
worldwide.
The combined effects of possible climatic changes in Australia by the year 2030 and
ozone depletion could well result in:
« increased skin and other cancers, ocular damage and viral and fungal diseases, due
to increases in ultraviolet radiation
increased risk of mosquito-borne diseases
increased incidence of heat-related conditions
increased level of asthma reactions
increased risk of natural disaster-related injury and death (NHMRC 1989; Ewan,
Bryant, Calvert 1990).
For many environmental hazards, linking specific hazards with particular human
diseasesisdifficult, giventhenumberof intervening factors, thequality and availability
of data, and the time-lag between exposure to the environmental hazard and the onset
of disease. The health of one person exposed to an environmental hazard may suffer
seriously, butanother person similarly exposed may have adeveloped resistance to the
ill-effects, either by preventive action {for example, vaccination), or by chance.
Protection of the public’s health requires control or avoidance of known or
suspected environmental hazards. To this end, governments have established a
number of regulatory and/or monitoring bodies. Their activities, however, are often
poorly coordinated with health authorities.

e & & 9

Soclal environment

In recent years, the importance of social factors in the development of many diseases
has become increasingly clear, despite persisting uncertainties about the actual
causative mechanisms (Last 1987; Marmot, Morris 1984; Syme 1986). The greater
attention given to social factors has been due largely to the marked decline in the
impact of communicable diseases (particularly in terms of mortality), which resulted
from the improvements to the physical environment, in terms of housing, water and
food quality, and efficient sewage disposal.

Much of the impetus has come from researchers examining differences in health
status between different sub-groups of populations. These aspects are exarnined in
more detail in Chapter 4 (see particularly ‘Explanations for health differentials’, page
205), so will only be listed here. The elements of the social environment seen as
important in health and disease include:

» culture

* gender

» education

¢ economic factors

* the living environment

* occupation and the working environment
social networks and social support
marital status

life events

mobility

psychosocial factors.

*® *» o
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Health care

Access to and use of health care services—for prevention, treatment and
rehabilitation—are clearly of importance. However, the actual contribution of health
services to the public’s health is not clear, largely due to the lack of data on appropriate
measures of health outcomes.

The continued reliance on measures of mortality (partly because of the lack of other
more suitable measures) does not permit a real assessment of the contribution of
health services to the public’s health. The relationship between declining death rates
and use of health services is tenuous, and the main determinants of a country’s death
rates are the lifestyles and living conditions of its people (ATH 1990). An analysis of
the causal factors related to the 10 leading causes of death in the United States
attributed 50 per cent of premature mortality to unhealthy behaviour and lifestyles, 20
per cent to human biology, 20 per cent to the physical environment and 10 per cent to
inadequate health care (Centers for Disease Control 1977).

Since much of the work of health services in countries like the United States and
Australia is directed more to care than to life-saving, this finding is not surprising. As
noted in Australia’s health 1990 (ATH 1990), relationships between health services and
morbidity, disability and measures of wellbeing are more likely to be demonstrable,
but statistics are limited. Development of measures such as quality adjusted life years
(QALYs) and disability free years will meet some of the gap between available
statistics and the need for improved descriptions of various aspects of the nation’s
health. For cancer, for example, available information on death rates could be
supplemented by data on life years gained through intervention, the quality of those
years, and the cost of obtaining them. It is likely that such measures will more
accurately reflect the impact of health care services on the population’s health.

The health of individuals within society

Asnoted above, the maincriticismof the Lalonde Report’s health field concept was that

it paid insufficient attention to the environment, particularly aspects of the social

environment (Buck 1985). As such, it focused more on disease than on health, and on
individuals rather than on individuals as members of society.

In contrast, much of the recent work in Europe has focused on population-level
evidence of differences in health outcomes in seeking an understanding of the
determinants of health. For example, the WHO Regional Office for Europe
(Whitehead 1990) identified seven main determinants of health differences:

1. Natural, biological variation.

2. Health-damaging behaviour if freely chosen (such as participation in hazardous
sports and pastimes).

3. The transient health advantage of one group over another when that group is the
first to adopt a health-promoting behaviour (as long as other groups have the
means to catch up fairly soon).

4. Health-damaging behaviour where the degree of choice of lifestyles is severely

limited.

. Exposure to unhealthy, stressful, living and working conditions.

. Inadequate access to essential health and other public services.

. Health-related social mobility.

~ O~ n
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Other recent examinations of the causes of health status differences between
sub-groups of populations have largely followed the more general approach taken by _
the British Working Group onInequalities in Health, which considered four categories ;
of explanations for differencesaccording to social class (based on occupation): artefact, ’
selection, behavioural patterns and material/structural circumstances (Townsend,
Davidson 1982). 5

The artefact explanation suggests that documented health differentials are a result i
of the way the research has been conducted—both health and class are artificial ¢
variables thrown up by attempts to measure social phenomena and ... the relationship '
between them may itself be an artefact of little causal significance’ (Townsend,
Davidson 1982:113). The effect of such artefacts is not, however, believed to be '
substantial (Power, Manor, Fox 1991).

According to the selection explanation, health differences reflect the process of
social mobility, with fitter and healthier individuals moving to higher ‘class’
occupations and less healthy individuals moving to lower class occupations. In
Britain, there is evidence that this does occur (Illsley, Baker 1991), but, again, selection
is ‘unlikely to be a sufficient explanation’ for the documented differences in health
{Power, Manor, Fox 1991).

Behavioural explanations ‘focus on the individual ... emphasising unthinking,
reckless or irresponsible behaviour or incautious lifestyle as the moving determinant
of poor health status’ (Townsend, Davidson 1982:119), whereas materialist/structural
explanations ‘locate the responsibility for inequalities in health in the social structure
governing the distribution of resources towards different groups of people” (Power,
Manor, Fox 1991:22).

The British Working Group on Inequalities in Health recognised ‘the multi-causal
nature of health inequalities” and that there was not ‘any single and simple explanation
of the complex data” it had assembled (Townsend, Davidson 1982). While recognising
the interrelationship of behavioural and materialist/structural explanations, the
Group stressed ‘the importance of material conditions in life’ in its wide-ranging
policy recommendations (Townsend, Davidson 1982:207). In this regard, it was
recognising the inequity of those health status differences over which individuals and
sectors of society have, at most, limited control.

Summary

Bothindividual and societal factors areimportant in determining health outcomes. The
relative contributions of the various factors are not entirely clear, but as noted above,
recent work in Europe has placed greater emphasis on the relationship between
individual circumstances and social structures.

This increasing emphasis has resulted largely from the identification of consistent
health differentials between sub-groups of populations, as are documented in
Chapter 4 of this report for various sub-groups of the Australian population. As well
as reviewing the evidence for health differentials in Australia, Chapter 4 examines in
more detail some of the factors summarised here as possibly underlying these
differences in health outcomes.
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¢ the immunisation status of women aged 15 to 44 years against rubella (German
measles).

Children were classified as fully immunised, partly immunised or not immunised

according to whether or not they had received the recommended immunisations

appropriate to their age.

The proportion of children aged 0 to 6 years who were fully immunised against
diphtheria and tetanus was 91 per cent for males and 90 per cent for females (Table
2.8). A further 5 per cent of males and 6 per cent of females were partly immunised.
The proportions fully immunised against whooping cough were lower (73 per cent of
males and 75 per cent of fernales), but a further 21 per cent of males and 20 per cent of
females were partly immunised. Similarly, 76 per cent of males and 78 per cent of
females were fully immunised against poliomyelitis, and 17 per cent of males and 16
per cent of females were partly immunised.

The proportion of children aged 1 to 6 years who were fully immunised against
measles was 88 per cent for males and 89 per cent for females. The corresponding
figures for mumps were 84 per cent for both males and females. The recommended
vaccination for measles and mumps involves a single injection, so there were no
children partly immunised.

Tabte 2.8: Immunisation status for selected diseases, children aged 6 years and under,

1989-1990
(Per cent)

Disease Males Females Persons
Diptitherla / Tetanus®
Fully immunised 91 90 90
Panly immunised 5 6 6
Not immunised 4 4 4
Whooping cough™®
Fully immunised 73 75 14
Partly immunised 21 20 20
Not immunised 6 5 6
Pollomyelitist®
Fully immunised 76 78 i
Pandy immunised 17 16 17
Not immunised 1 ] 6
Measles™
Fully immunised 88 89 89
Not immunised 12 11 11
Mumps®
Fully immunised 84 84 84
Not immunised 16 ' 16 16
Overall immunisation status®

_ Fully or partly immunised 80 81 80
Not immunised 20 19 20

(a) Children aged 010 6 years.
(b} Children aged 1 to 6 years.

Source: ATHW, derived from ABS 198990 National Health Survey
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An estimate of overall immunisation status can also be made according to the
proportion of children aged 1 to 6 years who have been fully or partly immunised for
all of the diseases listed above as appropriate for their age. Fromimmunisation status
reported in the 1989-90 NHS, 80 per cent of male children aged 1 to 6 years and 81 per
cent of female children aged 1 to é years were fully or partly immunised (Table 2.8).

Rubella immunisation aims to ensure the immunity of women of child-bearing age,
so that, if they become pregnant, they will not expose their fetus to rubella damage in
utero. To achieve immunity, it is recommended that all females between the ages of 10
and 16 years be immunised against rubella (NHMRC 1991).

A rubella immunisation program was introduced throughout Australia during
1970-71. In the first year of the program, nearly all girls aged 12 to 14 years were
immunised. Since then, most State and Territory health authorities have continued the
program. The 1989-90 NBS estimates reflect this, with the proportion of immunised
younger women ranging from 94 per cent {for those aged 15 to 19 years) to 84 per cent
(for those aged 30 to 34 years) (Table 2.9). Of women aged 35 to 39 years, the
proportion immunised was 63 per cent, and only 51 per cent of women aged 40 to 44
years had been immunised.

Overall, 81 per cent of women aged 15 to 44 years had been immunised against
rubella. Tn addition, a further 9 per cent reported having previously had rubella or
having had immunity confirmed by a blood test. Despite the high levels of
immunisation in the age groups with highest fertility, the occasional case of congenital
rubella syndrome still occurs.

Table 2.9: Rubella immunisation status, females by age group, 1989-1990

(Per cent)
Received
Age group (years} inununisation Already immune Unprotected
15-1% 94 2 5
20-24 94 2 5
25-29 92 3 5
30-34 84 8 8
3539 63 22 14
4044 51 19 30
All ages 81 9 11

Source: ATHW, derived from ABS 1989-60 National Health Survey

Use of sunscreens

Protection against some of the adverse health effects of the sun’s ultraviolet (UV)
radiation (see ‘Factors influencing health’, page 16} can be achieved by the use of
protective clothing or, where this is impractical, an SPF (sun protection factor) 15+
broad spectrum sunscreen {(Australian Cancer Socicty 1987).

Data from the 1989-90 NHS suggest that 52 per cent of Australian men and 40 per
cent of Australian women do not adequately protect themselves from UV radiation
with sunscreens or protective clothing (Table 2.10). Only 23 per cent of children aged
under 15 years were inadequately protected, but the proportion was higher among
adolescents and adults—49 per cent for people aged 15 to 19 years, and 51 per cent for
those aged 20 to 24 years. The proportion with inadequate protection fell with age for
younger adults to 46 per cent for people aged 35 to 39 years, but rose with age for
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older people, reaching 59 per cent for people aged 60 to 64 years and 58 per cent for
people aged 65 years or over.

A 19861987 study of the use of sun-protection measures among 10 to 18 year olds
in New South Wales found that 62 per cent of males and 77 per cent of females did not
use adequate sun protection methods {Cockburn et al. 1989). Corresponding
estimates from the 1989-90 NHS were 58 per cent for males and 46 per cent for
females. Some of the differences may be due to methodological differences between
the studies, but the results suggest that the use of sun-protection measures by females
in this age group has risen since 1986-1987.

Table 2.10: Adequacy of protection from ultraviolet radiation™, proportions by age group
and sex, 1989-19%0

(Per cent)
Adequately protected fnadequately protected
Age group (years} Males Females Persons Males Females Persons
Under 15 74 79 7 26 A 23
151019 46 57 51 54 43 49
2024 42 57 49 58 43 51
251029 42 57 50 58 - 43 50
301034 46 61 54 54 39 46
35139 45 62 54 55 38 46
401044 42 59 50 58 41 50
451049 37 55 45 63 45 55
501054 34 51 42 66 49 58
351059 37 48 42 63 52 58
60064 35 47 41 65 53 59
65 and over ' 36 a7 42 64 53 S8
All ages 48 60 54 52 . 40 46

{a) By use of sunscreens or protective clothing.

Source: AIHW, derived from ABS 1989-90 National Health Survey

2.6 Selected health topics

The main purpose of this report is to present an overall picture of health and health
services in Australia, and it is beyond its scope to examine a wide range of specific
issues. However, this section considers briefly five topical aspects.

Lung cancer, a largely preventable disease, is the major cause of cancer deaths of
males, and is responsible for an increasing number of deaths of females. The
following section reviews trends in lung cancer mortality, and considers the
differences between different segments of society in awareness of and exposure to the
risks of smoking. The next two sections summarise data and recent developments in
programs for two female cancers—breast and cervical cancer. Recent trends in the
incidence and mortality of AIDS are presented after that.

The final section focuses on an innovative new data collection, which is proving
valuable in the planning of injury intervention strategies and in intervention
monitoring. Its use is examined in relation to head injuries to cyclists, a public health
issue to which Australian governments have responded in recent years with the
introduction of legislation requiring the wearing of protective helmets.
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Lung cancer

Of cancers, lung cancer ranks first for males and third for females in terms both of
incidence and mortality {see ‘Cancer’, page 52). However, while the death rate for
males has fallen slightly over recent years (Holman 1991), the rate for females is still
rising. For males, reductionsindeathrates have occurred for mostage groups, but were
proportionately larger for younger age groups. In contrast, the age-specific deathrates
for women continue to rise. The differential declines in age-specific death rates for
males and the increasing rates for females reflect differences in the lifetime smoking
experience of men and women born at different times.

The genesis of these recent observations was recognised as long ago as 1966, when
the number of lung cancer deaths was increasing rapidly. At that time, it was noted
that lung cancer death rates in England and Wales were still increasing rapidly in
most age and sex groups, but they were no longer doing so for young men (Springett
1966). Grouping of mortality data according to year of birth had revealed that, for
men, lung cancer mortality increased up to the year of birth 1911. Among men born
after that time, there was no further increase. For women, the increase was
continuing,.

The most recent Australian data illustrate this phenomenon very clearly (Figures
2.33 and 2.34). For men born between 1873 and 1903, there was a progressive increase
in lung cancer mortality between successive birth cohorts (see Box 2.8). For men born
after 1903, there is a remarkably constant mortality, with the suggestion of a slight
decrease in mortality for men born since 1933, It is reasonable to anticipate that this
last trend will continue and that, as these men pass 60 years of age, they will
experience less lung cancer than did their predecessors.

For Australian women, the prospects are very different. The increases in lung
cancer have continued at least until the birth cohort of 1928. There is some suggestion
that mortality may be beginning to stabilise in later birth cohorts, but even this is not
certain.

These changes illustrate the long lag period between changes in smoking habits and
in consequent lung cancer mortality. Men took up smoking before women did and,
over recent years, many more men than women have quit smoking (Figure 2.30, page
71).

Awareness of the harm caused by smoking, including its contribution to the
development of lung cancer, is not yet universal. A tenth of Australian ‘lower blue
collar’ workers.aged 16 years or older reported they were unaware of any illnesses
caused by smoking, compared with 5 per cent of ‘upper white collar’ workers (Hill
1991). Eleven per cent of those with 9 or less years education reported being unaware
of any illnesses caused by smoking, compared with only 4 per cent of those with 12 or
more years education

Generally, this awareness is reflected in practice—the reductions in smoking since
1980 have been greatest among the better informed sections of the community (Table
2.11). As a result, the relative prevalence of smoking in ‘lower blue collar’ men
compared with ‘upper white collar’ men has increased from 57 per cent higher in 1980
to 115 per cent higher in 1989.

In aiming towards equity in risk of developing lung cancer, Australia has targeted
a prevalence difference of 10 per cent or less by the year 2000 (HTIC 1988). However,
the widening differentials in the prevalence of smoking make the achievement of this
target unlikely.

78




500+
450+ 1898
400+ 1893
350
300+ 1888
250+
1883
200+ 1878
150
100
50
0




1903

1893

1888
1883
1878

1873

45 50 55 60 65 70 75 80 85 20
Age



b
"
- - —
- - - o
'
[
.

' i
AN ] = E S A 1
'
'
________ 22 —ra e AT R
Frpt o S e it









-4 - -

-



R
e » e e e e W R T Loyl
= (o S = L~y : e s e S e
+ :
.
s . e T T i
- = i = ot A s ~ 5x]
e T A n T R L S S e g i
. ; . : . R
.
. L R, 1 AR e ye bt
. - = +
e 1 B Smeadealis gt
. : i F i =k o
.




0.8+

0.6

0.4

0.2+

. Diagnosed 1988

.~
~
~
~ -~

. Diagnosed 1989

Diagnosed 1985

Diagnosed 1987



Head injuries are sustained in a large proportion of cyclist fatalities, and young
people are prominent in bicycle deaths. In the twelve months to November 1991,
cyclists accounted for 3 per cent of all road deaths, and more than 39 per cent of cyclist
fatalities were people aged 5 to 16 years (Federal Office of Road Safety 1991a).

However, deaths and morbidity data alone cannot provide much insight into the
circumstances of cyclist injury. The Injury Surveillance Information System (ISIS),
operated by 12 regional groups capturing data from about 50 hospital emergency
departments from all States and the Australian Capital Territory, can provide
additional data concerning pre-injury circumstances, the nature of injuries sustained,
and outcomes. These data are collected for all people treated in the emergency
departments, not just those admitted to hospital.

Unlike deaths and morbidity data, which focus on the injury event, ISIS has a range
and richness of data items allowing diverse forms of analysis. For example, ISIS data
allow examination of the pre-event context of injury events, the development of case
characterisations, the identification of specific issues (such as malfunctioning
equipment) and hypothesis generation, all of which are important in the development
of specific countermeasures. For cyclists, ISIS data show that typically, the injured
personis male and aged between 5 and 14 years, is injured between 3.00 p.m. and 6.00
p.m. during weekdays (or afternoons on weekends), and loses control of the bicycle
while travelling on a public road. The range of information collected by ISIS is
essential for the development of appropriate injury prevention programs, for priority
setting, and for monitoring specific interventions.

In contrast to other data sources, 1515 data contain the conceptual elements required
by the Haddon matrix model, found by a number of researchers to be a useful
organising framework when analysing injuries. The Haddon matrix is a way of
examining injuries in terms of the injury phase (pre-event, event, and post-event) and
other elements of the event (for example, cyclists, cycle, physical environment and
socioeconomic environment). It provides a focused structure for planning
interventions. Recently, Childsafe NSW has used the model with ISIS data on injuries
to cyclists to identify a number of possible countermeasures, and demonstrate that,
while compulsory helmet wearing will result in a decline in cyclist deaths and head
injuries, many other factors can assist in preventing the circumstances in which injury
occurs (Carey 1991).

In addition to providing a detailed profile of cyclist injury patterns, ISIS data have
the potential for use in the monitoring of injury intervention programs, including the
early identification of trends and patterns following an intervention.

An important example of the use of 15IS data for intervention monitoring comes
from Victoria, which, in July 1990, was the first State to introduce legislation for
compulsory wearing of bicycle helmets. Legislation has since been developed in most
other States and Territories.

The Victorian Injury Surveillance System (VISS) is using ISIS data obtained from
three major hospitals in Melbourne to assess the impact of the legislation requiring
helmet wearing. The data for the three hospitals cover at least a full year prior to the
introduction of the helmet legislation. Data ascertainment rates at these hospitals
exceed 90 per cent, and reach 100 per cent for cases admitted.

For cyclists under 15 years of age, the number presenting to these hospitals with a
head injury was 40 per cent less in the year following the introduction of compulsory
helmet legislation than in the year prior to its introduction (Victorian Injury
Surveillance System 1991). For the same periods, the overall number of children
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presenting with any cycle-related injury declined by 26 per cent. Explanations offered
for the overall reduction in presentations include a discouraging effect of the law on
the use of bicycles, the fact that helmet use may have protected the heads of a greater
proportion of cyclists and made cyclists more noticeable, and more careful riding
habits stimulated by associated publicity were being practised (Ozanne-Smith, Sherry
1990).

Victoria’s initiatives on helmet legislation, together with the ongoing monitoring of
outcomes by VISS, have attracted considerable interest from a number of countries
contemplating similar action. Indeed, WHO is currently developing an international
strategy for bicycle helmet wearing, and the Australian experience, including the
Victorian ISIS results, will be an important component in the development of this
project.

VISS is also using ISIS data to monitor a trial of footpath cycling in two
municipalities in Victoria, where, as in some other jurisdictions, cycling is prohibited
on footpaths. One of the two municipalities is also involved in a community-based
injury reduction project, in which road injury is one of many issues being addressed.
Evaluation of the three year project, which commenced in December 1990, will
include comparison of ISIS injury data for children within the municipality with
baseline data for the three previous years.
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Health care funding,
resources and utilisation

3.1 Health expenditure

Health expenditure statistics enable assessment of the volume and proportion of
economic resources allocated to the production and consumption of health services.
In addition to illustrating total health resource use—at a point in time, as well as over
time—expenditure statistics can also be used to show the cost of various components
of health services and the sources from which they are funded. Absolute dollar
expenditures are significant for current accounting and budgeting purposes, but they
are of limited use in analysing trends in the provision and utilisation of health
services, because they may be heavily influenced by non-health factors such as
general inflation and population growth.

The most interesting questions about health expenditure relate to its share of the
total economic resoutrces, its growth over time, and how a country’s performance in
these respects compares with other countries. The measures used for these purposes
are health expenditure as a proportion of gross domestic product (GDP) and real
(corrected for inflation) health expenditure per head of population (per capita).
Neither is totally satisfactory for all purposes.

For long-term and international comparisons, the proportion of GDP is the best
single indicator. However, over short periods, it is subject to fluctuations due to
irregularities in the growth of GDP. Even over longer periods, international
comparisons of health resources may be distorted by widely differing rates of GDP
growth. Also, with differing use of health services by people of different age groups,
both measures are influenced by differences in the age structures of the countries
being compared.

For short-term comparisons, real health expenditure per capita may bea more useful
measure than health expenditure as a proportion of GDP, but, over longer periods and
in international comparisons, there are technical and conceptual difficulties with the
choice and calculation of appropriate inflators and deflators (statistical techniques
used to correct dollar expenditures to provide an estimate of ‘real’ amounts).

For planning and budgetary purposes, the composition of expenditures (with
respect to the share of expenditure allocated to different services and to the source of
expenditure) are of particular interest. The service breakdown is undertaken in
accordance with WHQO conventions, which may be clear in theory but arc difficult to
apply consistently in practice. These difficulties are particularly problematical in
making international comparisons.

The main division of funding source is between the public and private sectors. This
distinction is blurred (in some countries more than in others) by non-government
organisations that performquasi-government functions, and by the treatment of health
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nurse registering authorities, and in the provision of a single pre-migration assessment
process for overseas applicants.

The steering committee has advocated the establishment of the ANC under
Commonwealth legislation, with complementary State and Territory legislation, and
with the ANC accountable to AHMC and the State and Territory registering
authorities. An alternative model is the establishment of ANC through incorporation,
without a legislated framework. A decision on this issue is expected in 1992.

As is the case with the registration of medical practitioners, the State and Territory
registering authorities will continue to be responsible for initial entry of nurses to
their registers. Initial registration ‘or enrolment by a State or Territory authority will
entitle a nurse to practise in any other jurisdiction that maintains a comparable
register. A current practising certificate will be required from the State or Territory of
principal practice, but it will no longer be necessary to go through the full procedure
in each jurisdiction.

There are moves under way to base registration and/or enrolment on national
standards of competence, but, in the meantime, mutual recognition will be based on
qualifications.

A target date of 1 January 1993 has been set for the mutual recognition of nurses,
involving, in the first instance, recognition by all nurse registering authorities of:

» graduates of a nursing program approved by a State or Territory authority who
have gained initial registration and/or enrolment with that authority

* overseas-qualified nurses registered and/or enrolled with an Australian nurse
registering authority.

It is acknowledged that specific differences in the recognition of qualifications will

continue to exist for some time—for example, nurses registered or enrolled on specific

registers or rolls that are not maintained by all authorities will need to be considered

on an individual basis.

Other health occupations

To varying degrees, other health occupations have also been addressing the issues of
uniform regulation. Their initiatives have been given added impetus by the
Conference of Premiers and Chief Ministers (CPCM), which, in November 1991, seta
target date of 1 January 1993 for the introduction of mutual recognition for all
occupations in the Australian labourforce.

As well as setting the mutual recognition target, the CPCM considered the
development of uniform criteria, so that occupations with registration in some, but
not all, jurisdictions could be either registered or deregulated throughout Australia.
Although CPCM preferred deregulation for occupations where registration was not
required in all jurisdictions (provided that self-regulation would not pose a risk to
public health or safety), the issue has not been finalised.

An AHMAC working group is examining options for achieving mutual recognition
for health occupations other than medicine and nursing. The working group is
examining minimum national standards of entry to practice, and consideration is
being given to alternative forms of regulation that are less restrictive than registration.
These include:

» licensing—practice of the occupation is restricted by law to those individuals issued

with licences, subject to completing or obtaining specified training or educational
qualifications
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s certification—indicates that an examination has been passed or standards of
competence achieved; persons who are not certified are not, however, precluded
from providing services

e self-requlation—an occupational organisation issues an acknowledgement that
practitioners meet the organisation’s standards of entry to practice {(disciplinary
action and requirements for continuing membership may fall within the scope of
self-regulation). '

- Competency-based standards and assessment

The micro-economic reform proposals arising from the Special Premiers’ Conferences
in 1990 and 1991 covered the issues of industry and award restructuring, and
restructuring of education and training. In this context, the development of
competency-based standards has been advanced as a strategy that can ‘offer a number
of advantages to professions and para-professions whilst at the same time furthering
important national objectives, particularly maintenance of professional standards,
labour market efficiency and equity’ (Gonczi, Hager, Oliver 1990:7ff).

‘Competency-based standards’, or ‘levels of achievement required for competence
in key areas of professional practice’, can:

« assistin the maintenance of professional standards by providing explicit statements
of what people need to be able to do to practise successfully as a professional

e facilitate the development of an international framework for trade in services by
protecting national consumers of foreign supplied professional services, and help
to reduce discrimination

+ provide a useful basis for negotiation on the international recognition of
qualifications

e cover all forms of achievement in competence, rather than rely exclusively on
formal indicators

» enable professionals to enter the profession at an appropriate level, allowing best
use of skills available in the community

e provide a basis for professionals already in practice to have their higher
competency levels recognised

¢ facilitate the recognition and employability in an allied field of those who attempt
but fail to obtain professional qualifications

* allow the development of career structures, including those that allow progression
from trade to para-professional to professional levels

* help groups, whose skills may not presently be recognised, to gain recognition by
focusing on competence rather than the way in which it was acquired.

The National Training Board, established in 1989 by the Commonwealth Government,

has specific responsibility for the development of national skill standards. Following

the development of these standards, suitable methods of assessing individuals will

need to be established, as concern that formal education and training programs often

lack relevance to the requirements of the workplace has led to demands for

competency-based assessment.

Competency-based standards are being developed in a number of health
professions. For example, the Dietitians Association of Australia adopted in May 1990
an interim set of ‘Minimum standards for professional training’, which specified
competency areas required for entry to the profession. The standards covered a
number of general attributes and included detailed recommendations for curriculum
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contenf and guidelines for training courses. The implementation of
competency-based standards will require endorsement by the relevant industry
training board. The Community Services and Health Industry Advisory Training
Board (established in March 1992) will perform this function for the health industry.

Competency-based assessment procedures are seen as being of particular
importance and relevance in the assessment for recognition of overseas-trained
professionals, including health professionals. The Migrant Skills Reform Strategy,
involving the Commonwealth, State and Territory governments, and the professions,
is designed to promote better recognition of migrant skills in Australia. The Strategy
encourages the development, adoption and application of national competency-based
standards in occupations where entry requirements apply.

The move towards competency-based standards and assessment has led to a
review of all the panels and councils making up the assessment network of the
National Office of Overseas Skills Recognition. The coordination of these assessment
functions, with the establishment and maintenance of mutual recognition and
uniform regulation of health occupations, will be a challenge for such bodies as the
Australian Medical Council, the Australian Nursing Council and the Association of
Pharmacy Registering Authorities.

3.4 Institutional facilities

In Australia in 1989-90, there were approximately 1,000 acute care hospitals, 60 public
psychiatric hospitals, 1,500 nursing homes and 1,000 hostels, the latter providing
minimal level of health care and long-term accommodation for young disabled and
older people (Table 3.6).

The number of institutions providing care is a not necessarily a good indicator of
the supply of health care facilities—the number of beds per 1,000 population (bed
ratio) is a better measure, provided the beds are ‘available’ to be filled if needed (see
Box 3.1).

In Australia in 1989-90, there were 5.0 available acute hospital beds per 1,000
population. The 1980s was a period of steady decline in this number; the decline
occurred mainly in the public sector, with numbers falling by about 3 per cent a year
between 1985-86 and 1989-90, from 4.1 to 3.7 beds per 1,000 population (Table 3.6,
Box 3.2). Between 1985-86 and 1989-90, the supply of private sector hospital beds
remained roughly constant at about 1.3 beds per 1,000 population.

The reduction in acute hospital beds per 1,000 population has resulted from policy
decisions made by the State and Territory health authorities. In 1985-86, the health
authorities had planned to reduce their bed ratios from between 3.9 and 6.4 beds per
1,000 to between 3.25 and 5.0 (Harvey, Mathers 1988). Such reductions in bed supply
were possible because of the rapid reduction in length of stay that occurred during the
1980s. By 1989-90, some authorities had achieved their targets, while others still had
some way to go. -

Accurate comparison with other countries is difficult, but the most recent data (for
1986) suggest that Australian bed ratios are high compared with many OECD
countries (OECD unpublished). Compared with an Australian ratio of 5.3 beds per
1,000 population in 1986, USA had 4.1, Canada 4.5, the United Kingdom 2.8 and
Sweden 4.3. However, some European OECD countries had higher ratios—Austria
6.6, France 5.6 and Germany 7.6.
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For public psychiatric hospitals, the number of beds per 1,000 population has fallen
from 2.3 in 1970 to 0.5 in 1989-90. During the 1970s and early 1980s, the ratio fell by
about 6 per cent a year (Mathers, Harvey 1988). The rate of reduction increased
temporarily between 1985-86 and 1987-88 with an average annual decline of 24 per
cent (Table 3.6), and, since then, has continued to decline at about 2 per cent a year.
The big reductions in the mid-1980s were the result of increasing moves towards the
de-institutionalisation of patients requiring both acute and long-term psychiatric care.

Throughout the 1970s and early 1980s, the numbers of nursing home beds per 1,000
increased slowly (Mathers, Harvey 1988). Since 1985-86, with the introduction of
Commonwealth planning ratios (see Section 1.3), this trend has reversed. The
reduction in nursing home bed ratios since the mid-1980s is most evident when
considering beds per 1,000 people aged 70 years and over. For this age group, the
available data suggest a decline of 2.6 per cent per year, from 64.9 beds per 1,000
population in 1985-86 to 58.5 in 1989-90 (Table 3.6).

Table 3.6: Institutions and avajlable beds, 1985-86 to 1989-90

Institution type 1985-86 198788 1989-90
Institutions
Hospitals
Public acute(® 751 73 690
Public psychiatric 48 39 59
Private 332 331 329
Aged nursing homes®! 1,410 1,429 1,437
Hostels 851 987 1,021
Available beds(®
Hospitals
Public acute® 64,692 64,465 61,066
Public psychiatric 12,741 8,620 §513
Private 21,101 21,568 21,733
Aged nursing homes(®? 72,168 72,116 72,615
Hostels 39816 43,004 44 470
Nursing home:hostel ratio 64:36 63:37 62:38
Avallable beds (per 1,000 population aXed
Hospitzls
Pubtic acute'® 4.1 39 3.7
Public psychiatric 0.8 0.5 0.5
Privaie 13 1.3 1.3
Aged nursing homes™ 64.9 61.4 585
Hostels 358 36.5 358

(a) Includes Department of Velerans® Affairs and auxiliary hospitals. Queensland owpatiem clinics aggregated
with associated hospitals. ‘The 1985-86 data include approximatcly 19 Western Australian nursing posts which
have been excluded from later years.

{b) Figures do not include approximately 70 nursing homes for the young disabled.
(¢) Average available beds where possible, otherwise available beds ut 30 June.

{d) Rates per 1,000 population calculated using total population for hospitals and population aged 70 and over for
nursing homes and hostels.

Sources: Australian Institute of Health 1988
Department of Health, Housing and Community Services 1991a
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The continued reductions in lengths of hospital stay are reflected in falls in the
number of bed-days used by patients in acute hospitals (Figure 3.11). Between
1985-86 and 1989-90, the number of bed-days per 1,000 population fell by 2 per cent
per year, from 1,369 to 1,262 per 1,000 (Table 3.9).

In general, the proportion of bed-day use in the private sector increased from the
early 1970s until the mid-1980s, with two significant discontinuities in the trend (Goss
1991). These discontinuities occurred in 1976 and 1983-84 and were probably due to
the introduction of Medibank and Medicare respectively. Between 1985-86 and
1987-88 there was also a slight reduction in the proportion of bed-day use in the
private sector, from 22 per cent to 21 per cent, which probably refiects both rapidly
reducing lengths of stay and the removal in 1986-87 of Commonwealth bed-day
subsidies to private hospitals (Goss 1991). By 1989-90, the proportion had returned to
22 per cent.

During the 1970s and the early 1980s, occupancy rates declined in response to
reductions in lengths of stay (Figure 3.11). However, between 1985-86 and 1989-90,
the estimated overall occupancy rate increased from 69 to 71 per cent (Table 3.9). Most
of this increase occurred between 1987-88 and 1989-90, when occupancy levels for all
acute hospitals increased by 1.7 per cent, compared with an increase of 0.5 per cent
between 1985-86 and 1987-88 (Table 3.10). For both time periods, the increases
occurred in the context of annual population growths of about 2 per cent.

Between 1987-88 and 1989-90, changing admission rates and bed closures also
made substantial contributions to occupancy levels, but changes in these factors had
less impact on occupancy rates in the earlier period. The factors contributing to
increases in occupancy levels were partly offset by reductions in length of stay, which
were even greater for the more recent period.

The relative importance of the various factors influencing occupancy levels differed
between the public and private sectors (Table 3.10}). Between 198788 and 198990, the
effects of population growth and shorter lengths of stay were similar in public and
private hospitals; however, the increase in admission rates made a much greater
contribution to occupancy levels in private hospitals than it did in public hospitals.
The other major difference between public and private sectors related to changes in
bed supply. In contrast to the public sector, where the reduction in bed supply made
a major contribution to occupancy levels, increased bed supply in the private sector
made a small negative contribution.

For the 1985-86 to 1987-88 period, there is a marked difference between the public
and private sectors in admission rate trend and its effects (Tables 3.9 and 3.10). For the
private sector, the reduction in admission rates (possibly resulting from removal of
the Commonwealth bed-day subsidy) contributed to an overall decrease of 4.4 per
cent in occupancy levels. In contrast, admission rates rose slightly in the public sector,
contributing to an increase of 1.0 per cent in occupancy levels.

There are significant inter-hospital differences in occupancy levels. In 1987-88,
public sector metropolitan hospitals with 500 beds or more had an occupancy level of
B84 per cent. Around 55 per cent of all teaching hospitals (comprising about 5 per cent
of all hospitals) had occupancy levels in excess of 80 per cent, while about 16 per cent
had average occupancy levels of over 90 per cent (Table 3.11). Some hospitals were
running at, or near, capacity for significant periods, and this would certainly be the
case in specific units or wards.
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Table 3.9: Use of acute hospitals™, 1985-86 to 1989-90

Use | Acute hospital type 1985-86 1987-88 1989-90
Admissions®™
Public ("000) 2,466 2,622 2,750
Public {per 1,000 population) 156 160 165
Private ("000) 872 878 1018
Private (per 1,000 population) 55 54 60
Total ("000) 3,338 3,486 3,808
Total {per 1,000 population) 21 213 225
Average length of stay (Days)
Public 6.8 6.6 6.0
Private 55 52 46
Total 8.5 6.2 5.6
Bed-days
Public ("000) 16,891 17,098 16,669
Public (per 1,000 population) 1,068 1,043 983
Private ('000) 4,766 4,531 4,731
Privaie (per 1,000 population) 301 276 279
Total (*000) 21,657 21,629 21,400
Total {per 1,000 population) 1,369 1,319 1,262
Occupancy (Per cent)
Public 72 73 5
Private 62 58 69
Total 69 69 71
Non-inpatient services
Public (*000)® 37,666 43,711 38,200
Public (per 1,000 population) 2,381 2,666 2,253

(a) Public hospitals include Department of Veterans Affairs” and auxillary hospitals. Private hospitals include
private psychiatric hospitals.

(b) The number of separations was taken as the number of admissions.

{c) Number of services was estimated as the number of treatments plus three times the number of visits.

Sources: Australian Institute of Health 1988
Gilleu et al. 1991

Table 3.10: Estimates of effects of various factors influencing occupancy levels In acute hospitals,
1985-86 to 1989-90

{Per cent)
Public hospitals Private hospitals All hospitals

198586 198788 198586  1987-38 1985-86  1987-88

lo lo o [ io 1o

Factor 198788  1989-90 1987-88  1989-90 198788 198950
Population growih 24 23 21 1.8 23 22
Admission rate 1.3 23 -1.8 1.2 03 37
Reduced length of stay -33 6.8 ~3.6 -63 32 6.7
Bed supply 01 39 -135 06 0.4 2.5
Total 1.0 1.9 4.4 19 0.5 17

Sources: Australian Institute of Health 1988
Gilleu e1 al. 1991




Table 3.11: Percentage distribution of hospitals by average occupancy rate and type of public
hospital, 1989-50

(Per cent)
Occupancy rate (%) Teaching Base Community All hospitals
0-29 — —_ 5.1 43
30-39 — — 6.5 5.5
4049 —_ — 10.1 86
50-59 47 71 19.7 17.6
6069 7.0 16.1 26.2 24.1
70-79 172 429 16.6 20.3
80-89 37.2 28.6 11.9 15.0
90 and over 14.0 5.4 3.8 4.6

Source: Australian Institute of Health and Welfare

Same-day surgery
Inrecent years, there hasbeen a trend towards treating hospital patients on a same-day
basis, reflecting changing medical practice and increasing pressure on resources.

One aspect which has contributed to this trend is the provision, under the basic
health insurance table, of same-day patient benefits for designated same-day
procedures. Between 1987 and 1992, the number of free~standing private day surgery
centres increased from 9 to over 60 centres (HHCS unpublished). Many of these
centres are dedicated to gastrointestinal endoscopy.

As well, a greater proportion of patients in general acute hospitals are being treated
on a day-only basis. These trends have been encouraged by the Commonwealth
Government through the Medicare Agreements with incentives for public hospitals
to treat suitable surgical patients on a day-only basis. The data available suggest that
the proportion of same-day patients in public acute hospitals has increased from
about 20 per cent in 198788 to 24 per cent in 1989-90 (AIHW unpublished). For the
latter year, 27 per cent of admissions to private hospitals were same-day patients. For
many diagnostic procedures and some surgical procedures most patients receive
same-day care.

Use of acute hospitals—non-inpatients

A large part of the workload of the public hospital system involves the treatment of
non-inpatients. However, compared with data on inpatients, the data available on
non-inpatients treated in public hospitals are less reliable—they have not been
collected in a consistent manner, either over time or between States and Territories.
Despite limitations in the data, it is estimated that 38 million non-inpatient treatments
per year are provided in public hospitals, or about 2,250 treatments per 1,000
population (Table 3.9). Generally, private hospitals do not give non-inpatient
care—only about 4 treatments per 1,000 population are provided in private hospitals
each year (AIH 1991a).

It is believed that an increasing number of hospital patients are being treated in
non-inpatient settings. That the data in Table 3.9 do not support this almost certainly
reflects definitional problems in the counting of non-inpatients. Since the late 1980s,
New South Wales and South Australia have introduced more rigorous guidelines for
the counting of non-inpatients. These changes reflect the NMDS principles, and
should lead to a more appropriate count of non-inpatient services in future, but they
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have introduced difficulties in comparing trends over recent years. Excluding New
South Wales and South Australian data, the numbers of non-inpatients increased
from 23.0 million in 1985-86 to 24.6 million in 1987-88, and to 24.8 million in 1989-90,
an average annual increase of 1.9 per cent {slightly less than population growth).

Regional variations in acute hospital use

Differences between regions {between and within States and Territories) in acute
hospital use may result from a number of factors, including differences in the
demographic structure of the population, differences in the underlying health status
of the population, differences in policies and structure of the health system, and aspects
of medical practice.

Structural and policy differences in the health system that can influence hospital
use include the distribution of specialty services (and the necessity to transfer
patients), the numbers of doctors, the de-institutionalisation of psychiatric services
and the supply of hospital beds. Medical practice can differ in choice of inpatient or
non-inpatient treatment of patients, and in the degree to which surgery is used as the
definitive treatment for specific conditions.

Comparison of regional hospital use is complicated also by inter-regional flows
(that is, by patients from one region being admitted to a hospital in another region),
some of which can be significant. For example, the catchment population for hospitals
in the Australian Capital Territory includes people living in the neighbouring areas of
south eastern New South Wales. However, data on the catchment populations of
specific hospitals or groups of hospitals are not generally available, so it is not
possible to account for inter-regional flows in the following discussion.

States and Territories
There are substantial differences between the States and Territories in the use of acute ‘
hospitals (Table 3.12), but the reasons for the differences are not entirely clear. In
1989-90, the Australian Capital Territory had the lowest levels of hospital |
admissions—200 admissions per 1,000 population (11 per cent below the national
average of 225 per 1,000)—and the lowest average length of stay (5.2 days—7 per cent
below the national average of 5.6 days). As a result, bed-day use in the Australian
Capital Territory was 18 per cent below the national average. In contrast, South
Australia had an admission rate of 270 per 1,000 population (20 per cent higher than
the national average). Its shorter average length of stay (5.4 days—4 per cent below the
national average) resulted in a bed-day use per 1,000 population that was 16 per cent
; higher than the national average.
| As noted above, differences in population age structures can contribute to the
i differences in admission rates between the States and Territories. For example, 12.8
per cent of the South Australia population is aged 65 years or more, the highest of any
State or Territory, and only 5.9 per cent of the population of the Australian Capital
Territory is in this age group. Unfortunately, the data necessary to adjust admission
rates for different age structures are not available routinely to the Institute.
Some of the differences in admission rates could relate to differences in
classification of same-day patients (as inpatients or as non-inpatients). In the absence
of data on same-day admissions for all States and Territories, and for public and
private hospitals, complete evaluation of this factor is not possible. However,
exclusion of same-day admissions for those States and Territories for which data are
available increases, rather than diminishes, the differences.
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The levels of bed supply and bed-day use in hospitals outside the major urban areas
(Tables 3.8 and 3.13) are consistent with what is known as Roemer’s law (that is, use
increases with the supply of facilities). However, if bed-days associated with nursing
home type patients are excluded, these hospitals use fewer bed-days than hospitals in
major urban areas (Table 3.13). Therefore, the higher use of hospitals outside major
urban areas relates more to their extended care role than to the provision of acute care.
It is arguable that the use of acute hospital beds to fulfil this extended care role is a
practical alternative to the construction of separate facilities, as long as the care
provided is appropriate in terms of type and quality.

Another alternative is the provision of non-acute care for older people in their own
homes, and it has been proposed that such care be expanded (HHCS 1991a). The
changes recommended would require an increase in the proportion of aged care
expenditure devoted to home and community care programs—from 17.6 per cent in
1991 to 24.8 per cent in 2001.

Use of acute hospitals by older people

People aged 60 years or over, who comprise slightly more than 15 per cent of the
population, account for more than 30 per cent of all hospital admissions (Table 3.15).
The average duration of hospital stay also increases with age, with the result that
people aged 60 years or over use almost 51 per cent of all hospital bed-days. People
aged 80 years or over, who comprise about 2 per cent of the population, account for 6
per cent of all admissions and 16 per cent of total bed-day usage.

For people aged less than 80 years, the increased time spent in hospital largely
results from the higher proportion of patients admitted with more complicated
conditions (or with a more complex mix of conditions) (AIHW unpublished).
However, in explaining the increased length of stay for people aged 80 years or over,
the nature of the conditions is less important than other factors, such as lack of social
and/or community support for people with reduced levels of daily living skills, a lack
of alternative health care or residential accommodation, and differences in the
perceptions of the amount of care required by people in different age groups (Gillett,
Renwick, Liu 1991).

Over recent years, admission rates for older people have increased while rates for
people under 65 years of age have decreased (AIH 1990; Gillett, Harvey 1989).
Together with the ageing of the population, this is resulting in an increased proportion
of hospital resources being used by older people. Consequently, with increasing
numbers of patients admitted for conditions associated with ageing, hospital casemix
can be expected to change.

This changing casemix will be most evident for hospitals cutside the major urban
areas, since the proportion of hospital bed-days used by older people is greater in
these areas than in major urban areas. For hospitals outside the major urban areas,
people aged 80 years or over use 21 per cent of all bed-days, compared with 13 per
cent of bed-days for hospitals in major urban areas (Table 3.16). This difference is
consistent with the higher numbers of nursing home type patient bed-days used in
the former areas.
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Table 3.15: Use of acute hospitals by otder people, 198889

Age group (years) Admissions Bed-davys Average length of stay

{Per cent) (Per cent) (Days)
Less than 60 69.6 49.4 4.1
60-64 6.5 69 6.2
65-69 6.7 83 72
70-74 6.0 9.2 8.9
75-19 53 10.4 11.4
8084 35 8.4 14.0
85 and over 25 75 17.2
60 and over 304 50.6 9.6
All ages 100.0 100.0 5.8

(a) Aggregated data from State collections. Includes 1989-90 data for Westem Australia, 1988-89 dala for
New South Wales, Victoria, and South Australia, and 1989 data for Queensland. Excludes Department of
Veterans’ Affairs hospitals and Viclorian private hospitals.

Sources: Gillen e al. 1991
Gillent, Renwick, Liu 1991

Table 3.16: Bed-day use by age group and locatlon of hospltal, 1988894
(Per cent)

Hospiial location

Age group (years) Major wban Other Total
Less than 60 53 43 49
60-79 34 36 35
80 and over 13 21 16
All ages 100 100 100

(a) Aggregated data from State collections. Includes 1989-90 data for Westermn Avstralia, 198889 daia for New
South Wales, Victoria, and South Australia, and 1989 data for Queensland. Excludes Department of Veterans'
Affairs hospitals and Victorian private hospitals.

Source: Gilleu et al, 1991
Gillent, Renwick, Liu 1991

Use of long stay institutions—psychiatric hospitals

As noted in Section 3.4, the move during the mid-1980s towards the care of many
psychiatric patients outside hospitals resulted in substantial changes in the availability
of designated psychiatric beds. Following the marked declines in admission rates and
bed-day use for public psychiatric hospitals that occurred during that period, the rates
have since stabilised.

In 1989-90, the admission rate for public psychiatric hospitals was 2.3 per 1,000
population, which is higher than the rate for 1987-88, but well below the 1985-86 level
of 4.0 (Table 3.17). The number of bed-days used in public psychiatric hospitals in
1989-50 (149 per 1,000 population) was about the same as the number used in 1987-88
(150), and well below the 1985-86 number (275). Since 198788, bed occupancy has
been about 80 per cent, slightly less than the 1985-86 level of 85 per cent.

Interstate comparisons of institutional use for psychiatric illness are even more
complicated than comparisons for acute hospitals—the States and Territories differ in
the extent to which they use special psychiatric hospitals and the acute hospital
system to treat psychiatric illness, and also the extent to which people with
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developmental disabilities are counted as receiving psychiatric care. Also, admission
rates are affected by discharge policies. For example, in 1985-86, South Australia
reported the highest admission rate for public psychiatric hospitals, but had a
relatively low bed-day rate. The high admission rate was likely to have been due to
re-admissions after periods of short-term leave.

Table 3.17: Use of public psychiatric hospltals, States®, 1985-86 to 1989-90
NSW Vic Qid WA SA Tas Australia

1985-86

Admissions (per 1,000 population)® 43 53 1.8 21 72 12 4.0
Bed-days (per 1,000 population) 352 317 177 107 199 510 275
Occupancy (per cent) 80 95 85 81 78 94 &5
1987-88

Admissions (per 1,000 population)® 1.9 2.7 0.5 15 31 0.7 1.9
Bed-days (per 1,000 population) 131 201 147 9% 165 241 150
Occupancy (per cent) 74 76 88 75 80 &9 78
1989-90

Admissions (per 1,000 population)® 3.4@ 2.5 0.5 1.6 33 0.7 23
Bed-days (per 1,000 population) 151© 183 143 84 155 183 149
Occupancy (per cent) 77 84 88 69 82 94 81

(a) ACT and NT have no public psychiatric hospitals,
(b) Estimated from separations.
(¢} Includes some patients formerly counted with acute hospitals.

Source: Australian Institute of Health 1988

Use of long stay institutions—nursing homes

In 1987-88, the bed-day use in nursing homes for the aged was 1,553 per 1,000
population (Table 3.18), or 21,911 per 1,000 population aged 70 years and over. The
bed-day use for 1989-90 was slightly lower—1,508 per 1,000 population, or 20,923 per
1,000 population aged 70 years and over. This represents a 2 per cent annual fall in bed
days per 1,000 persons aged 70 years and over. These small reductions reflect partly the
policy of caring for less dependent persons in their own homes or in hostels (see
‘Institutional and community health services’, page 10), and the subsequent shiftin bed
provisions. :

In general, people outside the major urban areas have less access to and make less
use of nursing homes for the aged than do those living in the major urban areas
(Tables 3.8 and 3.18). In 1987-88, nursing homes outside the major urban areas
provided 1,102 bed-days per 1,000 population, compared with 1,759 for major urban
areas. Even allowing for the additional extended care role of 180 bed-days per 1,000
population of hospitals outside the major urban areas, the level of aged care in these
areas is only about 70 per cent of that available in major urban areas.
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Table 3.18: Total cccupied bed-days in nursing homes for the aged, by locatlon™, States and
Territories, 198788
(Per 1,000 population)

Location NSW Vic Qtd WA RY:| Tas ACT NT Australia
Major urban 2014 1,319 2,068 1,728 2217 1,731 395 190 1,759
Other 1,206 1,286 1,128 568 634 1,304 —_ 402 1,102
Total 1,803 1,310 1,550 1,422 1,788 1,578 395 208 1,553

(a) Rates are based on location of institution, not patient’s place of residence.

Sources: Depariment of Health, Housing and Communily Services (unpublished)
Australian Institute of Health and Welfare

3.6 Medical services

Services provided by doctors for patients are a central component of health care in
Australia. These services are provided in a variety of settings, with some 82 per cent
being provided by private medical practitioners, and the remainder largely by salaried
and contracted staff of public hospitals.

Under Medicare (see ‘Paying for personal health care’, page 14), all Australians are
eligible for benefits for services received as private patients and for free inpatient and
other treatment received in public hospitals as public patients. The costs of public
treatment are included in hospital expenditures in health expenditure statistics {see
Section 3.1), and details of their composition and use over time are not available
routinely.

Some types of medical services are not eligible for Medicare benefits. These include
services to eligible military service veterans and dependants, services covered by
motor vehicle third party and workers compensation schemes, services provided by
public authorities and most government-funded community health services, and
services not necessary for patient care (for example, examinations for employment
purposes).

[t has been estimated that 179.4 million medical services were provided to patients
in 1987-88 (derived from Decble 1991). Of these, 134.2 million services (75 per cent of
all medical services) were eligible for Medicare benefits. A further 32.2 million
medical services (18 per cent) were provided to inpatients in public and repatriation
hospitals and to non-inpatients of pubiic hospitals. Veterans received 5.1 million
medical services outside hospital (2.8 per cent), and an estimated 5.9 million services
(3.3 per cent) were provided for workers compensation or motor vehicle third party
purposes. Public laboratories and community services were estimated to have
provided 2.0 million services (1.1 per cent).

Thus, claims for Medicare benefits provide information about three-quarters of
medical services delivered in Australia. The following sections summarise:

e the overail use of medical services covered by Medicare, by type of service (for
example, general practitioner and specialist services);

* variations in use by age and sex;

 variations in use by State and region, with attention to the relationship between
doctor supply and the use of services;

+ methods of payment for medical services; and

 the relative use of services by area of residence grouped according to
socioeconomic status.
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specialists $693 million. Benefits covered 90 per cent of fees charged for general
practitioner consultations, and 83 per cent of fees charged for specialist consultations.

For services processed in 1990-91, 60 per cent of all medical services were direct
billed, substantially higher than the proportion in 1984--85 of 45 per cent (Table 3.24).
Between 1984-85 and 1990-91, the proportion of direct billed general practitioner
services increased from 53 to 70 per cent, while the proportion of specialist
consultations direct billed increased only from 22 to 26 per cent.

There is considerable variation between the States and Territories in the
proportions of services being direct billed. For all medical services, the highest levels
in 1990-91 were in New South Wales, where 65 per cent were direct billed. Levels
were lowest for the Australian Capital Territory, where only 46 per cent of all services
were direct billed.

The pattern of direct billing for general practitioner services was similar to that for
all medical services, with New South Wales having the highest proportions (76 per
cent) and the Australian Capital Territory the lowest (56 per cent). Direct billing for
specialist consultations was highest in the Northern Territory (37 per cent), followed
by New South Wales (31 per cent). Again, the Australian Capital Territory had the
lowest proportion of direct billing (15 per cent).

The slightly atypical patterns of direct billing for medical services in the Northern
Territory probably reflect the Territory’s particular balance between private medical
practice and community health and hospital services, and the higher proportion of
Aborigines in the population.

Table 3.23: Aggregate costs of private medical services, 1989-96

All services Patient billed services only

Type of Fees Schedule Fees Schedule
service Services  charged  Benefits Jees Services charged  Benefits Jees

() (8m) (3m) ($m) {m) {8m) {8m) (3m)
GP
consultations 842 16590 14940 1,7570 279 647.8 479.6 565.1
Specialist
consultations 13.5 693.2 577.0 683.7 108 561.1 436.2 520.0
Obstetrics 0.6 82.8 487 63.3 0.5 80.1 46.0 60.1
Anesthetics 22 143.3 929 122.8 14 115.3 733 97.3
Pathology 26.0 648.7 554.5 661.8 10.8 3251 230.9 2813
Radiology 6.7 4337 3682 4227 45 37171 2813 331.8
Operations 43 551.6 393.0 4979 27 451.8 300.4 3874
Other 4.8 249.0 2044 240.7 19 105.0 718 55
All services 1424 44614 3,707 4,44%9 604  2,6634 19255 2,338.7

(a) Data are by date of processing.

Source: Department of Health, Housing and Community Scrvices (unpublished)
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Table 3.24: Proportion of medical services direct billed, States and Territories,
198485 and 1950-91

(Per cent)
GP services Specialist services All medical services
State ! Territory 198485 199091 1984-85 1990-9]7 1984-85 1990-%1
NSW 60.5 76.1 26.3 31.0 49.9 65.3
Vic 46.6 64.6 18.4 21.5 40.1 54.6
Qld 50.3 2.0 17.9 20.4 45.6 62.4
WA 50.3 68.4 225 23.8 43.5 60.2
SA 480 65.7 23.3 263 413 53.8
Tas 422 58.7 17.5 19.4 35.5 49.1
ACT 30.2 55.7 9.8 15.3 209 46.4
NT 56.3 579 31.0 374 51.7 64.4
Australia 5.6 70-3 222 25.5 4.8 60.4

Source: Health Insurance Commission 1685, 1991

Socioeconomic disadvantage and the use of services

To assess the relationship between socioeconomic status and the use of medical
services, McClelland (1991) combined the data available through Medicare (which
includes postcode of residence of patient) with the index of relative socioeconomic
disadvantage developed by ABS from information collected in the 1986 Census of
Population and Housing {(see Box 4.7, page 192).

This analysis revealed a trend to higher overall per capita service use for patients
living in areas of greatest socioeconomic disadvantage, particularly among the older
age groups (Tables 3.25 and 3.26). For specialist services, however, there was an
opposite tendency: patients living in areas of greatest socioeconomic disadvantage
had lower use (McClelland 1991).

Table 3.25: Medical services, use per capita by socioeconomic Index deciles®™ and age group,

males, 1989
Age group (years)
SEI deciles™ 04 549 2044 45-59 60-74 75 and over
875 17 4.3 6.3 74 95 12.2
947 6.5 37 5.4 63 8.4 10.8
973 6.8 3.7 5.4 6.1 8.0 10.5
991 6.3 15 5.0 5.6 1.4 99
1005 6.3 3.5 4.9 58 N 10.2
1019 6.4 i6 50 5.5 1.5 10.7
1034 6.7 16 5.4 59 79 10.7
1051 6.9 3.3 52 54 7.2 9.5
1074 6.2 3.5 49 5.1 6.9 10.2
1116 7.0 3.8 49 50 6.2 99

(a) Low sociocconomic index (SEI} values indicate geographic areas of relatively low socioeconomic status.

(b) These are the mean SEIs of each decile which is a 10 per cent grouping of the posicodes when they are ranked
in ascending order according 1o each postcode’s SEI ranking, .

Source: McClelland 1991
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Table 3.26: Medlcal services, use per capita by socloeconomic Index declles™ and age group,
females, 1989

Age group (years}
SEI deciles™ 0-4 5-19 20-44 45-59 60-74 75 and over
875 1.2 35 4.1 55 1.2 10.4
947 6.1 341 32 4.7 59 9.7
973 6.4 32 i1 44 5.7 8.7
991 6.2 29 28 4.0 51 8.5
1005 6.0 3.0 29 4.1 57 8.7
1019 6.1 29 2.8 3.9 54 8.4
1034 59 32 31 4.0 5.8 9.6
1051 6.6 32 29 37 50 83
1074 6.2 3.1 2.8 35 45 83
1116 6.7 3.3 2.8 3.4 44 8.1

(a) Low socioeconomic index (SEI) values indicate geographic areas of relatively low socioeconomic status.

(b) These are the mean SEIs of each decile which is a 10 per cent grouping of the postcodes when they are ranked
in ascending order according to cach posicode’s SEI ranking.

Source: McClelland 1991

Variations in rates of surgery

For some 20 years, it has been recognised in Europe and North America that the use
of health services for specific illness conditions varies regionally, even between areas
with similar population characteristics (Muller 1986).

Variations in surgery rates in the order of two- to four-fold have been attributed to
differences in health status, differences in access to {and availability of) health
services, personal health habits, and the values and attitudes of users and providers
of health care. However, it is believed that the principal determinant of the variation
is difference in doctors’ practice styles, largely due to a lack of consensus about the
most effective treatment for a particular condition (Leape 1989).

Generally, hospital admission rates for non-surgical conditions have been found to
be more variable than rates for surgical procedures. However, the widespread debate
in Australia in the early 1980s about variations in surgery rates prompted the Institute
to examine the extent and pattern of variations in rates of nine common surgical
procedures (Renwick, Sadkowsky 1991). The nine procedures examined were
appendicectomy, cholecystectomy (removal of the gall bladder), tonsillectomy,
hysterectomy, cesarean delivery, hip replacement, lens insertion (for cataracts),
thyroidectomy, and bowel resection (for cancer). The rates of these proceduresin 1986
were examined for variation by residence of patient by State and Territory (excepting
Tasmania, for which the necessary information was not available), and by statistical
division and subdivision. The focus of the study was on the extent of variation
between and within States and Territories.

Rates for each procedure were produced based on the area of residence of patients
(not on the location of the hospital where the service was provided). This required
adjustment for surgery performed outside a person’s State of residence. The crude
rates for each procedure were also adjusted to take account of age and sex differences
of the populations. The results are presented as ratios of these adjusted rates to the
overall rate for each procedure. It should be noted that surgery rates may be affected
by small numbers (both of populations and of the incidence of surgery), so large
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annual fluctuations can occur. Therefore, a one-year study can yield misleading
results—a difficulty only overcome by longitudinal studies (for full details of the
methoed and the limitations of the study, see Renwick, Sadkowsky 1991).

Variations between the mainland States in the ratios of the procedures were
generally one and a half times or less—the main exception being tonsillectomy, for
which procedure the difference was almost two-fold (Table 3.27}. Inclusion of the two
Territories, with much smaller populations, widens the variation for most
procedures, bringing it to almost three-fold for hip replacement.

Variations of two- to four-fold were found generally between areas of residency
within the mainland States (except Western Australia, for which State data at this level
were not available) (Figure 3.17). The extent of variability was greatest in Queensland
and least in South Australia, and higher in the Sydney metropolitan area than in the
Melbourne metropolitan area (Figure 3.18). Generally, the ratios that prevailed in
Victoria were lower than those in other States (Table 3.27, Figure 3.17).

The procedures with the most variation in rates by State and Territory of residence
were hip replacement, tonsillectomy and lens insertion (Table 3.27). Unless there were
great differences in the prevalence of underlying disease, such large variations in the
rates for hip replacement and lens insertion would not be expected, as in each case
most doctors agree that surgery is the optimal treatment for the underlying
conditions. In the case of lens insertion, the prevalence of cataracts could be expected
to show regional variation, as exposure to ultraviolet radiation is implicated in some
cases. It seems possible, however, that the great variation in the rates for lens insertion
and hip replacement could reflect access barriers of some kind. The variation in
tonsillectomy rates is higher than expected, as clinical indicators for this operation
had been developed before 1986.

Table 3.27: Surgical procedures, standardised ratios'™, States® and Territories, 1986

(Standardised ratio)

Procedure NSW Vic Qid WA SA ACT NT
Appendicectomy 108 95 96 110 84 99 75
Cholecysteciomy 105 87 104 92 120 111 9
Tonsillectomy 99 B8 90 107 159 109 60
Hystlerectomy 100 88 108 117 100 115 130
Cesarean section 98 93 i1 25 102 143 145
Hip replacement 94 96 88 122 129 108 256
Lens insertion 112 74 116 110 87 158 68
Thyroidcctomy 109 98 107 81 71 121 123
Bowel resection 98 100 103 105 101 87 73

(a) Ratio of Swate and Territory rates to the combined rates,
{b) No dats for Tasmania.

Sonrce: Renwick, Sadkowsky 1991
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type of insurance cover and the method of paying public sector medical
practitioners), demand factors (for example, social expectations and affluence) or
interaction between the two (Opit, Selwood 1979; Stafford 1991). The patterns found
in this study suggest a direct relation with supply of resources. Another factor may be
the pressure felt by obstetricians to practise ‘defensive medicine’.

Table 3.28: Cesarean sectlon rates™, by private health insurance status, States™ and Terrltories,

1986
(Per 100 births)
Wormen NSW Vic Qld WA SA ACT NT Al
With private insurance 18.3 17.7 24.7 17.8 21.0 269 16.3 19.4
Without private insurance 12.9 14.6 13.5 12.3 14.5 244 21.7 137
All women 16.0 16.5 18.4 151 18.2 263 19.8 16.9

(a) Rates for ‘All women® are per 100 live births. Rates for women by private insurance staws are per 100 total
binhs (including stillbirths).

(b) No data for Tasmania.
Source: Renwick, Sadkowsky 1991

Concluslons

A study of the type undertaken could not identify causal factors, but it raises a number
of questions. Unless the differences in prevalence of underlying disease are greater
than believed, the inference to be drawn from variations in practice patterns is that
either in some regions inappropriate things are being done or, in others, things that
should be done are being left undone (Renwick, Sax 1991). The reasons may be
problemsin resource distribution, access or quality of care—all equity issues. There are
also implications for overall health expenditure. For example, if the generally lower
than average rates documented for Victoria (without apparent adverse health status
consequences) were to apply nationwide, health care costs could be significantly
reduced without reduction in health status.

3.7 Health technologies

Health care technologies pervade all areas of health care. They provide benefits to
many groups through the prevention and treatment of disease and disability, and by
contributing to improvements in survival and quality of life. However, there is
potential for inappropriate use, and continuing debate regarding the cost of
technologies and their effects on allocation of resources. This section presents some
issues related to health care technologies which are of current interest.

Expenditure on health technologies

For those technologies associated with use of complex devices, capital expenditure can
be significant and may include a substantial component for upgrades in addition to
start-up costs. However, recurrent expenditure, covering items such as staff and
consumables, will often be more significant. For example, machine and site costs for
magnetic resonance imaging (MRI) scanners used in an Australian trial ranged from
$2.7 million to $4.5 million, cost of upgrades to each machine might be $50,000 to
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$100,000 a year, while annual recurrent costs ranged from $500,000 to $1.24 million
(National Health Technology Advisory Panel 1990a; Hailey, Crowe 1991).

Expenditure on the use of health care technologies in Australia is known to be
substantial, but the precise extent is uncertain. Annual Medicare expenditure on
health technologies has been estimated at about $1.88 billion {AIH 1991b). However,
this relates only to some categories of technology and does not include, for example,
expenditure on pharmaceuticals or information technology. There are difficulties in
matching definitions of health care technology with current health care programs and
services, and not all expenditure on health care technologies is readily captured using
existing databases.

The use of new technology may represent a relatively minor part of total health care
expenditure, but there are limits as to how much additional funding may be available.
Inevitably questions will be asked as to whether the additional costs of particular
technologies will be commensurate with the benefits they provide.

In Australia, as in other countries, a continuing trend is the substantial increase in
use of diagnostic technologies. There is potential for improving health care through
insights provided by the use of advanced diagnostic techniques. A challenge is to
ensure that diagnostic methods are applied wisely and in situations where the
expected diagnostic yield gives a realistic possibility of influencing patient
management.

Recent advances in therapeutic technologies have generally had a limited effect on
the longevity of the population as a whole, although they have been significant for
specific groups, particularly in the treatment of some types of cancer. New therapeutic
technologies may have a very significant impact on morbidity, reducing the trauma
and discomfort to the patient and enabling an earlier return to normal activity. The
introduction of less invasive surgical methods (seeThe use of less invasive surgical
procedures’, page 153) has been an important advance.

For some types of disease, introduction of population screening linked to
appropriate methodology and organisation can produce significant gains to health
status. The application of screening for cervical cancer on a national basis is a notable
example of a technology that could have major effects on survival. This technology,
based on histological examinations of cervical smears, is well established but has been
inadequately applied in many countries (see ‘Cervical cancer’, page 84).

Transplant technologies have also provided increased survival for people with
some conditions. There is an opportunity cost to health services in providing such
complex intervention, but there may be offset savings through avoidance of other
procedures. For example, while liver transplant programs are expensive, with each
case probably costing in excess of $100,000, there are good prospects of increased
survival for most patients accepted into such programs under current selection
criteria. In addition, the lengthy and expensive institutional care that would
otherwise be required for such patients in their last few months of life may often be
avoided (Australian Health Technology Advisory Committee 1991).

Technologies may have a most significant influence on the quality of life of patients,
for example by increasing the independence of elderly or chronically ill patients from
institutional care. Cataract surgery, hip prostheses and rehabilitation methods are
examples of such technologies.
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The growth of diagnostic services and their costs

The use of diagnostic technologies has contributed significantly to the increase in
health care expenditure. In 1990-91, about 27.5 per cent of the total Medicare benefits
paid for all services were for radiology setvices ($500.1 million), diagnostic endoscopy
($39.9 million) and pathology tests ($628.3 million). To an extent, this use reflects the
powerful new techniques that have become available in recent years. These techniques
have provided increasingly detailed anatomical and physiclogical information.
However, their introduction has been accompanied by a very large increase in
expenditure and, in some cases, new technologies have been additive to older
methods. There are concerns regarding the appropriateness of use of diagnostic
technologies in some applications, particularly with regard to impact on patient
management (Crowe, Hailey 1990; Deeble 1991; NHMRC 1991).

It is difficult to quantify the cost-effectiveness of diagnostic technologies, as often
these are used either to rule out or to confirm specific conditions. For example, in spite
of the technical excellence of MRI, there are still relatively few data which firmly
establish the effects of this new technology on patient management and eventual
outcome (National Health Technology Advisory Panel 1990b). Further, the use of the
technology for patient populationsin which there is low disease prevalence s likely to
result in limited diagnostic increment and effect on management decisions.

Medicare statistics show a large and steady increase in the use of computerised
tomography (CT) since 1984-85, with 406,610 services recorded in 1990-91. This
represents an increase of 136 per cent over the period. Increases of a similar order of
magnitude have been observed for other diagnostic procedures such as ultrasound
(148 per cent).

CT is an important technique, which can provide significant benefits to health care
when it is appropriately used. However, guidelines for the appropriate use of CT
were lacking until recently, and some patients may have been subjected to
inappropriate investigations and to unnecessary risk. Guidelines have now been
issued by NHMRC (1991). They include ad vice for medical practitioners on when itis
appropriate to use the technology, and the risks, costs and expected benefits.

While the increase in CT services and consequent expenditure is a significant trend,
this technology is used in only a minority of radiology services. In 1990-91, CT
accounted for about 5 per cent of all radiology services funded through Medicare
benefits, and for about 19 per cent of expenditure (ATH 1991b).

Some increases in expenditure have been due to the perceived need for greater
safety. For example, developments in the use of new contrast media have increased
the costs of radiology services. Contrast media have been used in radiological
examinations for many years, but the new non-ionic media, although not regarded as
more efficacious, are associated with less frequent adverse reactions. As these new
contrast media cost between four and six times as much as conventional agents, there
is debate on whether they should be used routinely during all intravenous radio
contrast studies, or reserved for use in patients with risk factors for adverse reactions.

Use of the newer contrast media has increased rapidly in hospitals in Australia.
Data from one teaching hospital showed an increase of 22 per cent in volume of
contrast media used between 1986 and 1989, with an associated cost increase of 84 per
cent (Hailey, Staples, McLean 1990). Much of the cost incréase was due to the
changeover to non-ionic contrast media. A recent study of the reduction in mortality
associated with a reduced incidence of adverse reactions following substitution of
older contrast agents by newer agents suggested that, on present evidence, optimal
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use of the older contrast media and selective use of the newer agents is probably the
most cost effective intervention (Henry, Evans, Robertson 1991).

The evolution of technologies brings new applications which tend to increase their
use. A relatively new application of ultrasound is in the determination of blood flow
(Doppler ultrasound). This type of diagnostic test represented about 6 per cent of all
ultrasound tests for which Medicare benefits were paid in 1990-91. Developments in
ultrasound technology have made equipment more portable and versatile. The
relatively low cost of ultrasound imaging has made it one of the most used imaging
modalities. It now appears to be more frequently used in general practice. Medicare
data show that the annual increase for use of this technology in general practice has
been about 10 per cent, increasing from 60,090 services in 1984-85 to 98,822 services in
1990-91.

There has been a small increase in the use of pathology testing services in doctors’
offices, largely reflecting the development of instrumentation and kits for use in a
non-laboratory setting. Pathology services of this sort are not eligible for
reimbursement through Medicare unless they are performed by medical practitioners
who have obtained pathology laboratory accreditation. The accreditation provisions
include an educational component and checks that operator training is appropriate.
The proportion of pathology services undertaken in general practice remains low,
with the vast majority of tests being performed in laboratories.

The use of health care technologles for rare conditions; the
diffusion of technologies

Health care of an increasingly specialised and intensive nature, often involving new
technologies, has led to improvements in outcomes for groups of patients with
relatively uncommon conditions. Examples include high frequency ventilator support
and extracorporeal membrane oxygenation (ECMQ) for neonates, and liver
transplantation for children with biliary atresia (a condition affecting the bile duct}and
adults with liver diseases. Hospitals are central to developments in new technological
and specialist areas and their roles have changed inresponse to these (Hailey, Staples,
McLean 1990), but concerns have been expressed that more routine technologies are
being overlooked.

A 1987 survey of the diffusion of 13 technologies into Australian hospitals indicated
that larger hospitals, particularly teaching hospitals, are more likely to use advanced
technologies and use them earlier than small hospitals (Richardson et al. 1992). For
some technologies, such as percutaneous renal stone removal, intra-ocular lens
implantation and CT of the body, there is a greater probability of use in private than in
public hospitals. For others, such as coronary artery bypass graft surgery,
echocardiography and uro-dynamics, the reverse is the case.

The initiative to adopt new technologies at Australian hospitals, both private and
public, usually comes from hospital medical staff. Many factors could influence the
adoption of a technology by a hospital, including:

» the need for inpatient care

¢ the level of capital investment and operating expenditure required

» aperception that the technology will enhance the quality of patient care provided in
the specialty area

» the degree of relevant specialisation at the hospital relative to the technology’s
complexity
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the estimates of income expected

status and other benefits for the hospital and medical staff

the expected length of stay required by patients

any legislative restraints by State or Territory governments.

In addition to the factors mentioned above, the relatively limited diffusion of some
technologies can be related to:

the rarity of conditions likely to need them

high operating costs

the rapid rate at which they are developing

availability of people with skills to use them

availability of supporting health care services, including emergency back-up

the marginal cost of adding them at specific facilities.

Some health care technologies do not lend themselves to use by a large proportion of
hospitals. Liver transplantation is an example of a technology which is not well suited
to extensive diffusion. Only about 100 people per year are likely to be suitable patients,
and only three centres currently perform operations. Some aspects of the operation are
complex, both technically and organisationally (Australian Health Technology
Advisory Committee 1991).

New technologies that have high capital and/or operating costs, or which need
staff and support services that are in short supply, can cause considerable strain
within hospitals adopting the technology without specific funding. Their
introduction can be at the expense of other less innovative technologies and services
which remain in demand by many more people.

Geographic distribution factors—realities of access for the rural
community

Specialist medical practitioners with expertise in new health care technologies are
unevenly distributed between country and city areas. They are mainly based close to
inner metropolitan areas or to university teaching hospitals.

For many Australians, advanced technologies and the specialists who use them are
not readily accessible since lengthy travel is required. People requiring ongoing
hemodialysis outside their home must travel three times a week to a centre which
may be a considerable distance away. Referrals from general practitioners to
specialists based at inner city locations often involve long, trips for people living in
country and outer metropolitan areas. For more specialised technologies, the
problems of accessibility are greater. For example, patients from Perth requiring liver
transplantation must travel to one of the eastern States for this procedure.

The inconvenience and expense to patients of accessing a comprehensive range of
technologies and specialists is unlikely to change in the short term. The siting of some
health care technologies must remain restricted to large population centres, for
reasons given in the previous section—notably costs and limitations in demand,
expertise and support services.

On the other hand, there is concern that some highly effective technologies which
do not involve high capital costs, such as intra-ocular lens insertion, may not be
available to patients in some country areas to the extent they should be (see
‘Variations in rates of surgery’, page 143). There is a need for further studies to
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identify any barriers preventing access to effective health technologies, and also to

examine ways to overcome them. Barriers to access may include:

 patient ignorance of the availability of services

+ reluctance by medical practitioners to refer country patients to cities

¢ reluctance of specialists to work in country areas

* expenses involved in patient and companion travel (though schemes may be
available to assist in many instances)

¢ the difficulties of travel for some groups of patients (such as older people and
people with handicaps)

Sometimes, the rarity of particular conditions in combination with the minimum

caseload considerations can, in themselves, limit the number of centres available in

Australia to provide ongoing, high quality care. For example, ECMO {extracorporeal

membrane oxygenation) is a technique used for treating neonates and some older

children with severe respiratory problems. With an estimated annual national caseload

of less than 100, and the technology still evolving, it was accepted that, in order to

maintain expertise and achieve efficiencies of scale, not more than two centres were

required to provide ECMO (Hailey, Slatyer 1992).

Nationally Funded Centres

With Australia’s relatively small population, and eight separate State and Territory
health authorities, the provision of very high cost services with a relatively low
demand presents particular problems. While it would be desirable for all Australians
to have access to such services, it is not cost-effective to provide them in every State.
A first attempt was made to deal with this problem by establishing national units.
In 1984, the first Australian heart transplant unit was established in Sydney as a
national unit, with financial assistance from the Commonwealth. In 1985, it was
announced that a National Liver Transplant Unit would be established also in Sydney.
In 1989, AHMAC recognised the need for further development of policy on the
national provision of high cost services. Following a study by NHMRC and the
Department of Community Services and Health, AHMAC approved a new
Nationally Funded Centres Program in June 1990. The Program is aimed at ensuring
that all Australians who need approved high cost, low demand services have access to
them through the Centres. Funding is from a central pool created principally through
deductions from the Hospital Funding Grants to the States and Territories.
Subsequently, AHMAC recommended that proposals for Nationally Funded
Centres should be assessed by the Australian Health Technology Advisory
Committee (AHTAC) against two sets of criteria, the first designed to establish the
suitability of the technology and the second the suitability of the site proposed. The
suitability of the technology is judged against such factors as its safety and efficacy,
the national demand, and the need to concentrate services for cost efficiency and best
performance. AHTAC also has the task of reviewing established Nationally Funded
Centres to determine whether continuation of this designation is appropriate.
Nationally Funded Centre status has been approved for three liver transplant units
(in Sydney, Melbourne and Brisbane), two adult heart/lung transplant units (in
Sydney and Melbourne), a pediatric heart/lung transplant unit in Melbourne, two
cerebrovascular embolisation units (in Perth and Sydney) and a pancreas transplant
service (in Sydney).
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The use of less invasive surgical procedures

Minimal access surgery (MAS) is a term being applied to surgery performed through
tiny incisionsin the body. Five approaches—laparoscopic, arthroscopic, thoracoscopic,
endolurninal and perivisceral endoscopic—have been used.

At present, laparoscopic methods are attracting great interest. Developed from
principles first used in gynecological surgery, this approach is now being applied to
general surgery. Small incisions are made in the abdominal wall and used to insert a
laparoscope and instruments into the abdominal cavity. The laparoscope has a video
camera attached, allowing the operating team to view the cavity on a monitor. The
operationis performed using a number of tools, some of them procedure-specific. The
recent upsurge in new laparoscopic procedures has been made possible by advances
in video technology and development of new laparoscopic instruments (Hirsch,
Hailey 1992).

The major advantages of MAS over conventional surgery are due to the smallness
of the incisions and wounds. Post-operative pain is less and recovery faster. For
example, the laparoscopic technique applied to cholecystectomy (removal of the
galibladder) has reduced the period a patient spends in hospital from over a week to
aslittle as one or two days (Reddick, Olsen 1989; Hirsch 1990). Patients can also return
to normal activities more rapidly—often within a week following the laparoscopic
procedure compared with a month or more following open cholecystectomy. Early
experience at one Australian centre resulted in an average of 12 days for patients to
return to normal activity after laparoscopic cholecystectomy, compared with 43 days
for patients who had conventional surgery (5t Vincent’s Hospital 1992).

Laparoscopic cholecystectomy is the first MAS technique to become popular in
general surgery, and its use is diffusing rapidly in all western countries. Since it was
first described in 1989, it has been estimated that more than 20,000 laparoscopic
cholecystectomies had been performed to November 1990 (American Medical
Association 1991). The Canadian Coordinating Office for Health Technology
Assessment (1991) found that in May 1991 almost a third of surveyed hospitals
already used the procedure, and another third intended to do so. In Australia, over
3,500 laparoscopic cholecystectomies were performed to April 1991 (Wilson 1991).
The procedure is predicted to replace at least 80 per cent of open cholecystectomies.

The application of the laparoscopic approach to a procedure as common as
cholecystectomy (over 23,000 are performed annually in Australia (National Health
Technology Advisory Panel 1988)) offers major potential savings—for the patient, the
health care system and the community. However, such a rapid diffusion of a new
technology is not without difficulties. This diffusion has occurred in the absence of
clinical trials to assess the success rate, complications (morbidity and mortality),
long-term effects and cost-effectiveness of the procedure. Appropriate training and
experience with the new techniques are essential to minimise complications.

Laparoscopic techniques are now being used for several other procedures. These
include operations involving prostate carcinomas, varicoceles, inguinal hernias,
acute appendicitis, bowel resection, ulcer surgery, hysterectomies and removal of
kidneys (Hirsch, Hailey 1992). Other operations which could potentially benefit
from laparoscopic techniques include repair of bladder injuries, ureteral ligation,
staging and treatment of abdominal cancers, reflux procedures and complex rectal
surgery. It is possible that, 10 years from now, most abdominal surgery will be
performed laparoscopically. However, the rate at which individual MAS procedures
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are introduced remains uncertain and will depend on a number of factors including:

» patient demand

» whether the procedure is usually performed on an elective or an emergency basis

e the expected advantage over existing methods

+ availability of suitable equipment and instruments

¢ reimbursement policy

» institutional barriers within the health care system (Hirsch, Hailey 1992).

Theimpact of MAS on general surgical practice, health care costs and patient wellbeing

promises to be large. There will be a need to ensure that such methods are used wisely,

with appropriate patient selection, operator training and competence, and suitably
high caseload. For such procedures to achieve maximum benefits and provide cost
savings, close consideration will need to be given to the following areas:

» establishment of efficacy and safety of each procedure before widespread diffusion;

o cost-effectiveness in comparison with alternative procedures—some existing procedures,
such as appendicectomy, already offer short hospital stay and early return to
normal activities;

o long-term changes in types of hospital facilities needed—further adoption of MAS may
require restructuring of hospitals to take account of requirements for short-term
accommodation and additional theatre capacity;

e provision of training for surgeons, theatre staff and technicians;

o safety and application of non-inpatient surgery—MAS procedures offered on an
non-inpatient basis hold the risk of placing an unreasonable burden on the patient
and family;

» widening of indications—availability of MAS may extend the availability of a
procedure to those who would previously have been considered to be at too great
a risk for surgery. However, as some MAS procedures will require conversion to
open surgery, such extension to frailer patients needs to be approached with
caution. There is also the potential for inappropriate use, with the apparent ease of
a procedure leading to its application in situations where benefits are uncertain or
unlikely. Spiro (1992} has drawn attention to the use of laparoscopic
cholecystectomy in situations where the symptoms were not typical of gall bladder
disease, and which persisted after the gall bladder had been removed by the MAS
technique; and

» long-term effects and side-effects of each procedure.

Information technologies

As health care systems become more complex, there is an increasing need for the
application of computer-based information technology to ensure that diverse elements
of medical data are used to improve patient care.

Information technology offers the possibility of benefits through the integration of
hospital and medical records, reduced numbers of diagnostic tests, improved patient
scheduling, greater diagnostic accuracy, more timely medical interventions (such as
changes to drug therapy), more comprehensive record keeping, and reduced
administrative costs. A natural extension of computerised information systems has
been the development of specific medical databases relating to individual patients.
For example, as part of managing a large hospital, each new patient is given a unique
number, and demographic data are entered into a computer. When associated with
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diagnostic, drug prescribing and other therapeutic information, and physicians’
notes, these data form the basis of a patient’'s medical record.

The development of data transmission technology has helped in the distribution of
medical information. For example, on-line pharmaceutical alert services have been
developed whereby a dispensing pharmacist with immediate access to a drug
information database can provide patients with a comprehensive list of
contraindications. The availability of cheaper, more accessible information
technologies, linked to more convenient treatment and monitoring methods, has the
potential to provide patients with more autonomy and improved ability to recover or
live with chronic illness in their own homes. For the potential to be fully realised,
patients will require sufficient functional literacy to cope with the flow of information.

However, the benefits of information technology cannot be achieved without
careful planning. For the development of standardised and integrated medical
records, national coordination and planning would be desirable. While this has been
achieved to some extent in Sweden and the Netherlands, the Australian health care
system, which relies on private practitioners and State and Territory agencies to
deliver health care, presents complex problems of coordination. Planning and
coordination activities have commenced through the formation of the Information
Technology Committee for Medical Information of the Australian Standards
Organisation. These activities are supplemented by the work of State and Territory
bodies (such as the Information Resource Management Centre of New South Wales,
which aims to achieve integration of hospital systems at a State level).

A major difficulty has been the lack of common standards between medical
equipment suppliers from the United States, Europe and Japan. Partly because of
increasing pressure from hospitals and health administrators, there is now a
concerted move by major international standards bodies for the adoption of ‘open’
system standards which would allow medical record data such as specialist reports,
medical images and patient records to be readily integrated and transmitted from one
department to another, or between hospitals and doctors in the community. Such
developments would assist the implementation of systems throughout hospitals.

Concern has been expressed about the confidentiality of patient medical data in
such ‘open’ systems and consideration is being given to the design of appropriate
legislative safeguards to protect patient privacy. The legal aspects of medical
information technology are only beginning to be addressed. For example, it has not
yet been determined under which circumstances a medical specialist has the right to
withhold information from a patient, or whether a medical record belongs to the
doctor or the patient. Consultation with consumer organisations and patients’ rights
groups will be necessary to assess community attitudes to these problems before the
introduction of legislation can be considered.

There are a number of major technical and social issues to be addressed in the wider
introduction of information technology to the management of hospital systems and
medical records. Formidable problems of standardisation and community acceptance
must be addressed before the concept of integrated hospital and medical records
systems can become a reality.
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Early warning on new health technologies

Sometimes new health technologies can diffuse rapidly before there has been adequate
evaluationof their costs and eifectiveness, or before the health care systerm has had time
to prepare for their impact (for example, through establishing training programs). It
would bedesirable for health care planners, administrators and providers to have early
warning when such developments are likely. Health authorities also need to be alerted
to the emergence of new technologies which have major cost implications, or which
offer advantages over those already in use.

In 1991, the Institute undertook a project for the Commonwealth Department of
Health, Housing and Community Services to develop a methodology for an early
warning program for new health technologies. The project contributed to the
development of a series of briefs for Australian health authorities on new health
technologies. To April 1992, seven briefs have been developed—Ilaser corneal
sculpting, radio frequency catheter ablation, cervical loop diathermy, new
laparoscopic surgical procedures, endovascular coronary stents, holmium lasers in
corneal sculpting and cardiomyoplasty. All are new technologies which are likely to
have profound effects on their particular areas of application.

The patient’s perspective

The complexity of some technologies can make health care bewildering for the patient.
Patients need to be adequately informed of the nature, purpose and consequences of
use of technologies, which may well have significant effects on their health status and
lifestyle. They should, as far as is practicable, participate actively in the decision-
making process regarding treatment. This in turn implies the need for appropriate
methods of presentation, the ability of patients to assimilate information and the
opportunity to make a choice.

Such participation is important for the social and psychological wellbeing of the
patient, but may also provide valuable insights for those applying the technology.
Impediments to information exchange may include reluctance to share knowledge,
lack of training on how to inform lay persons, and difficulties in understanding
complex concepts. Information from the patient should be a key component in
assessing the effectiveness of technologies and in providing input to statistics and
decisions on health care resources and their allocation.

Patients” views on health care technologies may provide a useful source of
information on issues such as:

» changes to quality of life resulting from the provision of health services—this includes
reassurance from screening tests and immunisation, improved functioning from
care and cure programs, and anxiety or discomfort due to treatment;

* fear of the disease or of the recommended diagnosis|/treatment regimen in acting as a barrier
to access and effective participation—these are important issues, for example, in
maximising attendance at cancer screening programs and in the assessment of new,
less invasive techniques;

¢ time savings and convenience resulting from shorter hospital stays, less time off work and
less travel; and

* the importance of self-image and cosmetic considerations—such as reduction in scarring
and use of conservative surgery options.
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The sharp decline in prescription use per person that occurred between 1989-90
and 1990-91 appears to have been caused by the introduction in November 1990 of
patient contribution and safety net arrangements for pensioners.

Between 1980-81 and 1989-90, the prescription use per pensioner beneficiary (see
Box 3.4, page 158 ) increased from 23.0 to 28.6. It is not possible to provide an estimate
for 1990-91, as the HIC payment system does not distinguish between concessional
and pensioner beneficiaries once the safety net threshold is reached. On the basis that
the use of private prescriptions is likely to be much less by pensioners than by
non-pensioners, the use by non-pensioners was estimated assuming that pensioner
beneficiaries do not use any private prescriptions.

Under this assumption, average prescription use by non-pensioners increased
from 53 to 6.4 between 1980-81 and 1989-90. This assumption probably
over-estimates the average prescription use by non-pensioners in both periods, but
should not bias the estimate of the rate of growth of prescription use. From these
estimates, and based on trends in estimates for this period, the prescription use per
person increased by 2.3 per cent per year for pensioners and by 1.4 per cent per year
for non-pensioners.The difference between pensioners and non-pensioners in rates of
growth in prescription use could be due to the introduction in 1986 of safety net
arrangements for non-pensioners. The 1990 introduction of similar arrangements for
pensioners may result in more even rates of growth for the two groups in future.

Drug expenditure by hospitals

As part of three Hospital Utilisation and Costs Studies conducted by the Institute for
the years 1985-86, 1987-88 and 1989-90, information was collected about expenditure
by public and repatriation hospitals on prescription and OTC-type drugs. Most
government hospital drug supplies in Australia are purchased through some form of
central authority, although some hospitals have their own tendering arrangements.
Information about hospital expenditure on drugs does not include the costs of
inventory, storage and dispensing. As a result, the figures on hospital expenditure
cannot be compared directly with expenditure by individuals for drugs purchased
through community pharmacies.

Between 1985-86 and 1987-88, expenditure on drugs by public and repatriation
hospitals increased by 22 per cent, but it then decreased by 12 per cent between
1987-88 and 1989-90 (Table 3.31). In the latter period, expenditure by public hospitals
decreased by more than 14 per cent, while that by repatriation hospitals increased by
almost 27 per cent.

Even though there are differences in the range of drugs provided by community
pharmacies and hospitals, some idea of the movement in the cost of drugs can be
gauged from changes in the average cost of prescription drugs provided by
community pharmacies. The average cost of these drugs increased by about 30 per
cent between 1985-86 and 1987-88, and by 22 per cent in the following two years.

Table 3.31: Expenditure by public and repatriation hospitals on drugs, 1985-86 to 198990

($ million}
Hospital type 1985-86 1987-88 1989-90
Pl..lblic 180.3 226 ] 1909
Repatriation 11.4 11.5 14.6
All hospitals 191.7 234.1 205.5

Source: Depanment of Health, Housing and Community Setvices (unpublished)




During the late 1980s, there were moves by most public hospitals to reduce the
supply of drugs provided to non-inpatients and to inpatients on their discharge from
hospital. This effectively transferred costs from the hospitals to patients and the
Commonwealth Government (through subsidies provided by PBS).

If overall and public hospital drug use remained constant between 1987-88 and
1989-90, under the unlikely assumption that prices also remained constant, costs of
about $32 million were transferred out of hospitals in that period. This could
represent about 4 to 5 million prescriptions. If, as appears more likely, the cost of
hospital drugs increased by about 22 per cent (the level of increase in the cost of drugs
provided by community pharmacies), costs of about $80 million were transferred out
of hospitals, representing between 10 and 13 million prescriptions.

Between 1987-88 and 1989-90, it is estimated that the number of prescriptions
dispensed through community pharmacies increased from 146 to 162 million (see
Table 3.30). It is likely that the changes in drug dispensing by hospitals could have
accounted for between 4 and 13 million of this estimated increase of 16 million
prescriptions. This is consistent with the changes in the proportions of total drug costs
borne by hospitals and Commonwealth programs (see ‘Costs of pharmaceutical
drugs’, page 159 ). While the proportion borne by the hospitals declined by 4.2 per
cent, that borne by Commonwealth programs increased by 4.3 per cent.

3.9 Health promotion and disease prevention

The introduction to a major essay on health promotion noted that ‘the history of
civilizations could be written as a history of people transferring knowledge, first on
how to survive, then on how to live with less discomfort, and finally on how to fulfill
their aspirations’ (Green 1986: 1089). The essay points out that these three aspects
remainimportant in health promotion and disease prevention, although, indeveloped
countries at least, greater emphasis is now directed to human performance,
productivity and self-expression, physical fitness and mental efficiency. At one level,
many activities of human societies, including all those in the health sector, could be
viewed as health promotion and disease prevention. In practice, however, most health
promotion activities have focused on strategies aimed at changing individual
behaviour (such as individual counselling or social marketing programs directed at
smoking cessation). Disease prevention typically includes immunisation and
screening programs.

In the 1970s, people came to realise that health promotion strategies aiming at
individual behaviour change were not enough, and that attention needed to be
directed also at people’s physical, social and economic environment. This is reflected
in the definition of health promotion adopted as part of the Ottawa Charter of the
First International Conference on Health Promotion, held in November 1986:

Health promotion is the process of enabling people to increase control over, and to
improve, their health. To reach a state of complete physical, mental and social weltbeing
anindividual or group must be able to identify and realise aspirations, to satisfy needs and
to change or cope with the environment. Health is, therefore, seen as a resource for
everyday life, not the objective of living. Health is a positive concept emphasising social
and personal resources, as well as physical capacitics. Therefore, health promotion is not

just the responsibility of the health sector, but goes beyond health lifestyles to wellbeing
{(World Health Organization 1986).
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The context of recent international heaith promotion initiatives

The Ottawa Charter s broad-ranging definition of health promotion captures the spirit
of what has been termed the ‘veritable renaissance’ of national health promotion and
disease preventioninitiatives that emerged during the 1970s (McBeath 1991:1561), and
which were triggered initially by the report entitled A new perspective on the health of
Canadians (Lalonde 1974). In introducing the ‘health field concept’ (in which health
outcomes are viewed as an interaction of hurnan biology, environment, lifestyle and
health care—see Section 1.4, page 16}, this report captured the growing awareness that
health promotion needed to look beyond individual behaviour and recognise the
importance of aspects of the social, physical and economic environment. As such, it
foreshadowed the emphasis given by WHO to intersectoral action for health.

This movement eventually resulted in the 1986 Ottawa Charter, which identified
five health promotion action areas:

o butlding healthy public policy—to advocate a clear political commitment to health and
equity in all sectors

e creating supportive environments—to counteract the pressures towards harmful
products, resource depletion and unhealthy living conditions

e strengthening community action—to ensure community participation in setting
pricrities, making decisions and planning strategies

* developing personal skills—to increase options available to exercise more control over
their own health and over their environments and to make choices conducive to
health

» re-orienting health services—requires stronger attention towards the promotion of
health to health research and changes in professional education and training.

In developing these themes, the Second International Conference on Health

Promotion, held in Adelaide in April 1988, stressed the need for equity and

accountability and Health for All leadership, and focused on action outside the health

service sector in shaping healthy public policy.

In parallel with the recognition in the 1970s that health promotion approaches
needed to be broadened, in 1977 the World Health Assembly directed attention to
societal-level health promotion:

...the main social target of governments and the WHO in the coming decades should be the
attainment by all citizens of the world by the year 2000 of a level of health that will permit
them to lead a socially and productive life (WHO 1981:15).
WHO's global strategy, endorsed by member nations in 1981, includes 12 indicators to
be monitored and evaluated on a regular basis.

Preceding this endorsement, some countries had already started to develop goals
and objectives (including time-limited targets} for their health systems. The most
comprehensive of these were the 226 specific and quantifiable objectives set for
attainment in the United States by 1990 (US Public Health Service 1980). Unlike most
other countries, the US set in train mechanisms for achieving these objectives and for
monitoring progress towards them, and, in the late 1980s, moved to update and
expand them. Through ‘an arduous, multistage, deliberative process that included 22
expert working groups, regional and national hearings, and review and comment by
a consortium of 300 national organizations ... several federal agencies, and all state
departments” (McBeath 1991:1562), the US has since set 298 objectives in 22 priority
areas for attainment by their health systern by the year 2000 (US Department of Health
and Human Services, Public Health Service 1991).
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Health promotion and disease prevention initiatives in Australia

Responding to the growinginternational interest, in 1978 the Commonwealth Minister
for Health commissioned a study of the potential of health promotion, primary
prevention, health education and self-care. As well as summarising worthwhile health
promotion approaches, the report identified three basic requirements for a successful
national program: a political commitment by both Commonwealth and State
governments, a national health promotion policy based on agreed priorities, and an
operational strategy for the development of suitable infrastructure (Commonwealth
Department of Health 1979).

In the early 1980s, considerable progress was made on health promotion activities
in a number of States and Territories, but little happened nationally until the
establishment in 1985 of the Better Health Commission (BHC). The BHC was given
the tasks of examining the health status of Australians, and recommending national
health goals, priorities and programs to achieve significant improvements in illness
prevention and health awareness. The Commission’s report (1986), Looking forward to
better health, provided a useful summary of the prospects for health promotion in
Australia and recommended a number of initiatives. While it is likely that the
Commission’s work stimulated developments at State and Territory level, the most
tangible national result of its work was the establishment in 1987 of another
committee, the AHMAC Health Targets and Implementation (Health For All)
Committee (HTIC).

As its name implies, the HTIC's tasks were more oriented to health goals:
¢ determine areas in which goals are to be set;

» define specific and measurable health targets which Australia can aim to achieve
within a stated period;

» propose preventive strategies to achieve these targets; and

e determine a process for the monitoring, review and evaluation of national health
goals and strategies.

The Committee’s report, Health for all Australians, recognised that Australia lacked

nationally agreed health policies, goals and targets’ and that there were no effective

means of promoting health nationally (HTIC 1988:8). WHO's Health for All strategy

was seen as providing ‘important organising principles against which policy decisions

about particular health problems can be considered and it could also represent a set of

standards against which progress over the next decade might be assessed’ (HTIC

1988:8).

The Committee’s recognition that ‘the prevention and reduction of illness, the
promotion of health and the reduction of health inequalities need to become key
themes and priorities across all health systems’ (HTIC 1988:11, emphasis added) was
reflected in its wide-ranging recommendations, of which only selected aspects were
acted upon, and then only partially. The major actions flowing from the HTIC
recommendations were the establishment of a National Better Health Program
{NBHP) (a cost-shared program in which Commonwealth funding is matched by
participating States and Territories on a dollar-for-dollar basis) and some further
development of health goals and targets. Key recommendations relating to ‘all health
systems’ do not appear to have been acted upon, with the consequence that the
reorientation of the health system, central to the Health for All approach, was not
addressed.

An important Australian initiative in health promotion has been the establishment
since 1987 of bodies like the Victorian Health Promotion Foundation, which supports
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health promotion and disease prevention activities using funds raised from a levy on
tobacco products. In 1990-91, the Victorian Health Promotion Foundation provided a
total of $31.5 million in grants and sponsorships to health services and research
agencies, sporting bodies and arts organisations (Victorian Health Promotion
Foundation 1991). The success of this approach to health promotion and disease
prevention can be gauged from the establishment of similar bodies in other
Australian States and overseas.

National Better Health Program

At the outset, it is necessary to place the NBHP within the overall context of health
promotionand disease prevention activities, which are exceedingly diverse, involving
many elements of the health and non-health sectors. For example, legislative and fiscal
mechanisms (such as the regulation of tobacco advertising or the taxing of alcoholic
beverages) play important roles. Specific health promotion activities occur throughthe
mass media and in a variety of settings—worksites, health care contacts (including
primary care settings), community activities, and in schools (Green 1986).

In Australia, specific health promotion and disease prevention programs are
largely the responsibility of State and Territory health authorities, but there are a few
national programs, such as National Campaign Against Drug Abuse (NCADA)} and
those directed to HIV / AIDS.

Within the health sector, expenditure on health promotion and disease prevention
activities in 1988-89 (the last year for which complete data are available) was at least
$280 million, or about 1.7 per cent of total recurrent health expenditure by
governments. State and Territory governments expended $213 million and the
Commonwealth $67 million. The extent to which these figures underestimate the true
expenditure is not known, as they do not include, for example, health promotion asa
part of medical or dental consultations or that provided by community health
services. The States and Territories also appear to differ in the way they classify health
promotion and disease prevention activities.

With total funding for four years (until July 1992) of $39 million, the NBHP is thus
a very small component of the health promotion and disease prevention scene in
Australia. Estimated Commonwealth expenditure of $8.2 million in 1990-91 is small,
even compared with other national initiatives such as NCADA and the HIV/AIDS
programs. Despite its small size, however, the NBHP has been seen as an important
development towards national approaches in health promotion and disease
prevention.

In addressing its long-term goal ‘to contribute to improvements in the health status
of all Australians and to the reduction of inequities in health status between social
groups, through the promotion of better health and the reduction of preventable
illness, injury and premature death’, the NBHP (1989) established seven objectives:
1. To develop, promote, implement, monitor and evaluate a national health

promotion program, concentrating on five priority areas—hypertension,

nutrition, injury prevention, preventable cancers, and the health of older people.
2. To achieve substantial impact and improved health status outcomes throughout
the life of the program and in the longer term.
- To provide a national strategic guide for action for other organisations.
4. To encourage structural changes which support the promotion of health and
prevention of ill health in both health and non-health sectors.
5. To promote understanding of the ‘Health for All’ philosophy and approach.

W

167




6. To encourage and support the incorporation of health promotion and illness
prevention strategies in government {(at all levels); and community and private
sector policies and programs.

7. To demonstrate the benefits of a coordinated national approach to address major
health issues.

To date, a total of 200 Commonwealth and State or Territory projects have been funded

under the NBHP. Projects have been funded in the five priority areas and in the area

of structural support and change. Thirty per cent of the pooled resources have been
devoted to national projects or strategies, with the remaining 70 per cent being
allocated to projects at the State or Territory level.

In 1991, the Commonwealth Minister established an independent panel to review
progress on the NBHP. The Panel’s final report is expected to be completed by June
1992, but the general findings were presented in an interim report to AHMAC in
March 1992. In its interim report, the Ministerial Panel (1992) summarised
achievements of the NBHP, but concluded there was a need for:

» clearer strategic direction and coordination at the national level;

« incorporation of health promotion activities and directions within the health sector
as a whole;

e greater understanding and acceptance of health promotion among health
professionals and relevant interest groups;

¢ clarification of the role of a national health promotion program; and

» strengthening links with other health promotion initiatives.

The Panel also drew attention to the confusion between ‘the concepts of a national

Health for All strategy and a more modest health promotion program’ (Ministerial

Panel 1992: np). It recommended that national health goals and targets, as agreed by

Commonwealth, State and Territory Health Ministers, should provide the basis for

planning and evaluation of programs and services for the whole health sector,

including the need for intersectoral collaboration.

The Panel also recommended that development of national health promotion
activities should be ‘within the framework and process established by the national
health goals and targets’ (Ministerial Panel 1992: np). It recognised the value of
nationally coordinated strategies in health promotion and disease prevention in
priority areas where issues and structural barriers transcend State and Territory
boundaries, and noted the need for national leadership in goal-setting, coordination,
monitoring and evaluation, and support for national demonstration projects.

The adoption of the joint approach recommended by the Panel would represent a
major breakthrough for health promotion and disease prevention in Australia,
particularly at the societal level and possibly in terms of specific health promotion
and disease prevention.
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Thus, death rates and levels of reported disability, illness and reduced activity due
to illness are generally lower among overseas-born Australians than among
Australian-born people. However, there is some evidence that particular diseases are
more prevalent among persons born overseas (Donovan et al. 1992).

Sample size restrictions of the 1989-90 NHS precluded a more detailed examination
of health differentials for people born in individual overseas countries. The grouping
used here of people from a number of different birthplaces may conceal health
differences between specific migrant groups. It is also possible that self-reporting
does not provide an accurate representation of the health experience of
non-English-speaking migrants. People who did not speak English at home, when
compared with those who did, reported fewer chronic ilinesses, but were much more
likely to report their health as fair or poor. It may be that non-English-speaking people
had more difficulties in reporting specific illnesses than English-speaking people.

It is very difficult from the data sources to disentangle the combined influences of
migration, cultural factors, health selection, occupational status and sociceconomic
status on the health of migrant groups in Australia. For example, it is very likely that
the lower mortality of many overseas-born people is due to health selection effects
upon migration, combined with factors such as a healthier diet for some groups.
These factors may conceal adverse health effects associated with work, or with poorer
socioeconomic status in Australia.

Consistency of Australian and overseas evidence on health

inequalities

There is evidence of health differentials according to socioeconomic status in most

developed countries (Wilkinson 1989; Fox, Carr-Hill 1989).

In Britain, differences in mortality were initially mainly demonstrated for adult
males based on social class (grouped according to five classes based on the
Registrar-General’s classification of occupations) (Brotherston 1976). These
differentials attracted considerable attention with the release in 1980 of the report of
the Working Group on Inequalities in Health (known as the Black Report) (Townsend,
Davidson 1982), which found that between 1931 and 1970-1972 there had been a
widening of social class mortality differentials for working age males. These British
findings have been since confirmed by others (see, for example, Whitehead 1988;
Davey Smith, Bartley, Blane 1990; Fox, Goldblatt, Jones 1990), who found:

» socioeconomic differences in mortality for males and females using housing tenure,
car ownership and employment grade in the civil service as different measures of
socioeconomic status

+ mortality differences according to employment status, with unemployed males
having higher mortality rates than employed males.

Differentialsin mortality by educationlevel have also been demonstrated in the United

States (Feldman et al. 1989), and by occupation, education and area socioeconomic

disadvantage in European countries (Valkonen 1989; Leclerc 1989). These differentials

are present for most major causes of death, including diseases of the circulatory system,
chronic respiratory disorders, injuries and many cancers.
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Australian morbidity differentials reported here are consistent with overseas
evidence. There are:
= stronger socioeconomic differentials for chronic illness than for acute illness,

particularly for disabling chronic illness and for chronic mental illness (Townsend,

Davidson 1982; Blaxter 1989}

* stronger socioeconomic differences according to income rather than according to
occupation, with especially large differences between the health of employed and
unemployed people (Blaxter 1990) '

= greater differentials by income in the experience of ill-health in the middle years of
life (Blaxter 1990).

Overseas research also demonstrates that people of lower socioeconomic status have

greater exposure to health risk factors, especially a higher prevalence of smoking and

less exercise {for Australian evidence, see ‘Sociodemographic differentials in risk
factors’, page 226). The relationship between sociceconomic status and diet and excess
alcohol intake is not clear. Dietary differences have not been investigated extensively
in Australia, but research in Britain found that people in non-manual occupational
groupings consumed more fibre, fruit and polyunsaturated fats than did those in the

manual occupational groupings (Blaxter 1990).

However, overseas research demonstrates that there are still socioeconomic
gradients in mortality and morbidity even after the adverse risk factors of lower
socioeconomic groups are taken into account (Marmot, Shipley, Rose 1984; Blaxter
1990).

Trends in health differentials

All the health differentials reported here are from cross-sectional surveys, or from
health data for a given period of time] The Institute plans to analyse for changes over
time the three national health surveys which have been conducted to date by the ABS
(1977-1978, 1983 and 1989-1990).

For the moment, the trends in specific diseases provide some evidence about
differentials. For example, the decline between 1969 and 1978 in ischemic heart
disease mortality of Australian males was substantially greater for professional than
for blue-collar workers (Dobson et al. 1985). This difference may be related to the
widening differential between professional and blue-collar workers in the prevalence
of tobacco smoking (Hill, White, Gray 1988) and/or in participation in vigorous
physical activity (Bauman 1987). It may also reflect the lesser impact of health
promotion messages among socioeconomically disadvantaged groups (Health
Targets and Implementation Committee 1988).

Assessment of trends in differentials needs to be undertaken with caution, as there
are potential problems with changes in the composition of the population groups
being compared. However, there is a growing volume of evidence that health
differentials in some countries are widening (Delamothe 1991; Valkonen 1989;
Mackenbach, Stronks, Looman 1989; Feldman et al. 1989).

The trend in Britain is clear—the death rates of those in the two highest social
classes have declined relatively more than those in the lowest class—and
methodological problems are unlikely to explain more than one-sixth of these
changes (Wilkinson 1986).

In reviewing these trends in Britain, a recent editorial in the British Medical Journal
commented that health differentials had increased alongside a widening differential
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in income distribution (Smith 1990). Although the social causes of ill-health are not
well understood, the differences in health status in Britain had become more striking
as the poverty gap widened.

Explanations for health differentials

Health differentials can be considered in relation to specific conditions and risk factors

(for example, death rates from lung cancer or prevalence of smoking) or in relation to

general patterns of health. It is important to study the reasons for condition-specific

health outcomes, but the consistency of differentials of mortality, disability and
morbidity, in Australia and overscas, suggests that there are general explanations for
these patterns. )

As previewed in Section 1.4 (page 18), these general explanations may be grouped
under five headings:

e artefactual—documented health differentials are an artefact of the way the research
has been conducted, particularly the classification systems used to measure
socioeconomic differences

¢ social selection—differences in biology or heredity result in selection into different
socioeconomic strata according to health status (of an individual or his/her
parents)

» culturalfbehavioural—the differentials reflect the more unhealthy behaviour
(lifestyle) of lower socioeconomic groups

* structural-~the differentials result from the impact on certain groups of an adverse
social and economic environment, such as poor working conditions or relatively
low levels of economic resources, which reflect the way society is structured

e differences in access to health services.

Artefactual explanation

According to this explanation, documented health differentials are largely a product
of the methods used to derive the statistics. As noted in ‘Socioeconomic differentials’
(page 180), there are considerable problems in the estimation of death rates for
occupational groups using data derived from death registration and population
censuses, particularly for the examination of trends. However, British studies which
have avoided these problems found the same general patterns of differentials (Fox,
Goldblatt, Jones 1990).

Concemns also arise about the validity of self-reported data on health and illness.
There certainly are problems with the use of self-reported health status in the analysis
of differentials, since perceived norms may vary by age, sex, education,
socioeconomic status or health experience. On the other hand, self-reporting of
symptoms has been found to be correlated with doctors’ assessments (Blaxter 1990),
and self-reported global health (as poor through to excellent) is a good predictor of
mortality (Mossey, Shapiro 1982; Idler, Kasle, Lemke 1990). As well, the remarkably
steep and regular gradient of differentials by virtually any measure of socioeconomic
status suggest the differentials are real.
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Social selection and selective mobility

The second major class of general explanations for health differentials relate to social
mobility. These explanations suggest that less healthy people move down the
socioeconomic scale and /or healthier people are more likely to move up the scale.
Sclection effects are likely to be a factor in explaining the very much poorer health of
working age males outside the labourforce (see ‘Socioeconomic differentials’, page
180), and may also contribute to the poorer health status of unmarried adults and
unemployed persons.

British studies have demonstrated that poorer health can influence sociceconomic
status (Wadsworth 1986; Hisley 1986), but others have found that there is still a strong
correlation between ill-health and socioeconomic status after taking account of the
effects of social selection (Blaxter 1990; Fox, Goldblatt, Jones 1990). The steadily rising
differentials in mortality between unemployed and employed people who are
followed over time, suggest there are additional adverse health effects associated
with unemployment (see ‘Socioeconomic differentials’, page 180).

In summary, selective mobility may be important at somne life stages and in certain
groups, but it is not thought to be a major cause of the health differentials between
SOCIOECONomIC groups (Fox, Goldblatt, Jones 1990; Wilkinson 1986; Power, Manor, Fox
1991).

Behavioural litestyle Influences

Behavioural explanatlons seek_to ecxplain the lower health status of lower
socioeconomic | groups in terms of the adverse hfestyles of members.of-these groups.
Thatis, such éxplanations | ‘focuson theindividual .. .emphasising unthinking, reckless
or irresponsible behaviour or incautious lifestyle as the moving determinant of poor
health status’ (Townsend, Davidson 1982:119).

Itis true that the rates of a number of behavioural lifestyle factors (such as smoking)
are higher for lower socioeconomic groups (see ‘Sociodemographic differentials in
risk factors’, page 226), but the factors contributing to these differences are not clear.
More importantly, lifestyle differences do not appear to be the major reason for
socioeconomic differentials in health. In Britain, adjustment for lifestyle differences
reduced social class mortality gradients by only a quarter (Marmot, Shipley, Rose
1984). Other work in Britain found that social circumstances affected behaviour, but
that the effect was not simple: ‘If circumstances are good, “healthy” behaviour
appears to have a strong influence upon health. If they are bad, then behaviour made
rather little difference’ (Blaxter 1990:216). This suggests that lifestyle and structural
factors are interwoven. Somoeconomlcally disad vantaged people may be constrained
in the choices ces they ¢ 7 can make fo engage in a healthy liféstyle- Thesg ¢onstraints may be

economic and/or cultural, and they 1 may relate to the need to compensate for and
cope With a difficult, unrewarding or stressful lifé Ta "addition, their choices may be
limited by la lack of knowledge. Lack of knowledge is influenced not only by level of
education, itself p0551b1y a result of structural factors, but also by a person’s capacity
(including economic capacity) to participate in the range of activities and institutions
in a community through which much information and knowledge is generated and
shared.
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Structural factors
Structural explanations for health differentials attribute most of the differentials to the

social structure governing the distribution of resources in society. Aspects of social

circumstances which could cause health differentials are:

» the level of economic resources, which will affect capacity to purchase goods and
services and to participate in social activities

« the living environment, including the quality of housing and of the local physical
environment

» the working environment, including the type of work undertaken and working
conditions

¢ social support.

Difference in access to eCOnorr"Licle;sgurces is most usually measured by difference in

income. Many researchershave concluded that dlfference inincomeis one = of the most

critical factors behind health différentials: ™" T

« income and social support were the two key factors explaining differences in health
in a lifestyle survey (Blaxter 1990)

* being in a large or one parent family, and being in a family with low income and
poor housing, were the two criteria that consistently selected disadvantaged
children from other children (Blaxter 1986)

e income was most significantly correlated with health differentials among
Australians (National Health Strategy 1992)

¢ international comparisons show a close association between income and mortality
differentials (Wilkinson 1990, 1992).

Low income can contribute to health differentials directly throughinability to purchase

goodf,_ag_gl__s_er\nces that influence health (such asac adequate nufrition and good quality

housing) or indirectly through reduced parhapahon in society.

The direct effect is likely to be most important in childhood. Childhood deprivation
is frequently mentioned as a key factor in contributing to health differentials in adults,
as well as children (Lundberg 1991; Marmot 1986). There is evidence for an
association between social and economic circumstances in early childhood, and
differences in adult death rates from coronary heart disease and some respiratory
disorders (Shiell 1991). A considerable part of the health differentials found in a large
sample of young British adults were explained by childhood circumstances,
including factors relating to ‘inheritance at birth’, childhood sociceconomic
characteristics and educational achievement (Power, Manor, Fox 1991).

Differences in physical living environments (such as in housing quality, water
supply, air pollution and hazardous.industrial.and.commercial waste) contribute to
health differentials. In Australia, poor physical environments contribute to the poor
‘health status of Aboriginal people, but there is less evidence about the environmental

© contribution to health differentials among other Australians. Analyses conducted by
the Australian Institute of Health and Welfare for the National Health Strategy (1992)
found that the self-reported health of people who lived in socioeconomically
deprived areas in Australia was significantly worse than that of other Australians,
even after adjusting for individual differences in income, education level,
employment status and other social factors.

Some authors have argued that the working environment is a prime source of

socioeconomic differentials in health, acting through differences.in the.characteristics
of the labour process and in the environment itself (Lundberg 1991). It is extremely
difficult t5 disentangle such effécts from the associated income differences.
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Data from the 1989-90 NHS suggest that occupational differences in reported
illness rates are reduced after controlling for income, education and area of
socioeconomic disadvantage, but that significant health differentials remain
(National Health Strategy 1992).

Low income can also influence health through its effects on people who cannot
afford to participate fully in the normal activities of their community. It is believed to
be an important aspect in developed countries—a person’s income may be enough to
maintain a basic standard ofliving, butlow income can have important marginalising
effects influencing health (Wilkinson 1990).

Differences in social support are also believed to contribute to health differentials
between vanm‘p‘s (MaFmot 1986; Blaxter 1990), but there have been very few
Australian studies. Such factors could contribute to the differénices in health between
married and unmarried people.

Psychosocial mechanisms are increasingly regarded as being important to the
relationship between social circumstances and _heaith_differentials—through the
marginalising effects of low income and uncmployment, the nature of work
organisation, and the. lack of social support (National Health Strategy 1992). These
mechanisms may also contribute to the persistence of socioeconomic gradients across
different causes of death and disease and over time, despite changes in the incidence
of disease.

Access to health care

Aaustralian evidence (McClelland 1991b; National Health Strategy 1992) and overscas

studies (O'Donnell et al. 1991; Macintyre 1989) show the following consistent findings:

* lower socioeconomic groups use more health services (such as medical and hospital
services) but their use is not necessarily greater when their poorer health is taken
into account

4 ® lower socioeconomic groups are more likely to delay seeking treatment and use

fewer preventive, ecarly intervention and screening services, and fewer
rehabilitation and after-care services

= the cost of services can be a greater deterrent to the use of services by lower
socioeconomic groups.

/With the possible exception of preventive and carly intervention services, the

contribution of the health care system to health differentials is regarded as much less

important than the influence of social circumstances and lifestyle factors (National

"Health Strategy 1992).

Summary and conclusions

Following the release in 1980 of the Black Report, the debate on health differentials has
focused largely on general explanations for the differentials, particularly on the
contributions of lifestyle and structural factors. There has been an increasing emphasis
on individual circumstances and the inter-relationship between these and social
structures. These interrelationships have been conceptualised by British researchers
{(Power, Manor, Fox 1991) in a framework which also takes account of inter- and
intra-generational pathways (Figure 4.9). Such a framework should assist in the
longitudinal studies which are essential to disentangle and understand the causal
pathways.
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Ditferentials by age and sex

Even by the broad age groups used in this analysis, there are differentials by age in the
prevalence of the various risk factors (Table 4.16). From information reported to the
1989-90 NHS, the prevalence of overweight or obesity and of physical inactivity was
markedly higher for working age adults than for young adults, both for males and
females. In contrast, the reported prevalences of smoking and alcohol risk decreased
between these age groups, and were even lower for older people.

For all age groups, a significantly higher proportion of males than females reported
heights and weights that placed them in the categories of overweight or obese, but the
differential decreases with age. In contrast, for young adults and older people,
participation in physical exercise for recreation, sport or health/fitness reasons was
reported more frequently by males than females.

For young adults, the prevalence of smoking was the same for males and females,
with 36 per cent reporting being smokers. Above this age group, significantly more
males than females reported smoking. From reported information, substantially more
males than females were assessed as at risk from alcohol, particularly working age
adults.

Table 4.16: Differentials in risk factor prevalence rates by age group and sex, 1989-1990

Raie™
Age group | Risk factor Males Females Rate ratio
Children
Not breastfed (0—4 years) 225 234 0.96
Immunisation (0-6 years) 819 82.8 099
Young adults (£5-24 years)
Overweight and obesity 21.1 12.8 1.65*
Physical inactivity 21.4 24.1 0.89 *
Smoking (18 years and over) 359 359 1.00
Alcohol risk (18 years and over) 17.1 10.1 1.70*
Working age adults (2564 years)
Overweight and obesity 48.6 328 148+
Physical inactivity 376 35.9 1.05
Smcking 338 256 1.32*
Alcohol risk 157 7.6 2.06*
Hypettension 17.2 11.2 1.54*
Elevated cholesterol 17.6 153 1.15*
Older people (65 years and over)
Overweight and obesity 436 374 1.16*
Physical inactivity 317 4549 082+
Smoking 159 10.9 145+
Alcohol risk 6.5 44 1.46*

(a) All rates age-siandardised 1o 1988 total Australian population.
* p<001

Soarce:  Australian Institute of Healith and Welfare, derived from ABS 1989-90 National Health Survey and
National Hean Foundation 1989 Risk Factor Prevalence Survey

In contrast to the findings of the 1989-90 NHS, in which higher proportions of
females than males reported hypertension as a recent illness or a long-term health
condition, measurements taken as part of the 1989 RFPS revealed a significantly
higher prevalence of hypertension among males than females. Blood lipid analysis
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undertaken by the 1989 RFPS also found that males had higher levels of elevated
cholesterol than did females.

There were no significant differences between males and females in the proportions
immunised or who were breastfed.

Differentials by education
The proportions of children aged up to 5 years who were breastfed differed
significantly according to the education level of their parents. Maleand female children
whose parents had a mediumlevel education had a 69 per cent higher rate of not being
breastfed than did children whose parents had a high level of education. Compared
with children whose parents had a high level of education, the differentials for those
whose parents had a low education level were even greater—161 per cent higher rate
of not being breastfed for males, and 133 per cent for females. For males (but not for
females) aged 1 to 6 years, there was a tendency for rates of immunisation to decrease
with decreasing education level of their parents, but the rates did not differ
significantly.

For workmg age adults,_overwelght or obesity, physical inactivity and smoking

similar for older people but fewer of the dlfferences were sugmfu:ant

Table 4.17: Selected risk factor differentials by education level, age group and sex, 1989-199%)

Rate ratlo®

Overweight !  Physical Alcohol Hyper- Elevated
Age group | Education level obesity  inactivity  Smoking risk tension cholesterol
Males
Working age adults {25-64 years)
High 1.00 1.00 1.00 1.00 1.00 1.00
Medium 1.09* 131+ 1.37+* 116* 1.07 1.02
Low 122+ 1.80* 1.85+% 1.30 1.27+* 1.02
Older people (65 years and over)
High 1.00 1.00 1.00 1.00 na na
Medium 1.10 1.25 1,05 1.05 na na
Low 1.16 1.56* 1.31 099 na na
Females
Warking age adults (25-64 years)
High 1.00 .00 1.00 1.00 1.00 1.00
Medium 129+ 134+ 1.42* 0.87 175 1.23
Low 1.68 * 173+ 167+ 0.76 216+ 1.14
Older people (65 years and over)
High 1.00 1.00 1.00 1.00 na na
Medium 1.11 1.30+ 1.15 0.76 na na
Low 137 % 1.55* 1.10 038~ na na

(a) Differentials are shown as the ratio of the rates for the mediurn and low educetion groups to those of the high
education group. All rates age-standardised to 1988 total Australian population.
* p<001

Source: Australian Institne of Health and Welfare, denved from ABS 1989-90 Nationa! Health Survey and
National Hean Foundation 1989 Risk Factor Prevalence Survey

Alcohol risk in working age males increased as education level decreased, but the
differential was significant only between high and medium education levels.
Interestingly, alcohol risk for females tended to decrease as education level decreased,
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but the difference was significant only for older women of high and low education
levels.

The following results on differentials in hypertension and elevated blood
cholesterol are not based on the same definitions of education levels used by the
1989-90 NHS. For these data, derived from the 1989 RFPS, low education was defined
as not having completed high school (year 12 or equivalent), medium as having
completed high school, and high as having tertiary qualifications.

For working age males and females, the prevalence of hypertension increased as
education level decreased. For males, the only significant differential was between
high and low education levels (27 per cent difference). For females, the differences
between high and medium education (75 per cent) and between high and low
education (116 per cent) were significant. Biood cholesterol levels tended to rise as
education levels decreased, but none of the differences were significant.

Ditferentials by employment status

For males aged up to 5 years, the rate of not being breastfed was significantly higher
(66 per cent) for those with neither parent employed than for those with at least one
parent employed. For females, the difference was similar (65 per cent) and significant.
Differences inrates of immunisation did not differ significantly between children aged
1 to 6 years according to employment status of their parents.

For working age adults, the differences in risk factors according to employment
status were not consistent (Table 4.18). Smoking prevalence differed significantly
between employed and other males, and between employed and unemployed
females. The only other significant differences between employed and other people
were:

* overweight or obesity—24 per cent higher rate for females not in the labourforce

» physical inactivity—27 per cent lower rate for unemployed females

e alcohol risk—lower rates for males and females not in the labourforce

¢ hypertension—higher rates for unemployed males (57 per cent higher) and for those
not in the labourforce (72 per cent higher)

Table 4.18: Selected risk factor differentials by employment status and sex, working age adults
(25-64 years), 1989-1990

Rate ratfo®

Overweight ! Physicel Alcohol Hyper-  Elevated
Employment status cbesity inacitivity  Smoking risk tension cholesterol
Males
Employed 1.00 1.00 1.00 1.00 1.00 1.00
Unemployed 0.98 0.83 1.53+ 0.99 1.57* 0.84
Not in labourforce 0.97 0.93 140+ 071+ 172+ 1.20
Females
Employed 1.00 1.00 1.00 1.00 1.00 1.00
Unemployed 1.14 073+ 1.43 * 0.99 0.45 1.55
Not in labourforce 124+ 0.99 1.02 0.55* 1.20 1.06

(a) Differcntials are shown as the mtio of the rates for the unemployed and not in labourforce groups to those of

the employed group. All rates age-stendardised to 1988 total Australian population.
-
p<0.01

Source:  Australian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey and
National Heart Foundation 1989 Risk Factor Prevalence Survey
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Difterontials by occupation

Occupation was classified into the ASCO Major Occupation Groups (see Box 4.4, page
185), with children classified according to their parents’ occupation. The only analyses
undertaken were for children and for working age adults, and differentials were
calculated relative to the ‘professional” category.

For children, the only significant difference was for girls whose parents were
labourers—they had a 94 per cent higher rate of not being breastfed than did female
children of professionals.

The most striking differences between professionals and other occupational groups
were the very much higher rates of smoking among the more physically-related
occupations (tradespersons, plant and machine operators, and labourers). These
occupations reported rates of smoking twice as high as did professionals, both for
males and females (Table 4.19). Rates of smoking for the other occupations were also
significantly higher than those for professionals.

Table 4.19: Selected risk factor differentials by accupation and sex, working age adults
(25-64 years), 1989-1990

Rate ratio®?

Overweight!  Physical Alcohol Hyper-  Elevated
Occupation obesity  inactivily  Swmoking risk tension cholesterol
Males
Professionals 1.00 1.00 1.00 1.00 1.00 1.00
Managers and administrators 1.30* 1.94% 152+ 1.05 1.07 1.13
Para-professionals 124+ 1.57* 1.44* 1.10 1.30 0.84
Tradespersons 1.16* 231~ 1.97 % 1.5 146+ 0.88
Clerks 1.13 1.59* 1.62% 1.19 142 1.10
Sales and service 1.20 1.57* 1.74% 1.29 1.10 1.20
Plant and machine operators 1.42 % 2.65* 2.19* 1.61* 1.19 0.78
Lsbourers and related workers 1.20* 2.60* 2.28* 147+ 1.13 0.98
Females
Professionals 1.00 1.00 1.00 1.00 1.00 1.00
Managers and administrators 1.25 1.61 * 1.56+ 1.12 1.27 1.20
Para-professionals 1.27 1.21 1.50* 0.76 262+ 1.33
Tradespersons 1.52* 1.53* 2,11 % 1.00 0.60 1.29
Clerks 1.16 129+ L51* 0.86 1.84+% 1.46
Sales and service 1.06 1.64% 1.84+ 0.86 1.44 1.19
Plant and machine operators 1.50 204+ 1.94* 0.45 1.00 1.25
Labourers and related workers 158 * 1.96* 2.15% 0.75 208* 1.75 *

(a) Differentials are shown as the ratio of the rates of the other occupational ¢ategories to those of the professional
category. All rates age-standardised to 1988 total Australian population.

L3
p<0.0]

Source: Austmlian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey and
National Heant Foundation 1989 Risk Factor Prevalence Survey
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The much higher reported rates of physical inactivity for tradespersons, plant and
machine operators, and labourers need to be seen within the context of overall
physical activity. It is perhaps understandable that those who have physically
demanding jobs undertake less physical activity outside working hours. Other
groups which reported significantly higher rates of physical inactivity than did
professionals were:

o managers and administrators—males 94 per cent higher and females 61 per cent
higher

e para-professionals—males 57 per cent higher

e clerks—males 59 per cent higher and females 29 per cent higher

e sales and service—males 57 per cent higher and females 64 per cent higher.

Compared with professionals, combinations of heights and weights classified as

overweight or obese were reported significantly more frequently by:

o managers and administrators—males 30 per cent higher

s para-professionals—males 24 per cent higher

s tradespersons—males 16 per cent higher and females 52 per cent higher

* plant and machine operators—males 42 per cent higher

 labourers—males 29 per cent higher and females 58 per cent higher.

The differences between occupation groups inrates of alcohol risk wereless consistent,

with only males classified as tradespersons, plant and machine operators, and

labourers reporting significantly higher rates than professionals. For females, many

groups reported less alcohol risk than did professionals, but the difference was not

significant for any occupational group.

For males, hypertension was 46 per cent more frequent among tradespersons than
professionals. For females, rates of hypertension were significantly higher for
para-professionals (162 per cent), clerks (84 per cent) and labourers (108 per cent) than
for professionals.

The only significant difference in rates of elevated cholesterol was between female
labourers and professionals, with labourers having a 75 per cent higher rate.

Differentials by income

As in Section 4.1, differentials according to income have been assessed according to
high, medium and low ‘equivalent family income’ (income adjusted to allow for family
composition—see Box 4.6, page 190). The differentials have been assessed relative to
the high income group.

Female children aged 0 to 4 years in a family with low equivalent income had a 41
per cent higher rate of not being breastfed than did children in a family with high
income. No other differentials for children were significant.

Reported rates of physical inactivity and smoking tended to be higher for people
with medium and low incomes, and rates of alcohol risk tended to be lower (Table
4.20). For females, but not for males, reported rates of overweight or obesity tended
to increase as family incomes decreased.

For people aged 15 to 24 years, compared with those with a high income, the only
significant differences were:

* overweight or obesity—79 per cent more frequent for low income females
* physical inactivity—higher rates for males of medium income (35 per cent higher)

and low income (47 per cent higher), and for females of low income (30 per cent
higher)
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» smoking rates—higher for females of medium income (28 per cent higher) and low
income (36 per cent higher).

For working age malesand females, the differentialsin physicalinactivity and smoking
increased as income level decreased. For females, a similar increase occurred for
overweight or obesity. In contrast, alcohol risk decreased with income level,
significantly so for males of low income and for females of medium and low income.
Rates of hypertension increased as income decreased—compared with males with a
high income, the rate was 26 per cent higher for those with a medium income and 31
per cent higher for those with a low income. For females, the trend was the same, but
only the difference between the high and low income groups (40 per cent higher} was
significant. There were no significant differences between income groups in rates of
rubella immunisation or in elevated cholesterol levels.

Table 4.20: Selected risk factor differentials by equivzlent family income, age group and sex,

1989-1990
Rate ratlo®
Age group | Equivalent Overweight!  Physical Alcohal Hyper- Elevated
family income obesity  inactivity  Smoking risk tension  cholesterol
Males
Young adults {15-24 years)
High 1.00 1.00 1.00 1.00 na na
Mediom 0.98 135* 1.19 0.99 na na
Low 0.97 1.47* 1.21 0.84 na na
Working age adults (25-64 years)
High 1.00 1.00 1.00 1.00 1.00 1.00
Mediam 0.99 1.34% 1.15+* 0.95 126+ 1.10
Low 1.02 139+ 141 % 0.79* 131+ 1.13
Older people (65 years and over)
High 1.00 1.00 1.00 1.00 na na
Medium 1.06 1,27+ 1.42 076 na na
Low 1.01 135+ 2.18* 1.15 na na
Females
Young adults (15-24 years)
High 1.00 1.00 1.00 1.00 na na
Medium 137 1.16 1.28* 097 na na
Low 1.79* 1.30* 1.36* 0.69 na na
Working sge adults (25-64 years)
High 1.00 1.00 1.00 1.00 1.00 1.00
Medium 125+ 1.17* 1.21* 0.62 * 1.24 0.97
Low 1.47* 1.28* 141#% 0.52* 1.40* 0.96
Older people (65 years and over)
High 1.00 1.00 1.00 1.00 na ne
Medinm 1.16 1.22 1.15 0.47+ na na
Low 1.18 117 1.55 0.50* na na

(a) Differentials are shown as the ratio of the rates for the medium and low income groups to those of the high
income group. All rates age-siandardised to 1988 total Australian populaticn.
* p<0.0]

Source: Australian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey and
National Heart Foundation 1989 Risk Factor Prevalence Survey
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For older people, the significant differences were:

¢ physical inactivity—higher rates for males of medium income (27 higher) and low
income (35 per cent higher) than for those of high income

» smoking—118 per cent more frequent for low income than high income males

¢ alcohol risk—lower rates for females of medium income (53 per cent lower) and low
income (50 per cent lower) than for those of high income.

Differentials by area of socloeconomic disadvantage
For this analysis, which does not include hypertension and blood cholesterol,
differentials are relative to the quintile containing persons living in the least
disadvantaged areas (see Box 4.7).

There were no significant differentials for children aged under 15 years of age, and
only two for people aged 15 to 24 years (Table 4.21):
* overweight or obesity—52 per cent more frequent for females in the second quintile

than for those in the first quintile
e physical inactivity—34 per cent higher rate for females in the fifth quintile.
Differences between areas of socioeconomic disadvantage were most consistent for
people aged 25 to 64 years. Compared with males and females living in areas of least
disadvantage, those living in the three most disadvantaged groups of areas had
significantly higherrates of physical inactivity and smoking (Table4.21). Malesin these
three groups also had higher rates for alcohol risk, as did females for overweight or
obesity. Rubella immunisation rates for females aged 25 to 44 years were lower in the
more disadvantaged areas, butsignificantly so only for the areas of most disadvantage
(10 per cent lower rates).

For people aged 65 years and over, the differences were less consistent, and the only
significant ones related to rates of physical inactivity, particularly for females.

State, Territory and regional differences

Geographic differences in the prevalence of risk factors were assessed for States and
Territories, and for metropolitan and non-metropolitan areas. Metropolitan areas were
defined as the capital city statistical divisions for the six Statesand all of the Australian
Capital Territory. Non-metropolitan areas comprised all other statistical divisions,
including all of the Northern Territory.

State and Territory differentials were calculated relative to the total Australian
figure, and region differentials relative to the metropolitan rate. As the 1989 RFPS
included only residents of capital cities, hypertension and blood cholesterol were not
included in this analysis of regional differences (see ‘Differentials in coronary heart
disease risk factors by capital cities’, page 235, for detailed analysis of data on these
and other risk factors from the 1989 RFPS).

The only significant differential for children aged under 15 years was that females
in South Australia had a 60 per cent higher rate of not being breastfed (due to the
small sample size, the rate for not breastfeeding for the Northern Territory could not
be calculated).

There were no significant differentials between the States and Territories for people
aged 15 to 24 years.

For people aged 25 to 64 years, the only 51gn:ﬁcant differences from the
Australia-wide figures were:

* alcohol risk—134 per cent higher for Northern Territory males, 13 per cent higher for

New South Wales males, 17 per cent lower for Victorian males
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Table 4.21: Selected risk factor differentials by quintile of socioeconomic disadvantage,
age group and sex, 1989-1990

Rate ratio™®

Age group | Quintile of Overweight / Physical
socioeconomic disadvaniage obesity tnactivity Smoking Alcohol risk
Males
Young adults (15-24 years)
First quintite 1.00 1.00 1.00 1.00
Second quintile 1.06 1.13 1.16 091
Third quintile 1.03 1.26 1.04 097
Founh quintile 1.18 1.19 1.02 0.90
Fifth quintile 1.13 1.07 1.24 0.97
Working age adulis (25-64 years)
First quintile 1.00 1.00 1.00 1.00
Second quintile 1.02 1.19* 1.13 1.18
Third quintile 1.06 129+ 127+* 133+«
Founh quintile .06 134* 130+ 1.34 %
Fifth quintile 0.99 126 * 1.43 * 1.44 >
Older people {65 years and over)
First quintile 1.00 1.00 1.00 1.00
Second quintile 1.09 132 1.0 0.90
Third quintile 0.93 127 1.53 0.82
Fourth quintile 1.07 1.49 * 1.40 0.92
Fifth quintile 1.05 1.25 1.47 112
Females
Young adults (15-24 years)
First quintile 1.00 1.00 1.00 1.00
Second guintile 1.52* 1.16 1.16 0.87
Third quinitle 1.20 1.11 1.08 1.01
Fourth guintile 1.20 1.26 1.28 0.90
Fifth quintile 1.03 134+ 1.22 0.97
Working age adults (25-64 years)
Firs1 quintile 1.00 1.00 1.00 1.00
Second quiniile 1.11 1.08 1.25% 0.79
Third quintile 1.24 * 1.17* 132+ 0.90
Fourth quintile 129+ 1.20* 1.42* 0.81
Fifth quintile 1.23 + 1.17* 1.53* 095
Older people (65 years and over)
First quintile 1.00 1.00 1.00 1.00
Second quintile 1.02 1.09 0.93 0.83
Third quintile 1.16 1.31* 1.13 0.81
Fourth quintile 1.25 1.30* 1.15 059
Fifth quintile 1.17 1.27* 1.32 1.05

(a) Differentials are shown as the ratio of the rates of the other quintiles of socioeconomic disadvantage to the
first quintile. All rates age-standardised 1o 1988 total Australian population.

+ p<001

Source: Australian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey and
National Heart Foundation 1989 Risk Factor Prevalence Survey
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» hypertension—36 per cent lower for Northern Territory males, 19 per cent lower for
Tasmanian males, 47 per cent higher for Queensland females, 35 per cent higher for
Tasmanian females, 19 per cent lower for females in the Australian Capital Territory
and 17 per cent lower for Northern Territory females

 clevated cholesterol—51 per cent more frequent for males in Tasmania, 15 per cent
less frequent for males in the Northern Territory, 73 per cent higher rate for females
in Tasmania, 34 per cent higher for females in Western Australia and the rate was
16 per cent lower for Northern Territory females.

Compared with residents of metropolitan areas, the significant differentials were:

¢ physical inactivity—15 per cent more frequent for non-metropolitan males aged 25 to
64 years, 28 per cent higher for non-metropolitan males aged 65 years and over, and
16 per cent higher for non-metropolitan females in that age group

s smoking rate—11 per cent higher for non-metropolitan females aged 25 to 64 years

* alcohol risk—28 per cent higher for non-metropolitan males aged 25 to 64 years.

Summary
There are significant differentials in the levels of a number of risk factors between
various sub-groups of the Australian population.

While the prevalence of smoking and alcohol risk decreased with age, the
prevalence of physical inactivity and overweight or obesity increased. The prevalence
of most risk factors was higher for males than females at all ages, except for physical
inactivity, which was more common for fernales than males in the young and older
adult years.

Risk factor levels were strongly related to socioeconomic status, with both males
and females of low socioeconomic status generally having higher levels than those of
high socioeconomic status. The most notable exception was alcohol risk, for which
ferales of low socioeconomic status had a lower risk than those of high status. The
most consistent and strongest gradient in risk factor levels by socioeconomic status
was for smoking. The differential in the prevalence of smoking between groups of low
and high socioeconomic status was up to two-fold.

Differentials in coronary heart disease risk factors by capital cities

Asnoted in Section 2.5, the 1989 RFPS measured height, weight and blood pressure,
undertook blood lipid analysis, and utilised a self-reported questionnaire to collect
data on behavioural risk factors. This section considers the differentials between the
eight capital cities for hypertension, total cholesterol levels, overweight or obesity,
smoking, and exercise during leisure time. In preparing comparable estimates of the
prevalence of these risk factors, the effects of differences in the age structures of the

surveyed populations have been eliminated by using the World Standard Population
as the standard.

Hypertension

Darwin had the lowest proportion (10 per cent) of men assessed as being hypertensive
(see Table 4.22, including footnotes) and Melbourne the highest (20 per cent).
Melbourne also had the highest proportion of untreated hypertensive males (12 per
cent). For women, the prevalence of hypertension waslowest (slightly more than 10 per
cent) in Perth, Darwin and Canberra, and highest in Hobart (16 per cent) and Brisbane
(17 per cent) (Figure 4.21).
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Of men assessed as being hypertensive, Darwin had the lowest proportion who
were treated but uncontrolled (8.7 per cent). In the other cities, the proportion of male
hypertensives who were treated but uncontrolled ranged from 18 per cent (Adelaide)
to 24 per cent (Canberra). Among women, treated uncontrolled hypertensives, as a
proportion of hypertensives, ranged from 16 per cent in Darwin to 26 per cent in
Brisbane.

For all cities, men were less likely to have had their hypertension detected than
women. Untreated hypertensives, as a proportion of total hypertensives, ranged from
44 per cent (Perth) to 59 per cent (Darwin) for men, and from 24 per cent (Perth) to 34
per cent (Sydney) for women.

Table 4.22: Hypertension by capital city and sex, 1989

(Per cent)
Hypertension Sydney Melb. Bris. Perth Adel. Hobart  Canb. Darwin
Males
Hyperiensives
Controlled® 4.3 49 37 4.7 52 3.8 14 33
Treated, uncontrolled™® 3.8 3.8 3.9 2.8 3.2 29 42 09
Untreated(® 8.2 11.7 10,8 59 9.5 1.8 10.2 6.1
Tolal hypentensives 16.3 20.4 18.3 13.3 17.9 14.5 17.7 10.4
Normmolensivesd 83.7 19.6 81.7 86.7 82.1 85.5 82.3 89.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of cases 813 423 384 483 944 523 491 491
Females
Hypertensives
Controlled™ 56 5.8 1.1 5.6 6.8 8.0 4.8 5.8
Treated, uncontrolled®? 2.4 2.3 4.4 2.1 2.1 31 2.3 1.7
Untreated(® 4.1 3.5 57 2.4 4.0 5.0 3.5 3.0
Total hypertensives 121 1.7 17.2 10.1 12.9 16.1 10.5 10.5
Normotensives® 87.9 88.3 82.8 89.9 872t 839 89.5 80.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of cases g69 421 431 480 967 560 490 509

{a) On tablets for blood pressure, SBP < 160 mmHg and DBP < 95 mmHg.

{t) On ablets for blood pressure, SBP 2 160 mmHg and/or DBP 2 95 mmilg.

{c) Not on tablets for blood pressure, SBP 2 160 mmHg and/or DBP 2 95 mmHg.
{d) Not on tablets for blood pressure, SBP < 160 mmHg and DBP < 95 mmlig.

Note: All estimates are age standardised over the ages 20 to 69 years using the World Standard Population.

Source: AIHW, derived from National Heart Foundation 1989 Risk Factor Prevalence Survey
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Table 4.26: Prevalence and rank of major cardiovascular risk factors by capital city and sex,

1989
Risk factor Sydney Melb. Bris. Parih Adel,  Hobart Canb.  Darwin
Males
Prevalence (Per cent)
Hypertensives 16.3 20.4 18.3 133 179 145 17.7 104
Raised cholesterol 48.5 42.1 534 499 48.1 596 458 45.4
QOverweight or obese 447 53.8 49.4 49.9 55.1 534 50.0 46.8
No exercise 26.7 271 26.0 25.2 286 252 20,9 26.6
Rank(®
Hypenensives 4 8 =5 2 =5 3 =5 1
Raised cholesterol =4 1 7 6 =4 8 =2 =2
Qverweight or obese 1 =6 =3 =3 8 =6 =3 2
No exercise =5 7 4 =2 8 =2 1 =5
Females
Prevalence (Per cent)
Hypenensives 121 11.7 17.2 10.1 12.9 16.1 10.5 10.5
Raised cholesterol 4i.1 373 97.6 40.7 45.8 53.4 41.1 355
Overweight or obese 30.6 38.4 345 340 38.4 37.6 36.7 292
No exercise 243 29.1 31.0 28.3 287 278 24.7 354
Rank®
Hypertensives 5 4 8 1 6 7 =2 =2
Raised cholesterol =3 2 7 =13 6 8 =3 1
Overweight or obese 2 =7 =3 =3 =7 6 5 1
No exercise =1 =5 7 =13 =5 =3 =1 8

(a)} Foreach risk factor, cities have been ranked from = lowest prevalence to 8 = highest prevalence. Equal rank
., (=) has been given when prevalence estimates are relatively close.

Note: All estimaies are age-standardised over the ages 20 wo 69 years using the World Standard Population.

Source: AIHW, derived from National Heant Foundation Risk Factor Prevalence Survey

International comparisons of coronary heart disease risk factors

A WHO cardiovascular disease monitoring project (MONICA) has recently provided
results of baseline population surveys of risk factors in 39 collaborating centres in 26
countries (WHO MONICA Project 1989). Since the same standard methods were used
in the 1989 RFPS and in the MONICA project, these data provide an opportunity to
compare the risk factor levels in Australian capital cities with those in a number of
overseas populations. Although the surveys were not all conducted at the same time,
the majority were conducted withinarelatively shortinterval and providea reasonable
basis for comparison.

To enable comparison, the data from the 1989 RFPS were reprocessed with the
MONICA definitions of risk factors and standardised using the World Standard
Population weights. Comparisons are provided for systolic blood pressure, total
cholesterol and body mass index. Populations are ordered independently for men
and women by ascending median level of the risk factor (the tables give median, 10th
and 90th percentile values of the risk factor distributions in the various populations).
Estimates for the selected MONICA centres relate to various years ranging from
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1978-1980 (Stanford, USA) to 1986-1987 (Catalonia, Spain). Estimates for the
Australian RFPS centres relate to 1989.

Systolic blood pressure

Systolic blood pressure levels in Australian cities compare favourably with those in
overseas cities, with Australian levels generally lower than in most MONICA centres
(the figures take no account of the proportions of people who were on treatment for
hypertension). Only men in Catalonia and Iceland reported median blood pressure
levels lower than those in Darwin in 1989 (Table 4.27), and for women the level in
Darwin was lower than in any MONICA centre shown (Table 4.28).

Blood cholesterol

For women, median total cholesterol levels were lower for those living in Darwin (5.0
mmol/L)and Melbourne (5.2 mmol /L) thanin all MONICA centres except Beijing (3.3
mmol/L) (Table 4.30). Levels among Australian men were generally about average,
with the median level ranging from 5.6 to 6.0 mmol/L, compared with 4.1 mmol/L
(Beijing) to 6.4 mmol/L for the MONICA centres (Table 4.29).

Populations whose mean total cholesterol values are 4.14 mmol/L or less have little
or no clinical coronary heart disease (CHD), and populations with mean levels
between 4.14 and 5.17 mmol/L have intermediate or low CHD rates (WHO Expert
Committee 1982). Apart from Beijing, women in Darwin and women in Melbourne
were among the few populations surveyed to have a median total cholesterol level
below or around 5.17 mmol/L (Table 4.30). In the vast majority of cities, including
Australian ones, more than half the population had total cholesterol levels greater
than 5.17 mmol /L.

Body mass index

In comparison with the MONICA centres, Australian women fared better than did
Australian men. Median body mass index for women living in Darwin (23.7) and
Sydney (23.8) was only marginally below the best levels in Stanford, US (23.5) and
Glostrup, Denmark (23.5) (Table4.32). Overall, levels for women in Perth, Brisbane and
Canberra compared favourably with the MONICA centres, and levels for those living
in Hobart, Adelaide, Melbourne and Darwin were around average.

For men, median body mass index ranged from 23.4 (Beijing) to 27.5 (Kaunas,
USSR), with the best Australian cities being Darwin (25.5) and Sydney (25.6) (Table
4.31).

In terms of obesity (defined as a body mass Index greater than 30), at least ten per
cent of men and women living in the Australian cities, and in the vast majority of all
cities, were obese.
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Table 4.27: Systolic blood pressure, age-standardised percentiles for Australian ¢apltal cities and
selected MONICA Project centres, males aged 35-64 years, 1978-1989

Percentiles {mmlg)
Population No. of observalions 10th S50tk 90th
Catalonia, Spain 397 105 121 146
Iceland 657 107 123 146
Darwin, Australia 328 110 124 150
Glostrup,Denmnark 1,456 108 125 148
Ghent, Belgium 426 110 126 146
Perth, Australia 296 112 126 152
Beijing, China 618 106 126 162
Stanford, USA 434 110 127 147
Canberra, Australia 308 111 127 154
Rhein-Neckar region, FRG 739 110 128 153
Charleroi, Belgium 275 114 129 151
Adelalde, Australia 578 111 129 155
Newecastle, Australia‘® 1,219 112 129 156
Haute-Garonne, France 678 113 130 150
Brisbane, Australia 234 111 130 152
Vaud / Fribourg, Switzerland 624 112 130 153
Hobart, Australia 327 113 130 154
Sydney, Australia 526 113 130 154
Budapest, Hungary 591 110 130 160
Tamobrzeg Voivodship, Poland 1,250 111 130 160
Northern Sweden 647 112 131 i51
Luxemberg Province, Belgium 985 114 131 153
Auckland, New Zealand 1,019 m 131 155
Ticino, Switzerland 781 112 131 156
Novi Sad, Yugoslavia 606 117 132 160
Belfast, Northem Ireland 927 112 132 163
Mclbourne, Australla 253 114 133 157
Augsburg (rural), FRG 846 117 133 158
Moascow (control), USSR 775 109 133 167
Augsburg (urban), FRG 712 114 134 159
Moscow (intervention), USSR 1,165 115 134 164
Glasgow, Scotland 4938 116 134 165
Czechoslovakia 943 118 135 163
Brianza Area, Italy 615 115 136 162
Maha 656 120 136 162
Halle County, GDR 982 117 137 164
Pecs, Hungery 605 116 137 166
Bremen, FRG 640 118 139 163
Berlin-Lichtenberg, GDR 526 120 139 163
Turku / Loimaa, Finland 1,199 120 140 168
Friuli, Italy 713 120 140 170
Warsaw, Poland 1,309 119 140 174
North Karelia, Finland 1,144 121 143 169
Bas-Rhin, France 666 122 143 170
Kuopio Province, Finland 977 124 145 171

(a) WHO MONICA collaborative centre, 1983 data. Not pan of 1989 Risk Factor Prevalence Study.
Sources: WHO MONICA Project 1989

Australian Insuiuie of Health and Welfare
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Table 4.28: Systolic blood pressure, age-standardised percentiles for Australian capital cities and

selected MONICA Project centres, females aged 35-64 years, 1978-1989

Percentiles (mmHg)
Population No. of observations 10ih 5Cth 2Q0th
Darwin, Australla 308 100 114 150
Ghent, Belgiom 348 12 117 144
Iceland 703 102 118 143
Catalonia, Spain 389 101 118 146
Perth, Australia 305 102 119 148
Canherra, Australia 313 103 120 i43
Stanford, USA 520 105 120 148
Glostrup,Denmark 1,361 104 121 147
Brisbane, Australia 276 105 122 153
Charleroi, Belgium 247 107 123 147
Vaud / Fribourg, Switzerland 566 106 123 148
Auckland, New Zealand 568 104 123 150
Rhein-Neckar region, FRG 784 104 123 153
Adelaide, Australla 565 106 125 149
Haute-Garonne, France 645 105 125 150
Newcastle, Australia® 1,245 105 125 156
Melbourne, Australia 268 105 126 150
Sydney, Australla 563 107 126 151
Nerthem Sweden 614 107 126 154
Ticino, Switzerland 769 107 126 154
Hobart, Australia 332 108 127 156
Beijing, China 641 102 127 157
Luxemberg Province, Belgium Q49 108 127 157
Augsburg (urban}), FRG 679 107 128 157
Augsburg (rural), FRG 857 110 128 157
Budapest, Hungary 579 105 129 160
Belfast, Northem Ireland 023 108 129 162
Brianza Ares, Twly 630 110 131 160
Glasgow, Scotland 478 109 131 166
Tamobrzeg Voivodship, Poland 1,472 110 131 170
Novi Sad, Yugoslavia 576 113 132 160
Czechoslovakia 990 110 133 160
Bas-Rhin, France 714 113 133 166
Turku / Loimaa, Finland 1,280 114 133 166
Moscow {intervention), USSR 1,239 112 133 170
Pecs, Hungary 619 110 134 170
Moscow (control), USSR 650 112 134 179
Berlin-Lichienberg, GDR 565 115 135 163
Bremen, FRG 6538 114 135 168
Friuli, Iualy 727 112 136 166
Malta 687 119 138 165
Halle County, GDR 1,055 116 138 172
Warsaw, Poland 1,337 114 138 176
North Karelia, Finland 1,238 118 141 169
Kuopio Province, Finland 958 119 143 176

(a) WHO MONICA collaborative centre, 1983 data. Not part of 1989 Risk Faclor Prevalence Study.
Sources: WHO MONICA Project 1989

Australian Institute of Health and Welfarc
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Table 4.29: Total cholesterol, ape-standardised percentiles for Australlan capital citles and

MONICA Project centres, males aged 35-64 years, 1978-1989

Percentiles (mmolflL)

Population No. of observations 101th S0th 90th
Beijing, China 619 33 4.1 5.4
Tamobrzeg Voivodship, Poland 1,238 4.2 53 6.6
Stanford, USA 432 4.2 53 69
Warzaw, Poland 1.289 44 55 6.8
Ticino, Switzerland 751 43 55 6.9
Ras-Rhin, France 638 43 55 7.0
Melbourne, Australia 253 42 5.6 69
Darwin, Australia 328 43 5.6 6.9
Brianza Area, Italy 616 4.2 56 71
Auckland, New Zealand 1,005 45 57 7.0
Sydney, Australia 526 4.6 5.7 7.0
Perth, Australia 296 4.5 5.7 7.1
Rhein-Neckar region, FRG 1,158 4.4 5.7 12
Canberra, Australla 08 4.6 5.7 72
Budapest, Hungary 586 4.5 5.7 73
Newcastle, Ausiralia® 1,20 4.5 5.7 73
Adelaide, Australia 578 4.6 58 71
Brisbane, Australia 234 4.7 58 71
Haute-Garonne, France 659 4.5 59 13
Belfast, Northern Ircland 916 4.7 59 74
Kaunas, USSR 127 47 59 74
Haobart, Australin 327 438 6.0 1.6
Bremen, FRG 627 48 6.0 1.7
Teeland 656 5.0 6.1 7.5
Goteborg, Sweden 499 4.7 6.1 1.6
Turku f Loimaa, Finland 1,205 49 6.1 7.6
Charleroi, Belgium 266 4.7 6.1 17
Ghent, Belgium 415 4.7 6.1 7.7
Aupsburg (rural), FRG 808 4.8 6.1 78
Glasgow, Scotland 464 49 6.2 1.7
Augsburg (urban), FRG 664 4.9 6.2 7.8
Glostrup, Denmark 1,454 49 6.2 19
Kuopio Province, Finland 97 49 6.2 79
Czechoslovakia 948 50 6.3 79
Nonh Karelia, Finland 1,146 50 6.3 7.9
Vaud / Fribourg, Switzerland 620 5.0 6.3 8.1
Luxembourg Province, Belgium 989 5.0 6.4 8.1

(a) WHO MONICA collaborative centre, 1983 data, Not part of 1989 Risk Factor Prevalence Study.

Sources: WHO MONICA Project 1989
Australian Institute of Health and Welfare

247




Table 4.30: Total cholesterol, age-standardlsed percentiles for Austratian capital cities and
MONICA Project centres, females aged 35-64 years, 1978-1989

Percentiles (mmolfL)

Population No. of observations 1Gth S0th S0th
Beijing, China 641 33 42 55
Darwin, Australla 308 4.2 5.0 6.8
Suanford, USA 513 4.2 52 6.6
Ticino, Switzerland 731 4.3 52 6.6
Melbourne, Australia 268 39 52 69
Bas-Rhin, France 656 4.3 5.4 6.8
Tamobrzeg Voivodship, Poland 1,462 42 5.4 6.9
Warsaw, Poland 1,301 4.4 5.5 6.8
Brianza Area, Italy 631 4.2 55 7.0
Sydney, Australia 563 42 55 7.0
Canberra, Australia Rk 4.2 55 7.1
Perth, Australia 305 43 55 7.1
Newcastle, Australia® 1,195 4.5 5.6 73
Adeclaide, Australia 565 4.5 5.7 71
Rhein-Neckar region, FRG 1,257 4.4 5.1 7.2
Auckland, New Zealand 562 4.5 57 7.2
Haute-Garonne, France 606 4.5 5.7 T4
Brisbane, Australla 276 44 58 72
Budapest, Hungary 565 4.5 5.8 74
Charleroi, Belgium 225 47 5.8 75
Hobart, Australia 332 4.5 59 7.5
Ghent, Belgium 330 47 59 1.5
Avgsburg (rural), FRG 825 4.8 59 7.5
Kaunas, USSR 735 47 6.0 15
Vaud / Fribourg, Switzerland 544 5.0 6.0 15
Belfast, Northern Ireland 914 47 6.0 7.6
Augsburg (urban), FRG 623 49 6.0 7.1
Bremen, FRG 640 4.8 6.0 7.8
Turku / Loimaa, Finland 1,280 4.9 6.0 7.8
Gaoteborg, Sweden 547 4.7 6.0 79
Glostrup, Denmark 1,350 49 6.1 7.8
Tceland 703 5.0 6.2 7.8
Kuopio Province, Finland 988 4.9 6.2 8.0
North Karelia, Finland 1,239 5.0 6.2 8.1
Czechoslovakia 990 5.0 6.3 8.0
Luxembourg Province, Belgium 054 5.0 6.3 8.1
Glasgow, Scolland 424 49 6.4 83

(a} WHO MONICA collaborative centre, 1983 data. Not pan of 1989 Risk Faclor Prevalence Study.

Sources: WHO MONICA Project 1989
Australian Institute of Health and Welfare
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Table 4.31: Body mass index, age-standardised percentiles for Australian capital cities and
MONICA Project centres, males aged 35-64 years, 1978-1989

Percentiles (kgim?)
Population No. of observations 10th S0th 90th
Beijing, China 616 19.5 234 2716
Goleborg, Sweden 517 216 25.0 291
Tamobrzeg Voivodship, Poland 1,249 20.7 252 30.6
Auckland, New Zealand 1,019 220 254 29.5
Glasgow, Scotland 499 21.4 254 30.1
Glostrup, Denmark 1,456 21.7 254 303
Iceland . 656 21.8 254 303
Haute-Garenne, France 675 2i.5 255 298
Belfast, Northemn Ireland 924 28 25.5 0.2
Darwin, Australia 328 214 25.5 303
Brianza Area, Italy 614 219 255 303
Stanford, USA 433 21.7 25.6 29.9
Sydney, Australia 526 2.1 25.6 303
Nonthem Sweden 647 220 25.6 30.4
Moscow (control), USSR 718 216 256 30.8
Luxembourg Province, Belpium Q55 217 256 30.8
Moscow (intervention), USSR 1,145 21.8 257 304
Budapest, Hungary 592 213 25.8 30.8
Vaud / Fribourg, Switzerland 619 22.1 259 303 |
Brisbane, Australia 234 224 259 30.5
Berlin-Lichtenberg, GDR 525 219 259 30.6
Canberra, Australia 308 224 259 311
Newcastle, Australial® 1,219 222 26.0 30.8 |
Ghent, Belgiom 425 21.8 26.1 304 |
Pecs, Hungary 608 213 26.1 316 |
Rhein-Neckar Region, FRG 1,186 224 26.2 30.8
Adelaide, Australia 578 22.1 26.2 31.0
Melbourne, Australla 253 224 262 322
Perth, Australia 296 222 263 3l
Friuli, Jtaly 715 223 263 313
Hobart, Australia 327 224 263 314
Charleroi, Belgiom 276 225 26.3 315
Kuepio Province, Finland 976 221 264 316
Warsaw, Poland 1,309 2.1 26.4 31.7
Catalonia, Spain 397 220 26.5 303
Turku / Loimas, Finland 1,202 22.5 26.5 316
Novi Sad, Yugoslavia 606 22.0 26.7 312
North Karelig, Finland 1,146 226 267 31.7
Augsburg (urban), FRG 710 232 268 313
Ticino, Switzerland 781 2.7 268 31.8
Czechoslovakia 946 229 271 324
Malta 644 225 27.1 327
Auvgsburg (rural}, FRG 839 234 273 319
Bas-Rhin, France 663 22.8 213 2.5
Kaunas, USSR 728 232 275 32.1

(a) WHO MONICA collaborative centre, 1983 dawa. Not pant of 1989 Risk Factor Prevalence Study.
Sources: WHO MONICA Project 1989

Australian Institute of Health and Welfare
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Table 4.32: Body mass index, age-standardised percentiles for Australian capital cities and
MONICA Project centres, females aged 35-64 years, 1978-1989

Percentiles (kgim?)

Population No. of observations 101tk 5Cth Q0th
Glostrup, Denmark 1,360 201 23.5 30.0
Stanford, USA 520 19.7 23.5 31.8
Goteborg, Sweden 560 202 23.6 29.6
Haute-Garonne, France 644 20.0 236 302
Auckland, New Zealand 568 202 23.7 295
Darwin, Australla 308 19.8 23.7 31.0
Sydney, Australia 563 200 238 314
Beijing, China 641 19.8 239 29.5
Vaud / Fribourg, Switzerland 569 20.1 240 30.8
Iceland 704 20.5 24.2 30.5
Ticino, Switzerland 769 20.2 242 312
Perth, Australia 3os 20.7 242 315
Rhein-Neckar Region, FRG 1,292 20.4 243 30.7
Brisbane, Australia 276 203 243 312
Brianza Area, Italy 632 20.1 243 31.5
Newcastle, Australia™ 1,245 204 24.5 315
Canberra, Australia 33 20.5 24.5 315
Northem Sweden 611 20.6 24.7 3i.5
Berlin-Lichtenberg, GDR 562 20.8 24.7 320
Belfast, Northem Ireland 924 20.6 24.8 314
Hobart, Australia 332 21.0 250 31.8
Augsburg (urban), FRG 677 21 25.1 32.1
Luxembourg Province, Belgium 941 20.7 251 324
Adelalde, Australia 565 21.1 25.1 329
Turku / Loimaa, Finland 1,282 21.0 252 314
Ghent, Belgium 348 20.8 252 325
Mectbourne, Australia 268 21.0 254 325
Budapest, Hungary 580 207 255 32.4
Glasgow, Scotland 482 20.8 255 324
Friuli, Ttaly 726 213 256 326
Bas-Rhin, France 713 21.1 25.6 342
Augsburg (rural), FRG 852 215 25.8 33.2
Kuopio Provinee, Finland 990 21.7 259 327
Charleroi, Belgium 247 20,9 260 33.6
North Karelia, Finland 1,239 216 26,2 336
Catalonia, Spain 389 22.1 26.3 334
Pecs, Hungary 619 20.5 26.4 33.8
Warsaw, Poland 1,337 21.7 26.8 343
Czechoslovakia 987 223 27.2 349
Tamobrzeg Voivodship, Poland 1472 217 273 34.5
Novi Sad, Yugoslavia 576 226 274 349
Moscow (control), USSR 650 2217 27.8 36.0
Moscow (intervention), USSR 1,218 221 28.0 343
Mala 680 220 286 36.5
Kaunas, USSR 735 234 293 35.5

(a) WHO MONICA collaborative centre, 1983 data. Not part of 1989 Risk Factor Prevalence Study.

Sources; WHO MONICA Project 1989
Australian Insutute of Health and Welfare
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Part 2

Health statistics in
Australia



Health statistics:
sources, developments
and deficiencies

1 Introduction

The Australian health care system costs about $31 billion annually, and costs arc rising,
(see Section 3.1, page 92). Health careis also increasing in complexity. Decision makers
and healthmanagersatall levels require reliable and timely information to enable them
to formulate policies, plan and manage services, and assist them in making difficult
choices between competing demands for resources. The availability of, and access to,
health statistics and other health information is essential for the evaluation of current
approaches; and essential also to make them more equitable, appropriate and efficient.
As well, the public is entitled to information on how health resources are used, and the
results of that expenditure. For all these purposes, health statistics are essential (ATH
1991},

Health statistical information arises from many sources, and its collection is a
complex and costly process. Most data are derived from the health infrastructure
provided by local, State, Territory and Commonwealth governments, and the health
services provided by the private sector. Other information about health is derived
from the collections of vital statistics (births and deaths) maintained by State and
Territory Registrars of Births, Deaths and Marriages and compiled by the Australian
Bureau of Statistics. Some statistical collections are by-products of administrative
data collections, while others are specifically collected to monitor health status, health
risk factors, health services, health technology and health expenditure. Many of the
data are collected as a result of legislation or regulation, while some are collected on a
voluntary basis. National data are often an aggregation of State and Territory data,
made possible as a result of formal and informal agreements between the
Commonwealth and States and Territories.

Developments in existing data collections are often the result of data users
requesting changes to improve quality, consistency and coverage, while new
collections are initiated to meet the needs of administration, planning and research.
Changes to existing data collections may also be driven by changing classification
standards or the desire to match or link data with other collections.

Institutions, researchers, planners and service providers have a role to play in the
determination of the structure of the health data collected. Some of these data
collectors and users make their views known through membership of committees
which determine data collection standards, policy, coverage, timeliness and methods,
while others act independently.

This chapter provides a national overview of health statistical information.
Responsibility for the identification of national statistical needs, and for
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recommending priorities, lies with the National Committee on Health and Vital
Statistics (NCHVS) (see Section 2). The following section considers the components
recommended to be part of a National Health Information Agreement and Strategy.

At a national level, four agencies—the Australian Institute of Health and Welfare,
the Australian Bureau of Statistics, the Commonwealth Department of Health,
Housing and Community Services and Worksafe Australia—have responsibilities for
the development of health statistics. The nature and responsibilities of these agencies
are summarised briefly in Section 4.

The remainder of the Chapter outlines sources of health statistical information in
Australia, notes key recent developments and summarises identified gaps and
deficiencies. This material is divided into four sections—an introductory section and
sections devoted to health statistical information on health status and risk factors;
health care funding, resources and utilisation; and five special population groups.

2 National Committee on Health and Vital
Statistics

At a national level, the Australian Institute of Health and Welfare’s (AIHW) National
Committee on Health and Vital Statistics (NCHVS) isresponsible for the identification
of needs for national health-related statistics and for recommending priorities.
Membership of the Committee, which was established to canvass expert opinion and
provide leadership in the development of health related statistical collections, is:

¢ Chairperson, appointed by the Institute;

= three nominees of AHMAC;

* a nominee of the Australian Burcau of Statistics (ABS);

» anominee of the Commonwealth Department of Health, Housing and Community

Services (MHCS);

+ a nominee of Worksafe Australia;

* anominee of the Public Health Association of Australia; and

¢ a nominee of the Consumers Health Forum of Australia.

In February 1991, to assist NCHVS in identifying national health information needs
and establishing priorities, the Institute organised a Forum entitled Priorities for
national health statistics. Approximately 120 epidemiologists, statisticians, health
service researchers, health professionals, government administrators, and
representatives froma variety of government and non-government organisationsinall
States and Territories attended the two-day Forum held in Canberra.

In preparation for the Forum, the Institute sought submissions from specific
agencies and individuals, placed advertisements in national newspapers, and, in
cooperation with the Public Health Association of Australia, conducted public
consultations in capital cities. Over 100 submissions were received.

Aided by a number of commissioned background papers, and summaries of the
submissions and public consultations, the Forum considered the current state of
health statistics in Australia, identified gaps and deficiencies, and developed an
integrated package of recommendations to improve the nation’s health information
systemns (AIH 1991).

260




3 Towards a National Health Information
Agreement and Strategy

The key recommendation of the Forum on Priorities for national health statistics was to

develop a National Health Information Agreement and Strategy (AIH 1991). Initially

there would be a need for the Commonwealth, State and Territory governments to

agree on mechanisms to improve the flow of data, use existing data more effectively

and address data development issues. In the process, the interests and needs of the

non-government sector—both private and community—would need to be addressed.
The Forum also noted the need to:

« educate the Australian community about the need for, and benefits of, improved
health statistical systerns;

» increase the number of people with the expertise to analyse and interpret health
statistics;

*» give early attention to meeting identified gaps and priority needs in the Australian
health information system; and

¢ improve access to, and dissemination of, health statistics.

As identified by the Forum, the key components and objectives of a National Health

Information Agreement and Strategy would be to:

¢ make better use of existing data

+ link existing data sources

» enable datasets to be more widely available for epidemiological and health services
analysis and research

« free the flow of information between the Commonwealth, States and Territories
(this may require appropriate incentives, including financial incentives)

* improve access to existing databases by local service providers and community
groups

» develop a conceptual framework and strategy to document current activities, and
identify and deal with major gaps in data coverage, including the development of
incentives

*» develop the analytical methods needed to address related policy relevant issues,
such as equity and access.

The Forum recommendations were accepted by NCHVS and the Institute. Following

consultation with Commonwealth, State and Territory authorities, and ABS and

Worksafe Australia, the proposal for the development of a National Health

Information Agreement and Strategy was accepted at the March 1992 meeting of

AHMAC. The seven main objectives of the Agreement would be to establish:

 national priorities for health information

* national health data standards and classifications—including data quality

» guidelines and consultative mechanisms—for setting up national data collections,
promoting the more effective use of existing data, and addressing major data gaps

* guidelines for combining datasets—subject to confidentiality and privacy
requirements

* rules relating to data access and acknowledgement—applicable to all users (owner and
non-owner)

principles relating to charging policies—for data capture, provision, manipulation and
access
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» the basis for the incorporation of other health and health-related data—from the private
sector and public sectors other than the health sector.

Development of a draft Agreement, to be considered by AHMAC in March 1993, is

being undertaken by a Commonwealth, State and Territory Task Force convened by

ATHW. In formulating the Agreement, which will include animplementation plan and

processes for review, the Task Force will be consulting with a range of community,

professional and private sector groups.

4 Major agencies involved in the development
of national health statistics

As noted in the Introduction, sources of health statistical information are many and
varied, but responsibility for the development of national health statistics lies largely
with four agencies—AIHW, ABS, HHCS and Worksafe Australia. A number of other
agencies (such as the Health Insurance Commission and the Department of Veterans'’
Affairs) are also involved in the collection of national statistics.

Of the four agencies, ATHW, ABS and Worksafe Australia are statutory bodies
whose functions, responsibilities and constraints are laid down in enabling
legislation. On the other hand, the scope of HHCS, which has both policy and
program responsibilities, is less rigorously defined by legislation.

Although it would appear that the roles of these agencies are distinct, in practice
there are some overlapping areas, which are addressed through mechanisms such as
regular coordination meetings and cross-representation. The heads of ABS and HHCS
are members of the Board of the Institute and all agencies are represented on NCHVS.
As well, the Chairman of AIHW is in his own right a member of the Australian
Statistics Advisory Council (ASAC). Regular coordination meetings are held between
ATHW and ABS, and between AIHW and HHCS.

4.1 Australian Institute of Health and Welfare

On 4 May 1992, the roles of the Australian Institute of Health (AIH) as defined

originally in the Auséralian Institute of Health Act (1987) were expanded to include the

development of welfare statistics. The agency was renamed the Australian Institute of

Health and Welfare (AIHW). Under the amended legislation, the Institute’s functions

are to:

» collect and assist in the production of health- and welfare-related information and
statistics;

e conduct and promote research into the health of Australians and their health
Services;

* develop statistical standards relevant to health, and to health and welfare services;

* publish methodological and substantive reports on work carried out by or in
association with the Institute;

» undertake studies into the provision and effectiveness of health services and
technologies; and

» make recommendations on the prevention and treatment of diseases and the
improvement and promotion of health and health awareness of the people of
Australia.
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In addressing its responsibilities, the Institute now has three health-related research
divisions and a welfare services statistical division located in Canberra, four external
units, and has developed formal collaborative arrangements with three other agencies.
The following discussion relates mainly to the Institute’s functions in the area of health
statistics and not to the recently added function in welfare statistics.

Health Monitoring Division

This Division focuses on monitoring and evaluating the health of Australians and
selected population sub-groups. It also seeks to improve the range of collections and
the quality of statistical information available, and provides the contact point for
contributions to international health status data collections.

Health Services Division

The Health Services Division is responsible for producing and analysing national data
and information on the provision and use of health services in Australia, and the
resources needed to support them. Priority has been given to developing collections
that describe the infrastructure of the health system, including expenditure on health,
the health labourforce, and the cost and use of institutional care and medical services.

Health Technology Division

This Division undertakes assessments of, and provides advice on, the role,
distribution, costs and effectiveness of health care technologies. Health technologies
are taken to include activities and procedures that involve the use of devices or
equipment to prevent, diagnose, treat or cure disease and disability. The Division
undertakes this role by supporting advisory bodies, preparing reports based on
published data and expert opinion, collecting and analysing primary data, and
developing databases.

Wellare Division

The recently established Welfare Division has responsibility for the production and
analysis of national data on welfare and community services, and assisted housing.
Initially, priority issues include aged care, children’s services (including welfare
programs), programs for people with disabilities, and assisted housing,

Dental Statistics and Research Unit
The ATHW Dental Statistics and Research Unit (DSRU) is located at the University of
Adelaide’s Department of Dentistry. The Unit was established in 1988 to improve the

range and quality of statistics on the dental labourforce, dental practice, dental health
status and use of dental services.

National Injury Surveillance Unit
The AIHW National Injury Surveillance Unit (NISU) is active in all aspects of public
health surveillance of injury-—data collection, analysis and dissemination, and the
developmentof surveillance methods. Inaddition, the Unit promotes the development
of public health injury prevention activities by providing resources (such as a
handbook on injury prevention), organising conferences, and encouraging training,
research and inter-sectoral collaboration.

The Unit has academic affiliation with the Flinders University of South Australia,
and is located adjacent to the University campus.
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National Reference Centre for Classitication in Health

The Institute’s newest external unit was established in February, 1992. It was formed
as a result of the World Health Organization (WHO) appointing the ATHW as a
collaborating centre for International Classification of Disease, and will provide
leadership in health statistical classification in Australia.

The Centre, located at the Queensland University of Technology, has close links
with Queensland Health and ABS’s Queensland office, which is expected to become
the location for centralised coding of mortality within the Bureau.

The Centre will have a primary role in introducting the Tenth Revision of the
International Classification of Diseases into Australia and the Western Pacific Region
from 1993. The Centre will collaborate with other areas of the Institute, other agencies
and individuals in work relating to disease classification, and with ABS in relation to
its mortality coding activities. An important and long overdue activity will be the
development and maintenance of standard guidelines for hospital coding practice
throughout Australia.

It is anticipated that the Centre will eventually provide consultancy services,
undertake research projects, and design and present training courses, workshops and
seminars on the use and application of disease classification systems.

National Perinatal Statlstics Unit

The AIHW National Perinatal Statistics Unit (NPSU) is located at the University of
Sydney. The core functions of the Unit include the collection and analysis of mortality
and morbidity (including congenital malformations) data relating to the perinatal
period, the provision of data on birth defects and congenital malformations to
international data collections, and dissemination of information through a
consultation service and the provision of routine reports.

AIHW collaborating centres

TheInstituteis developing a network of collaborating centres as a means of expanding
its capacity to fulfil its statutory functions. Both established and developing groups
whose work can contribute to the Institute’s objectives may qualify for designation as
an AIHW Collaborating Centre. Collaborating centres may contribute technical
expertise, information, services, research and training to assist the Institute. The
Institute has already entered into collaborative arrangements with three institutions,
one of which is collaborating in the area of health statistics.

Collaborative work in the area of health services statistics is being undertaken
between the University of Newcastle’s Hunter Health Statistics Unit and the Institute.
The work is designed to increase the use and accessibility of hospital separation data
and other hospital summary data. A second project is the development of strategies
for national monitoring of diseases of the circulatory system.

Other collaboration
As well as the formal arrangements outlined above, the Institute collaborales closely
with the Australian National University’s National Centre for Epidemiology and
PopulationHealth (NCEPH), which hasan academic program of research and training
in public health, health of older people, AIDS epidemiology, injury prevention, cancer
and heart disease prevention, and the prevention of drug abuse.

The collaboration between NCEPH and the Institute includes joint projects, a
common seminar program and joint appointments. It is anticipated that NCEPH
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researchers will assist in interpreting and analysing various databases developed by
ATHW.

Review of the Institute

In March 1991, the Institute was reviewed by a specially convened committee. In its
report, the AIH Review Committee (1991) noted the need for delineation of
responsibilities of the Institute, ABS and HHCS in the collection of health data, and
recommended greater utilisation of existing data collections and dissemination of
results. The latter would require record linkage and cooperation between the Institute,
Commonwealth, State and Territory agencies, and health care providers in the private
sector. The framework for these developments was seen to be the National Health
Information Agreement and Strategy. The Institute has already responded to these
recommendations through internal strategic changes and the involvement of external
data collection bodies.

4.2 Australian Bureau of Statistics

ABS is the central statistical authority for the Commonwealth Government and, under
arrangements between the Commonwealth and the States and Territories, provides
statistical services for their governments.

Under the Australian Bureau of Statistics Act 1975, the Bureau has responsibility for:
+ the collection, compilation, analysis and dissemination of statistics and related

information;

* cnsuring coordination of the operations of other official bodies in the area—to
avoid duplication, attain compatibility and encourage maximum utilisation of
statistics;

» developing and maintaining standards for statistical coliections; and

» providing international liaison in relation to statistical matters.

In the area of health statistics, ABS is responsible for providing and supporting the

production of statistical information on the health status of Australians (including

disease prevalence and causes of death, and lifestyle and risk factors associated with
their health), their use of and need for health services, the cost of health services and
the health labourforce.

ABS5 addresses these responsibilities through the annual causes of death and
perinatal deaths collections, and the five-yeartly Census of Housing and Population. Tt
also undertakes a variety of statistical surveys, including periodic national health
surveys, surveys of disability and ageing, and a biennial survey of private health
insurance. In late 1992, it will also introduce an annual survey of private hospitals in
Australia. The results from this survey, when combined with information collected
from the public sector by the Institute, will provide the first set of national statistics
relating to hospitals on a regular basis. Information about this and other collections
undertaken by ABS is summarised in the later sections of this chapter.

In the health sector, ABS recognises that it is only one of a number of agencies with
statistical responsibilities. [t does not see itself as the prime agency responsible for the
production of national health statistics, but one which ‘seeks to contribute according
to its comparative advantages’ and “still retains a responsibility for coordinating the
overall statistical service of which health statistics forms a part’ (ABS 1990b:94).

ABS looks to the Institute, particularly through NCHVS, for leadership and advice
on statistical priorities in health and for help in defining its future activities.
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As noted above, there are a number of mechanisms by which the activities of ATHW
and ABS are coordinated at senior levels. As well, there is a Coordination Committee
through which Bureau and Institute staff maintain close contact in regular meetings,
where matters of common interest are reviewed and proposals to improve
coordination and liaison are developed.

In pursuing its role of analysing data relating to health policy, the Institute will
continue to produce special reports based on ABS data, and joint projects will at times
be undertaken. Examples are the development of an inventory of health data sources
(van Ommeren, Merton, Short 1991}, and current work towards a joint Aboriginal
health publication.

4.3 Commonwealth Department of Health, Housing and
Community Services

HHCS has a significant role in health and welfare stalistics, particularly through its
responsibility for administrative data collections. Of special importance are the data
from Medicare and the Pharmaceutical Benefits Scheme, probably the two largest
databases in the field of health. Other administrative collections include those related
to residential care for older people, assistance for people with disabilities, health
promotion and disease prevention, medical and health research, therapeutic goods,
housing assistance, the Home and Community Care (HACC) Program and the
National Campaign Against Drug Abuse (NCADA).

HHCS also collects health statistics in a number of areas which do not derive from
its programs. These include the data collection, collation and dissemination roles of
the Communicable Disease Section in the Communicable Disease Network Australia,
and of the National Drug Abuse Information Centre in the National Drug Abuse Data
System.

Another way that HHCS contributes to health information is through the activities
of the National Health and Medical Rescarch Council (NHMRC) and a number of
other research-funding mechanisms. Although most of the work supported is of a
research nature, some is in the area of health statistical information.

Information about some of the collections undertaken by HHCS is included in the
later sections of this chapter.

As with coordination between AITHW and ABS, there are a number of mechanisms
by which the health statistical activities of AIHW and HHCS are coordinated. As well
as the mechanisms already noted, there are regular high-level coordination meetings
between the Department and the Institute.

4.4 Worksate Australia

Worksafe Australia has primary responsibility for the development of national
occupational healthand safety statistics. This role involves assuming responsibility for:

» coordination, including consultation and representative input to major statistical
developments;

» development, maintenance and support of statistical standards and classifications;
and

¢ dissemination and analysis of national statistics.
In the area of statistics, Worksafe Australia’s two main functions are to:

266




» ensure the availability of relevant, timely and comparable national statistics on
occupational health and safety; and

« facilitate standardised collection and compilation of information, particularly at the
workplace.

5 Sources of health statistics in Australia

Sources of health statistics are wide and varied. Many of the data collections used for
health statistical purposes are the by-product of administrative collections (for
example, deaths and hospital inpatient episodes). Other collections are specifically
designed to monitor disease prevalence, incidence or outcomes, and cost of health care
interventions.

Because of the cost of data collection, analysis and dissemination, most large health
statistical collections are the responsibility of government agencies (or of agencies
funded by government), but private organisations also produce administrative
by-product statistics and gather information for their own use.

With the States and Territories having the primary responsibility for health care
delivery {(and for the registration of births and deaths), a large proportion of the health
data collected is at a State or Territory level. Some of these datasets are collated at a
national level by agencies such as ABS and ATHW, with subsets of original collections
standardised for interstate or regional comparisons (these data subsets are often
referred to as minimum datasets). The collection of information is often structured to
meet recognised international standards {for example, WHQ's International
Classification of Diseases (WHO 1977)).

As well as large scale data collections, there are many small data collections which
have been set up to monitor particular aspects of health or health care provision. Most
of these smaller collections are not discussed here, but have been summarised in a
publication produced as a result of a joint Institute—ABS project (van Ommeren,
Merton, Short 1991). The publication identifies the agency responsible for the data
collection and release, describes characteristics of the dataset, and lists published
output.

Apart from specific collections, much useful information about health and health
services is produced from special studies undertaken by government and other
organisations, tertiary institutions, and individuals.

The following sections of this chapter, which summarise current sources of health
statistics in Australia, draw heavily on:

e the report of the Forum on Priorities for national health statistics (ATH 1991);

¢ major reviews by ABS (1990b, 1990¢) of health and welfare statistics and its role in
the fields;

e the joint Institute-ABS review of health statistical collections (van Ommeren,

Merton, Short 1991); and

¢ annual reports of health agencies and ad hoc reviews of health data collections.

[mportant developments in specific collections are noted, and, largely based on the
Forum’s deliberations, identified gaps and deficiencies in data sources are
summarised.

Key health data collections are considered in two main groups:
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» Health status and risk factors—births and pregnancy outcome, deaths, morbidity,
disability and handicap, diet and nutrition, physical activity, weight and height,
non-pharmaceutical drug use, and immunisation status; and

s Health care funding, resources and utilisation—cxpenditure, private health insurance,
health labourforce and institutional facilities, hospital and institutional services,
professional services, health technologies and pharmaceutical drugs.

In the final section, attention is directed at health statistics for five special population

gTOUpSZ

» women

o Australian Aborigines and Torres Strait Islanders

o ethnic groups

older people

* people with disabilities and handicaps.

Of course, not all sources fit into a structure like the one used in this chapter to group

health statistics. Some of these aspects are considered here.

Health outcome measures

One area highlighted by the Forum was the need for more appropriate health cutcome
measures. Most health services are not life-saving, but rather are mainly directed at
reducing pain, improving function, and providing care where no cure is possible. In
countries like Australia, most health status indicators (such as mortality rates) provide
little real measure of the impact of health services on health. Thereisa need to develop
measures that do reflect the impact on the wellbeing of the community, and permit
more rational allocation of resources.

In the United States, the Agency for Health Care Policy and Rescarch has funded 10
Patient Qutcome Research Teams (PORTSs) to investigate the effects of health services
on the welfare of patients. These could lead to the development of measures of
outcomes that could be valuable in assessing the effectiveness and efficiency of health
services. Such outcome measures are needed for health care in both primary care and
institutional settings.

The importance of appropriate outcome assessment as an integral part of a national
health strategy was discussed at the March 1992 meeting of AHMAC, which setup a
small working group to consider an outcomes approach to health funding. The
working group has been asked to develop an outline for discussions an key issues by
April 1993.

Indicators of quality of care
An issue related to health outcomes is the need for indicators of quality of care. There
is evidence that avoidable poor quality care costs Australia hundreds of millions of

dollarsannually, as wellas adversely affecting the lives of thousands of people (Harvey
1991).

Data on primary health care
The Forum noted that statistical collections for the primary health care system, a major
and crucial component of the Australian health care system, were fragmented and
lacked a conceptual framework (ATH 1991). A range of data are available, but there is
anced to develop a statistical framework within which a national database for primary
health care could operate.
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The Forum recommended that high priority should be given to the development of
information collection strategies. These collections should cover all the different
sectors involved in primary health care, and should draw upon data available
through community profiles, client records, and on service activity, the labourforce,
and the level of resources (including funds). A national collection of sentinel primary
care data should be considered.

Equity and access
The existence of wide differentialsin health status and risk factors between population
sub-groups characterised by age, sex, Aboriginality, socioeconomic status, country of
origin and place of residence raises important equity issues, in terms both of the social
factors contributing to these differentials and of access to health services.

The Forum noted the need for data on a range of sociodemographic variables. They
are needed to gain a greater understanding of the problem, to explore possible
solutions, and for information about barriers limiting access to health services.

Monitoring health goals and targets
The setting of national health goals and targets has implications for the range of health
information collected and how it is collated.

Over the past year, the work of the Health Targets and Implementation Committee
(HTIC) in setting general goals and targets has been extended by the development of
more specific targets (Nutbeam et al. 1992). As noted by HTIC, the setting of targets
within the framework of national health policy provides ‘a set of standards against
which progress over the next decade might be assessed” (HTIC 1988:8).

Based on experience in the United States, the adoption by Australia of national
goals and targets would necessitate the development of additional health indicators
to monitor progress towards targets. In the United States, there were baseline data
available in 1990 for only 77 per cent of the targets sct for achievement by the year
2000 (US Department of Health and Human Services 1990). It is likely that even less
baseline data would be available in Australia.

6 Statistics on health status and risk factors

6.1 Births and pregnancy outcome

Information about births and pregnancy outcome comes from two main sources.
Registration of birthsis the responsibility of Registrars of Births, Deaths and Marriages
in cach State and Territory, and is based on data provided on an information form
completed by one of the parents. These data are collated and disseminated by ABS in
national, State and Territory bulletins.

Partly in response to limitations in the data collected by this process, which are not
as comprehensive as those collected by most comparable countries (NCHS 1992),
State and Territory health authorities have established parallel collections. These
maternal/perinatal collections provide information about the pregnancy, labour and
puerperium, as well as a variety of health-related information about the baby. Most
States and Territories publish annual reports. The possibility of linking the
maternal/perinatal collections with birth registrations is being investigated.
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A minimum dataset from the maternal/perinatal collections is being reviewed
currently by the National TPerinatal Data Advisory Committee, which has
representation from all State and Territory health authorities and from interested
consumer and professional groups.

At present, not all home births are notified to the State and Territory
maternal/perinatal collections and identification of these births may not be complete.
However, Homebirth Australia, a voluntary consumer organisation, and NPSU have
collected data and published a report on home births in Australia for the period
1985-1987. A further report based on the period 1988-1990 is scheduled for
publication in 1992.

To supplement the information on congenital malformations which can be derived
from the maternal/perinatal collections, New South Wales, Victoria, Western
Australia and South Australia have established birth defects registries, which collect
information from a variety of sources—midwives, hospitals, child health nurses,
medical practitioners, special centres and parents. NPSU maintains a monitoring
system for congenital malformations with data derived from State and Territory data
collections, publishes quarterly and annual reports, and contributes national dalta to
the International Clearinghouse for Birth Defects Monitoring Systems.

A population-based register of all pregnancies in Australia and New Zealand
resulting from in-vitro fertilisation (IVF) and other methods of assisted conception
was commenced in 1983 by NPSU in collaboration with the Fertility Society of
Australia and individual IVF units. An annual report is produced.

Gaps and deficiencies

The existence of two data sources on births creates some problems, and the possibility
oflinking the maternal/perinatal collections with birth registrations is currently being
investigated.

6.2 Deaths

The primary source of mortality statistics is the death registration system maintained
by each State and Territory Registrar of Births, Deaths and Marriages. Death data are
obtained from two sources—information provided by a relative or another person
acquainted with the deceased (or by an official of the institution where the death
occurred), and that supplied by a medical practitioner as to the cause of death.

Death data are provided by the State and Territory Registrars to ABS, where the
causes of death are coded according to the ninth revision of the International
Classification of Discases (WHO 1977). The Registrars also provide deaths data to the
ATHW for its mortality surveillance system and the National Death Index (NDI),
currently being established.

The Institute has received from each of the State and Territory Registrars of Births,
Deaths and Marriages full deaths information for the period 1980-1990, and will
receive further information on an annual basis. As well as full details about the
deaths, the mortality database contains selected demographic information.

The database currently holds 1.2 million records and approval has been given by
the Institute’s Ethics Committee and those bodies responsible for privacy and ethics
in each of the States and Territories for its use in a number of Institute projects.
Information from the mortality database is extracted on an annual basis for WHO.
Data in an appropriate form can also be supplied in response to public enquiries on an
ad hoc basis.
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Several jurisdictions have already supplied data for the NDI to the Institute with
others expected to do so in the near future. The date from which data are available for
use varies between States and Territories, but it is expected that a national index from
the early 1980s should eventually be available.

Ornce established, the NDI will yield considerable savings in time, expense and
effort by enabling epidemiologists and other health researchers to determine readily
whether subjects of their research have died and, if so, the State or Territory holding
the relevant death record. Development and operation of the NDI will be a
cooperative arrangement among, the State and Territory Registrars of Births, Deaths
and Marriages; ABS, which codes causes of death; and the Institute. The development
will be a complex task, but establishment of the Index will be a significant milestone
for epidemiological research in Australia.

Key developments

= Establishment of the Institute’s mortality surveillance system.

¢ Progress on the NDI with several jurisdictions having already supplied data.

Gaps and deficiencies

Efficient use of deaths data is important for any health information systern.
Standardisation across States and Territories and improved access to the Registrars’
data are essential prerequisites to improving the system. Examples of needed
improvements are: '

» collection of Aboriginality and occupation data

» collection of date of birth rather than age in death records

deaths from external causes to include pathophysiological cause as well as external
cause

¢ circumstances of fatal injury, as proposed for ICD-10, to be included.

6.3 Morbidity

Morbidity In the community .
Important sources of morbidity in the community are population and ad-hoc surveys.

Most of the major population health surveys have been conducted by ABS. Since
1977, ABS has conducted three general health surveys, and a number of surveys
examining specific health issues. Details of the specific surveys are included under
the relevant headings in this section.

ABS's 1977-78 Australian Health Survey collected information on illness experience,
days of reduced activity, consultations with medical, dental and other health
practitioners, and the use of medications. In addition to this information, the Bureau’s
1983 Australian Health Survey also asked respondents about episodes of
hospitalisation and accidents experienced.

The most recent general survey, the 1989-90 National Health Survey (1989-90 NHS),
is the first of a series of five-yearly surveys. Its content is broader than those of ABS’s
previous health surveys and is intended to provide national benchmark information
on a range of health issues, and enable trends over time to be monitored. The 1989-90
NHS collected information about illness and injury experience, episodes of
hospitalisation, medical consultations, risk factors (including immunisation levels)
and a variety of women's health issues. Results from this survey have been used in
this publication, and have been presented in a series of ABS reports. The next National
Health Survey is planned for 1994-1995.
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Some surveys, usually addressing specific health issues, have also been conducted
under the auspices of the State and Territory health authorities.

Population-based sample surveys are also conducted on specific health topics by
non-government organisations and academic institutions. An example is the National
Heart Foundation’s Risk Factor Prevalence Study, which has involved three
surveys—in 1980, 1983 and 1989. This series of cross-sectional surveys undertook
measurements on blood pressure, blood lipids, height and weight, and asked
questions on smoking, alcohol consumption, exercise, dietary behaviour and use of
oral contraceptives. Much of the information gained from these surveys has been
presented in this report, and in NHF publications. The next survey is scheduled for
1994.

The Institute will analyse trends over the three RFPS surveys already conducted.
The study has been designed to examine changes in risk factor prevalence over the
nine years and compare coronary risk among population centres and social
sub-groups.

Participants in the 1989 RFPS also contributed a blood sample for biochemical
determination of their iron status. Plasma samples were analysed for iron, ferritin and
transferrin which tagether provide an indicator of iron deficiency. This information,
for adults living in the eight capital cities, complements similar data collected in 1985
on iron status of schoolchildren (English, Bennett 1990).

Gaps and deficiencies

Ideally, physical measurements of health status and health risk factors should be
undertaken in surveys simultaneously with the collection of interview data, asis done
in the United States. However, ABS’s legislation does not provide for the conduct of
physical examinations. There is a need to explore ways in which this could be
accomplished in Australia.

There is a need also for heallh status data systems lo provide a wide range of health
status indicators at national, State and Territory levels and especially at the local area
level for the planning of services, programs and research. The inclusion of summary
health status data in a wider range of population surveys may help to achieve this
objective. This is being examined by ABS. At the same time, a standard set of key
socioeconomic and demographic questions and indicators relating to access and
equity should be developed for inclusion in health collections. This would allow data
to be related to the same population denominators.

Apart from information collected through the large population surveys, there is a
general lack of information concerning community morbidity. A potential source of
this type of information is the Health Insurance Commission (HIC) system of paying
benefits for medical services. Currently HIC collects no diagnostic information and
little other information relating to health. With around 150 million consultations with
medical practitioners a year there is potential for collecting such information. A
number of Canadian provinces collect diagnostic information on claims for medical
benefits, and the increasing use of computers in medical practitioners’ surgeries and
the development of networks to serve this market makes the collection of such data
increasingly feasible and economic,

The Forum also suggested examining the feasibilily of longitudinal and/or
cross-sectional studies of voluntary cohorts of Australians who are willing to permit
their census records to be retained and/or linked to other health-related records
across time.
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Hospital morbidity collections

Potentially useful information on sickness and disease isavailable through the hospital
morbidity collections maintained by all State and Territory health authorities. These
collections, based on inpatient episodes, include sociodemographic, diagnostic,
procedural and duration of stay information.

In most States and Territories, ABS has some involvement in the processing or
publishing of the hospital morbidity collections. Until the late 1970s, ABS had almost
sole responsibility for the processing of the collections, but since then has diverted
resources from data capture and coding of such collections into health surveys (ABS
1990b). The Institute currently receives hospital morbidity data from most State and
Territory health authorities, and provides assistance to researchers wanting access to
this information. The Institute is encouraging greater uniformity of existing
collections through the National Minimum Data Set for Institutional Health Care.
Gaps and deficiencies
The Forum recommended that all hospital morbidity collections should include data
fromprivate hospitals. Data are also required onnon-inpatient (including accidentand
emergency) encounters.

Speclfic health conditions
Diseases of the circulatory system
Statistics concerning discases of the circulatory system, which include heart disease,
stroke and a number of other conditions, are available from several sources.
Information is available through the deaths and hospital morbidity collections, and
specific monitoring of heart disease has been undertaken by the MONICA projects in
Newcastle and Perth (under the auspices of WHO and funded by NHMRC and NHF).

NHEF has also conducted the Risk Factor Prevalence Study, involving surveys in 1980,
1983 and 1989. The surveys measured the prevalence of a number of coronary heart
disease risk factors (such as blood lipid levels). Similar information was also collected
in a self-reported manner {no physical measurements were made) by ABS’s 1989-90
NHS.

NHF also maintains a national cardiac surgery register and a national coronary
angioplasty register.
Cancer
As well as the information available through the deaths and hospital morbidity
collections, each State and Territory has a cancer registry which collates, analyses and
publishes information on cancer derived from a number of sources. Incidence
information is collected from pathologists, hospitals, oncology clinics, nursing homes,
clinicians and other sources, and deaths information is provided by the Registrar of
Births, Deathsand Marriages in eachjurisdiction. The collection of cancer information
iscovered bylegislationinall Statesand Territories except Tasmania and the Australian
Capital Territory, where voluntary arrangements exist. Legislation is currently being
drafted for these two registries.

Information provided by each cancer registry is collated into a national database by
the Institute’s National Cancer Statistics Clearing House (NCSCH). Development of
the NCSCH has progressed rapidly in the last year, with agreements now reached

with all State and Territory cancer registries to supply cancer registration data on a
continuous basis.
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National data for the period 1982-1985 has been processed and inter-state duplicate
registrations resolved using specialised matching routines. Publication of national
data for 1983, 1984 and 1985 is expected to be finalised by around the middie of 1992.

A dataset of melanoma skin cancers for 1989 has been compiled by the Clearing
House, the results of which will be published jointly with the Australasian
Association of Cancer Registries. Further development of the Clearing House should
be rapid, as much of the groundwork has been laid for the routine processing of
data—allowing for resources to be devoted to in-depth studies of the database.

An example of the value of special studies in generating health information is a
survey of the incidence of non-melanocytic skin cancer (information about which is
not collected routinely by cancer registries) (Giles, Marks, Foley 1988). This survey of
almost 31,000 Australians was conducted in conjunction with a national omnibus
survey by a market research company.

As well as the State and Territory cancer registries, there are some registries
focusing on particular cancers or population groups. Examples are the Australian
Paediatric Cancer Registry and the mesothelioma register maintained by Worksafe
Australia.

Diseases of the respiratory system

Apart from information available through the deaths and hospital morbidity
collections, data on diseases of the respiratory system, which include pneumonia and
influenza, bronchitis, emphysema and asthma, have been collected as a part of the
198990 NHS.

Some of the State and Territory branches of the Asthma Foundation have supported
studies of the prevalence of, and mortality from, asthma. NHMRC also funded a
study to analyse trends in asthma mortality.

Injury

In recent years, injury has been recognised as a major public health issue, and one
offering considerable potential for prevention. Injury was nominated by the National
Better Health Program (NBHP) as one of its five priority areas. At national level,
surveillance of injury generally is undertaken by the Institute’s National Injury
Surveillance Unit (NISU). Other agencies focus on particular types of injuries. These
include Worksafe Australia (occupational injuries-—these are discussed further in
‘Occupational health and safety’, page 277), the Federal Office of Road Safety (serious
and fatal road injuries), the Bureau of Air Safety Investigation (injurics related to air
transport), the Federal Bureau of Consumer Affairs (consumer productsafety), and the
Australian Institute of Criminology (homicide).

NISU supports, and is further developing, the Injury Surveillance Information
System (ISIS). Comprising a surveillance method, data specification and software for
data entry, coding and analysis, the system is in use for injury surveillance data
collection at more than 40 hospital accident and emergency departments in Australia.

Nationally aggregated data from this source, together with data from a variety of
other sources, form the basis for a national injury surveillance system being
developed by NISU. The Unit offers an injury information service, is participating in
a project to improve the utility of coroners’ data for public health purposes, and is
undertaking a three year program to review and improve road injury information.
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Communicable diseases

The States and Territories have primary responsibility for monitoring communicable
and notifiable diseases. Under legislation, medical practitioners diagnosing certain
conditions are required to notify the health authorities. Each of the States and
Territories publish information about these diseases in bulletins and annual reports,
and for a number of years HHCS has monitored some communicable and notifiable
diseases at a national level.

The Communicable Diseases Network Australia (CDNA) has been established as
partof an initiative to improve the surveillance and control of communicable diseases
in Australia. The network comprises communicable discases units of State and
Territory health authorities, the Communicable Diseases Section of HHCS,
participating microbiology laboratories, medical organisations such as the Royal
Australian College of General Practitioners, NCEPH and the Institute. The network'’s
charter is to improve and coordinate communicable diseases surveillance and control
nationally.

A coordinating group has been set up in HHCS to improve the flow of information
among States and Territories, and to provide a vehicle for assisting in the control of
communicable disease outbreaks. CDNA has established a network of sentinel
laboratories to notify the outbreak of communicable diseases in Australia. NCEPH is
taking a key role in the training of public health professionals in the area of
communicable disease control and surveillance. The existing publication
Communicable diseases intelligence will continue to play a major role in communications
within the Network.

Responsibility for monitoring infections with human immunodeficiency virus
(HIV) and the acquired immune deficiency syndrome (AIDS) lies with the National
Centre in HIV Epidemiology and Clinical Research at the University of Sydney. Based
on data obtained by each of the State and Territory health authorities through the
notifiable diseases legislation, the Centre maintains a national register of AIDS cases
beginning with the first cases of the epidemic in 1982. Information is published
regularly in the Australian HIV Surveillance Report—a monthly version gives key
information and a quarterly supplement provides considerable detail.

Inrecent years, much has been done to improve the completeness and quality of the
statistics, and missing data have been obtained where possible.

Dental health

Dental health statistics are held by several sources. The most recent comprehensive
statistics are those collected as part of the National Oral Health Survey conducted in
1987-1988 under the auspices of the (then) Commonwealth Department of
Community Services and Health. The database is now held by the Institute’s DSRU in
Adelaide.

DSRU has also taken over responsibility for the national collation and analysis of
data on child dental health, which has been collected by the State and Territory Dental
Health Services since 1975 when the Child Dental Health Survey was initiated as part of
the evaluation of the Australian School Dental Scheme.

Following a meeting of representatives of all School Dental Services in November
1688, the survey was redesigned by DSRU to:

* maintain the existing time series of data;
+ expand the public health utility of the survey by including relevant demographic
variables;
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* increase the efficiency of the collection through greater use of sampling strategies
and use of optical mark reading technology;

+ improve both the frequency and quality of reporting; and

» produce more rigorous and detailed statistical analyses.

By theend of 1989, States and Territories had undertaken training programs for all staff

and begun data collection. Data from New South Wales and both Territories are being

sentto DSRU for processing and analysis. Other States have assumed responsibility for

processing, and forward unit record data for incorporation into the national database.

As well as information published by DSRU, some jurisdictions produce separate

reports based on their own analyses, or following assistance from DSRU. An example

is a report of caries experience of Aboriginal and non-Aboriginal children in the

Northern Territory based on the Child Dental Health Survey databasc.

Weighting procedures for national measures of child dental health have been
revised by DSRU, allowing national reports to be produced for 1989 and 1990. D5RU
has also undertaken an NHMRC-funded longitudinal study to determine the efficacy
of fluorides in the prevention of dental caries in children. This work complements the
Child Dental Health Survey and has been implemented in South Australia and
Queensland with the collaboration of the respective State dental authorities. Data
collection began in June 1991. The Unit also provides support to the South Australian
Dental Longitudinal Study and to a study of Aboriginal Child Dental Health.

Information on dental health status has also been collected by ABS, most recently in
the 1989-90 NHS. An Australia-wide survey of adult dental health status was
undertakenin 1979, and a South Australian survey in 1980. In 1983, ABS surveyed the
dental health status of Australian children.

Data on specific population groups have been collected by some State and Territory
authorities. An example is the survey of the dental health status of South Australian
Aborigines, conducted in 1988 by the Aboriginal Health Organisation of South
Australia. Queensland Health collects data biennially from hospital dental clinics
monitoring the dental health status of those attending and the level of treatment
required.

Key developments
» Implementation of the redesigned Child Denfal Health Survey.

Caps and deficiencics

Demographic changes and improvements in dental health, decreased dental disease
in children, and increased tooth retention in adults have all contributed to the
increasing attention being given to adult dental health. However, information on adult
dental health is sparse, and there is little information on which to predict trends in
many aspects of adult dental health and use of services. More detailed data are
required to document dental health problems and access to services among adults,
including older adults, and to establish a better understanding of their preventive
dental behaviour.

Particular emphasis is required on the analysis of factors which explain the
distribution of dental discase and access to denlal care, and indicate ways in which
these may change under changed conditions. Such data collections are required
periodically to establish trends important for long-term planning. In response to
requests from the Australian Dental Association and other bodies, DSRU has
- proposed two new national dental collections—a national dental survey and an adult
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dental programs survey. Aspects of both surveys are being pilot tested in South
Australia in 1992.

Mental health

Mental health statistics at the national level are virtually non-existent at present. Some
data are available from hospital morbidity collections, although many people with
mental illness are treated in the community, as outpatients or in institutions not
included in the morbidity collections. At the State and Territory level, some statistical
collections are being maintained and other more extensive collections are being
developed.

The National Minimum Data Set for Institutional Health Care, which includes
psychiatric patients treated by institutions both as inpatients and non-inpatients,
provides a first step towards developing a national information base on mental
health.

Gaps and deficiencies

Information on the mental health of Australians is seriously deficient. There is an
urgentneed for data on the incidence and prevalence of mental health problems in the
population, as well as the development of activity level information systerns and client
level services utilisation systems.

The National Mental Health Policy and Plan, which was endorsed by AHMC in
April 1992, recognises the need to develop national mental health data. The Plan
outlings a proposal for a national mental health data strategy incorporating a national
minimum dataset, with the early publication of benchmark data. It is expected that
the development of the data component will be coordinated by a small group
operating under the auspices of the AHMAC Working Group on Mental Health.
Occupational health and safety
Information about occupational injuries and diseases is available from several
sources—compensation agencies, employers, health institutions, death records,
populationsurveysand hospital morbidity collections. Occupational injurics resulting
in an attendance at some emergency hospital facilities are also identified by ISIS, the
injury surveillance system coordinated by NISU.

Compensation-based statistics arc collected and processed by State and Territory
agencies, with ABS assisting in Queensland and Tasmania (formerly, ABS was also
involved with other agencies). Because of the lack of national standards, the datasets
could not be aggregated to produce national estimates.

Worksafe Australia now has responsibility for national-level monitoring of
workplace injuries and has coordinated the development of a national dataset for
compensation-based statistics. Publication of national data is expected by around the
middle of 1992.

ABS’s 1989~90 NHS collected information on injuries by place of occurrence,
including the workplace, and the 1988 Survey of Disability and Ageing noted whether
the workplace was responsible for reported disabilities and handicaps.

Key developments
* Thedevelopmentby Worksafe Australiaofanationaldatasetforcompensation-based
statistics.

Gaps and deficiencies
Worksafe Australia’s national dataset for compensation-based statistics will allow the
regnlar production of national statistics, but there are a number of drawbacks, the
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principal onebeing that the stalistics generated will not cover all work-related injuries,

They underestimate the true extent of the problem in that they will exclude:

« cases of temporary disability involving an absence from work of less than one week
(five working days);

» injuries to the many workers who are not covered under workers compensation
legislation;

e most injuries to the self-employed; and

+ cases not claimed or unsuccessful under workers compensation legislation.

Workers compensation systems are generally a poor source of data en occupational

diseases, particularly those involving a long latency period.
The Statistics Unit of Worksafe Australia is looking at ways to overcome these

deficiencies including;:

¢ extending the scope of the national dataset to include all cases that resulted in time
lost from work of one day or more;

» collecting data directly from specific industries with a relatively high propoertion of
self-employed people (such as the rural, transport and retail sectors);

» accessing information recorded at hospital accident and emergency centres and
forwarded to AIHW’s NISU: and

o upgrading health and vital statistics sources, and utilising the formal survey
program of ABS, particularly the national health surveys.

6.4 Disability and handicap

Estimates of numbers of people with disabilities and handicaps are gained from
several sources. The most comprehensive sources are the two national surveys
conducted by ABS—in 1981 and 1988.

ABS's 1988 Survey of Disabled and Aged Persons examined the needs and kinds of
problems experienced by persons with different types of handicaps, and also
collected information on the numbers and characteristics of people with disabilities
and handicaps. The survey addressed the important issues of the care required by,
and provided for, aged and handicapped people living in private domestic situations
and ininstitutions. A compatible survey was conducted in 1981, and a more extensive
survey is planned for 1993,

The Commonwealth Department of Social Security also collects data about people
with disabilities and handicaps. These collections are derived from information about
payment of allowances, including the Invalid Pension, Sheltered . Employment
Allowance, Mobility Allowance, Rehabilitation Allowance and Child Disability
Allowance. The payment of a Sickness Benefit also encompasses many people with
handicaps. Information on child disability allowances are available from regularly
published bulletins from the Department of Social Security.

HHCS undertakes collections of information concerning benefits payable to
handicapped  children. In 1991, HHCS conducted a census of all
Commonwealth-funded establishments providing services to people with
disabilities. This census, which complements one conducted in 1986, collected
information on clients, staff, finances and operations of each establishment. These
data, combined with the Disability Information System for Comprehensive User
Support (DISCUS), are used for the management and planning of disability services.
The Home and Community Care Program (HACC), administered by HHCS, also
collects data on aged and young disabled people and their care arrangements.
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Administrative data on training and schooling of handicapped adults and children
are collected by the Commonwealth Department of Industrial Relations and the
Commonwealth Department of Employment, Education and Training.

6.5 Risk factors

Diet and nutrition

Many of the data collections on diet and nutrition are focused on particular foodstuffs
or selected demographic characteristics, and, largely due to the diversity of the
information needed to be collected, limited ongoing monitoring is undertaken.

One ongoing collection that has been undertaken by HHCS and NHMRC since 1981
is a food analysis program determining the nutrient composition of the Australian
food supply. Since 1987, this information has been stored ona HHCS national nutrient
databank. HHCS also conducted a national dietary survey of schoolchildren in all
States and Territories in 1985,

In recent years, a number of surveys have contributed to knowledge about diet and
nutrition. These include the 1983 National Dietary Survey of Adults, undertaken by the
Nutrition Section of the (then) Commonwealth Department of Health (CDH) in
conjunction with NHF's 1983 RFPS; a 1985 dietary survey of schoolchildren, also
undertaken by the Nutrition Section of CDH; and a study of the iron status of
Australian adults, with blood samples collected as part of the NHF's 1989 RFDS.
Information about the iron status of children was collected as part of a survey
conducted in 1985 by the Australian Council for Health, Physical Education and
Recreation {ACHPER). The CSIRO Division of Human Nutrition has undertaken
surveys estimating the usual frequency of intake of a listing of selected food and drink
items. ABS5’s 1989-90 NHS included some questions on dietary habits.

Indirect information on diet and nutrition is obtained through ABS’s collections on
the apparent consumption of foods and nutrients, which have been undertaken since
1936-1937. Based on information about the quantities of various foods available for
consumption, estimates are made on apparent nutrient intakes. ABS household
expenditure surveys (1974-1975, 1975-1976, 1984 and 1988) also provide details of
expenditure by households on various food types.

In recognition of the need for national food and nutrition monitoring and
surveillance, NHMRC's Food and Health Committee has established an Expert Panel
to develop an information strategy. The panel is taking into account the
recommended dietary intakes for Australia, the revised Australian dietary
guidelines, their associated nutrition goals and targets, and current policy
development activities by HHCS. It is also evaluating existing data collections and
assessing the need for future national dietary information.

The recently established National Food Authority, which has responsibility for
developing and maintaining national food standards, undertakes a national survey of
the levels of pesticides and contaminants in food, covering 50 representative
Australian foods. The Authority also publishes food composition tables, and is likely
to become more involved in other aspects of dietary and nutritional information.
Gaps and deficiencies
Nutritionand dietare central to many health questionsand yetinformationon thisarea
is still deficient. Ideally, information is required on both the amount and types of food
consumed over a given period of time (that is, consumption data) as well as on a range
of behavioural data on general dietary habits, changes in dictary habits over time and
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theuse of dietary supplements. National dietary information should be availableevery
10 years in both urban and rural areas covering both adults and children.
Considerationshould be givento collecting such information as part of otherrisk factor
prevalence data collections and other population surveys. Some questions on changes
in dietary habits were included in ABS’s 1989-90 NHS, but the collection of food
consumption data poses significant measurement problems, which may need to be
addressed in a separate survey.

Physical activity

In recent years, the Commonwealth Department of the Arts, Sport, Environment,
Tourism and Territories (RPASETT) and its predecessors have conducted several
surveys in a program concerned with physical activity and recreation. Surveys of
activity levels were conducted in 1984, 1985 and 1986, and a recreation participation
survey in 1985-1986.

Other surveys which have measured levels of physical activity have been the
NHF's 1983 and 1989 RFP’Ss and ABS’s 1989-90 NHS. As well, ABS’s 1985 New South
Wales survey of risk factors included questions on physical activity.

The fitness, health and physical performance of children aged 7 to 15 years was the
focus of a 1985 survey conducted by ACHPER.

Weight and height

Data on measured weight and height are available from NHF's 1983 and 1989 RFPSs,
and self-reported information isavailable from ABS's 1989-90 NHS. Weight and height
measurernents for children are available from the Australian Health and Fitness Survey
conducted in 1985 by ACHPER,

Non-pharmaceutical drug use

Statistics on non-pharmaceutical drug use {(including alcohol and tobacco) are being
developed as part of a Nationat Drug Abuse Data System (NDADS), responsibility for
which lies with the National Drug Abuse Information Centre (NDAIC) located within
HHCS. After summarising various aspects of NDADS, this section oullines some
primary sources of data on tobacco and alcohol use.

Much of NDADS is currently in a developmental phase, drawing upon many
sources of information to provide an assessment of licit and illicit drug use, related
treatments, attitudes and behaviour, and awareness of drugs and their related
problems. Some of the system’s databases are now able to provide information on a
regular basis, and NDAIC is currently negotiating with various data providers for
access to other databases with particular focus on drug use and its associated
consequences. The main components of NDADS can be considered under five main
headings: illicit drug use, health outcomes related to drug use, drug treatment
services, special population subgroups, and criminal offences related to drug use.
Each is outlined briefly here.

Indicators of illicit drug use are monitored through multiple sources, but accurate
assessment is difficult. Using key informants, anecdotal evidence from health
professionals, and a combination of drug-related arrests and seizures (available from
the Australian Bureau of Criminal Intelligence’s database), a broad picture of use is
available through the Illicit Drugs Situation Report. Monitoring of drug-related AIDS
cases and surveys of school students are also used to indicate illicit drug use in the
community,
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Another focus of the system is the monitoring of health outcomes related to drug
use. Estimates of the impact of drug use on mortality and hospitalisation can be made
by applying the etiological fractions method (Heolman et al. 1988) to deaths and
hospitalisation data. Deaths due to drug-related causes are monitored through a
forensic reporting system, and information about deaths due to volatile substances is
collected from coroners’ reports. As well, separate information was collected on drug
poisoning cases (National Drug Poisonings Case Reporting System) from 1985 to 1989
(the system is currently under review). Data on drug-related HIV infections are also
collected through the database maintained by the National Centre in HIV
Epidemiology and Clinical Research.

Drug treatment services are monitored as part of State and Territory programs, but
are also the subject of specialised data collections such as the Census of Clients of
Treatment Service Agencies (COTSA) undertaken by the University of New South
Wales” National Drug and Alcohol Research Centre,

Planned data collections for special population sub-groups include those for
students, young people, people of non-English speaking backgrounds, Aborigines
and prisoners. Monitoring of drug use in the workplace can also be considered under
this heading.

Criminal offences related to drug use have been noted previously, but collections
also address traffic accidents involving drug use, as do the limited data available for
random breath testing conducted by State and Territory police authorities.

Another NDADS data component relates to the estimation of economic costs
associated with drug use.

Tobacco

ABS maintains customs and excise statistics from which apparent consumption of
tobacco can be estimated, and has conducted surveys of smoking behaviour in
Queensland (1985), New South Wales (1985) and the Northern Territory (1986 and
1990). ABS’s 1989-90 NHS included questions on smoking status and the frequency of
consumption. The NHF also collected, in its 1980, 1983 and 1989 RFPSs, informationon
smoking behaviour of adults living in capital cities.

Probably the most useful data on smoking is collected periodically in surveys
conducted under the auspices of the Anti-Cancer Council of Victoria (Hill, White,
Gray 1991). These surveys provide details of trends in smoking by a number of
soctodemographic variables. As well, the Australian Cancer Society and State and
Territory authorities conduct occasional surveys on smoking behaviour, including
that of schoolchildren.

Administrative data on the manufacture of cigarettes is available from the
Australian Customs Service. '
Alcohol
Alcohol consumption data are available from similar sources to those for tobacco
consumption. ABS reports on the level and type of alcohol consumption in its annual
apparent consumption reports. Questions on alcohol consumption were included in
ABS5’s 1989-90 NHS, and drinking patterns have been assessed by ABS in special
surveys in South Australia (1983), Western Australia (1985), New South Wales (1985)
and the Northern Territory (1986 and 1990).

As part of a 1984 survey, the Australian Cancer Society also asked secondary school
students about their consumption of alcohol.

Alcohol excise figures are also available from ABS, together with data on State and
Territory franchise taxes and customs duty paid.
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Immunisation status

National immunisation data are limited, but State and Territory authorities maintain
some data as part of administrative collections indicating the types of vaccines
dispensed. In South Australia, this collection has been maintained since the 1950s, and
an annual survey relating to the level of measles immunisation in school students has
been conducted since 1987, A similar survey, to be conducted on a triennial basis, was
initiated in Western Australia in 1989. Prior to then, information had been collected
annually in Western Australia from a number of schools. As well, some State and
Territory authorities maintain special collections relating to specific population
sub-groups. An example is the Aboriginal Health Organisation of South Australia’s
collection on hepatitis B immunisation status of Aborigines in that State.

Nationally, information on immunisation status has been collected through three
surveys undertaken by ABS. In 1983, ABS conducted surveys on the rubella
immunisation status of women, and on the level of child immunisation in relation to
whooping cough, diphtheria, tetanus, polio, measles and mumps. ABS’s 1989-90
NHS included questions relating to all these types of immunisation.

7 Statistics on health care funding, resources
and utilisation

7.1 Expenditure

Informationonhealthexpenditureisavailable from a number of sources, including the
ABSNational Accountsand Public Finance databases, other Commonwealth agencies,
State and Territory health authorities, health insurance funds, and workers
compensationand third party insurance agencies. TheInstitute publishes consolidated
statistics in this area.

The Institute has developed a number of specific databases on health expenditure.
One contains details of total health expenditure from 1970-71, with comprehensive
data from 1975-76. This database provides estimates of health expenditure by area of
expenditure, and in real and nominal dollars for the period.

A consistent time series of public and private hospital expenditure and utilisation
indicators for the period 1982-83 onwards has been developed by the Institute from
data provided by State and Terrilory health authoritics, HHCS, the Department of
Veterans” Affairs and the Australian Private Hospitals Association.

Databases of health expenditure by age group have been developed using data
from the Health Insurance Commission, the Hospital Utilisation and Costs Study,
nursing home information from HHCS and pharmaceutical information from an
Institute survey of pharmaceutical usage.

Information from other databases on health expenditure by State and Territory for
hospitals, nursing homes, medical services, dental and other health professional
services and pharmaceuticals will be published in 1992-93.

The Institute has recently revised and expanded the range of health expenditure
information it provides to the Organisation for Economic Co-operation and
Development (CECD).

Key developments

* Further development of the Institute’s health expenditure databases.
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» Expansion of the range of health expenditure statistics provided by the Institute to
QECD.

Gaps and deficiencies

At present it is difficult to provide comprehensive and comparable health expenditure
data at anationallevel. Inconsistencies between State and Territory governmentsin the
definition and reporting of expenditure data create difficulties, particularly in the areas
of dental services, community health and pharmaceutical expenditure. These
problems mean that poor quality and secondary data need to be substituted in order
to estimate health expenditure at a national level.

7.2 Private health insurance

Private health insurance surveys were conducted by ABS annually between 1979 and
1984, and biennially since that year, to obtain information on the level and type of
insurance cover, and reasons for insuring. ABS's 1989-90 NHS also collected
information about private health insurance.

The Private Health Insurance Administration Council maintains a collection based
on insurance data provided by all registered private health insurance funds. The
Council produces quarterly summaries of fund membership, and details of hospital,
medical and ancillary benefits paid.

7.3 Labourforce

Data on the health labourforce is collected by a variety of bodies, particularly
registration authorities and health professional organisations, and ABS collects
labourforce information as part of the five-yearly Census of Population and Housing.
National data from the 1991 Census are expected to be released in late 1992.

In 1989, the Bureau conducted two surveys related to the health labourforce. Career
Paths of Qualified Nurses, which surveyed a sample of people aged 15 to 64 years who
had qualified as registered or enrolled nurses, describes demographic and other
characteristics and work patterns. How Workers Get Their Training, which surveyed a
larger sample of people, including some from health occupations, focused on the
educational profiles, study and training activities (both work-related and other)
undertaken in the year previous to the survey. The survey provides information on
employer contribution to training, individual contribution to skill attainment, and the
various ways in which skills and knowledge are acquired.

Data on the numbers of students in health courses and graduates holding
medically-related tertiary qualifications are available from the Commonwealth
Tertiary Education Commission and the Department of Employment, Education and
Training,

AHMAC has largely funded the development by AIHW of a National Health
Labourforce Collection, which will comprise national datasets for the major
registered health occupations. This involves the cooperation of State and Territory
health authorities and registering bodies, and professional organisations. Each
national dataset will be a series of items defined and worded in a standard way,
collected through the annual re-registration processes of the State and Territory
registering authorities.

Initially, attention was directed to the negotiation of agreements with the nurse and
medical registering authorities and State and Territory health authorities. Discussions
have since been held with the registering authorities and professional associations
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representing pharmacists, podiatrists, dietitians, occupational therapists and
physiotherapists, leading to negotiations and planning for datasets for these
occupations also. The possible inclusion of other registered health occupations will
then be addressed.

The national dataset for the dental labourforce is being separately coordinated by
the Institute’s DSRU. Other information about dentists was collected in 1988-1989 by
DSRU in an Australia-wide survey of the participation and productivity of dentists,
which included a five-year follow-up of dentists who participated in a similar survey
in 1983. The surveys enable the development of a longitudinal picture of participation
and productivity, as well as the mix of services provided, and will be valuable in
anticipating future changes.

Annual publication by ATHW of information derived from the national dataset for
each registered health occupation will provide up-to-date statistics that are
comparable across all States and Territories. This information will satisfy a number of
user requirements, including the need for regular monitoring of the health
labourforce.

Key developments
» Progress towards a National Health Labourforee Cellection.

Gaps and deficiencies

The standardised collections of registered professionals should be expanded as a
matter of priority lo permit analysis of geographic distribution. There is also a need for
more detailed information on the distribution, skill levels and other characteristics of
employees in both institutional and community sectors. Priorily should alse be given
to the development of statistical collections about health carers who are not required
to be registered.

7.4 Institutional facilities

National data are available on the numbers of institutions (hospitals, nursing homes
and hostels) providing health care, and the number of beds within these institutions.

For public institutions, data are collected routinely (usually annually) by the
various State and Territory health authorities and by the Department of Veterans’
Affairs. For private hospitals, bed numbers are supplied to the State and Territory
health authorities through private hospital licensing agreements.

HHCS collects private nursing home and hostel bed data for payment purposes. In
addition, data are collected by: surveys of private hospitals jointly undertaken by the
Australian Private Hospitals Association (APHA) and HHCS; a survey of
free-standing day care facilities undertaken by HHCS; and a private organisation for
the annual publication Hospital and health services year book (1992).

The Institute summarises data on facilities and use of services as part of the
Hospital Utilisation and Costs Study {(HUCS). Similar summary information is also
provided by the University of New South Wales’ School of Health Services
Management in an annual publication (see The Australian health care system, 1991
(Grant, Lapsley 1992)).

National staffing and financial data are available for public hospitals only. These
data are collected by the various health authorities and are summarised by the
Institute as part of HUCS. While the APHA has collected some data for private
hospitals, not all private hospitals have provided information. Data for nursing
homes and hostels are even more limited.
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Although data are available on the numbers of health care institutions, and on the
numbers of beds within them, the data are of variable quality. There are a number of
definitional problems, including:

* counting of multi-campus hospitals—depending on administrative structures, these
may be individually counted or counted as one establishment

» counting of multi-purpose institutions—for example, a hospital with an attached
nursing home

e definition of a hospital bed—to be counted, a bed must be ‘available’ to be used, but
there is no agreed definition of what is ‘available’. For example, should beds that
are not staffed, and should short-term beds for recovery after surgery be counted?

To improve the information on hospital and institutional facilities and the use of their

services, the Institute was funded by AHMAC to develop, in collaboration with ABS

and Commonwealth, State and Territory health authorities, a national minimum

dataset. The National Minimum Data Set for Institutional Health Care (NMDS) was

developed by five working parties established as part of the Taskforce on National

Hospital Statistics.

At its June 1990 meeting, AHMAC endorsed the adoption of the NMDS. Further
development of the NMDS data items and definitions is being undertaken by an
Institute committee which includes representation from HHCS, State and Territory
health authorities, the Department of Veterans’ Affairs, APHA and ABS.

The NMDS represents a set of recommended definitions which will form the basis
for the collection of data from public and private hospitals and mental health
institutions. For a period of four years from 1991-92, State and Territory health
authorities have agreed to supply to the Institute public sector data based on the
NMDS. This dataset will replace the current biennial collection of data (HUCS). A
corresponding annual survey of private health establishments using the NMDS
definitions will be undertaken by ABS. The coverage of private hospitals now
inctudes all except a small number of hospitals in two States. The Institute and ABS
will produce joint annual publications, and additional analysis may be undertaken
and published on an ad hoc basis.

When fully implemented, the NMDS will provide the basis for the collection of
uniform statistics on Australia’s health institutions. It is envisaged that a similar
dataset will be required for non-institutional care.

Key developments

* Adoption of the National Minimum Data Set for Institutional Health Care.

* Agreement by State and Territory health authorities to provide to the Institute
public sector data based on the NMDS.

* Annual surveys of private health establishments being undertaken by ABS.

Gaps and deficiencies

Asnoted above, there are a number of deficiencies in current data about hospital and

institutional facilities. Also, few data are available on the facilities at a sub-institution

level. Some attempts have been made to classify beds into broad categories (such as

superspecialty and intensive care), but there is no national count of the numbers of

different types of wards or operating theatres. It is expected that many of the

deficiencies will be overcome with adoption of the NMDS,
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7.5 Utilisation of hospital and institutional services

Collection of information on the use of hospital and institutional services largely
parallels that on facilitics in these institutions (see Section 7 .4).

Aswell, quarterly information is collected from the States and Territories by HHCS
under the Medicare Hospital Agreements. HHCS also conducts six-monthly surveys
of private hospitals assessing the numbers of inpatients, available beds, services
provided and length of stay. Surveys of free-standing day care facilities and
monitoring of admission requests to nursing homes are also undertaken by HHCS on
aregular basis. ABS’s 1989-90 NHS included questions on the use of hospital services,
either as an inpatient or non-inpatient.

The Institute’s HUCSs for 1985-86, 1987-88 and 1989-%0 provide information on
the provision, usage and costs of public hospital services. Limited information on
private hospitals was obtained from HHCS, and on repatriation hospitals from the
Commonwealth Department of Veterans' Affairs.

As noted in Section 7.4, the development and adoption of the National Minimum
Data Set for Institutional IHealth Care should significantly improve the information
available on usage and costs of hospital and institutional facilities.

Key developments

¢ Adoption of National Minimum Data Set for Institutional Health Care.

e Agreement by State and Territory health authorities to provide to the Institute
public sector data based on the NMDS.

¢ Annual surveys of private health establishments being undertaken by ABS.

Gaps and deficiencies
Major deficiencies in statistics on hospital and institutional services relate to
informationon the quality of care provided, on outcomes, and on efficiency of services.
For hospital inpatients and non-inpatients, problems of data non-comparability
should be significantly reduced once the National Minimum Data Set is adopted.
However, it will be some time before either diagnosis or patient characteristics are
known for non-inpatients. This will remain a gap at least until suitable classification
systems for non-inpatients are developed and implemented. The Casemix
Development Program, described in the next section, is funding the development of
such systems.

Casemix information systems

In recent years, the Commonwealth, States and Territories and the private sector have
collaborated to improve hospital information and costing systems, and hence increase
effectiveness in the use of hospital resources. This collaboration has enabled the
developmentof casemix systems, which are systems that classify hospital patients into
clinically meaningful and uniform groups in terms of the amount of resources they
consume.

Much of this work is being supported under the Casemix Development Program
(CDP), which was introduced under the second round of the Medicare Agreementsin
1988. The Program provided for approximately $30 million aver a five-ycar period.

Activities funded to date have been directed towards:

* the development of patient record information systems within hospitals, so that the
data are timely and of a high quality;

* examining the ways in which the different types of patients can be classified to
casermix groups that accurately reflect medical practice in Australia, and
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developing suitable computer software (for acute patients, the groups are known as

diagnosis related groups—DRGs; other systems are being developed to classify

non-acute inpatients, non-inpatients and a range of special service groups, such as
rehabilitation and some pediatric patients);

» improving understanding of the relative costs of treating different types of patients
in Australian hospitals {DRG cost weights); and

¢ the use of casemix information to examine the appropriateness and quality of
hospital care in Australia.

A review in 1991 of the CDP highlighted the need for an increased national focus. As

aresult of the review, the focus of the Program for the duration of the current Medicare

Agreements will be on implementing the basic infrastructure in hospitals in the

following six priority areas, to permit (from 1 July 1993) hospital payment to be t 1sed

on casemix-adjusted output:

¢ patient coding;

e patient costing and cost modelling;

quality assurance and utilisation review;

education;

information use and technology improvement; and

payment systems design.

The first version of the Australian National Diagnosis Related Groups (AN-DRG)

grouper software is scheduled for implementation on 1 July 1992.

At the 14 April 1992 meeting of AHMC, there was agreement that the adoption of
uniform national casemix classifications and groupers and of cost and service weights
needed to be addressed in order to advance structural reform within the Australian
health care system. These reforms are being pursued in the context of negotiations for
the new Medicare Agreements.

7.6 Use of health professional services

Extensive statistics on the use of medical and optometry services provided through
Medicare are collected by the Health Insurance Commission. These statistics, which
have been compiled since the introduction of Medicare in 1984, cover the type of
service, details of the service provider and the cost of the service, plus payment details
and patient demographics.

ABS's 198990 NHS included questions on consultations with medical
practitioners, dentists and a range of other health professionals.

Gaps and deficiencies

Data about the use of services funded under Medicare are very good, but they are
limited to services provided by medical practitioners and optometrists, and provide
very limited diagnostic information.

There is a growing demand for statistics on the use of services provided by other
health professionals (such as dentists, physiotherapists and chiropractors), who is
using them, and of the effects of their use. Information on benefits paid by private
health insurance funds is a potential source of data on the wide range of services
provided by health professionals other than medical practitioners and optometrists.

There is also little information available on voluntary and other services provided
through community groups and in the home, or about people obtaining paid
care—their health status, socioeconomic status, and the outcomes of that care. Many
of the voluntary services are provided by women as part of home duties. With the
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increasing participation of women in the paid labourforce, the need for information
about the wvoluntary health and welfare labourforce will increase in
importance—these services will still need to be provided.

7.7 Health technologies

New technologies and procedures are being introduced at an increasing rate. To
determine their influence on the health care system in terms of effectiveness, cost,
safety and efficiency, itis important to maintain statistics on their number, distribution
and trends in use.

Some data on the use of medical procedures are available through the operation of
Medicare and the State and Territory hospital morbidity collections, but these data
may overlap and there are no centrally available statistics on non-inpatient services.

Inaddition there are no standard statistics on the numbers of some types of medical
facilities (for example, catheter laboratories} and units of medical equipment {(such as
CT scanners and ultrasound equipment).

Key developments
¢ The establishment by the Institute of a database on the use and distribution of
selected health care technologies.

Gaps and deficiencies

As noted above, data on the use of medical procedures are incomplete, and there is
overlap in those that are available. There are no standard statistics on the numbers of
some types of medical facilities and units of medical equipment.

7.8 Use of pharmaceutical drugs

Information on the prescription drugs provided under the PBS are collected routinely
by HHCS, and those provided under RPBS by DVA. The collection maintained by
HHCS can provide estimates of drug utilisation, trends and patterns by benefit
category, although frequent administrative changes make annual comparisons
difficult.

Some national data on the use of prescription or proprietary drugs are available
from ABS’s 1977-78, 1983 and 1989-90 national health surveys. Drug use in sport was
the subject of a survey conducted in 1980-1983 by the Drug Control Comimittee of the
Australian Sports Medicine Federation.

A major improvement in publicly available information on prescription drug use
has occurred since 1989-90 as a result of collaboration between the Pharmacy Guild of
Australia and the Drug Ultilisation Sub-committee (DUSC) of the Pharmaceutical
Benefits Advisory Committee. As part of this collaboration, the Guild surveys a
random sample of pharmacies for information on the numbers and types of
prescriptions dispensed. This provides, for the first time, reliable estimates of private
prescriptions provided through community pharmacies and the number of
prescriptions that count towards the Safety Net arrangements of PBS. The DUSC is
exploring how a picture of total pharmaceutical drug use in Australia can be obtained.

Information aboul drugs used in hospitals for the treatment of discases of the
circulatory system was collected by a survey conducted in 1990 by the Society of
Hospital Pharmacists of Australia, with the Institute assisting. The results of the
survey are being examined by DUSC.
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Key developments
» Introduction of regular surveys of samples of pharmacies for information on the
numbers and types of prescriptions dispensed.
Gaps and deficiencies
Information about most aspects of pharmaceutical drug use in Australia is poor. Good
quality data do not exist for the aggregated use of drugs (such as total expenditure by
hospitals or individuals on prescription drugs) or for disaggregated use (such as
patterns of drug use by individuals).
The assessment of trends in drug use and expenditure is confounded by changes in
administrative arrangements governing drug distribution and use, such as:
» changes to prescription requirements—either in terms of items covered by the
Pharmaceutical Benefits Schedule, or allowable quantities of drugs per prescription
*» the amalgamation of the pensioner and concessional categories.

8 Health statistics for specific population
groups

8.1 Women

Although women are identified routinely in health data collections, recognition of the

special needs of women has implications for the nature of these collections. These

special needs were highlighted in National women’s health policy: advancing women’s

healthin Australia (DCSH 1989), which saw the need to develop a theoretical framework

based on a social model of health. Drawing on work undertaken by the Institute (Lee

1988), which identified women’s health information needs, the policy report noted the

need to:

¢ provide funding to develop health status indicators appropriate to women’s health
(this would involve the development of a comprehensive set of indices, including
mental health and morbidity indices—for example, fatigue and incontinence; and
indices of occupational illness—for example, stress and chronic pain);

» encourage incorporation of appropriate indicators in a range of health and social
data collections;

» take account of and identify specific women’s health issues;

» identify women’s health as a concept in its own right; and

¢ provide time series information to demonstrate differences in health status
between groups of women (DCSH 198%:73, 99).

As noted above, women are identified routinely in health data collections (such as

deaths registration, hospital morbidity, disease registers and population surveys}.

There is also considerable information about fertility and aspects of childbearing

available through birth registration systems and the maternal/perinatal and other

collections (see ‘Births and pregnancy outcome’, page 269). As well, data collections

targeting women are likely to improve in the near future as programs dealing with

female-specific health conditions are put in place under the auspices of the National

Women’s Health Program.
In recognition of the specific health needs of women, ABS’s 1989-90 NHS included

a special questionnaire about some women’s health issues. The questionnaire

289




included questions about knowledge and practice of preventive measures (such as
breast self-examination and screening for breast and cervical cancer), hysterectomy,
use of contraceptives, and breastfceding of infants.

The general development of health data collections is important for the women’s
health database. For example, the three national health surveys conducted by ABS
(1977-1978, 1983 and 1989-1990) and NHF's three risk factor prevalence surveys
(1980, 1983 and 1989) are important data sources for examining changes in women'’s
health status and risk factors.

Other information about women’s heallh is gathered through special collections,
such as the Institute’s evaluation of pilot programs of breast and cervical cancer
screening, and various ad hoc studies.

Key develapments

¢ Increased recognition of special health data needs for women.

» Inclusion of special questions on women’s health in ABS’s 1989-90 NHS.

Gaps and deficiencies

The areas identified in National women’s heaith policy: advancing women's health in
Australia (DCSH 1989) (see above) are the major deficiencies in women’s health data
needs. The social health framework suggested in this document would enable
appropriate health status indicators to be interpreted in their social and environmental
context,

Deaths data are deficient in the recording of occupational information on women,
and collections relating to specific health conditions are deficient. For example, there
are few data on women'’s emotional and mental health; on substance abuse (including
the over-use of prescribed medications and cigarette smoking in adolescent females);
and on viplence (including sexual violence) against women.,

There is also a need for better information on the use of health services by
women-——for example, in assessment, recall and support systems for cervical cancer
screening programs,

8.2 Australian Aborigines and Torres Strait Islanders

The need for national Aboriginal health statistics has been recognised for many years,
and a high level Federal Task Force on Aboriginal Health Statistics established in 1984
reached agreements with all States and Territories except Queenstand (which it did not
visit) toidenlify Aborigines in a number of ‘priority” health statistical collections (Task
Force on Aboriginal Health Statistics 1985). Priority collections were identified as the
birth and death registration systems, and the hospital morbidity and
maternal /perinatal collections.

Prior to the Task Force, a number of States and Territories already had the capacity
to identify Aboriginesinsome of their collections, but for the development of national
statistics there was a need to extend the coverage to all States and Territories.

Provision now exists in one form or another for the identification of Aborigines for
all priority collections except the births and deaths registration systems in
Queensland. As well, all except the Tasmanian cancer registry provide for Aboriginal
identification in cancer registrations. Much less progress has been made in providing
for Aboriginal identification in communicable disease nolifications.

Of the major health surveys undertaken by ABS, the first to provide for the
identification of Aborigines was the 1989-90 NHS, but no special sampling
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procedures were employed to ensure that an adequate sample of Aborigines was
included. Aborigines have not been separately identified in the NHF’s RFPSs.

As part of its response to the Royal Commission into Aboriginal Deaths in Custody,
the Government has announced its intention to conduct, through ABS, a national
Aboriginal survey in the first half of 1994. Information will be collected on the
demographic, social, economic and health characteristics of the Aboriginal and Torres
Strait Islander population.

Work by the Institute is proceeding on the development of databases for the
collections identified as priorities by the Task Force on Aboriginal Health
Statistics—births and deaths, and the hospital morbidity and maternal/perinatal
collections. As well, the Institute undertook a small survey of disability and
handicaps among Aboriginal people.

Key developments
¢ Inclusion of an Aboriginal identifier in: all births and deaths registration systems
except for those in Queensland; all cancer registration systems except for that in

Tasmania; and in ABS’s 1989-90 N'HS.

» Further development of the Institute’s Aboriginal health databases.

¢ The planned national Aboriginal survey, scheduled to be conducted in the first half
of 1994,

Gaps and deficiencies

Provision for the identification of Aborigines in major health statistical collections and
surveys and the decision to conduct anational Aboriginal survey represent important
advances. However, providing for identification does not guarantee that Aborigines
are so identified. This problem is recognised as most significant in the larger urban
centres in the south of the continent.

“To ensure that adequate levels of Aboriginal identification are achieved in the
health-related collections, intensive validation studies and often remedial procedures
are required. ABS, in collaboration with the relevant State and Territory agencies has
undertaken some evaluation of the quality and coverage of data relating to Aboriginal
births and deaths. The eventual aim is for ABS to publish national Aboriginal vital
statistics data.

There is also a need for Aboriginal identifiers to be included in other major health
collections, such as communicable disease notifications.

The relative lack of information about Aboriginal people with disabilities and
handicaps is another major gap in health statistics relating to Aborigines.

8.3 Ethnic groups

Most of the major health statistical collections and surveys provide some identification
of ethnicity, usually in terms of country of birth. This form of ethnic identification is
included in the vital statistics collections, major disease databases (heart diseas»,
cancer, communicable diseases, workers’ injuries), patient treatment records within
medical institutions (hospital morbidity), and in ABS’s 1989-90 NHS.
Special health data collections also target migrant populations. Examples of these
collections are:
* Anti-Cancer Council of Victoria’s Health 2000 longitudinal survey focusing on
Greek and Italian communities in Melbourne
* University of Newcastle’s study of psychiatric morbidity among adult Vietnamese
refugees in New South Wales
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» National Centre for Epidemiology and Population Health's study of ethnic women
caregivers in Canberra, Sydney and Melbourne.

The Institute has just published a major report on ethnic health, including a review of

data sources (Donovan et al. 1992). A parallel volume documents health data

collections containing ethnic identifiers (van Ommeren, Merton 1992).

Key developments

* The compilation by the Institute of information about ethnic health and about
collections containing ethnic identifiers.

Gaps and deficiencies

Most major collections provide for identification of ethnic origin, largely through
country of birth. However, the variables describing ethnicity are not standard and
include broad and individual categorisations of country of birth, period of residence
in Australia, languages spoken at home, proficiency in English, and country of birth of
parents. The main deficiency of many collections is the relative incompatibility of the
coding systems. ABS’s Australian standard classification for social statistics (ABS 1990a)
is the recommended basis for coding whenever demographic, social, health and labour
statistics are classified by country. However, the codes are not consistently applied in
some sample or administrative collections. The codes are also revised periodically to
take account of shifts in political boundaries and changing patterns of migration to
Australia.

Country of birth is an approximation for ethnic status for many migrants, but it fails
to provide for the ethnicidentification of their children, who may be subject to strong
influences in exposure to risk factors, behaviour patterns, in accessing health services
and health information, and in health outcomes. Another deficiency is the lack of
identificalion of ethnic groups within particular countries of birth. Such identification
has been attempted in some health collections (for example, Viclorian cancer
registrations), but responses have been unreliable. Another difficulty associated with
this approach is the lack of appropriate population data against which the health data
can be assessed.

8.4 Older people

Health statistics relating generally to older people are plentiful, compiled routinely
through deaths statistics, hospital morbidity and institutional carc data collections,
disease registers, and as part of many population surveys, such as ABS’s 1989-90 NHS.
Population health surveys can vary in their definition of older people—ABS defines
older peopleasaged 60 yearsor more, whilesome surveysdefine themasaged 55 years
or more. Partly reflecting this, results are often not presented separately for the very
old. For example, published results from ABS's 1989-90 NHS do not disaggregate the
results for respondents aged 75 years or older.

A better disaggregation of data for older people has been achieved in special
surveys, such as ABS’s 1981 Survey of Handicapped Persons and 1988 Survey of Disabled
and Aged Persons. However, while this approach provides better information about the
many older people with disabilitics, it does not adequately address the needs of the
well aged.

The Home and Community Care Program (HACC), which provides a range of
domestic care facilities to older people to avoid premature or inappropriate
institutionalisation, collects statistics related to users of these services. ABS also
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conducted a survey in 1983 assessing the need for in-home care for older people in
Queensland.

Agencies such as the Departments of Social Security and Veterans’ Affairs also
maintain administrative collections about benefit or pension payments for older
people.

HHCS's annual nursing home data collection provides information about clients,
staffing and payments, State and Territory authorities also maintain collections about
older people requiring nursing home care—an example is the South Australian
Health Commission’s nursing home census (1981). Information about older people
whose health condition resulted in long stays in New South Wales hospitals was
collected as part of ABS hospital censuses in 1983 and 1985,

Studies on the health and wellbeing of older people are also conducted on an ad hoc
basis. Examples of these studies are the Dubbo community study conducted by St
Vincent’'s Hospital (1988), the Australian National University’s study of
non-institutionalised older people in Sydney (1981), and the Australian Institute of
Multicultural Affairs’ survey of ethno-specific accommodation facilities for older
people in Sydney and Melbourne (1985).

Important new information on the dental health and impact of dental disease on
older people is being gained through a longitudinal study being conducted by the
University of Adelaide. The study surveys people aged 60 years or more living in
Adelaide and Mt Gambier. Funded by NHMRC, and part of an international
collaborative study of the United States” National Institutes of Health, the study is
examining the incidence, prevalence and risk factors of dental disease, and its impact
on social interactions and wellbeing,.

Gaps and deficiencies

With increasing attention on the impact of an ageing population on Australian society
generally, and the health care delivery system in particular, the requirement for regular
surveys onageing needs to be addressed. Such surveys should provide functional and
quality of life measures for older people as well as data on needs, circumstances and
nature of care and carers. Another possibility is the development of sets of special
health questions for inclusion in non-health collections.

As noted above, many surveys (such as ABS’s 1989-90 NHS) do not include
sufficient numbers of very old people for the presentation of separate data. To allow
differentiation between the sub-groups of the older population in terms of health
conditions, risk factors and care, special sampling procedures will be rcqmred to
ensure the inclusion of adequate numbers of very old people.

ABS is considering proposals for the Survey of Disabled and Aged Persons to become
a core survey, and be repeated at regular intervals. At the same time, it is likely that
consideration will be given to separating the collection of information about the well
aged from collections concentrating on people with disabilities and handicaps.

8.5 People with disabilities and handicaps

Statistics about people with disabilities and handicaps are fragmented, at least partly
because of the division of responsibilities for the provision of services: between the
Commonwealth and State and Territory governments; between government and
non-government agencies; and between health and welfare-oriented agencies. For
example, primary responsibility for the provision of services for people with
intellectual disabilities in Victoria is with the State Government’s Community Services
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Victoria. Non-government agencies, such as the Brotherhood of St Laurence, aiso
provide some services for people with intellectual handicaps.

In attempting to construct a national picture, ABS has, as noted earlier, conducted
two surveys on disability and handicap—the 1981 Survey of Handicapped Persons and
the 1988 Survey of Disabled and Aged Persons. A repeatof the 1988 survey is planned for
1993.

At the Federal level, the Department of Social Security maintains administrative
collections about benefits and pensions paid to people with disabilities and
handicaps, and HHCS collects data for planning and monitoring the services
provided by its Assistance for People with Disabilities Program. For this Program,
highest priority is given to data on the number of services funded and the amount of
funding, but attention is also given to information on the number and characteristics
of clients, the quality of service provided, and client outcomes. Information is
gathered from five sub-programs: rehabilitation, hearing services, accommodation,
employment, and community participation. Within each area, some special data items
are collected (for example, types of hearing aids fitted). In 1986 and 1991, HHCS
conducted censuses of disability services, which also described program clients.

Less is known about the data collected by the States and Territories in relation to the
services they provide for people with disabilities and handicaps. A new
Commonwealth/States Disability Agreement, currently being considered, is
expected to include arrangements to use, for planning and evaluation purposes,
administrative data relating to services provided for people with disabilities.

Gaps and deficiencies

With increasing attention on people with disabilities and handicaps and their special
needs, there is a requirement for regular surveys to be conducted, and for the collection
of uniform data on services provided. As is the case for older people, surveys should
provide functional and quality-of-life measures, as well as data on needs,
circumstances and nature of care and carers. Information would be enhanced by the
development of sets of health and disability questions for inclusion in non-health
collections.

As noted above, ABS is considering proposals for the Survey of Disabled and Aged
Persons to become a core survey, and for separation of the collection of information
about the well aged from collections on people with disabilities and handicaps.
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Statistical tables

Population
Table §1:  Estimated resldent population by sex and age group, States and Territories, 30 June
1990
Males (Number)
Age group (years)
State
Territory Less than ] 14 S5-14 15-24 25-34 3544
NSW 45,043 174,549 428,489 461,145 476,645 444 846
Vic 33,537 127,856 317,153 368,507 364,367 329,363
Qld 22,400 85952 227,133 251,192 237,614 218,867
WA 12,935 51,922 128,061 136,278 144,809 131,041
SA 10,016 40,533 101,997 116,791 121,678 108,365
Tas 3,587 14,236 35,998 36,128 36,293 33,767
ACT 2,300 8,492 22,326 28,728 26,806 24,170
NT 1,783 6,435 14,598 15,036 15,592 13,815
Australia 131,601 510,375 1,275,755 1,413,805 1,423,804 1,304,234
45-54 55-64 65-74 7584 85 and over All ages
NSW 323,169 260,319 191,385 83,030 14,014 2,903,034
Vie 236,438 191,025 134,037 61,860 11,337 2,175,480
Qld 156,769 119,886 90,894 40,421 7,298 1,458,426
WA 87,949 64,481 43,436 20,389 3,804 825,195
SA 75,286 65,133 49,998 22938 4,020 716,755
Tas 24,128 19,698 14,799 6,949 1,194 226,777
ACT 15,268 §.894 4,916 1,692 283 143,875
NT 8,515 3.884 1,822 493 84 82,057
Australla 927,522 733,320 531,287 237,772 42,124 8,531,599
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Table S1: Estimated resident population by sex and age group, States and Territorles,
30 June 1990 (continued)
Females {Number}
Age group (years)

State
Territory Less than 1 14 5-14 15-24 25-34 35-44
NSw 42,304 166,776 410,225 440,821 469,630 413,678
Vic 32,055 121,861 302,363 355,379 361,324 327,240
Qid 21,565 81,619 214,163 239,058 233,122 215,693
WA 12,223 48,985 120,521 130,535 138,738 125,610
SA 9,455 38,627 96,087 111,001 116,933 107,077
Tas 3321 13,533 34,456 35,542 35,939 33,313
ACT 2,161 8,485 21,636 27,348 24,946 24,277
NT 1,676 6,252 13,506 13,875 15,634 12,391
Australia 124,760 486,138 1,212,957 1,353,660 1,396,266 1,279,279

45-54 55-64 65-74 7584 85 and over All ages
NSW 306,208 259,395 226,488 130,706 37,585 2923816
Vie 221,052 185,893 159,919 97,403 29,853 2,204,342
Qld 147,836 118,522 101,501 58,014 17,259 1,448,352
WA 81,586 62,059 49,328 30,086 8,859 808,630
SA 73,888 64,813 58,628 35,300 10,557 722,366
Tas 23,270 19,626 17,645 10,409 2,802 229,856
ACT 14,575 8,317 5947 2772 738 141,202
NT 6,541 3,056 1,617 538 133 75,220
Australia 880,956 725,681 621,073 365,228 107,786 8,553,784
Persons

Age group (years)

State |
Territory Less than } 14 5-14 15-24 25-34 3544
NSwW 87,347 341725 838,714 901,966 946,275 878,524
Vic 65,592 249,717 619,516 723,886 725,691 656,603
Qud 43,965 161,571 441,296 490,250 470,736 434,560
WA 25,158 100,907 248,582 266,913 283,547 256,651
SA 19,471 79,160 198,084 227792 238,611 215,442
Tas 6,508 27,769 70,454 71,670 72,232 67,080
ACT 4,461 16,977 43,962 56,076 51,752 48,447
NT 3,459 12,687 28,104 28912 31,226 26,206
Australia 256,361 996,513 2,488,712 2,767,465 2,820,070 2,583,513

45-54 5544 65-74 75-84 85 and over All ages
NSW 6293717 519,714 417,873 213,736 51,599 5,826,850
Vie 463,490 380918 293,056 159,263 41,190 4,379,822
Qld 304,605 238,408 192,395 98,435 24,557 2,906,778
WA 169,535 126,540 92,764 50,475 12,753 1,633,825
SA 149,174 129,946 108,626 58,238 14,577 1,439,121
Tas 47,398 39,324 32,444 17,358 3,996 456,633
ACT 29,843 17,211 10,863 4,464 1.021 285,077
NT 15,056 6,940 3,439 1,031 217 157,277
Australia 1,808,478 1,459,001 1,152,360 603,000 149,910 17,085,383

Source: Australian Bureau of Statistics 1991¢
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Table §2: Estimated resident population by sex and age group, selected years, 1901 to 1990
(Number)

Age group (vrs} 1901 1921 1941 1961 1981 1986 1990
Males
Less than 1 47,247 68,140 64,746 116,736 117,842 122,376 131,601
1 172,957 237382 235,996 451,006 465376 496,644 510,375
3-14 450,067 569,576 572940 1058453 1321340 1277,.080 1,275,755
15-24 366,146 455,681 631,286 776,319 1,320,618 1,368,973 1,413,805
25-34 320,455 453,279 594,709 728,618 1,244,663 1,317,452 1,423,804
35-44 279,558 367,454 493,543 739,220 931,360 1,161,863 1,304,234
45-54 156,674 280,969 434359 628,894 772,879 810,180 927,522
55-64 99,170 207,023 305,575 428 856 661,984 736,433 733,320
65-74 64716 89,483 172,064 266,069 426,174 475,396 531,287
7584 18,731 29,188 68,762 102,292 158,247 199,083 237,772
85 and over 2,207 4,665 1,739 15,789 27,184 34,707 42,124
All ages 1,977,928 2,762,870 3,581,719 5312252 7,448,267 8,000,187 8,531,599
Femnales
Less than 1 46,077 65312 62,008 111,755 112,880 116,208 124,760
1 168,836 229372 226,841 429,996 443,520 473,257 486,138
5-14 441,003 555222 551617 1,009052 1,264,582 1,213,953 1,212,957
15-24 365,792 462,563 613,086 730,052 1,278,293 17314958 1,353,660
25-34 293 424 458,492 573,606 665,421 1,212,261 1,300,222 1,396,266
35-44 216,135 351,166 473,819 707,223 891,517 1,119,161 1,279,279
45-54 118,574 255,574 439,892 596,964 737,394 768,943 880,956
55-64 80,302 178,233 305,835 4357378 691,752 738,536 725,681
65-74 48,935 80,705 184734 332,702 511,502 567,952 621,073
75-84 14,757 30,777 78,425 148,351 256,487 310,384 365,228
85 and over 2,038 5,448 10,714 29,040 74,805 94,589 107,786
All ages 1,795,873 2,672,864 13,520,587 5,195,934 7474993 8,018,163 8,553,784
Persons
Less than 1 93324 133,452 126,754 228,491 230,722 238,584 256,361
1-4 341,793 466,754 462 837 881,002 908,896 969,901 996,513
5-14 891,070 1,124,798 1,124,557 2,067,505 2585922 2491033 2,488,712
15-24 731,938 918,244 1,244382 1,506,371 2,598,911 2,683,931 2767465
25-34 613,879 911,771 1,168,315 1394039 2456924 2617674  2820,070
3544 495,693 718,650 967362 1,446,443 1,822,877 2,281,024 2,583,513
45-54 275,248 536,543 874251 1,225,858 1,510,273 1,579,123 1,808,478
55-64 179,472 185256 611,410 864,234 1353736 1,474,969 1,459,001
65-74 113,651 170,188 356,798 598,771 937,676 1,043,348 1,152,360
75-84 33,488 59,965 147,187 250,643 414,734 509,467 603,000
85 and over 4,245 10,113 18,453 44 829 102,585 129,296 149910
All ages 3,773,801 5435734 7,102,306 10,508,186 14,923,260 16,018,350 17,085,383

Sources: Commonwealth Statjstician 1925
Commonwealth Bureau of Census and Statistics 1943; 1970a

Australian Bureau of Statistics 3201.0
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Table 53: Estimates and projectlons of proportion of population aped 65 and over, selected

countries, 1950 to 2025

(Per cent)
Country 1950 1960 1970 1980 1990 2000 2010 2020 2025
Australia 81 8.5 83 9.6 10.9 1.7 12.8 159 17.5
Canada 11 1.5 19 95 11.4 12.7 144 18.8 21.2
Chile 43 4.7 5.1 5.6 6.0 6.7 1.7 96 10.9
East Germany 10.6 13.7 15.5 15.9 13.1 na na na fa
France 11.4 11.6 12.9 14.0 13.8 154 15.7 193 20.8
Greece 6.8 8.3 11.1 13.1 13.7 16.9 18.4 19.9 20.9
Iceland 17 8.0 8.8 9.6 10.7 113 12.0 15.4 18.1
India 33 34 37 4.0 4.5 5.1 59 72 8.2
Indonesia 4.0 33 31 33 39 5.1 6.4 7.8 9.1
Ireland 10.7 11.2 11.2 10.8 103 9.6 9.8 11.9 13.1
Israel kX 49 6.7 86 8.9 8.6 8.6 11.4 12.6
Ttaly 83 9.3 10.9 131 143 169 18.7 212 22.8
Japan 49 59 7.1 8.0 nza 15.9 19.6 237 239
Lebanon 72 58 4.9 5.4 5.0 55 51 58 6.8
Malaysia 5.1 34 34 37 37 42 53 73 8.6
Malta 58 7.3 9.2 99 10.2 10.9 12.1 16.8 18.3
Netherands 17 9.0 102 11.5 12.7 13.6 15.2 19.4 21.3
New Zealand 9.0 8.6 8.5 10.0 109 11.2 12.4 15.6 17.3
Norway 9.7 11.1 12.9 14.8 16.4 15.8 15.6 19.3 21.0
Philippines 3.6 3.0 273 3.4 34 37 44 58 6.9
Poland 52 5.8 82 10.1 10.0 11.7 11.5 15.0 16.9
Singapore 23 2.1 3.4 4.7 56 12 9.5 153 19.1
South Africa 316 3.9 3.8 4.0 42 4.5 5.1 63 7.2
Spain 7.3 82 9.8 10.7 13.1 152 15.6 17.4 19.2
Sweden 103 12.0 13.7 16.3 18.1 17.1 18.8 21.8 224
Switzerland 9.6 10.1 1.3 13.8 15.0 16.3 18.8 219 234
United Kingdom 10.7 11.7 12.9 15.1 15.4 152 15.7 18.2 19.4
USA 8.1 9.2 9.8 i1.3 12.6 12.8 13.6 17.5 19.8
USSR 6.1 6.8 74 10.3 9.6 na na na na
Vietnam 39 42 43 4.8 4.5 4.5 4.2 52 6.5
West Germany 9.4 10.8 132 15.5 154 na na na na
Yuposlavia 57 6.3 1.8 9.4 8.5 na na na na

Source: United Nations 1991a
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Table S4: Estimates and projections of proportion of population aged 75 and over, selected
countries, 1950 to 2025
(Per cent)

Country 1950 1960 1970 1980 1990 2000 20i0 2020 2025
Australia 2.6 27 3.0 34 42 5.0 54 63 73
Canada 24 2.7 3.0 36 4.6 5.6 6.3 7.5 9.0
Chile 1.2 14 1.7 1.9 22 2.4 29 3.4 3.9
East Germany 29 4.4 5.1 6.5 6.3 na na na na
France 39 43 4.7 6.2 6.5 6.7 7.7 7.9 2.4
Greece 22 30 3.8 5.0 57 6.4 8.6 9.1 9.9
Iceland 2.8 23 3.4 3.9 43 4.7 55 6.2 7.4
India 0.3 0.8 0.9 1.0 1.2 1.5 1.9 23 26
Indonesia 1.0 0.9 0.8 0.8 1.2 1.5 2.2 28 3.1
Ireland 37 4.2 4.1 39 4.0 4.0 3.9 43 50
Israel 1.0 14 1.9 2.3 37 3.6 36 39 4.8
Ttaly 26 3.1 39 4.7 6.1 6.9 8.5 9.7 10,7
Japan 1.3 1.3 2.1 3.1 4.6 0.0 8.3 10.8 127
Lebanon 23 19 1.6 1.6 1.8 1.6 1.9
Maulaysia 1.7 13 1.0 1.1 12 1.4 1.8
Mala 1.6 1.8 31 33 3.7 4.1 4.5
Netherlands 2.4 3.1 3.7 4.6 5.4 6.0 6.7
New Zealand 2.6 3.3 3.0 3.5 43 4.8 51
Norway 36 4.0 4.7 59 69 8.0 7.6
Philippines 1.0 0.9 0.9 1.0 1.0 1.1 1.3
Poland 1.9 1.7 24 3.6 4.0 4.1 5.0
Singapore 0.8 0.7 0.8 1.2 19 23 32
South Africa 0.8 1.1 1.2 1.2 13 1.5 1.7
Spain 2.4 27 33 3.8 52 6.0 7.3
Sweden 3.4 4.2 4.9 6.5 8.1 8.7 8.3
Switzerland 2.9 3.5 39 57 6.9 75 8.4
United Kingdom 3.5 42 4.5 58 6.7 6.9 7.0
USA 2.6 3.1 3.7 4.4 52 6.1 6.2
USSR 1.9 2.2 2.4 4.1 4.1 na na
Vietnam 0.9 1.0 1.1 1.6 1.4 1.4 1.6
West Germany 2.7 35 42 6.1 7.3 na na
Yugoslavia 1.6 2.1 22 3.0 3.7 na na

Source: United Nations 1991a
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Fertility and pregnancy outcome

Table S5: Live births by sex of baby and age group of mother, States and Territories®™, 1990

(Number)

Sex of baby | Age

of mother (years) NSW Vie Qld WA SA Tas ACT NT  Australia
Male births
Under 20 2,659 1,452 1,744 768 633 247 87 272 7862
20-24 9,382 6,254 5,035 2,697 2,061 842 461 472 27,204
25-29 17,259 12995 8,527 4,810 3,950 1,318 851 522 50232
30-34 12,594 10,015 5,730 3,504 2,602 899 645 383 36,372
35-39 4,193 3,133 1,762 1,143 811 275 234 126 11,677
40 and over 663 480 278 160 113 39 36 21 1,790
All ages® 46,752 34,357 23,082 13,082 10,170 3,620 2,333 1,798 135,194
Female births
Under 20 2,399 1,364 1,522 8§12 546 248 94 260 7,245
20-24 8,873 5,878 4,927 2,550 2,086 819 375 457 25,9635
25-29 16,185 12270 8015 4,483 3,656 1,292 783 522 47,206
30-34 11,619 9,516 5373 3,250 2,597 829 627 377 34228
35-39 4,063 3,103 1,697 975 691 202 207 125 11,063
40 and over 641 464 249 161 116 33 28 18 1,710
All ages® 43,782 32,613 21,786 12274 9,693 3,423 2,124 1,759 127,454
All births
Under 20 5,058 2,816 3,266 1,580 1,179 495 181 532 15,107
20-24 18,255 12,132 9,962 5,247 4,147 1,661 836 929 53,169
25-29 33,444 25265 16542 9,293 7,606 2,610 1,634 1,044 97,438
30-34 24,213 19,531 11,103 6,794 5199 1,728 1,272 760 70,600
35-39 8,256 6,236 3,459 2,118 1,502 477 441 251 22,740
40 and over 1,304 944 527 321 229 72 64 39 3,500
All ages® 90,534 66,970 44,868 25356 19,863 7,043 4,457 3,557 262,648

(a) Based on Staie or Territory of usual residence of mother.
(b) Includes 'not stated’.

Source: Australian Burcan of Statistics 1991a

301




Table $6: Age-specific birth rates’™ and total fertility rates™, 1921 to 1990
{Live births per 1,000 females)
Age group of mother (years)

Total
Less 45 and Jertility
than20  20-24  25-29  30-34  35-39 4044 over rate

Annual averages
1921-1925 273 133.7 167.0 137.0 96.9 40.4 42 3,032
1941-1945 239 126.9 152.8 1143 66.3 211 1.7 2,535
1961-1965 46.5 204.0 2072 1224 59.2 17.5 1.2 3,289
1981-1985 257 100.8 1445 82.0 254 4.4 0.3 1,915

Annual rates

1986 21.8 90.0 141.9 887 2732 43 0.2 1,870
1987 206 85.2 139.8 90.6 28.9 4.8 0.3 1,851
1938 20.2 81.8 137.2 93.4 30.5 4.6 0.2 1,840
1689 20.6 78.6 136.2 96.0 32.5 5.0 02 1,846
1990 22.0 19.6 139.0 101.6 34.7 5.5 02 1513

(a) Age-specific birth rates are the live births registered during the calendar year, according to age of mother, per
1,000 of the female resident population of the sume age as estimaled for 30 June.

(b} 'Total fentility rate is obtained by summing the 5-year age-specific birth rates and multiplying by 5. It
represents the number of children 1,000 women would bear during their lifetimes if they experienced the rates
of the vear shown.

Source:  Awustralian Bureau of Stavistics 4.4; 3301.0

Tahle §7:  Age-speeific birth rates!* and total fertility rates®™, States and Territoriests, 1990

(Live births per 1,000 females)

Age group of mother (years)

Total

Less 45 and Sertilivy

State / Territory than 20 20-24 25-29  30-34 35-39 4044 over rate
New South Wales 22.2 85.6 142.6 102.8 372 6.0 0.2 1,985
Vicloria 15.9 68.0 138.8 109.1 37.2 5.8 0.2 1,875
Queensland 26.5 86.1 139.8 96.7 315 4.8 0.2 1,929
Western Australia 243 80.0 133.6 8.2 321 5.2 0.3 1,868
South Australia 21.6 737 129.2 89.5 273 43 02 1,729
Tasmania 26.2 99.6 147.9 94.4 28.1 4.3 0.2 2,004
ACT 14.0 58.8 128.8 105.2 36.0 53 0.1 1,741
Northern Territory 83.4 124.0 132.1 98.4 383 6.7 —_ 2,418
Australia 220 79.6 139.0 101.6 34.7 5.5 0.2 1,913

{(a) Age-specific birh rates are the live binhs registered during the calendar year, according to age of mother, per
1,000 of the female resident population of the same age as estimated for 30 June.

(b} Total fenility rate is obtained by summing the 5-year age-specific birth rates and multiplying by 5. It
represents the number of children 1,000 women would bear during their lifetimes if they experienced the rates
of the year shown.

(c) Based on Siate or Territory of usual residence of maother,

Source: Australian Bureau of Siatistics 1991a, 1991c
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Table $8: Crude birth rates and total fertility rates™, selected countries, 1989 or nearest year

Crude birth rate

Total fertility rate

Couniry Year Rate Year Rate
Australia 1989 14.9 1990 1,913
Canada 1988 14.5 1988 1,656
Chile 1989 23.4 1989 2,548
East Germany 1989 12.0 1988 1,690
France 1989 13.6 1988 1,828
Greece 1989 10.1 1984 1,824
Iceland 1989 18.0 1989 2,212
India 1989 30.5 1987 4,200
Indonesia 1988 28.6 1989 3,380
Ireland 1989 14.7 1988 2,181
Israel 1989 223 1989 3,034
Ttaly 1989 9.7 1988 1,326
Japan 1989 10.1 1989 1,541
Lebanon 1988 317 1987 3,300
Malaysia 1988 29.2 1988 3,591
Malta 1989 16.5 1989 2.106
Netherlands 1989 12.7 1989 1,559
New Zealand 1989 17.5 1988 2,094
Norway 1989 14.0 1989 1,890
Philippines 1088 332 1988 3,335
Poland 1589 14.9 1988 2,126
Singapaore 1989 17.3 1988 1,975
South Africa 1988 321 1987 4,400
Spain 1988 10.7 1986 1,545
Sweden 1989 13.6 1988 1,964
Switzerland 1989 12.2 1988 1,570
United Kingdom 1989 13.6 1989 " 1,807
USA 1988 16.0 1988 1,929
USSR 1989 17.7 1989 2322
Victnam 1988 3.8 1987 3.900
West Germany 1989 11.0 1988 1,434
Yugoslavia 1989 14.2 1989 1,882

(a) Live births per 1,000 mid-year population.

(b) Total fertility rate is obtained by summing the 5-year age-specific birth rates and multiplying by 5. It
represents the number of children 1,000 women would bear during their lifetimes if they experienced the rates

of the year shown.

Sources: United Nations 1992
World Health Qrganization 1992
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Table $9: Birthweight distribution of total births™, States and Territories, 1988

Births | Birthweight NSW Vic Qld WA SA Tas ACT NT  Australia
{(Number)

Rirths

Less than 2,500g 5056 3687 2524 1537 17235 412 257 289 14,997

All births 80,737 63,464 41,037 25,078 19,41% 6921 4,759 2,658 244,073
{Per cent)

Birthweight (g)

50010 999 0.5 0.5 0.5 0.5 0.6 0.6 0.4 0.8 Qs

1,000t0 1,499 0.6 0.6 0.7 0.7 0.7 04 0.4 0.9 0.6

1,50010 1,999 1.1 1.2 1.3 1.2 1.3 1.1 1.2 20 12

200010 2,499 40 35 7 37 3.8 38 3.5 71 38

500 to 2,499 6.3 58 6.2 6.1 6.4 6.0 54 109 6.1

2,50010 2,999 15.0 15.4 15.4 15.5 15.6 152 15.2 229 153

3,00010 3,499 378 375 36.0 37.4 371 37.1 37.7 379 373

3,500 103,559 300 2 308 05 303 304 nag 21.3 anz

4,000 and over 11.0 11.0 11.9 10.5 10.6 11.3 11.0 6.9 11.1

{a) Includes live births and fetal deaths (stillbirths) with known binthweight of at least 500g.

Source: AIHW National Perinatal Statistics Unit, derived from dala provided by State and Territory health
authonties
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Table 810: Deaths by age group and sex, State or Terrltory of usual residence, 1990

(Number)

Age group
{years) NSW Vic Qld WA SA Tas ACT NT Aust
Males
Under 1 425 305 190 118 92 35 27 32 1,224
1-4 86 71 43 21 17 4 3 11 256
5-9 55 32 37 10 7 4 2 3 150
10-14 s 29 33 12 15 5 4 2 135
15-19 232 153 127 58 59 22 1 14 676
20-24 295 226 173 93 94 26 16 27 950
25-29 374 236 137 88 9 29 8 30 998
30-34 343 232 152 90 87 36 10 26 976
35-39 340 234 161 83 74 30 11 33 966
40-44 480 327 215 128 105 32 26 34 1,357
45-49 604 355 286 124 12 42 21 31 1,575
50-54 849 510 373 186 191 77 33 34 2,253
55-59 1,326 862 595 267 275 99 36 43 3,503
60-64 2,161 1,483 963 465 539 181 65 42 5,899
65-69 2,945 2,074 1,373 659 775 256 84 51 8217
70-14 3,441 2,287 1,372 615 847 316 69 29 8,976
75-1¢ 3812 2,680 1,719 830 955 333 69 31 10429
80-84 3,101 2,168 1,409 659 778 278 49 26 8,468
85-89 1,754 1,381 898 459 466 158 13 g 5,157
90 and over 833 674 438 186 249 83 17 5 2,485
All ages® 23,501 16,319 10,694 5,151 5,833 2,046 594 512 64,650

. Females

| Under 1 308 218 155 99 76 28 15 22 921
1-4 58 34 31 18 9 11 3 ] 168
5-9 35 21 14 7 3 4 2 2 88
10-14 29 28 10 7 13 4 1 2 94
15-19 89 67 50 26 15 9 5 4 265
20-24 106 78 43 26 25 1 4 9 298
25-29 109 80 47 32 29 9 8 11 325
30-34 122 9 59 45 35 8 3 7 375
35-39 152 122 102 46 43 12 9 13 499
4044 244 165 136 T 49 19 10 11 705
45-49 136 210 142 T2 64 30 22 16 892
50-54 474 326 240 115 9] 32 17 15 1310
55-59 652 441 293 143 152 63 18 29 1,791
6064 1,054 789 480 248 284 96 40 27 3,018
65-69 1,736 1212 756 330 434 134 47 22 4,671
70-74 2,390 1,566 1,002 390 591 176 41 17 6,173
75-79 3213 2,265 1,208 672 820 276 R6 20 8,650
80-84 3412 2,579 1,384 744 865 285 74 18 9,361
85-89 3,091 2322 1,255 653 798 240 57 14 8,430
90 and over 2,697 2,046 1,130 510" 709 224 46 5 1,367
Al apges® 20,307 14,665 8,627 4,254 5,105 1,667 508 268 55401

(a) Includes ‘not stated’.

Source: Australian Bureau of Statistics 1991b; Australian Bureau of Staiistics (unpublished)
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Table S11: Life expectancy at selected ages by sex, States and Territories, 1990
(Years)
Al birth Atage 15 Af age 65
State | Territory Males Females Males Females Males Females
New South Wales 734 79.8 59.4 65.6 14.9 18.8
Victoria 743 80.2 60.2 66.0 15.2 19.0
Queensland 74.1 80.2 60.1 66.0 15.5 19.3
Westemn Australia 749 80.6 60.9 66.5 15.8 19.6
South Australia 74.1 80.2 60.0 66.0 15.4 19.1
Tasmania 724 79.1 58.4 65.2 14.2 18.7
Australian Capital Territory 74.8 9.9 61.0 65.7 15.5 18.7
Northem Territory 66.0 T3 529 59.6 12.4 16.2
Australia 73.9 80.0 59.8 65.8 15.2 1%.0
Sources: Australian Bureau of Statistics 1991b
Australian Bureau of Statistics unpublished
Tahle S12: Life expectancy at selected ages by sex, 1901 to 1996
(Years)
At birth Atage 15 At age 65
Males Females Males Females Males Females
Annual averages
1901-1910 55.2 58.8 490 51.9 113 12.9
1920-1922 592 63.3 51.4 54.6 12.0 13.6
1946-1948 66.1 706 543 58.3 12.3 14.4
1960-1962 67.9 74.2 55.1 61.0 12.5 157
1980-1982 712 78.3 57.4 643 13.8 18.0
Annual rates
1986 n9 72 58.8 65.0 14.6 18.5
1987 730 195 59.1 653 147 IR6
1988 731 79.5 59.1 653 14.8 187
1689 733 796 59.3 65.4 14.7 18.7
1550 139 80.0 59.8 65.8 15.2 1.0

Sources: Commenwealth Bureau of Census and Swatistics 1970

Office of the Australian Government Actuary 1985

Australian Bureau of Statistics 3302.0
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Table $13: Life expectancy at selected ages, selected countries, latest year

(Years)
At birth Atage 15 Atage 65
Country and year Males Females Males Females Males Females
Australia (1990) 73.9 80.0 59.8 65.8 152 19.0
Canada (1989) 737 80.6 59.6 663 15.3 19.8
Chile (1987) 70.0 153 57.0 62.4 13.7 16.7
East Germany (1989) 70.1 764 56.0 62.1 12.8 15.9
France (1989) 73.1 81.5 59.0 67.2 15.8 20.5
Gresce (1989) 74.3 794 60.4 65.3 15.6 17.9
Tceland (1990) 75.4 80.7 61.3 66.4 16.4 -19.8
Ireland (1989) TL7 T12 576 62.9 13.0 16.5
Israel (1988) 73.9 716 60.0 63.6 15.2 16.9
Taly (1988} 73.3 109 503 65.7 147 18.7
Japan (1990) 76.2 825 61.8 68.0 16.5 206
Malta (1990) 73.8 78.4 59.9 64.2 14.2 171
Netherlands (1989) 73.7 80.1 59.5 65.8 14.3 19.1
New Zealand (1987) T1.4 T3 57.6 63.3 14.0 17.7
Norway (1989) 733 80.0 593 65.7 14,7 18.9
Poland (1990) 66.5 75.6 53.1 619 12.5 16.2
Spain (1987) 736 803 59.6 66.2 156 19.1
Sweden (1988) 142 80.1 59.9 65.7 15.0 18.8
Switzerland (1990) 74.0 81.0 59.8 66.7 15.3 19.7
United Kingdom (1990} 73.0 787 589 64.4 14.2 - 18.1
USA (1988) 71.6 78.6 577 64.6 15.0 18.9
USSR (1990} 64.2 739 51.7 61.1 124 16.0
West Germany (1989) 72.6 79.2 58.5 64.9 142 18.2
Yugoslavia (1989) 69.0 74.8 562 61.9 13.4 15.9

Sources: World Health Organization 1991, 1952
Ausiralian Bureau of Statistics 1991b
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Table $14: Age-specific death rates, all causes by sex, selected years, 1921 to 1990
(Per 100,000 population)

Sex ! Age group (years) 1921 1941 1961 1981 1986 1990
Males

04 2,213 1,289 564 281 244 231
5-9 200 139 49 34 25 23
10-14 172 108 52 29 29 21
15-19 219 159 123 124 106 G4
20-24 321 205 161 153 153 137
25-29 373 199 146 133 131 139
30-34 442 232 169 123 132 138
35-39 584 339 229 165 143 147
40-44 730 461 380 261 227 i)
4549 994 737 588 455 351 311
50-54 1,299 1,161 992 790 626 534
55-59 1,895 1,775 1,614 1,294 1,070 955
60-64 2,878 2,774 2,619 1,983 1,194 1,610
65-69 4,199 4251 4117 3,231 2,832 2,609
T0-74 6,199 6,479 6,252 5,195 4537 4,149
T15-79 10,076 10,054 9312 8,018 7,206 6,682
80-84 15,368 15,264 14,084 12,112 11,055 10,364
85 and over 26,213 29 453 23,772 20,814 18,722 18,142
Crude rate 1,106 1,099 946 815 778 758
ASR® 1,689 1,532 1,317 1,075 953 885
Females

0-4 1,771 1,022 443 216 189 178
5-9 192 103 38 18 18 14
10-14 128 73 30 20 16 16
15-19 205 104 47 45 41 39
20-24 290 155 61 43 54 45
25-29 377 202 74 51 49 46
30-34 426 234 92 57 57 54
35-39 535 31 146 87 76 76
4044 563 374 209 143 135 113
4549 690 565 347 265 217 186
50-54 943 780 542 378 353 326
55-59 1,289 1,103 785 617 573 502
60-64 1,915 1,805 1,258 971 883 818
65-69 3,112 2,884 2,178 1,568 1,508 1.3
70-74 5,041 4,789 3,652 2,552 2479 2,286
75-719 8,205 8,275 6,271 4,426 4,107 3,861
80-84 13,136 12,704 10,241 7597 7113 6.630
85 and over 22,345 25,457 20,670 16,035 14 825 14,656
Crude rate 873 901 745 646 658 648
ASR®! 1,356 1,187 845 611 570 532

(a) Age-standardised rates. Reference population is the 30 June 1988 Australian population.

Sources: d'Espaignet e1 al. 1991

Australian Institute of Health and Welfare
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Table §15: Age-specific death rates, all causes by State or Territory of usual residence, 1990

{Per 100,000 population)

Sex/Age

group {years) NSW Vie Qld WA SA Tas ACT NT Aust
Males

04 232 233 215 214 216 219 278 523 231
5-9 25 20 32 15 13 22 18 40 23

.10-14 17 18 29 19 30 28 35 238 21
15-1% 97 83 98 85 103 114 81 203 94
20-24 133 123 142 136 158 154 105 332 137
2529 157 129 113 120 155 163 56 367 139
30-34 143 128 130 126 146 195 79 351 138
35-39 153 141 147 124 136 174 92 481 147
4044 221 201 197 199 195 194 212 489 209
45-49 345 278 330 256 274 322 241 624 311
50-54 574 469 533 472 555 695 504 958 534
55-59 1,023 200 993 806 871 1.0l6 732 2,018 955
60-64 1,654 1,557 1,606 1,482 1,607 1,818 1,634 2,396 1,610
65-69 2,603 2,601 2,569 2,509 2,631 2,969 2,678 4,489 2,609
70-74 4397 4212 3,664 3,581 4,123 5,117 3,879 4,227 4,149
75-79 6913 6,655 6,516 6,296 6,311 7395 6,101 9,841 6,682
80-84 11,i21 10,043 10,037 9,144 9,967 11,365 8,734 14607 10,364
85 and over 18,460 18,126 18306 16,564 17,786 20,184 17668 15476 18,142
Crude rate 810 750 733 624 814 902 413 626 758
ASRW® 921 867 863 802 866 1,002 814 1,304 885
Females

0-4 175 164 180 191 177 231 169 328 178
5-9 17 14 13 n 6 22 18 28 14
10-14 14 19 9 12 28 24 9 k¥ 16
15-19 39 38 41 40 27 48 38 63 39
20-24 50 44 17 40 44 42 28 120 45
25-29 47 44 40 46 49 51 63 139 46
10-34 52 54 51 65 60 44 25 91 54
35-39 68 X! 93 70 78 71 73 1908 76
40-44 115 104 128 119 94 116 84 189 113
4549 203 171 173 161 161 240 261 411 186
50-54 337 312 364 312 266 297 276 567 326
35-5¢9 515 473 502 453 490 652 415 1,705 502
6064 794 817 799 812 84] 564 1,005 1,993 818
65-69 1,357 1,332 1,332 1,178 1,315 1,365 1,310 2,304 1,331
70-74 2,426 2272 2,239 1,829 2,306 2,248 1,739 2,568 2,286
75-719 4,000 3,828 3,611 3,657 3,789 4,266 4,859 5797 3,861
80-84 6,773 6,744 6,272 6,354 6,332 1,235 7,385 9,326 6,630
85 and over 15400 14632 13,819 13,128 14275 16560 13957 147285 14,656
Crude rate 695 665 596 526 707 725 360 356 648
ASR® 549 527 515 489 519 584 541 824 532

(a) Age-standardised rates. Reference population is the 30 June 1988 Australian population.

Source:

Australian Institute of Health and Welfare
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Table $16: Age-specific death rates, all causes, males, selected countries, latest year

(Per 100,000 population)

Age group (years)
Country and year g i 514 15-24 25-34 3544
Australia (1990} %05 50 22 115 139 178
Canada (1989) 758 44 24 118 134 185
East Germany (1989) 830 43 28 101 142 289
France (1989} 863 45 24 117 i7t 276
Greece (1989) 1,084 42 23 104 113 185
Iceland (1950) 697 47 23 131 129 148
Ireland (1589) 931 55 26 94 102 184
Israel (1988) 1,033 53 27 79 106 162
Traly (1988) 1,015 35 22 89 110 173
Japan (1990) 498 52 20 70 78 155
Malia (1590) 1,113 46 21 47 59 94
Netherlands (1989) 765 42 2t 64 78 156
New Zealand (1987) 1,074 59 3 73 i53 154G
Norway (1989) 883 51 22 100 99 196
Poland (1590) 1787 68 34 133 232 475
Spain (1987) 1,009 45 28 114 141 224
Sweden (1988) 657 31 20 81 115 196
Switzerland (1990) 736 49 20 130 164 194
United Kingdom (1990) 884 43 22 a5 98 177
USA (1988) 1,099 57 31 151 197 301
USSR (1990) 2,476 195 64 178 334 591
West Germany (1989) 845 43 22 87 113 214
Yugoslavia (1989) 2,456 86 35 88 143 297
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Table S16: Age-specific death rates, all causes, males, selected countries, latest year (continued)

(Per 100,000 population)

Age group (years)
Country and year 4354 354 65-74 75 and over  Crude rate ASR®}
Australia (1990) 413 1,282 3,236 9,482 758 927
Canads (1989) 457 1,365 3,353 9,792 806 953
East Germany (1989) 744 1,845 4,396 13,578 1,144 1314
France (1989) 633 1,475 2,07 9,590 1,002 968
Greece (1589) 419 1,200 3,011 9,975 985 923
Jceland (1990) 353 1,058 2,946 9,213 712 816
Ireland (1989) 508 1,605 4,508 12,700 972 1,198
Israel (1988) 463 1,333 3319 9,754 696 950
Ttaly (1988) 490 1,455 3,479 10,393 1,007 1,011
Japan (1990} 406 1,079 2,520 9,169 737 815
Malta (1990) 396 1,367 3,641 11,482 796 1,016
Netherlands (1989) 438 1,375 3,648 11,565 914 1,021
New Zealand (1987) 562 1,548 4,160 11,067 883 1,117
Norway (1989) 484 1,409 3,537 10,973 1,131 1,010
Poland (19%0) 1,174 2,520 4,937 12,973 1,127 1.517
Spain (1987) 538 1,295 3,151 9,644 863 946
Sweden (1988) 439 1,256 3,265 10,832 1,211 966
Switzerand (1990) 412 1,181 3,112 10,470 991 944
United Kingdom {1990) 478 1,476 3,948 10,935 1,123 1,042
USA (1988) 629 1,607 3,574 10,122 940 1,059
USSR (1990) 1,348 2,706 5,104 12,475 1,074 1,604
West Germany (1989) 572 1,495 3,605 11,341 1,091 1077
Yugoslavia (198%) 818 1,986 4,184 11,783 971 1,273

(a) Infant monality per 100,000 live hirths.

{b) Age-standardised rate. Reference population is the European standard population (WHO 1992). Standard death
rates in this 1able are different 10 the standard rates in other tables because of the use of a different reference
population.

Sources: World Health Organization 1991, 1992
Ausiralian Institute of Health and Weifare
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Table S17: Apge-specific death rates, all causes, females, selected countries, latest year
(Per 100,000 population)

Age group (years)
Couniry and year o) 14 5-14 15-24 25-34 3544
Australia (1990) 723 as 15 42 50 94
Canada (1989) 621 37 18 41 53 107
East Germany (1989) 619 39 15 42 63 130
France (1989) 640 37 19 41 62 121
Greece (1989) 864 32 19 36 47 87
Iceland (1990) 473 — 10 24 43 94
Treland (1989) 689 34 16 33 40 99
Israel (1988) 983 47 18 29 45 102
Traly (1988) 818 29 15 29 42 96
Japan {1990) 419 a7 13 27 40 89
Malta (1990) Ti5 29 i8 4 26 87
Netherlands (1989) 588 37 16 34 45 104
New Zealand (1987) 949 52 23 62 72 129
Norway (1989) 690 32 12 29 52 101
Poland {1990) 1,404 50 22 36 64 168
Spain (1987) 157 39 18 42 51 101
Sweden (1938) 501 26 12 34 51 115
Switzerland (1990) 629 31 16 40 57 100
United Kingdom (1990) 682 33 15 30 45 113
USA (1988) 886 45 20 52 74 140
USSR (1990) 1,901 163 as 66 94 190
West Germany (1989) 639 34 15 35 50 119
Yugoslavia (1989) 2,240 80 25 41 65 139

Continued next page
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Table S17: Age-specific death rates, all causes, females, selected countries, latest year (continued)

(Per 100,000 population)

Age group (years)
Country and year 45-54 5564 65-74 75and over Crude rate ASR(D)
Australia (1990) 250 663 1,746 7,147 648 561
Canada (1989} 278 706 1,724 6,951 653 554
East Germany (1989) 353 917 2,562 10,471 1,322 828
France (1939) 262 553 1,236 7191 886 506
Greece (1989) 207 553 1,815 8,680 866 632
Iceland (1990} 328 762 1,634 7,338 626 555
Ireland (1989) 319 939 2,564 9,693 855 769
Israel (1988) 270 822 2,414 8,716 618 726
Ttaly (1988) 245 622 1,705 7,856 874 593
Japan (1990) 205 466 1,268 6,431 603 471
Malta (1990) 243 718 2,008 9,714 735 704
Netherlands (1989) 277 674 1,679 7,893 823 581
New Zealand (1987) 386 929 2,338 8,376 T16 717
Norway (1989) 245 688 1,697 8,196 1,011 590
Potand (1990) 413 1,018 2,545 9,882 97 833
Spain (1987) 238 554 1,583 T7.588 741 566
Sweden (1988) 265 636 1,727 8,072 1,084 587
Switzerland (1990) 241 539 1,443 7,712 10 535
United Kingdom (1990) 299 881 2,241 8,307 1,113 659
USA (1988) 5] 05 2,056 7,633 827 642
USSR (1990) 481 1,122 2,740 9,709 1,001 893
West Germany (1989) 286 697 1,829 8,297 1,154 635
Yugoslavia (1989) 376 955 2,582 9,832 R49 857

() Infant montality per 100,000 live births.

(b) Age-standardised rate. Reference population is the European standard population (WHO 1992). Standard death
rates in this table are different to the standard rates in other tables beeause of the use of a different reference
population.

Sources: World Health Organization 1991, 1992
Australian Institute of Health and Welfare
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Table S18: Age-standardised death rates™ by sex and ICD-9 chapter, selected years,
1921 to 1990
(Per 100,000 population)

Sex | ICD-9 chapter 1921 1941 1961 1981 1986 1987 1988 1089 1990
Males
Infectious and parasitic 208 92 17 5 5 5 6 6 6
Neoplasms 154 175 192 236 234 234 238 237 232
Endocrine, nutritional 16 23 16 18 19 21 19 2t 23
Blood diseases 10 5 4 3 4 4 3 3 3
Mental disorders 7 4 5 9 12 13 15 15 14
Nervous system diseases 46 25 14 13 14 15 16 16 15
Circulatory diseascs 376 614 733 545 446 435 417 414 383
Respirstory diseases 201 145 105 94 82 84 86 95 79
Digestive diseases 58 56 K} 35 31 31 31 32 29
Genitourinary diseases 122 133 42 15 13 13 9 13 i3
Skin discases 5 3 2 1 1 1 1 1 1
Musculoskeletal diseases 7 5 4 3 3 3 4 3 3
Congenital anomalities 9 10 10 7 § 5 6 5 5
Perinatal conditions 55 43 21 7 6 6 6 6 6
Ili-defined conditions 300 98 14 6 6 6 6 6 6
Injury and potsoning 116 103 103 80 71 73 75 70 68
All causes 1,689 1,532 1,317 1,075 953 947 941 944 885
Females
Infectious and parasitic 157 58 9 3 3 3 3 4 4
Neoplasms 155 159 135 133 141 137 140 139 138
Endocrine, nutritional 26 40 20 15 14 5 14 14 14
Blood diseases 13 6 4 3 2 3 2 2 2
Mental disorders 3 3 2 6 9 9 10 11 10
Nervous system diseases 36 21 9 8 10 10 11 12 11
Circulatory diseases 334 503 493 333 284 277 265 267 248
Raspiratory diseases 155 11 43 31 k| 33 35 42 34
Digestive diseases 56 39 23 19 20 20 20 19 19
Genitourinary diseases 65 74 19 11 10 10 10 10 10
Complications of
pregnancy 24 14 3 — — — —_ —_ —_
Skin diseases 5 3 2 — 1 1 1 1 1
Musculoskeletal diseases 9 6 4 4 4 4 4 5 4
Congenital anomalities 7 9 8 6 5 5 5 5 5
Perinatal conditions 41 34 15 5 5 4 5 5 5
Ni-defined conditons 237 10 14 4 4 4 4 4 4
Injury and poisoning 34 39 42 30 28 27 28 27 25
All causes 1,357 1,187 84S 611 570 561 557 563 532

(a) Reference population is the 30 June 1988 Australian population, classified by five-year age groups.

Scurces: d’Espaignet et al. 199]
Australian Institute of Health and Welfare
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Table $19: Age-standardised death rates™ by sex and ICD-9 chapter, States and Territorles,

1990

(Per 100,000 population)

Sex ! ICD-9 chapter NSW Vic Oid WA SA Tas  ACT NT Aust
Males

Infectious and parasitic 8 4 5 4 6 6 5 21 6
Neoplasms 236 240 220 213 227 263 236 229 232
Endocrine, nutriticnal 25 29 17 19 17 17 a0 41 23
Blood discases 4 3 4 3 3 3 7 1 3
Menial disorders 16 14 13 10 9 18 6 22 14
Nervous system diseases 13 17 16 15 14 20 14 22 15
Circulatory diseases 408 359 kyyl 346 386 430 319 412 383
Respiratory diseases 79 T 76 72 82 100 i 228 79
Digestive diseases 31 28 29 25 25 26 26 48 e 29
Genitourinary diseases 13 14 14 12 11 9 17 2% 13
Skin diseases 1 — 1 1 1 —_ — _— 1
Musculoskeletal diseases 3 4 3 2 3 2 4] —_ 3
Congenital anomalies 5 5 4 7 5 6 7 10 5
Perinatal conditions & 6 6 5 5 5 8 13 6
Dl-defined conditions 6 5 4 6 .6 14 9 8 6
Injury and poisoning 65 62 74 64 63 84 49 225 68
All causes 921 867 863 802 866 1,002 814 1,304 885
Females

Infectious and parasitic 4 3 4 3 3 2 —_ 24 4
Neoplasms 137 145 125 133 143 147 163 144 138
Endocrine, nutritional 12 17 12 14 12 9 14 52 14
Blood diseases 3 2 2 1 2 2 — —_ 2
Mental disorders 10 12 E 7 8 13 8 6 10
Nervous system diseases 10 13 10 15 10 10 13 10 1
Circulatory diseases 267 234 249 218 240 264 216 268 248
Respiratory diseases 33 32 k]| 31 36 57 40 141 34
Digestive diseases 19 18 19 19 18 19 25 45 19
Genitourinary diseases 11 8 11 7 7 7 17 33 10
Complications of

pregnancy — — — — — —_— — 1 —_
Skin diseases 1 —_ 1 1 1 — 1 3 1
Musculoskeletat diseases 4 5 4 1 4 8 1 12 4
Congenital anomalies 5 5 5 5 5 4 4 4 5
Perinatal conditions 5 S 3 4 5 3 4 8 5
Il1-defined conditions 4 3 3 4 5 14 5 9 4
Injury and poisoning 24 25 28 25 22 25 32 58 25
All causes 549 527 515 489 319 584 541 824 532

(a) Reference population is the 30 June 1988 Australian population, classified by five-year age groups.

Source: Australian Institute of Health and Welfare
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Tahle §20: Age-standardised death ratest® by selected ICD-9 chapters, males, selected countries,

latest year
{(Per 100,000 population}
ICD.8 chapter

Infectious Injury & All
Country and year & parasitic  Neoplasms Circulatory Respiratory Digestive poisoning  causes
Australia {1990) 6 247 401 81 31 67 927
Canada (1989) 6 250 K}y 88 35 75 953
Chile (1987) 39 215 354 148 85 129 1,189
East Germany (1989) 5 246 689 92 65 95 1,314
France (1989) 12 303 280 64 54 104 968
Grecee (1989) 6 218 432 50 29 67 923
Iceland (1990) 4 227 360 78 8 78 816
Ireland {1989) 7 266 562 172 30 65 1,198
Israel (1988) 16 177 406 67 27 68 950
Tialy (1988) 5 293 402 78 62 62 101
Japan (1990) 13 228 271 114 39 61 815
Malta (1990) 10 213 474 110 50 40 1,016
Netherlands {1989) 5 304 400 98 3t 45 1021
New Zealand (1987) 5 259 517 130 28 8s 1117
Norway {1989) 6 26 460 89 29 82 1,010
Poland (1530) 13 296 768 7% 46 133 1,517
Singapore (1989) 40 293 455 258 32 55 1,244
Spain (1987) 11 244 353 o4 63 68 546
Sweden (1988) 6 203 487 76 30 74 966
Switzerland (1990) 15 263 377 80 28 95 944
UK (1990) 5 276 469 118 30 48 1,042
USA (1988) 14 246 456 95 38 90 1,059
USSR (1990) 26 284 800 127 47 198 1,604
West Germany (1989) 8 280 484 78 54 61 1,077
Yugoslavia (1989) 17 227 631 68 54 9l 1,273

(a) Reference population is the European standard population (WHO 1992). Standard death rates in this table are
different 1o the standard rates in other tables becanse of the use of a different reference poputation.

Sources: World Health Organization 1991, 1992
Australian Institutc of Hcealth and Welfare
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Table S21: Age-standardised death rates' by selected ICD-9 chapters, females, selected
countrles, latest year

(Per 100,000 population)

ICD-9 chapter

Infectious Injury & All
Country and year & parasitic  Neoplasms Circulatory Respiratory Digestive poisoning  causes
Australia (1990) 4 150 - 258 6 20 26 561
Canada (1989) 4 162 22 42 21 30 554
Chile (1987) 24 171 264 89 47 34 797
East Germany (1989) 3 150 474 34 34 42 828
France (1989) 1 132 167 29 28 45 506
Greece (1989) 4 116 340 31 15 26 632
Iceland (1990) 4 177 225 69 13 24 555
Ircland {1989) 5 196 349 97 23 26 769
Israel (1988) 13 149 313 46 20 36 726
Ttaly (1988) 2 148 268 29 30 27 503
Japan (1990) 6 114 189 50 19 27 . 47
Malta (1990) 6 131 383 37 19 22 704
Netherlands {1989) 4 164 221 35 24 25 581
New Zealand (1987) 5 186 322 72 20 6 717
Norway (1989) 5 150 252 55 19 34 590
Poland (1990) 5 154 462 26 26 36 833
Singapore {1989) 25 157 320 T o130 18 25 789
Spain (1987) 6 119 260 39 29 22 566
Sweden (1988) 5 146 275 43 19 "2 587
Switzerland (1990) 6 147 225 37 16 40 535
UK (1590) 3 186 281 65 24 19 659
USA (1988) 10 161 283 51 24 32 642
USSR (1990) 10 134 534 50 24 50 893
West Germany (1989) 5 167 0 29 a0 27 635
Yugoslavia (1989) 11 130 490 36 24 34 857

(a) Reference population is the European standard population (WHO 1992). Standard death rates in this table are

different to the stendard rates in other tables because of the use of a different reference population.

Scurces: World Health Organization 1991, 1992
Australian Institnte of Health and Welfare
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Table $22: Infant mortality rates, States and Territories®, selected years, 1901 to 1990
{Per 1,000 live births)

Year NSW Vic Qid WA SA Tas ACT NT Auest
1901 1037 1028 101.¢ 1289 100.0 83.0 ®) 62.5 103.6
1921 62.6 72.6 54.2 78.3 65.5 78.0 74.0 63.3 65.7
1941 43.8 62 39.1 353 32.5 45.0 16.4 B3.3 39.7
1961 208 17.8 20.0 19.7 20.0 16.8 15.6 23.9 18.5
1981 103 9.3 10.4 8.9 8.0 123 89 23.5 10.0
1986 9.0 8.6 8.7 8.8 7.4 it4 8.5 16.0 8.8
1987 85 8.1 8.3 8.4 8.6 10.0 9.0 15.6 8.7
1588 9.2 7.8 8.4 g5 79 9.6 8.1 (€119.2 B.7
1989 8.7 6.5 8.5 78 7.4 10.6 6.5 14,5 8.0
1990 8.1 78 7.7 8.6 85 8.9 9.4 15.2 8.2

(a) Calculated in respect of the State or Territory of usual residence of the deceased.
() Pan of New South Wales prior 10 1911.
{c) Nonhem Territory rate for 1988 was affected by changed registration requirernents.

Sources: Commonwealth Bureau of Census and Statistics 1608, 1922, 1943, 1962
Australian Bureau of Siatistics 3302.0

Table $23: Perinatal mortality rates!®, States and Territories, 1981 to 1990®

(Per 1,000 live births plus fetal deaths)

Year NSW Vie Old WA SA Tas ACT NT Aust
1981 1.8 13.3 13.0 12.4 10.6 132 10.1 27.9 13.2
1982 13.5 14.5 12.5 11.6 12.8 11.0 il.1 27.1 13.4
1983 12.1 12.5 12.1 10.8 11.3 12.9 1.5 21.1 12.2
1084 12.4 11.7 11.4 12.0 10.3 12.5 9.2 19.5 11.9
1985 11.2 12.2 12.0 10.8 12.4 138 10.9 17.4 11.8
1985 11.5 11.7 10.9 11.0 10.1 15.7 10.7 19.7 1.5
1987 10.8 10.2 11.0 10.6 8.8 9.4 10.9 19.0 10.6
1988 11.1 10.1 10.6 9.0 10.0 13.0 11.0 19.9 10.7
1989 103 9.3 9.7 8.8 10.1 11.0 9.6 21.1 9.9
1990 10.5 10.5 .3 9.1 10.2 10.0 12.0 17.0 10.3

(a) Perinatal deaths consist of fetal deaths (stillbirths) and neonatal deaths (withtn 28 days of birth). The perinatal
morality rate is defined as the number of deaths per 1,000 live births and fetal deaths combined.

{b) Comparable peninatal monality data are not available before 1973.

Source: Australian Bureau of Siatistics 3304.0
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Table 524: Neonatal, postneonatal and Infant mortality rates™, by sex, selected countries, latest

year
(Per 1,000 live births)
Neonatal Paostneonatal Infant
Country and year Male Female Persons Male Female Persons Maie Female Persons
Australia {1990) 54 4.3 4.9 3.7 2.9 33 9.1 7.2 8.2
Canada (1988) 5.0 4.1 4.6 3.0 22 2.6 8.0 63 7.2
Chile (1988) 10,5 8.5 9.5 10.1 8.5 9.4 20.6 17.1 18.9
GDR (1989 na na na na na na 8.9 6.2 16
France {1989) 43 34 38 43 3.0 37 8.6 6.4 1.5
Greece (1989) 73 59 6.6 3.5 2.8 32 10.8 8.6 9.8
Iceland {1990} 4.9 3.0 4.0 2.1 1.7 1.9 7.0 4.7 5.9
Treland (1989) 5.5 4.1 48 9 28 33 93 6.9 8.1
Israel (1988) 6.8 6.4 6.6 3.5 34 3.5 103 9.8 10.1
Traly (1988) 19 6.3 12 23 1.8 21 10.2 3.2 92
Japan (1990) 2.8 2.4 2.6 2.2 1.8 2.0 50 4.2 4.6
Malia (1990) 83 5.0 6.7 2.9 2.7 2.8 11.1 7.1 9.5
Nexherlands (1989) 5.1 4.0 4.6 2.5 1.9 22 77 5.9 6.8
NZ (1987} 49 3.6 4.3 59 5.9 5.9 10.7 9.5 10.1
Norway (1989) 40 39 39 4.9 o 4.0 g8 6.9 7.9
Poland (1950) 13.1 10.0 11.6 4.8 4.0 4.4 179 14.0 16.0
Singapore (1989) 5.0 4.1 4.6 2.0 2.0 20 1.0 6.1 6.6
Spain (1987) 6.8 5.0 6.0 13 2.5 2.9 10.1 7.6 8.9
Sweden (1988) 43 3.0 37 2.2 2.0 21 6.6 5.0 5.8
Switzerland {1990) 4.0 3.5 38 33 2.8 3.0 7.4 6.3 6.8
UK {1990) 5.0 4.0 4.5 3.8 2.8 33 8.8 6.8 79
USA (1988) 7.0 57 637 4.0 3.2 3.6 11.0 8.9 10.0
USSR (1990) na na na na na na 24.8 19.0 220
W Germany (1989) 4.6 3.4 4.0 3.9 3.0 35 8.5 6.4 T4
Yugoslavia (1988) 15.0 11.9 13.5 11.0 11.0 11.0 26.0 229 245

{a) Neonatal: Less than 28 days.
Posineonatal: 28 10 364 days.

Infant: Less than one year.

Sources: World Health Organization 1991, 1992
United Nations 1991b

Australian Bureau of Statistics 1991a, 1991b
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Table §25: Maternal deaths and death rates™, by triennium, 1964-1966 to 1985-1987

Maternal death rates

Total Direct Indirect Incidental Total

Trieaniwm  confinements deaths™ deaths'® deaths®) deaths™® Direct Total

(Per 100,000

{(Number} (Number) {Number) (Number) (Number) confinements)
1964-1966 667,649 202 — — 275 30 4]
1967-1969 713,064 166 -_ — 237 23 33
1970-1972 790,818 150 — — 244 19 31
1973-1975 726,690 Me0 a2 45 137 8 19
1976-1978 678,098 52 35 19 106 8 16
1979-1981 682,880 54 34 9 ()98 8 14
1982-1984 713,985 42 25 27 94 6 13
1985-1987 126,642 32 30 24 36 4 12

(a)

®)

«©)

()

(e)
Q)

(&)

Matemal monality as defined by the World Health Organization is the death of a woman during pregnancy,
childbinh or in the forty-two days of the puerperium, irrespective of the duration and the site of the pregnancy,
from any cause related 10 or aggravated by the pregnancy or its manzgement. This definition includes deaths
from abortion and ectopic pregnaney, but excludes deaths from incidental causes. In this table, incidental
deaths are included as are deaths occurring more than fony-1woe days after termination of the pregnancy, when
they have their origin and illness related to the pregnancy.

Direct matemal deaths are those resulting [rom obstetric complications of the pregnant swate (pregnancy,
labour and puerperium), from interventions, omissions, incorrect treatment, or from a chain of events resulting
from any of the above——they are complications of the pregnancy itself, e.g. eclampsia, rupture of the uterus,
posipartum hemorrhage.

Indirect obstetric deaths are those resulling from pre-existing disease or disease that developed during
pregnancy and was nol due to direct obstetric causes, but which may have been aggravated by the
physiological effecis of pregnancy, e.g. heant discase, diabetes, renal disease.

Incidental deaths due to causes such as road accidents, malignancies and suicide where the pregnancy is
unlikely 10 have contributed significanily to the death.

Prior 1o 1973-1975, no distinction was made between indirect and incidental deaths.

Only 60 of the 69 certified causes of death were judged by the State maternal mortality committees as being
direct matemnal deaths,

One death with inadequate data,

Source: National Health and Medical Research Council 1970, 1972, 1976, 1979, 1981, 1987, 1988, 1991
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Table 526: Maternal death rates®, selected countries, 1980 to 1989
(Per 100,000 live births)
Country 1980 1981 1982 1983 1984 1985 1986 1987 1988 1959
Australia® *98 *106 *104 *6.2 1.7 *4.4 6.2 *53 *4.9 na
Canada *1.5 *5.2 *1.9 *5.4 *3.2 *4.0 3.0 4.1 *4 8 na
Chile 74.9 438 518 403 347 50.0 473 48.3 na na
East Germany 17.5 147  *125 15.8 18.4 167  *13.0 *124 14.8 na
France 12.9 155 138 15.1 14.2 12.0 10.9 9.6 9.4 8.5
Greece *17.6  *11.4  *11.7 *143 *8.8 *6.9 *8.0 *47 *5.6 na
Teeland na na na na na na na *239 na na
Treland®™ *6.8 *4.2 *57  *119 6.2 *6.4 *4.9 *3.4 *1.8 na
Israel *53 na *31 *2.0 *5.1 *8.1 *6.0 *¥30 na na
Ttaly 13.1 13.2 9.6 9.2 9.2 8.0 54 *4.5 77 na
Japan 20.5 192 *184 155 15.3 15.8 13.5 12.0 9.6 10.8
Netherlands *B.8 *7.8 *6.4 *5.3 *9.7 *45 g1 *75 *0.6 *5.3
New Zealand® *13.8 *5.9  *{10 *193% *5.8 *13.5 *189 *127 na na
Norway *11.8 *2.0 na *4.0 *2.0 *2.0 3.8 *5.6 *3.5 na
Malta na *183 *320 na na *35.3 na na na na
Philippines® na 1055 na na na na na na na na
Poland 1.7 14.6 14.2 16.2 14.2 11 13.1 15.5 1.6 10.7
Singapore™ *49 T *1LT *148 %120 %47 30 +69 na na
Spain 11.0 na 10.5 76 *52 *4.4 *5.5 na na na
Sweden *8.2 *4.3 *4.3 na *21 *5.1 *2.9 ° *43 *BQ na
Switzerland *54 *6.8 *120 54 *1.3 5.4 *39 *6.5 *10.0 *3.7
United Kingdom:
England & Wales 10.7 2.0 6.7 8.6 8.2 7.0 6.8 6.8 5.9 na
Nonhem Ireland® *~1.0 *37 *7.4  *147 *108 na na *36 *36 - na
Scotdand(® *145 *13.8 *9.1 %123 *123 *135 *106 *30 *12.1 na
usa 9.2 8.5 19 3.0 7.8 78 72 6.6 84 - na
USSR na na na na na na 13.5 124 10.6 na
West Germany 20.6 20.0 17.7 11.4 10.8 10.7 *3.0 8.7 39 53
Yugoslavia 17.8 26.6 22.4 16.8 17.2 16.4 14.7 10.6 16.3 15.5

(2) Data in this table are not directly comparable with those in Table S25. The number of matemal deaths reported
in Table 525 have been ndjusted afier examination by State and Terrilory maternal monality commitiees.

(b) Data tabulated by date of registration rather than occurrence.
Rate based on 30 or fewer maternal deaths.

Source:

United Nations 1992
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Table §27: Separations from public acute hospitals™ by principal diagnosis®™, States and
Territories®, 1987-88 or latest year

(Number)
1ICD-9 NSW Vie Qld WA SA ACT NT
chapterd) 1986 198788 1986 1987 198788 198788 198788
I 13,769 10,567 7,993 5,686 3,759 530 1,736
i 56,842 46,385 18,416 11,825 12,243 2,870 664
I 10,846 8,710 4,997 2,987 3,256 476 346
v 7,384 6,790 2,652 2.221 2,125 343 222
v 21,032 8,932 16,177 6,657 5,551 956 972
V] 33,949 26,122 16,684 11,558 10,537 1,305 1,049
viI 85,475 49,274 32,656 20,307 22,504 3,070 1,062
ViIl 61,663 41,490 30,657 23,841 21,678 2,293 2,829
X 90,415 56,498 33971 24,401 24,354 4,934 1,583
X 67,449 49,240 25,886 17,226 16,392 2,680 2234
X1 110,171 74,307 46,781 26,351 26,807 6,464 4,831
X1 16,665 11,128 8,637 6,093 4,757 742 1,074
X1 30,605 22,199 16,495 13,807 12,681 1,631 1,246
X1v 9,289 6,709 3,147 1 2,234 415 326
XV 13,062 8,307 3,778 1,902 2,551 1,735 1,001
XVl 51,526 27,585 33,425 19,707 18,505 1,469 1,714
XV 89,201 51,331 50,311 29,099 26,949 2,607 3947
Suppl. 75,448 51,929 42,7120 37,690 33,044 9,127 3,006
Other — —_ — — 271 — —
Total 844,791 557,503 395,383 263,069 250,198 43,647 29,902

(a) Does not include Depariment of Veterans® Affairs hospitals.
(b) Pnncipal diagnosis grouped by ICD-9 chapters (WHO 1977).
(c) No data available for Tasmania.

(d) See Appendix 2 for an explanation of ICD-9 chapters.

Source: Australian Institute of Health and Welfare
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Table $28: Occupled bed-days in public acute hospitals®” by principal diagnosis®™,
States and Territorfes®, 1987-88 or latest year

{(Number)
iICD-9 NSW Vie Qld WA SA ACT NT
chapter® 1986 198788 1986 1987 1987-88 198788 1987-88
I 64825 47,137 36,678 25,137 19,670 3,435 15,243
I 537579 338,333 180,244 101,115 116,804 21271 5377
m 100,124 73,806 45,027 24992 31,266 3872 3,072
v 36,724 24,944 14,308 9596 8,964 2,00 1,349
v 275,160 112,853 196,091 76,403 64,384 14,906 12,066
Vi 222749 140,165 96,406 63,556 60,320 7,073 6,652
v 963,540 503,471 320,986 156,757 218,616 29,855 9,001
Vi 355,580 223,524 153,571 113,266 117,049 12,672 16,467
X 499,518 276,748 176,321 112,003 126,519 20,659 9,209
X 310,999 196,313 122,623 922 75,576 10,634 10,381
X1 572416 390,827 224,099 134,233 133,956 35,940 24,446
X 134,405 77,721 68,362 42,310 43,744 3,021 9,331
X 279,082 182,306 124 869 96,855 87,390 12,791 7678
x1v 58,101 36,921 21,590 9.917 12,402 2,562 2,503
XV 113,022 74,541 43,104 25,387 24,074 15,175 8731
XVI 205,560 106,909 161,950 71,508 89,189 4,850 9.934
XV 671,038 389,256 313,346 175,598 150,551 20,140 25,839
Suppl. 261,549 334,586 98,892 99,763 138,123 34,488 14,214
Other —_ — — — 1,928 — —_
Total 5,661,971 3,530,761 2,398,467 1450378 1,521,025 255,425 191,493

(a) Does not include Department of Veterans' Affairs hospitals.
(b) Principal diagnosis grouped by ICD-9 chapter (WHO 1977).
(c) No data available for Tasmania.

(d) See Appendix 2 for an explanation of ICD-9 chapters.

Source: Australian Institute of Health and Welfare
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Table §29: Separations from public acute hospitals®, by sex and age group,
States and Territories®™, 198788 or latest year
{Number)

Age group NSW Vie Qld WA SA ACT NT
(years) 1986 198788 1986 1987 1987-88 1987-88 1987-38
Males
Less than 1 21,059 12,130 7,326 5,705 4,323 592 2,349
14 23702 16,391 14,019 9,365 9,161 928 1,701
5-9 14,763 11,462 8,091 5,968 5,500 565 729
10-14 14276 9,044 7,722 4,630 4,026 511 480
15-19 16,861 11,476 10,167 5755 5,364 792 645
20-24 19,217 12,129 11,530 6,627 5,976 874 067
25-29 17,887 12,036 10,335 6,394 5,638 829 1,013
30-34 16,904 11,017 8,835 6,638 5379 8322 976
35-39 17,864 10,793 8,886 5,995 5,057 1,069 891
40-44 16,621 10,739 9,057 5,604 4,827 1,026 756
45-49 16,650 11,118 8,704 5,304 4 595 1,022 643
50-54 19,251 12,602 10,868 5,981 5299 961 530
55-59 25,961 15,941 12,541 6,444 6,753 1,229 514
60-64 26,799 18,582 13,269 7,539 0,493 1,563 439
6569 28,096 17,634 11,599 7,684 9,575 1,247 326
70-74 26419 17,929 11,674 TAT3 8,932 905 223
75719 20,803 14,669 8,690 6,376 7,081 643 137
5084 11,703 9,267 5,683 3.913 4,160 308 13
85 and over 6,430 5.415 2,803 2,223 2,439 173 —
Unknown — — — — 365 2.437 38
All ages 364,296 240,374 181,799 115,618 113,943 18,4%6 13,430
Females
Less than 1 15,861 8,850 5470 4,167 3,055 346 1,887
1—4 15,470 9,995 9,713 6,281 6,010 567 1,260
5-9 10,690 7,644 5812 4,136 3,748 433 473
10-14 11,226 6,871 5,470 3,854 3,055 460 479
15-1% 24 986 16,750 15,020 10,147 7,449 1,165 1,610
20-24 49,663 31,387 26,334 15,708 13,153 2,416 2,369
25-29 63,284 42,527 26,716 18,638 16,513 3,503 2,504
30-34 46,664 33,974 18,486 14,025 12,273 2,924 1,804
35-39 30,807 21,595 12,355 9,612 1926 1,818 1,169
4044 21352 15918 9324 7,025 5,901 1,556 693
45-49 20,002 12,807 8,059 6,000 5,343 901 535
50-54 19,237 12,019 9,322 5,391 5,525 1,135 457
55-59 22 890 13,349 9,475 5,621 5723 1,459 325
60-64 24 805 15,892 10,306 6,820 7.9%0 966 262
65-69 26,314 15,987 12,241 7,168 8,567 1,056 232
70-74 26,011 16,659 10,019 6,826 7,538 830 175
75-79 22621 16,149 8174 7.016 7,256 664 123
§0-84 16,057 12,702 6.559 4,981 5360 363 63
85 and over 13,649 10,567 4,669 3,986 4,126 274 —
Unknown — — — — 632 2,315 52
All ages 481,589 321,642 213,584 147,451 137,143 25,151 16,472
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Table $29: Separations from public acute hospitals™, by sex and age group,
States and Territories™, 198788 or latest year (continued)

{Number)

Age group NSW Vie Qld WA SA ACT NT
(years) 1986 198788 1986 1987 1987-88 1987-88 198788
Persons

Less than 1 36,520 20,980 12,796 9,872 7378 938 4,236
14 39,172 26385 23,732 15,646 15,171 1,495 2,961
59 25,453 19,106 13,903 10,104 9,248 998 1,202
10-14 25,502 15,915 13,192 8,524 7,081 971 959
15-19 41,877 28,226 25,187 15,902 12,813 1,957 2255
20-24 68,880 43,516 37.864 22,335 19,129 3,290 3336
25-29 81,171 54,563 37,111 25,032 22,151 4,332 3517
30-34 63,570 44,991 27,321 20,663 17,652 3,746 2,780
35-3% 48,671 32,388 21,241 15,607 12,983 2,887 2,060
4044 31973 26,657 18,381 12,629 10,728 2,582 1,449
4549 36,652 23,925 16,763 11,313 9,938 1,923 1,178
50-54 38,488 24,621 20,190 11,372 10,824 2,096 987
55-59 48,851 29.290 22,016 12,085 12,476 2,688 839
60-64 54,604 34,474 23,575 14,359 17,483 2,529 701
65-60 54,410 33,621 23,840 14,852 18,142 2,303 558
70-74 52,430 34,588 21,693 14,299 16,470 1,735 398
15=19 43,424 30,318 16,864 13,392 14,337 1,307 260
80-84 27,760 21,969 12,242 8,894 9.520 671 136
85 and over 20,079 15,982 7472 6,209 6,565 447 —
Unknown —_ —_ — — 997 4,752 90
All ages 845,887 562,016 395,383 263,069 251,086 43,647 29,902

(a} Does not include Department of Veterans' Affairs hospitals.
(b) No data available for Tasmania.

Source; Australian Instituie of Health and Welfare
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Table $30: Occupled bed-days ln(Eubllc acute hospltals™), by sex and age group,

States and Territorles

%, 198788 or latest year

{Number)
Age group NSW Vie Qld WA SA ACT NT
{vears) 1986 1987-38 1986 1987 198788  1987-88  1987-88
Males
Less than 1 121,295 76,183 51,782 32671 27617 2,624 16,397
1-4 66,692 40,930 37,892 26,335 27970 2,540 10,928
5-9 46,450 29,788 22,487 17,807 15,551 1,504 3,245
10-14 53,661 30,164 25,370 15,185 12,331 1,741 2,296
15-19 80,872 50,769 46,226 22,785 21,371 3,326 3,903
20-24 92,897 54,404 55,645 27,258 23,345 5,166 6,878
25-29 85,945 51,886 50,028 25,247 22,504 4,198 6,225
30-34 82,200 48,010 42,115 25338 21,322 3,682 6,343
35-39 85,432 48,823 44 652 23926 20,989 4,179 5813
40-44 89,321 52,019 45592 26571 23,781 3899 4917
4549 96,910 56,273 49,385 25,123 26,328 4,620 4732
50-54 128,770 71,442 61,188 30,834 28,610 5,265 3,998
55-59 188,286 98,734 81,730 37,419 42,478 6,678 4,598
60-64 229,838 137,944 95,053 47,586 60,195 8,990 4,578
65-69 244,464 144,353 89,618 50,888 70,013 8,255 3,523
70-74 272,240 171,565 104,435 55,708 71,434 8,958 221
T5-79 235,955 169,714 98,491 57,886 72.143 7.831 1679
80-84 161,726 122,849 71,373 46,470 50,382 3,991 746
85 and over 99,027 86,149 42,741 28019 36,039 2,319 —
Unknown — — _ — 2,735 16,591 612
All ages 2,463,981 1,541,999 1,115,803 623,626 677,198 106,357 93,683
Females
Less than 1 100,625 61,250 41,953 25,495 22,133 1,718 12,804
1-4 44 570 26,954 26,810 19,427 18,578 1,747 10,452
5-9 32,226 19,635 16,886 12,144 10,833 1,116 2,271
10-14 43,146 22,986 19,284 12,928 11,227 1.936 2947
15-19 105,859 67,594 59,474 36,872 26,797 4,163 8,349
20-24 220,846 134,756 108,887 61,812 55,313 11,176 11,344
25-29 293,614 202,368 119,236 77,761 73,897 17,922 11,479
30-34 222297 159,163 84,268 57,859 55,622 14,392 9,132
35-39 144,118 97,760 58,756 40,513 36,742 8887 6,530
4044 106,323 68,591 45,909 28,120 26,782 6,289 3,781
45-49 103,040 64,054 42,737 28,928 24,440 4,655 3,191
50-54 112,264 64,383 46,911 26,606 26,386 4,895 3233
55-59 149,459 86,734 58,534 30,749 35,240 6,511 2,820
60-64 195,677 115,989 72,619 42,731 51,445 5,832 2,747
65-69 244,213 143,386 89,478 53,278 63,600 8,842 2334
70-74 295,801 181,488 105,178 63,233 76,583 2579 2332
75-79 298,879 207,566 103,845 78,465 81,674 10,987 1,307
80-84 243,026 203,974 100,381 67,829 70,164 7399 1,045
85 and over 242,129 204,579 81,518 62,002 69,229 6,282 —
Unknown - - — - 7408 14740 906
Al ages 3,198,112 2,133,210 1,282,664 826,752 844,093 149,068 99,004
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Table $30: Occupled bed-days In public acute hospltals™, by sex and age group,
States and Territorles®, 1987-88 or latest year (continued)

(Number)

Age group NSW Vie Qld WA SA ACT NT
(years) 1986 1987-88 1986 1987 1987-88  1987-88  1987-88
Persons

Less than 1 221,920 137,433 93,735 58,166 49,810 4,342 29,201
1-4 111,262 67,884 64,702 45,762 46,548 4,287 21,380
5-9 78,676 49,423 39,373 29,951 26,384 2620 5516
10-14 96,307 53,150 44 654 28,083 23,558 1677 5,243
15-19 186,731 118,363 105,700 59,657 48,168 7,480 12,252
20-24 313,743 189,160 164,532 89,070 78,658 16,342 18,222
25-29 379,559 254254 169,264 103,008 96,401 22,120 17,704
30-34 304,499 207,173 126,383 83,197 76,944 18,074 15,475
35-39 229,550 146,583 103,408 64,439 57,731 13,066 12,343
40-44 195,644 120,610 91,501 54,691 50,563 10,188 8,698
4549 199,950 120,327 9212 54,651 50,768 9275 7923
50-54 241,034 135,825 108,099 57,440 54,996 10,160 7.231
55-59 137,745 185,468 140,264 68,168 11718 13,189 1,418
60-64 425,515 253,933 167,672 90,317 111,640 14,822 1,325
65-69 488,677 287,739 179,056 104,166 133,613 17,097 5,857
70-74 570,041 353,053 209,613 118,941 148,017 18,537 4,604
75-79 534,834 377,280 202,336 136,351 153,817 18,818 2,986
80-84 404,752 326,823 171,754 114,299 120,546 11,350 1,791
85 and over 341,156 290,728 124,259 90,021 105,268 8,601 —
Unknown —_ — —_ — 10,143 31,331 1,518
All ages 5,662,095  3,675209 2,398,467 1,450378 1,521,291 255,425 192,687

(a) Does not include Depanimemt of Veterans® Affairs hospitals.
(b) No data available for Tesmania.

Source: Australian Institute of Health and Welfare
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Table $31: Separations from public acute hospitals™, by leading 40 procedures,
States and Territories™, 1987-88 or latest year

{Number)

ICD.9-CM

procedure NSW Vic Qid WA SA ACT NT
code'® 1086 1987-88 1986 1987 198788 198738 1987-88
135 2918 3,190 1,375 1,805 1,056 125 72
200 2,954 3,305 1,027 1,037 1,612 125 104
231 3,284 3,515 398 1,040 1,252 393 129
282 2,054 1932 1,046 832 777 108 57
332 3,410 2,339 1,570 1,016 1,213 168 19
372 4237 1,845 412 1,176 562 348 —
385 2,185 1,944 1,134 744 667 131 44
399 35,433 14,712 15,244 10,705 14,834 3,488 23
441 21876 11,992 5,131 1,950 2,150 501 106
451 2,447 4760 910 5242 4,499 1308 2
452 y,452 5,33y 3,699 2,456 2,263 708 34
470 8,246 5,144 3,167 2,223 1,611 382 212
512 6333 4,422 2,562 1,556 1,788 255 102
530 5,983 3,812 2,634 1,450 1,267 204 4l
542 3,062 3,402 1,210 1,115 1,504 173 80
573 7.153 4,495 2,117 1516 2,329 144 o3
602 4,165 3,056 1,257 777 1,130 127 23
640 2,826 1,891 606 734 809 275 179
663 4829 1,150 1,791 334 363 35 126
673 2.446 2,649 1,373 889 517 305 198
684 4,201 3,152 1,818 1,284 1,010 222 130
690 28,928 16,208 8,746 7572 4,839 1,056 %00
695 2,261 4,985 6 322 3,349 117 616
721 4265 1,550 435 348 753 274 37
722 3,990 2,561 1,189 794 510 326 73
730 1,332 8,204 2,636 223 1,163 767 97
736 10,889 6338 5,454 1,119 1,703 1,049 521
741 11,576 7,321 5,043 2,653 2,679 874 412
756 7 6952 1,542 1,058 1,263 680 280
786 2.523 2,105 1,771 840 1,072 127 146
790 8772 4,782 2,920 1,754 2,143 168 312
793 5,011 3778 3,065 2,138 1.452 216 312
852 2,811 2,301 1,328 947 474 231 93
860 3,340 1,614 2,097 1,172 755 79 419
862 4,794 3,343 2,080 1,640 1,470 168 196
863 14,302 7.500 4,899 2,590 2,039 952 197
865 3,045 1,801 1,862 835 1,244 41 193
885 1,366 2,248 647 1,406 2,177 116 —
990 3239 3,421 1,231 2,049 2,178 40 5
992 1,466 6,422 1,681 5,072 4,609 1,138 111
Total 253,441 181,480 99,713 74,413 79,215 17,944 6,794

(a) Does not include Depaniment of Veterans' Affairs hospitals.
(b) No data available for Tasmania.
(¢) See Appendix 2 for an explanation of ICD-9-CM procedure codes.

Source:  Auvstralian Instilule of Health and Welfare
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Table $32: Occupted bed-days In public acute hospitals®), by leading 40 procedures,
States and Territories®™, 1987-88 or latest year

{Number)

1CD.9-CM

procedure NSW Vie Qld WA SA ACT NT
code(®) 1986  1987-88 1086 1987 198788 198788  1987-38
135 16,499 10,132 6,087 5,407 3,987 1,191 554
200 4,189 4,557 1,430 1,419 2,328 165 165
231 4,985 4,471 1,003 1,573 2778 712 189
282 6,421 5,882 2,499 2,499 2727 174 129
132 21955 15,167 15,022 7.269 8,620 983 289
3712 17.187 9,032 2,124 5,892 1,645 1,821 —
185 12.508 8,980 4,794 3,601 3,588 1,014 149
395 38,838 18,710 16,513 11,765 18,266 3,863 15
441 84,707 44,411 23,336 4,611 5,264 1,705 450
451 10,049 15319 3,148 15,898 14,512 3,882 2
452 13,808 17,054 10,218 6,119 9,380 1,969 233
470 4,110 24,170 14,955 10,071 8,837 1,904 1,120
512 72,567 41,505 24,435 15,420 18,614 2,767 1,020
530 11,931 16,703 11,602 6,698 7330 908 836
542 7178 7918 3,142 2,689 3,636 405 155
573 23377 12,157 12,550 4,324 8770 573 445
602 44374 28,495 13.862 8,442 9,630 2,080 262
640 5,135 2,796 1,405 1,625 1,464 1,368 635
663 10,300 2,850 4,406 1,270 926 122 677
673 2964 3,393 2,304 1.174 705 309 253
684 19,390 30,120 15,044 11,788 10,069 2,007 1,268
890 ¢5.822 25,056 17,373 11,811 9,292 1,517 1,778
695 2,545 57129 21 452 3,819 158 671
721 28,495 11,525 2,975 2,690 5173 1,851 223
722 28,109 18,849 7,780 5746 3,486 2,399 499
730 7,487 53,163 15,292 1,290 6,647 4366 578
736 61,730 38,523 28,398 6,185 9256 5,965 3,068
741 112,303 73,609 43,953 25,101 27381 8,153 4,837
756 7 39278 7,999 5,425 6,566 3,600 1,634
786" 13,303 8,520 1,256 3,545 4,449 406 506
790 36,086 20,719 11,008 6,450 7,860 876 1,301
793 92,605 64,830 49,957 30,759 13.466 2724 4,152
852 8931 5.640 5244 2,541 1,635 494 305
R60 18,507 6.981 11,412 5,852 3,672 M 3275
862 43,450 20,853 14,993 14938 11,546 714 2,345
863 49,299 20,658 20,365 7345 7427 1,902 817
865 12,068 6,700 6,889 2,655 4,604 325 883
885 5293 7473 2,937 3,888 8,059 435 —
990 20,355 14910 6,717 13,647 10,203 314 24
992 4,505 16,154 5,538 13,213 13,140 2,939 220
Total 1,125,462 783,001 456076 293,087 300,847 . 69,501 36,112

(a} Does not include Department of Veterans' Affairs hospitals.
(b) No dats available for Tasmania.
{c¢) See Appendix 2 for an explanation of ICD-9-CM procedure codes.

Australian Instnuie of Health and Welfare

Source:
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Table §33: Separations from public acute hospitals®, by leading 40 principal diagnoses,
States and Territories®™, 1987-88 or latest year

(Number)
ICD-9-CM NSW Vie Qld WA A ACT NT
diagnoses’ 1986 1967-88 1986 1987 198788 198788  1987-88
162 4471 3,639 1,816 787 1,160 194 62
173 4,357 3,014 1,533 1,025 876 480 70
250 5,129 4,034 2,249 1,192 1,519 231 128
345 4,626 2,589 2,596 1,537 1,174 133 166
366 4,616 4,701 2,819 2,347 1,524 155 105
410 10,759 6,609 4,369 2,496 2,938 334 116
413 g,119 2,826 3814 2,303 1,420 209 87
414 11,693 5,236 3,120 1,332 4,137 310 37
427 5.809 3,364 2,197 1,374 1,445 212 6]
428 8625 5,795 3,873 2,515 2,658 270 144
436 5712 3,502 2,184 1,178 1,582 96 53
474 3,899 3,592 1,981 1,722 1,644 213 173
493 15,807 11,463 9,515 7,165 6318 618 472
496 6,397 3,505 2,349 1,489 1,822 84 190
530 6,942 4,365 2,572 1,661 2,435 632 54
540 5,452 3,917 1,562 977 988 281 158
550 6,590 4,617 3,024 1,672 1,591 314 150
558 8,790 3,441 2,659 2,181 2.061 268 31
574 1276 5,068 2,792 1,740 1,969 338 134
599 5,794 3,144 2,848 1,761 1,671 136 27
626 8,890 5,634 3,646 227 2,055 323 300
634 6,979 4,118 2,880 1,538 1,193 364 338
635 3,514 4,509 49 68 3,231 109 645
642 5,144 4,563 2,650 1,856 1,535 335 248
644 6,834 4,706 3,358 1,891 1,604 411 248
650 22 813 9,534 19,068 5,722 4,997 1,009 1,055
656 8,364 6,409 1,367 1,444 2,402 436 210
654 12,319 6,778 1,519 1,049 1,888 693 267
682 4,223 2,562 2,870 1,407 1,116 113 563
724 6,128 3,639 4,173 3916 3,124 198 192
780 9 848 4,560 5,145 3724 3,307 293 330
786 10,008 5,527 5,147 3,459 4,049 342 234
788 4,796 2,023 3,044 1,524 1,542 53 113
789 15,509 8,979 11,502 6,323 5416 454 490
853 7,086 3,745 2,680 1,689 1,894 113 332
820 4910 2,906 1,627 1,081 1,114 111 67
854 5,588 2,064 6,275 963 935 52 200
V25 9387 6,758 2,353 3,307 2,700 336 283
V56 35,199 17,421 23,417 10,591 14,375 3,443 5
V58 5,794 4,296 3,603 3,692 3,983 1,155 78
Total 334,196 199,182 166,245 96,569 103,422 15,941 8,860

(a} Does not include Deparument of Veterans' Affairs hospitals.
(b} No data available for Tasmania,
(c) Sce Appendix 2 for an explanation of ICD-9-CM diagnoses,

Source: Australian Institute of Health and Welfare
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Table §34: Occupled bed-days In(eublic acute hospitals™, by leading 40 principal diagnoses,
)

States and Territories™, 1987-88 or latest year
(Number)
ICD-9-CM NSW Vic Qld WA SA ACT NI
diagnosest® 1986  1987.38 1936 1987  1987-88 198788 198788
162 53,222 32,884 22,308 8,118 13,007 2,245 788
173 24072 12,466 8227 5,496 4,119 792 378
250 55,155 41,789 22,742 12,529 16,400 2,158 1,135
345 23216 13,555 12,767 6,580 5316 604 764
366 24,439 15,591 11,980 7,059 5,943 563 7
410 115,759 58932 39,554 22,193 30,804 3,781 1,104
413 50,473 13,309 18,527 10,277 7,035 1202 457
414 93,796 37,605 26,862 7,411 26,847 1,243 286
427 34,118 18,286 12,264 1009 8,207 1.162 224
428 113,638 68,560 43936 25.491 23916 3,561 1,745
436 146,679 88,197 48,588 32,376 40,374 2,317 890
474 10,637 9,451 3,838 4,443 4,679 310 365
493 60,206 36,745 32,121 22,699 24,157 2,624 1,618
496 73,649 41,500 25,166 15,890 20,271 1,685 1,825
530 23622 14,359 9,542 4,495 8,230 1,356 206
540 29,577 18,995 7.411 4,346 5,329 1,502 769
550 35,793 19,818 12,275 7.480 8,392 1,229 650
558 28,863 11,608 10,408 9.460 8,374 152 186
574 66,346 40,566 20,296 14,371 16,234 3,088 1,121
599 30,429 17,199 18,436 8,758 8,463 645 1,601
626 23,681 12,185 11,744 9,519 6,610 864 659
634 10,461 6,327 5113 2314 2,241 497 746
635 4,432 5329 136 145 3,707 . 147 696
642 41,683 31,773 14,368 12,614 10,287 2,771 1,967
644 22,823 16,614 8,134 5,508 6,035 1,670 939
650 117,030 52,128 91,169 29,749 30,668 5,632 5,227
656 52209 42,520 B052 9,625 15,794 3107 1,436
664 64,762 38,595 7,904 5,190 9,490 3,625 1,427
682 32,0M 18,434 18,050 8,800 7,248 557 4,182
124 43,424 25,482 28,165 16,730 21,183 1,408 927
780 34,528 16,985 18,732 11,731 15,678 1,065 1,194
786 35,868 16,245 18,386 12,393 14,795 1,088 939
788 16,153 8,220 12,196 5293 1,279 251 498
789 43,047 23479 32,315 17,806 18,053 1,110 1,636
813 21,818 10,825 8258 4,870 5,367 394 1,435
820 119,072 70,363 38,520 24,107 13,708 3,696 1,279
854 15,980 6,962 16,050 2,841 3,338 206 716
V25 13,631 9,759 4,797 5,111 5571 92 435
Vi6 35,686 26,935 24,587 10,649 15,160 3457 5
V58 14,000 8,608 7,980 9,745 9,356 1,634 176
Total 1,856,048 1,059,193 782,304 441,226 512,665 65,390 43,402

(a) Does not include Depaniment of Veterans' Affairs hospitals.
(b) No data available for Tasmania.
(c) See Appendix 2 for an explanation of ICD-9-CM diagnoses.

Source: Australian Institute of Heslth and Welfare
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Table $35: Leading cancers™, new cases and deaths by type and sex, 1985

New cases Deaths
Per Lifetime Fer

Cancer Number cent Rate® risk® Number cent  Raie™
Males

Lung 4,923 179 52.6 1in 15 4,396 28.6 46,7
Prostate 4,079 14.7 41.6 1in23 1,556 10.1 159
Colon 2,695 9.7 28.9 1in 30 1,437 9.4 154
Melanoma 1,946 1.0 21.8 1in43 403 2.6 45
Bladder 1,770 6.4 18.6 1in48 497 12 52
Rectum 1,542 55 167 1in51 604 3.9 6.4
Stomach 1,222 4.4 13.1 1in 69 8R4 58 8.5
NHL® 1,005 3.6 11.0 1in 81 461 3.0 50
Pancreas 68672 2.4 7.n 1in 124 646 4.2 6.9
Kidney 554 2.0 6.1 1in 140 346 23 38
All cancers 27,801 100.0 300.1 1in3 15,352 100.0 164.6
Females

Breast 5791 24.1 58.7 1in 16 2,195 18.6 210
Colon 2,727 11.4 23.6 1in 38 1,515 12.8 124
Melanoma 2,021 8.4 21.5 1in 47 269 23 26
Rectum 1,192 5.0 16.7 lin 51 442 3.7 35
Lung 1,457 6.1 13.7 158 1,251 10.6 114
Cervix 1,037 43 11.1 1in 88 363 31 35
Ulerus 1,020 42 10.0 1in 83 282 24 23
Ovary 920 3.8 92 1in97 575 49 5.4
NHL® 832 35 7.8 lin 109 4438 3.8 38
Stomach 664 2.7 5.0 1in 196 492 4.2 37
All cancers 24,019 160.0 228.7 lind 11,809 100.0 1033
Persons

Lung 6,380 12.3 312 1in25 5,647 20.8 272
Breast 5,852 11.3 30.8 11n30 2,206 8.1 11.1
Colon 5422 10.5 259 1in 34 2,952 10.9 13.7
Melanoma 3,967 17 214 1in 45 672 2.5 a5
Prostate 4,079 1.9 17.2 1in 50 1,556 57 62
Rectum 2,734 53 13.4 1in &3 1,046 3.9 4.8
Bladder 2347 4.5 10.9 1in79 690 2.5 29
NHL@ 1,837 35 9.3 1in94 909 3.3 43
Stomach 1,866 36 8.6 1in 105 1,376 5.1 63
Pancreas 1,250 24 57 1in 149 1,218 4.5 56
All cancers 51,820 100.0 256.7 lind 27,161 100.0 1291

(a) Rankings are based on the number of new cases; excludes non-melanocytic skin cancers.
(&) Age-standardised rates are expressed per 100,000 papulation using the World Standard Population.

{c) Lifetime risk—a measure which approximates the risk of contracting a particular cancer int a lifetime if the
risks at the year of estimation remained throughout a person's life. For the purposes of this wble, 'lifelime’ is
defined as ages 01074,

(d)} Non-Hodgkin’s lymphoma.

Source: Australian Institute of Health and Welfare and Naticnal Cancer Statistics Clearing House {in press)
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Table $36: Notifiable diseases™, 1981 to 1990

{Number)
Disease 1981 1986 1987 1988 1989 1990
AIDS —_ 228 37 522 568 591
Amoebiasis™ 62 54 58 60 64 8
Ankylostomiasis® 136 40 57 35 106 2
Anthrax(® — — 1 —_ — -_—
Arbovirus infection(® 17 1,414 1,085 897 2,809 2,008
Brucellosis®™ 36 12 12 16 20 46
Campylobacter infections® 338 2,922 2,923 4,082 4279 5,683
Chancroid® 20 12 4 4 3 13
Cholera 2 —_ —_ 2 — 1
Cogenital rubella syndrome —_ 2 3 2 — 2
Diphtheria® 18 44 32 61 1 7
Donovanosis® 67 185 148 133 99 91
Giardiasist® 661 1316 1,508 1,753 2,060 817
Genital herpes 3162 2,136 2,359 2,129 2,581 2,470
Gonococcal opthalmia necnatorum® 3 5 5 3 1 —
Gonorrhoea®™ 11,197 6,585 4,979 4,079 3,153 1,919
Hepatitis A (inlectious) 1,453 1,685 715 600 460 530
Hepatitis B (serum)®! S00 1,766 1,605 1,683 3,017 2,970
Hepatitis—unspecified 108 136 131 69 43 707
Hydatid disease(®? 24 14 17 15 15 16
Lassa fever — _ — _— —_ —
Legionnaires disease®} 17 68 96 - 67 104 90
Leprosy 38 27 3 20 34 31
Leplospirosist® 95 179 133 104 99 121
Lymphogranuloma venereun® 2 4 — — — —_
Malaria® 408 696 574 601 770 882
Marburg disease — — _ — — -
Measles {©) (<) (c) 248 169 880
Meningococcal infections®) 64 51 96 126 204 295
Non-specific urethritis 1,298 8,063 7,384 3,210 1,739 1,553
Ormithosis®? 13 43 13 21 25 23

Continued next page
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Table §36: Notifiable diseases™, 1981 to 1990 {continued)

{(Number}
Disease 1981 1986 1987 1988 1989 1990
Pertussis (whooping cough) 170 601 291 153 614 862
Plague — — —_ — — —
Poliomyelitist™ — 1 — — — —_
Q fever® 433 367 355 424 353 43]
Rabies — — — —_ — —
Salmonella infectionst® 2,269 2,494 2,739 3,484 4,492 4,564
Shigella infections 424 833 586 581 779 610
Smallpox — — — — — —
Syphilis® 2916 3,594 3,190 3,056 2,099 1,643
Tetanus 12 5 5 5 13 6
Trachoma 1 233 274 268 504 5
Tuberculosis (alt forms)® 1,460 1,041 686 1,165 1,351 684
Typhoid fever® 26 45 47 40 57 70
“Iyphus (all forms )® — i 9 % z 4
Vibrio parahaemolyticus infections® (e 6 6 2 10 23
Yellow fever — —_ — — — —_
Yersinia infections™ e} 78 122 172 241 433

(a) Cases notified for diseases a5 recommended by the National Health and Medical Research Council,
86th session, Oclober 1978,

(b) Confimed by appropriate diagnostic 1ests.
(c) Not notifiable.

Sources: Commonwealth Department of Health 1984
Deparument of Health, Housing and Community Services 1991
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Table $37: Virus and selected non-virus reports™™, 1981 to 1990

{(Number)
1981 1986 1987 1988 1989 19%0
Virus
Adenoviras 759 1,283 1,298 1,352 1,641 1,427
Arbovirus group A—

Ross River 478 907 926 679 2,077 669
Sindbis 2 — — — 1 —_
Barmah Forest® — — — — 42 10
Unspecified 5 — 3 5 24 —

Arbovirs group B—
Australian encephalitis 13 3 2 1 1 2
Dengue 98 10 14 n 39 69
Kunjin — 4 6 — 4 1
Unspecified 15 13 22 16 28 20
Coxsackievirus 266 85 314 344 150 189
Cytomegalovirus 938 1,216 1,484 1,424 1.614 1,809
Echovirus 550 55 318 522 515 204
Epstein-Barr virus 206 698 802 781 1,052 1,211
Hepatitis A 694 1.049 483 380 221 262
Hepatitis B 1,657 3,116 3,021 2,466 3,061 2,980
Hepatitis C®} — — — — — 114
Hepatitis D ® — —_ — —_ -— 1
Hepatitis, other non-A, non-B — — — _ 2 5
Herpes virus group (untyped) 185 584 119 120 366 210
Herpes simplex 5,209 11,252 11,835 11,303 10,361 | 8,953
Herpes Type 6® — — — —_ 1 1
HTLV-1® —_ —_ — —_— — 3
Influenza 452 158 709 1,331 1.017 300
Measles 364 76 136 45 70 221
Molluscum contagiosum 25 g 3 1 4 6
Mumps 384 67 72 49 60 54
Parainfluenza 691 842 735 1,056 970 835
Poliovirus 27 242 232 176 239 247
Respiratory syncytial virus 1,252 1,831 2,104 1,931 3,066 3,133
Rhinovirus 440 679 553 773 759 470
Rotavins 1,246 1,704 1,545 1,638 1,693 1,874
Rubella 464 567 394 196 382 300
Vaccinia 2 — 1 —_ — —
Varicella zoster 205 251 319 346 436 450
Other virusest 202 1,238 819 706 634 927
Continued next page
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Table $37: Virus and selected non-vlrus reports™; 1981 to 1990 (continued)

{(Number)
1981 1986 1987 1988 1989 1960
Non-virus
Chlamydia
LGV 2 67 125 7 2 21
Psittaci 79 108 62 90 92 86
Trachomatis 1,443 3190 3,792 2,815 3,374 3.155
Coxiclla bumeti 562 303 a51 272 227 248
Ohher ricketisiae — 2 3 2 4 2
Mycoplasma pneumontiae 378 434 993 1,240 703 402
Total 19,537 33,103 33,595 32,078 35,132 30,871

{a) As reported by virus laboratories through Communicable Diseases Intelligence network.
(b) New codes introduced in 1990.

(c) Includes: astrovirus, calicivirus, coronavirus, cowpox virus, enterovirus types §9, 70 and 71, milker's nodule

virus, norwalk agent, orf virus, papovavirus, paramyzovirus, picomavirus not lyped, poavirus not typed,
reovirus and small round virus,

Sources: Commonwealth Department of Health 1984
Depariment of Health, Housing and Communily Services 1991
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Table S38: AIDS cases, by sex and exposure category, 1982 to 1991

(Number)
Sex ! Exposure category 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991
Males
Homaosexual / bisexual 1 4 33 101 198 327 468 507 544 544
Homosexual { bisexual and
intravenous drug use — 2 1 1 11 8 16 15 10 19
Helerosexual — — — — —_ 1 4 4 16 23
Heterosezual and
intravenous drug use — — — — 1 1 6 8 6 14
Hemophilia /
coagulation disorder — — 2 1 2 6 7 10 12 6
Receipt of blood transfusion,
blood components or lissue — — 9 7 6 11 5 7 6 8
Mother with { at isk
for HIV infection —_ —_ — — — — — 1 2 1
Orher / undetermined — — —_ 3 2 7 6 15 20 17
All males 1 6 45 113 220 361 512 567 616 632
Females
Heterosexual contact —_ —_ —_— 1 — 5 5 4 3 4
Heterosexual and
intravenous drug use — — —_ — 1 1 5 5 5 8
Hemophilia /

coagulaticon disorder — — J— —
Receipt of blood transfusion,

blood components or tissue — _ 1 10 6 9 2 3 S 3
Mother with / at risk

for HIV infection — —_ — 1 — — 1 — 1 1
Other / undetermined — — — — — — 2 2 1 3
All females —_ _ 1 12 7 15 15 14 15 19

Source; National Centre in HIV Epidemiology and Clinical Research (unpublished)
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Table $39: Dental carles experience™ of 6-year-old and 12-year-old school children, States and
Territories, 1986 to 1989

(Mean number of teeth)

NSW Vie Qld WA SA Tas ACT NT  Austraiia
6-year-olds (dmft)
1986 1.94 1.86 2.44 1.711 2.10 1.75 148 212 1.98
1987 1.88 1.86 2.42 1.69 2.87 1.83 1.42 1.94 1.94
1988 1.83 1.89 2.40 1.52 2.02 1.66 1.29 1.81 1.93
1989k 2.21 2.16 234 1.62 221 1.70 1.17 2.04 216
12-year-olds (DMFT)
1986 1.53 242 2.10 2.38 2.26 1.68 1.74 1.69 241
1987 1.29 213 1.93 217 1.94 147 1.44 1.24 1.77
1988 1.24 1.93 1.85 1.96 1.69 1.29 1.20 1.34 1.62
1989¢k) 1.32 1.54 1.65 2.04 1.47 1.06 1.14 1.08 1.50

(a) As measured by dmft / DMFT index—see Box 2.5, p 57. Beginning in 1989, the dmft index (number of
decayed, missing and filled deciducus teeth) was reqnrded in all Statas and Territories other than Oueencland,

In Queensland durning 1989 the dft (number of decayed and filled deciduous teeth) was recorded. Prior to 1989
the dft index was recorded in all States and Territories. The increase in caries experience in 1989 may
therefore be associated with the adoption of the more comprchensive dmft index.

(b) Preliminary data.

Source:

AIHW Dental Statistics and Research Unit

Table $40; Deciduous teeth with caries experience (dmft)®, 4- to 10-year-old children,
1977 and 1986 to 1989

{Mean number of teeth)

Age (years)
Four Five Six Seven Eight Nine Ten
1977 2.86 296 3.13 3.35 3.37 3.01 223
1986 1.73 177 [.98 230 2.42 2.43 2.01
1987 1.69 1.73 1.94 2.13 231 229 1.91
1988 1.68 1.73 1.93 212 2.20 223 1.86
19850 e 2.0 2.16 2.36 2.29 2.25 193

{a) Beginning in 1989, the dmft index (number of decayed, missing and filled deciduous teeth) was recorded in all
States and Territories other than Queensland. In Queenstand during 1989 the dft (number of decayed and filled
deciduous 1eeth) was recorded. Prior to 1989 the dft index was recorded in all States and Territories. The
increase in caries experience in 1989 may therefore be associated with the adoption of the more
comprehensive dmft index.

(b) Preliminary data.

(¢} Insufficient numbers examined to provide an estimate.

Source:
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Table S41: Permanent teeth with caries experlence (DMFT), §- to 12-year-old children, 1977
and 1986 to 1989

(Mean number of teeth)

Age (years)
Six Seven Eight Nine Ten Eleven Twelve
1977 0.51 1.21 1.94 2.50 310 9 4.80
1986 0.09 0.34 0.60 0.81 1.18 1.54 2.01
1987 0.0 0.28 0.57 0.78 1.01 1.36 1.76
1988 0.08 0.28 0.49 0.70 0.99 1.26 1.62
1989} 0.09 0.25 0.46 0.64 0.85 1.38 1.50

(a) Preliminary daia.
Source: AIHW Dental Statistics and Research Unit

Health expenditure:

Table S42: Total health expenditure (current and constant 1990-91 prices) and rate of growth

198283 to 1990-91
Total health expenditure (§m)

Cuwrrent Constant 1990-91 Annual growth
Year prices prices® rale {per centf®
1982-83 13,241 22,401
1983-84 14,957 23 818 6.3
198485 16,541 24,749 3.9
1985-86 18,575 26,100 5.5
1986-87 21,001 27,126 19
1987-88 23276 28,047 34
1988-89 26,145 29,408 4.9
1989-90F%) 28,381 30,023 2.1
1990910} 30,523 30,923 3.0

(a) Health expenditure 1982-83 to 1990-91 deflated to constant 1990-91 prices using specific health deflstors.
(b} Based on preliminary ABS estimates.

Source: Australian Institute of Health and Welfare
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Table 843: Total health expendlture and GDP (current prices), 198283 to 1990-91

Year Total health expenditure (3m) GDP ($m) Per cent of GDP
158283 13,241 171,626 N
1983-84 14,957 194,617 17
1984-85 16,541 216,059 7.7
1985-86 18,575 240,091 17
1986-87 21,091 264,627 N 80
1987-88 23276 299,420 7.8
1988-89 26,145 339,834 1.7
1989-9(=) 28,381 371930 1.6
1990-91® 30,923 379.580 8.1

(a) Total health expenditure figures are based on preliminary ABS eslimates.

Sources: Australian Bureau of Statistics 5206.0
Australian Institute of Health and Welfare

Table S44: Recurrent health expenditure™ (current and constant 1996-91 prices)

and rate of growth 198283 to 1590-91

Recurrent health expenditure (§m) )
Current Constant 199091 Annual growth

Year prices prices® rate (per cent)®)
198283 12,777 21,660

198384 14,354 22,913 5.8
198485 15,772 23,646 32
1985-856 17,577 24,792 4.8
1986-87 19,958 25,738 38
1987-88 21,993 26,556 32
1988-89 24,780 27,913 5.1
1989-5¢/2) 26,896 28,500 2.1
1990-91( 29,442 29,442 3.3

(a) Govermnment capital consumption included in recurrent expenditure.
(b} Health expenditure 1982-83 1o 1990-91 deflated to constant 1990-91 prices using specific health deflators,
(¢) Based on preliminary ABS estimates.

Source: Australian Instiluie of Health and Welfare
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Table S45: Health expenditure per person (current and constant 1990-91 prices)
and rate of growth, 1982-83 to 1990-91

Expenditure per person (3)

Current Constant 1990-91 Annual growth
Year prices pricest@ rate (Fo )
1982-83 866 1,465
1983-84 966 1,538 5.0
198485 1,055 1,578 26
1985-86 1,168 1,641 40
198687 1,307 1,681 24
1987-88 1,419 1,710 1.7
1988-£89 1,566 1,761 3.0
198990 1,674 1,770 0.5
1990-91® 1,796 1,796 1.5

() Health expenditure 198283 1o 1990-91 deflated to consunt 1990-91 prices using specific health deflators,
(b) Based on preliminary ABS estimates.

Scurce:  Australian Institute of Health and Welfare

Table S46: Total health expenditure (current prices), 1978-79, 1983-84 and 1988-89

($ million)
Health expenditure 1978-79 198384 1988-89
Recurrent health expenditure
Institutional
Hospitals
Recognised public 2,664 4,651 7,758
Repatriation 126 227 392
Private 362 803 1,334
Public psychiatric 363 564 B84
Total hospitals 3,514 6,245 10,367
Nursing homes 568 1,257 2,086
Other 116 258 411
Total institutional 4,198 7,760 12,864
Non-insitional
Medical services 1,277 2,416 4,359
Denal services ass 622 1,255
Chher professional services 173 433 852
Community health, health promation
and illness prevention 21 487 995
Phamaceuticals 693 1221 2,170
Other non-institutional® £53 1,057 1,797
Toial non-insiitutional 3,263 6,236 11,429
Tolal recurrent health expenditure® 7,462 13,996 24,293
Capita! health expenditure 579 604 1,365
Capital consumption 200 A58 487
Total health expenditure 8,240 14,957 26,145

(a) Include aids and appliances, research, administration and other non-institutional services.
(b} Does not include capital consumption.

Source: Australian Institute of Health and Welfare
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Table S47: Total health expenditure (constant 1990-91 prices), 1978-79, 1983-84 and 198889

(% miYlion)
Health expenditure 1978-79 1983-84 1988-89
Recorrent health expenditure
Institutional
Hospitals
Recognised public 6,652 7,142 8,604
Repatriation 314 349 435
Private 904 1,233 1,479
Public psychiatric 906 866 980
Total hospitals 8,776 9,590 11,498
Nursing homes 1,417 1,930 2313
Other 291 396 456
Total institutional 10,484 11,916 14,267
Non-insitutional
Medical services 3,749 4,429 5173
Dental services 1,078 1,191 1,485
Other professional services 424 662 945
Community health, health promotion
and illness prevention 505 734 1,101
Phammaceuticals 1,558 1,874 2,418
Onher non-institational®™ 1,315 1,590 1,991
Total non-institutional 8,629 10,480 13,114
Total recurrent health expenditure® 19,113 22,396 27,381
Capital health expenditure 1,481 905 1,495
Capital consumption 496 518 532
Total health expenditure 21,090 23,818 29,408

(a) Include aids and appliances, research, administration and other non-institutional services.
(b) Does not include capital consumption.

Source: Australian Institute of Health and Welfare
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Table S48: Total health expenditure (constant 1990-91 prices™™), by source of funds,

1970-71 to 1990-91
($ million)
Public sactor

Commonwealth State and local Total Private All
Year Government government government sector seclors
1970-7 3,462 3,647 7,109 5,557 12,666
1971-72 3,882 3,846 7.729 5,687 13416
1972-73 4,104 4,065 8,169 5,946 14,115
1973-T4 4285 4,549 8,835 5,849 14,684
1974-75 4,841 5,402 10,243 6,218 16,461
1975-76 9,111 4,699 13,810 5,297 19,107
197677 8,053 4,770 12,823 6,652 19,474
1977-78 7338 5,061 12,399 7.966 20,355
1978-79 7,460 5,517 12,977 8,113 21,090
1979-80 7,344 35,466 12,810 8,289 21,098
168081 7,566 5,615 13,181 8,129 21,309
1981-82 7,689 5,847 13,536 8,549 22 085
1982-83 7,601 5,782 13,383 9,018 22,401
1983-84 9,158 6,034 15,192 8,627 23,818
198485 11,534 6,130 17,664 7,085 24,749
1985-86 12,101 6,502 18,603 7,497 26,100
1986-87 12,191 6,887 19,078 8,047 27,126
1987-88 12,464 7,101 19,565 8,481 28,047
198889 12,543 7,123 20,266 9,142 29,408
198990 12,990 8,009 21,000 9,034 30,034
1990912 13,294 8,128 21,422 9,501 30,923

(a) Health expenditure is converted to real values using deflators with a 1984-85 base year, but then expressed in
1990-91 prices by inflating with the 1990-91 health price deflator.

(b) The Cornmonwealth, State and local govemment, and private sector break-ups of health expenditure for
1989-90 and 1990-91 are preliminary estimates obtained as follows:

# For Commonwealth expenditure, the 1988—89 Institute estimate of Commeonwealth health outlays (current
prices) was multiplied by the growth rate for 198889 10 1989-90 shown in Budge! Paper Na. 1, 1991-92,
p- 3-296 10 obtain 1989-90 Commonwealth Government health cutlays {current prices). This figure was then
reflated by the Commonwwealth health deflator to arrive a1 1989-90 Commonwealth Government health
outlays in 1990-91 prices. The same 1echnique was applied to obtain the 1950-91 figure.

* For State and local government expenditure, growth rates of State and local final consumption expenditure
and gross fixed capital expenditure from Australian national accounts: national income and expenditure
June quarter 1991 (ABS 5206.0) were applied to the 1988-89 Institute estimate of State and local
government health outlays {current prices) to obtain 198990 and 1990-91 State and local government
health cutlays in current prices. The 1989-90 figure was then reflated by the State and local government
health outlay deflator 10 arrive at 1985-00 State and local government health outlays in 199091 prices. The
same technique was applied to obtain the 1990-91 figure.

* The private sector expenditure was calculated as a residual.

"we s

Scurce:  Australian Instituie of Health and Welfare
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Table $49: Total health expenditure by area of expenditure and source of funds™, 198889

{$ million)
Public sector Private sector
Health
Common.  State! insurance  Indiv- (o) Per
Area of expenditure wealth  local Tota! Junds iduals Other Total Total  cent
Total health
expenditure 11,062 6,976 18,038 2,774 3,906 753 8,107 26,145
Capital expenditure 92 599 691 () () © 674 1,365
Capital consumption 44 443 487 @ (d) (d (@ 87
Total recurrent
expenditure 10,926 5934 16,860 2,774 3,906 753 7,433 24293 100.0
Total insteiional 5202 4,908 10,110 1595 736 423 2,754 12864 530
Total hospitals 3,717 4477 8,194 1,542 224 408 2,173 10367 427
Recognised public 3280 3662 6942 484 — 332 R1e 7758 319
Private 52 _— 52 1.046 161 75 1,281 1,334 5.5
Repatriation 374 6 381 11 — — 11 392 1.6
Public psychiatric 10 809 819 —_ 63 ! 64 R34 3.6
Total nursing
homest® 1,350 254 1644 — 437 5 442 2,086 8.6
Other institutional
services 95 177 272 54 715 11 139 411 1.7
Ambulance 36 177 214 54 75 11 139 353 1.5
Other
mstitutional {nec) 59 — 59 — — — — 59 0.2
Total non-institutional 5.72¢ 1026 6,750 1,179 3,171 330 4679 11429 470
Medical scrvices 3,516 — 3516 136 516 192 844 4359 179
Dental services 27 76 103 418 731 3 1,152 1,258 52
Other professional
services 93 — 93 126 549 84 760 852 3.5
Community health
services 202 494 696 1 — 19 20 716 29

Continued next page
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Table S49 Total health expenditure by area of expendlture and source of funds®™, 1988--89

(continued)
(% million)
Public sector Private sector
Health
Common-  Statel insurance  Indiv- ™ Per
Area of expenditure wealth local  Total Junds  iduals  Other  Total Total cent
Total non—institutional (continued)
Total
pharmaceuticals 1,106 — 1,106 30 1,025 9 1,064 2,170 89
Benefits paid
itemns 1,106 — 1,106 — 168 — 168 1,275 52
All other items — _ — a0 857 9 896 896 37
Aids and appliances 46 2 48 120 304 24 443 495 2.0
Health promotion &
iliness prevention 67 213 280 — _ -_— — 280 1.2
Administration 408 99 507 348 — — 348 855 3.5
Rescarch 248 44 292 _— 45 —_ 43 337 1.4
Other non—
institutional 12 99 110 — — — — 110 0.5

(a) This table records the amounts provided by the Commonwealth, State and local govermments and the private
sector. It does not give the actual amount spent directly on health goods and services by each sector.

(b} The 'Other’ column includes the health costs paid by workers compensation and motor vehicle third party
insurance funds.

(c) Capital expenditure for the private sector cannot be broken down by scurce of funds.
(d) Capital consumption (depreciation) for the private sector is included in recurrent expenditure.

(e} 1983-89 and 1987-88 nursing home expenditure is not comparable with carlier years because from 1987-88
non-aged nursing home expenditure was not included and the methedology for calculating individual
contributions changed.

Source: Australian Institute of Health and Welfare
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Table §50: Medicare levy, States and Territorles, 1985-86 to 1990-91

($ million)

Budget paper

Taxation statistics) slalistics

Year NSW Vic Qld WA SA Tas  ACT NT  Auw Australia
1985-86 390 319 158 105 95 30 i3 10 1,139 1,335
198687 502 433 208 142 122 38 43 13 1,500 1,715
1987-88 623 544 258 177 150 45 53 14 1,865 2,080
198889 714 613 305 205 169 50 59 15 2,130 2,320
1989-90 755 640 322 214 177 52 62 18 2242 2,545
1990-91 ) )} (b) ®) ®) () ) (B) L] 2,480

{a) The 1axation statistics are recorded by the State office that processes the tax retum which is not necessarily the
Siate where the taxpayers reside. The figures published in the Taxation Statistics are lower than the figures
published in the Budget Statements, because the Taxation Statistics exclude the provisional debit component
of the Medicare levy paid by provisional income eamers. Funther information on these differences is available
from the Revenue Analysis Branch of the Australian Taxation Office.

{5y Mo available,

Sources: Budget Statements: Budget paper No. 1, 1985-86 to 1990-91
Australian Taxation Office 1987, 1988, 1989, 1990
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Table §51: Total health expendlture as a percentage of GDP, Australia and selected OECD
countries, 1970 to 1990

(Per cent)

Nine-  Eight.

country  couniry

Year ®Aust  Can  Fra FRG Jpn NZ  Swe UK USA mean®™  mean(©
1970 5.4 7.1 58 59 4.4 5.2 7.2 4.5 74 5.9 5.7
1971 57 7.4 6.0 6.3 4.5 &) 1.5 4.6 1.5 55 53
1972 59 72 6.1 6.5 4.6 ) 7.5 4.7 77 5.6 53
1973 58 7.0 6.2 6.8 45 5.5 74 4.6 16 6.2 6.0
1974 59 6.8 6.3 74 5.0 6.2 1.6 53 8.0 6.5 6.3
1975 6.5 12 7.0 8.1 55 6.7 19 55 8.4 1.0 6.8
1976 75 7.2 1.0 8.1 55 6.3 82 55 | 86 7.1 6.9
1977 75 7.2 7.0 8.1 5.7 6.7 9.1 53 8.8 13 71
1978 78 12 73 8.1 5.9 71 9.2 53 8.7 1.4 T2
1979 7.6 7.1 7.4 g1 6.0 7.0 9.0 53 88 1.4 72
1980 7.4 7.4 7.6 8.4 6.4 7.2 94 5.6 9.3 7.6 7.4
1981 73 1.5 79 8.7 6.6 6.9 9.5 59 9.7 78 1.5
1982 7.5 84 8.0 8.6 6.8 7.2 9.7 5.8 105 R.0 17
1983 77 8.6 8.2 B35 6.8 6.6 9.6 6.0 10.7 8.1 7.7
1984 1.7 8.5 8.5 8.7 6.6 6.1 9.4 59 10.5 8.0 1.7
1985 1.7 8.5 85 8.7 6.5 6.5 8.8 58 10.7 8.0 1.6
1986 7.7 8.8 8.5 8.7 6.6 6.8 85 59 109 8.0 7.7
1987 8.0 8.8 85 8.7 6.7 73 8.6 58 111 82 7.8
1988 78 8.7 8.6 8.9 6.6 73 8.5 58 114 8.2 7.8
1989 17 87 8.8 82 6.5 73 8.7 59 1.7 g2 17
1990 76 9.0 89 8.1 6.3 72 8.7 6.1 124 8.2 1.7
Average 7.1 7.8 7.5 8.0 5.9 6.1 8.6 5.5 9.5 73 7.1

(a) Due to differences between OECD and Australian labelling conventions, camion needs to be exercised in
comparing data presented here with those published by OECD. This table follows the Australian convention of
labelling data for a financial year by the second year (that is, 1974-75 data are labelled 1975), whereas QECD
would label the data by the first year (that is, 1974=75 data would be labelled 1974).

() Unweighted means.
(¢} Unweighted means. Excludes USA.
(d) Not available.

Source: QECD 199]
Ausiralian Instilute of Health and Welfare
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Table §52: Proportion of population with basic private hospital insurance, States®,
1983 to 1991
{Per cent)}
Date NSW Vie d WA SA Tas Aust
31 December 1983 63.9 70.2 389 605 67.6 65.5 62.7
31 December 1984 470 528 355 52.0 542 51.4 419
31 December 1983 50.1 538 356 50.9 53.4 506 49.1
31 December 1986 51.5 55.0 34.7 472 51.3 507 49.2
31 December 1987 50.5 52.2 33.2 453 493 49.9 47.4
31 December 1988 49.4 503 26 433 483 49.1 46.1
31 December 1989 47.0 50,0 321 41.3 443 48.7 44.5
31 December 1990 47.0 51.1 31.7 40.1 43.1 47.5 44.4
31 December 1991 45.2 44.4 328 403 39.9 44.5 419
(a) NSW data includes ACT, SA data includes NT.
Source: Private Health Insurance Administration Council (unpublished)
Health labourforce
Table 853: Employment in the health industry, 1981 to 1991
Employed in All employed Propertion of all  Civilian labour  Proportion of civilian
Year health industry persons employed persons Jorce(a) labour force ()
{'000) {'000) (Per cent} (*000) (Per cent)
1981 406.1 6,393.7 6.4 6,774.3 6.0
1982 424.5 6,379.3 6.7 6,840.7 6.2
1983 440.6 6,241.1 7.1 6,927.9 6.4
1984 453.6 6,466.1 7.0 7.070.1 6.4
1985 461.6 6,675.6 6.9 7,248.3 6.4
1986 489.2 6,918.6 7.1 7,516.2 6.5
1987 510.5 7.092.3 7.2 7.694.4 6.6
1988 530.7 7.353.4 7.2 7,892.1 6.7
1989 5203 77276 6.7 8,197.0 63
1990 557.9 7,825.0 7.1 8.412.5 6.6
1991 580.0 7,669.2 7.6 8,475.2 6.8

(a) Includes unemployed persons looking for work.

Source: Australian Bureau of Statistics (unpublished)
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Table §54: Medlical and optometrical services, fee and benefits under Medicare, 1984-85 to

1989-90
Number of

Year services Fees charged Schedule fees Benefits

(million) (3 million) (3 million) {8 mitlion)
Medical services excluding pathology
1984-85 90.4 2,137.8 2,201.1 1,915.9
1985-86 96.6 2,434.7 24934 2,175.0
1986-87 99.1 27161 2,769.0 23975
1987-88 104.6 3,063.6 3,070.4 2,572.1
198889 109.4 3,390.3 3,380.9 2,826.5
198990 116.4 3,836.3 3,810.8 3,189.2
Pathology
1984-85 223 3821 410.8 350.9
1985-86 243 453.4 489.7 418.1
198687 212 485.8 498.7 425.1
1987-88 29.6 554.7 570.0 477.8
1988-89 320 606.8 610.1 5113
198900 34.4 641.3 656.0 549.6
Ali medical services
1984-85 112.7 2,519.9 2,611.9 2,266.8
1985-86 1209 2,888.1 2,983.1 2,593.1
198687 126.3 3,201.9 3,267.7 2.822.6
198788 134.2 36183 36404 3,049.9
1988-89 141.4 3997.1 39910 3,337.8
1989-90 150.8 44776 4,466.8 3,738.8
Optometry
1984-85 1.3 49.2 53.83 46.6
1985-86 1.7 57.3 63.1 54.6
1986-87 1.9 65.2 723 62.1
1987-88 2.1 69.7 78.4 66,7
1983-89 22 76.6 86.3 73.4
1989-90 24 86.7 98.5 83.8
All services
1984-85 114.2 2,569.1 2,665.7 23134
1985-86 122.6 29454 3,046.2 26477
1986-87 128.2 3,267.1 3,340.0 2,884.7
1987-88 136.3 3,688.0 3,718.8 3,116.6
108820 143.6 40737 40773 4112
198950 153.2 4,564.3 4,565.3 3,822.6

(a) Pathology service use was estimated on a pre-1989 schedule structure.

Source: Deeble 1991
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Table 855: Usage of selected health technologles, 198687 to 1990-91

1986-87 1987-88 1988-89 198990 1990691

Services

Ulrascund (" 000) 802.0 895.5 1,026.1 1,176.2 1,348.3

CT scanning (‘000) 277.1 208.7 3282 358.5 406.6

Radiclogy ("000) 5.195.6 53583 5.565.9 5,982.8 6,432.3

MRI (Number) 2,745 5,637 8,438 10,705 12373

Pathology ("000) 27,134.0 29,5437 31,8259 24,3429 2577192

Nuclear medicine ("000) 102.1 1243 238.5 1513 137.8

Radiotherapy ('000) 294.0 3244 258.6 274.8 287.0

Endoscopy (*000) 488.3 5269 584.6 646.8 699.8

Services as a percentage of total medical servicest™ (Per cent)

Ultrasound 0.63 0.66 072 0.83 092

CT scanning 0.22 0.22 0.23 0.25 0.28

Radiology 4.06 3.94 3.88 421 4.41

Pathology 21.23 2173 2230 17.14 17.67

Nuclear medicine 0.08 0.09 0.17 0.11 0.09

Radiotherapy 0.23 0.24 0.18 0.19 0.20

Endoscopy 0.38 0.39 041 0.46 0.48

Number)

Lasers in: Ophthalmology 27122 29,785 33,768 39,567 44,533
Gynecology — — 8,076 12,633 11,038
Dermatology —_ — 6,743 7,821 7.964

Ocular lens extraction 28,986 29,614 31,300 33,018 35574

Anificial lens inserntion, removal,

repositioning 29,365 30,612 32,211 33,928 36,322

Shockwave lithotripsy 664 1,180 1,409 1,481 2,036

Cardiac pacemakers 816 948 954 1,133 1214

(a) Recorded on a date-rendered bhasis.
Source: Health Insurance Commission {unpublished)
Table S56: Heart operations, 1986 to 1990

Operation 1986 1987 1988 1989 1990

Coronary angioplasty 1,840 2,383 3,153 4219 4,904

By-pass surgery 8,048 9,236 9,566 10,531 (0}

Hean transplants™ 35 29 48 90 98

(a) Not available.
{b) Includes heart / lung transplants.

Sources: National Hearnt Foundation of Australia 1991a, 1991b

Australian Institute of Health and Welfare
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Table 857: Kidney transplants, Australia and New Zealand, 1985 to 1990

1985 1986 1987 1988 1989 1990
Australia
Kidney wansplant operations
Number 415 437 391 466 491 442
Per million population 26 27 24 28 29 26
Functioning transplants
Number 2,186 2,422 2,609 2,836 3,089 3315
Per million population 139 152 181 172 184 194
New Zealand
Kidney transplant operations
Number 88 105 79 8 83 101
Per million population 7 32 24 23 25 30
Functioning transplants
Number 377 426 452 484 532 579
Per million population 115 129 136 145 158 17
Source: Disney 1991
Table $58: Renal dialysis, Australia and New Zealand, 1985 to 1990
Patienis on dialysis 1985 1986 1987 1988 1989 1990
Australia
Number 2,244 2,350 2,546 2,691 2,759 2,949
Per miltion population 142 147 157 163 164 173
Percentage on CAPD® 26 28 30 31 30 30
New Zealand
Number 403 401 437 482 529 550
Per million population 123 121 132 144 157 162
Percentage on CAPD® 42 41 41 44 46 50
(a) Continuous Ambulatory Peritoneal Dialysis.
Source: Disney 1991
Table $59: Liver transplants, 1985 to 1990
Transplants 1985 1986 1987 1988 1989 1000 Total
Number 7 26 30 63 100 80 306

Source: Combined Liver Transplant Registries 1991
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Appendix 1

Figure tables

Table Al: Major cancers, age-standardised death rates by sex, 1921 to 1990
(Deaths per 100,000 population)

Males Fernales
Year Lung Colorectal Prostate Stomach Lung Colorectal Breast Stomach
1921 @& 19.6 8.0 433 ® 217 208 204
1941 11.5 294 18.4 41.7 3.7 293 289 26.0
1961 38.4 256 24.5 279 4.7 250 257 15.5
1981 67.8 30.6 26.0 15.6 12.3 22.8 24.9 6.7
1986 62.9 309 215 13.2 15.7 22.8 262 5.6
1987 62.5 309 28.2 12.3 14.7 21.8 259 53
1988 63.3 307 20.2 12.6 17.1 208 262 54
1989 62.3 300 30.2 11.0 17.1 19.8 264 52
1990 58.4 29.3 30.4 10.7 16.8 19.9 26.1 4.8

{a) Standardised to the 1988 Australian population.
(b) Data for lung cancer not available before 1931.

Source:

Australian Institute of Health and Wellare
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Table A2: Neonatal and postneonatal mortality rates and ratio of neonatal to
post-neonatal rates, 1921-1925 to 19861990

(Per 1,000 livebirths)

Rate ratio
Period Neonatal Postneonatal (Neonatal I Postneonatal)
1921-1925 29.9 28.0 1.1
1926-1930 20.0 23.0 13
1931-1935 2712 14.0 1.9
1936-1940 26.2 12.6 2.1
1941-1945 23.9 11.1 22
1946-1950 16.3 7.6 2.5
1951-1955 16.5 6.9 2.4
1956-1960 15.1 6.0 2.5
19611965 14.0 54 2.6
1966—-1970 13.1 5.0 26
1971-1975 11.6 47 2.5
1976-1980 8.3 3.8 22
1981-1985 6.2 36 17 i
1986—-1950 5.1 34 1.5
1986 5.4 3.4 1.6
1987 51 36 1.4
1988 53 14 1.6
1989 4.7 33 ' 1.4
1990 4.9 33 1.5

Source: Based on data provided by the State and Territory Registrars of Binhs, Deaths and Mamiages

Table A3: Infant mortality rates by sex, 1921 to 1990
(Per 1,000 livebirths)

Ratio of mmale to

Period Males Females Persons female death rate
1921-1925 64.2 51.2 519 1.25
1926-1930 577 46.0 52.0 1.25
1931-1935 46.0 36.3 41.3 .27
1936-1940 432 342 388 1.26
1941-1945 38.8 30.9 35.0 1.26
1946-1950 30.1 237 27.0 1.27
19511955 26.0 20.6 233 1.26
19561960 233 18.7 21.1 1.25
1961-1965 21.7 17.0 19.4 1.28
1966—1970 204 157 18.1 1.30
1971-1975 18.3 14.1 16.2 1.30
1976-1980 13.5 10.7 12.1 1.26
1981-1985 11.0 8.6 9.8 1.28
1986-1990 9.5 7.4 8.5 1.28
1986 10.0 7.7 8.3 1.30
1987 9.9 7.4 8.7 1.33
1988 9.7 7.5 8.7 1.29
1989 8.8 7.1 8.0 1.25
1990 9.1 7.2 8.2 1.25

Source: Based on dawa provided by the State and Territory Registrars of Births, Deaths and Marriages
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Table A4: Fetal, neonatal and perinatal mortality rates™, 1973 to 1990
(Deaths per 1,000 births)

Year Fetal Neonatal Perinatal
1973 10.5 11.3 217
1974 10.5 11.2 216
1975 9.3 9.5 18.7
1976 93 9.5 18.7
1977 83 g.3 16.5
1978 84 78 16.1
1979 7.3 12 15.0
1980 15 6.7 14.1
1981 72 6.1 133
1982 7.1 6.4 134
1983 6.6 56 12.2
1984 6.6 5.1 11.7
1985 6.2 5.8 12.0
1986 6.5 5.0 11.5
1987 5.8 4.3 10.6
1988 6.0 4.7 10.7
1989 58 42 10.0
1990 6.0 43 10.3

() Forthe feral and perinatal rates, the denominator is total births {fetal deaths plus live births); for the neonatal
rate it is live births.

Source: AIHW National Perinatal Statistics Unit, derived from ABS 3304.0

Table A5: Neonatal mortality rate by age at death, 1973 to 1990
(Deaths per 1,000 livebirths}

Age af death
Year Less than 1 day 1 to 6 days 7 to 27 days All ages
1973 6.4 3.6 1.2 113
1974 59 40 13 ona2
1975 55 29 1.1 9.5
1976 53 29 1.3 9.5
1977 4.7 23 1.3 8.3
1978 46 2.1 1.1 7.8
1979 4.0 2.1 1.2 72
1980 36 1.9 1.2 6.7
1981 34 1.6 1.1 . 6.1
1982 3.5 1.8 1.2 5.4
1983 32 1.4 1.0 56
1984 273 14 0.9 5.1
1985 2.9 1.7 1.2 5.8
1986 2.6 1.4 1.0 5.0
1987 2.4 14 1.0 4.8
1988 2.4 14 0.9 47
1989 2.0 1.3 0.9 42
1990 22 1.2 0.9 43

Source: AIIW National Perinatal Statistics Unit, derived from ABS 3304.0
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Table A6: Proportionate perinatal mortality rates'”, selected birthwelghts™, 1973 to 1990
(Deaths per 1,000 births)
Birthweight
Year Less than 1,000 g 1,000t02,499¢ 2,500 g and over
1973 4.8 85 65
1974 5.0 8.8 6.5
1975 4.7 7.4 5.7
1576 49 1.2 5.8
1977 4.3 6.2 5.4
1978 4.4 6.1 50
1979 42 53 4.8
1980 42 5.1 43
1981 4.1 4.6 4.1
1982 42 4.5 4.3
1983 3.8 4.0 38
1984 7 4.0 3.5
1985 19 4.1 s
1986 3.9 3.6 34
1987 314 34 33
1988 33 35 33
1989 3.2 31 31
1990 3.4 34 3.1

(a) In the absence of naticnal birthweight-spectific rates for the whole period, these rates show deaths by

birthweight per 1,000 binths of all weights,
{b) Excludes perinatal deaths for which birthweight was not known.

Source: AIHW National Perinatal Statistics Unit, derived from ABS 3304.0

Table A7: Hospitalisation, admission rates and average length of stay, by age group and sex,
New South Wales and South Australia, 1988®
Admission rate (per 1,000 population) Average length of stay (days)
Age group (years) Male Female Persons Male Female Persons
Owd 260.8 190.8 226.6 3.8 4.2 4.0
5t0 14 93.9 74.8 84.6 27 29 2.8
151024 109.83 215.1 161.3 39 36 35
251034 119.3 328.1 2228 39 4.1 36
351044 1345 216.1 174.7 4.1 4.1 4.1
451054 198.8 229.0 213.6 4.8 4.7 47
551064 306.6 266.6 286.6 6.0 5.7 59
651074 471.0 3512 405.9 15 82 7.8
75 and over 645.0 498.0 552.7 10.9 129 12.1
All ai;@ 197.4 2379 216.0 5.8 5.4 5.6

(a) Standardised to the 1988 Australian population.
{b)} Standardised mates.

Source: Australian Institute of Health and Welfare
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Table A8:

New South Wales and South Australia, 1988@
(Per 1,000 populatlon)

Hospitallsation, age-specific admission rates by selected ICD-9 chapter and sex,

Age group (years)

Less 5t 151ta 2510 3510 45 to 55to 65to  T7Sand
ICD-9 chapter than 5 14 24 34 44 54 =4 74 over
Males
Neoplasms 3.0 2.8 2.5 36 6.4 15.4 34.1 63.4 882
Circulatory 0.6 0.5 1.4 3.7 10.2 27.3 56.5 92.6 133.6
Respiratory 62.4 207 7.6 6.4 6.1 8.9 16.8 314 514
Digestive 258 9.5 15.9 16.1 19.6 28.6 41.2 54.8 709
Genitourinary 8.8 4.0 34 44 6.4 11.4 217 37.1 48.1
Musculoskeletal 1.7 29 9.7 132 16.1 18.8 21.8 24.5 26.9
Injury and poisoning 18.1 20.2 36.5 26.3 182 17.1 17.4 205 360
Supplementary 182 5.1 8.5 18.0 206 311 43.2 63.9 46.3
Females ‘
Neoplasms 13 238 4.5 8.2 154 234 27.1 36.0 393
Circulatory 05 03 12 3.8 1.5 16.1 30.2 56.7 103.6
Respiratory 40.3 18.0 11.4 8.0 7.2 9.1 12.3 18.8 29.6
Digestive 18.6 g1 256 18.7 194 262 33.1 414 54.6
Genitouninary 3.7 2.4 226 45.8 46.7 447 24.5 232 18.9
Complications of
pregnancy — 0.2 839 162.6 321 0.4 —_ —_ —_
Musculoskeletal 1.2 27 14 8.8 13.5 18.4 212 286 319
Injury and poisoning 14.5 12.0 14.2 11.4 11.3 12.1 13.8 225 544
Supplementary 9.8 2.6 9.5 21.8 26.9 34.0 54.6 49.7 372

(a) Swandardised Lo the 1988 Australian population.

Source: Austalian Institute of Health and Welfare
Table A9:  Persons reporting recent flinesses and long-term health conditions, age-specific
rates, 1989-1990
(Per 1,000 population)
Age group (years)
Less S5to 15t0 2510 35te 4510 SS5te 65t 75and All

Condition than 5 4 24 34 44 54 64 74 over  ages®
Neither recent nor
long-term 2862 3075 2134 1759 1412 673 30.0 222 16.6 162.7
Recent only 4554 2711 2320 1865 1443 70.7 314 289 25.1 176.3
Long-term only 550 11L7 1326 1409 1577 1768 1455 89.8 74.9 129.4
Both recent and
long-tenn 2034 3097 42519 4967 5548 6ARS2 7931 8501 8834 531.6
Recent and f or
long-term 713.8 6925 7866 8241 8588 9327 970.0 9778 9834 837.3
Total recent 658.8 580.8 6539 6832 7011 7559 8245 B88.0 90B.6 707.9
Total long-term 258.4 4214 5545 6376 7145 8621 9386 9490 9581 661.0

{a) Crude rate.

Source:

Australian Bureau of Siatistics 4370.0
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Table A10: Reported recent ilinesses, proportions by age group and sex, 19891990

(Per 1,000 population)

Age group (years)

Less Ste 15te 2510 3510 4510 S5t0 65w 7Sand All
Condition than 5 14 24 34 44 54 64 74 aver ages™
Males
Headache
(unspecified cause) 4.6 59.4 1125 132.0 1399 1034 1106 59.2 49.6 97.3
Commeon cold 2267 1217 1000 91.4 724 667 69.1 64.1 583 972
Hypenension — — 1.4 8.4 371 110.1  211.8 3045 2424 64.6
Injury 76.5 90.5 1151 91.4 62.8 59.1 50.5 58.0 550 79.5
Eczema, dermatitis 150.0 37.0 387 372 44.1 36.1 41.2 47.0 40.8 479
Dental problems 106.5 59.6 36.0 40.8 47.5 45.6 50.4 44 .8 26.7 50.0
Anhritis — 0.6 0.4 1.5 159 341 1028 1719 194.3 335
Asthma 45.4 1014 48.2 28.1 28.0 299 30.4 382 29.0 45.1
Females
Headache
(unspecified cause) 49 778 1951 1904 1985 1837 1407 1077 913 146.8
Common cold 2273 1333 1054 84.9 69.0 58.7 57.5 55.7 547 94.0
Hypentension — — 14 9.9 359 1340 2737 3829 3937 93.8
Injury 63.5 89.8 68.7 529 54.8 56.3 49.3 574 66.8 62.8
Eczema, dermatitis 156.3 49.8 66.6 69.8 57.4 47.8 43.1 428 378 62.6
Dental problems 98.4 63.8 525 60.4 53.2 52.5 49.0 42.8 21.4 56.1
Arthritis — 1.4 1.8 7.5 25.0 813 1669 2376 2895 61.0
Asthma 31.2 63.1 503 36.8 28.3 36.1 37.5 45.9 243 41.2

(a) Crude rate.

Source: Australian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey




Table A11: Reported long-term health conditions, proportions by age group and sex, 1989-1990

(Per 1,000 population)
Age group {years)

Less S5te 1510 25t 3510 4510 S55te 65i0 75and Crude
Condition than 5 14 24 34 4 54 &4 74 over rate
Males
Arthritis 0.5 1.5 152 386 7i4 1109 2277 3139 3495 82.7
Asthma 105.1 178.0 933 3591 51,7 450 451 56.9 45.0 81.7
Atherosclerosis — — — 0.3 0.7 16 8.0 76 29 1.8
Back (unspecified) 0.4 24 605 1141 1523 1508 1317 956 60.7 88.4
Blindness 0.6 1.9 39 42 74 127 150 219 27.9 1.7
Bronchitis, emphysema 188 209 198 188 193 211 568 895 81.3 29.4
Cancer 1.8 1.3 1.4 50 114 207 412 742 75.1 16.0
Deafness 4.4 84 124 228 448 715 1239 1768 2251 51.0
Diabetes 1.7 0.9 1.5 2.7 67 201 324 501 50.4 11.7
Eczema, dermatitis 525 326 210 314 310 219 16.1 313 40.2 20.3
Epilepsy 1.8 4.8 6.4 5.1 6.0 33 4.1 37 3.4 4.8
Eyesight disorders® 3.0 592 10L3 1751 260.0 5795 7139 7003 6421 284.1
Gout — — 0.6 6.1 181 357 530 656 513 18.1
Hay fever 137 633 1185 1268 997 952 739 738 56.9 £89.7
Hean disease 2.0 14 1.7 1.9 72 190 642 998 1289 203
High blood sugar — —_ 0.6 0.6 1.7 13 0.5 1.5 1.7 0.8
Hypenension — — 33 151 4777 1028 1944 2408 2117 60.9 -
Ii-defined heant 6.0 7.0 37 2.8 76 8.4 13.7 282 67.4 9.7
Migraine — 142 23.0 249 318 304 18.8 13.3 11.5 21.1
Stroket® _ 03 0.3 0.4 22 20 122 338 36.7 5.1
Females
Arthritis 04 32 177 3941 839 2135 3426 42712 4578 129.5
Asthma 79.2 1247 1077 728 563 657 571 65.2 323 79.0
Atherosclerosis — 0.1 — — — 1.8 38 9.2 8.8 1.7
Back (unspecified) —_ 46 6.0 962 1189 1121 1058 64.8 48,1 73.0
Blindness 0.6 22 42 4.5 30 66 103 18.4 34.9 1.0
Bronchitis, emphysema 13.1 138 272 262 243 306 512 512 492 29.5
Cancer 13 19 2.0 74 1777 307 314 460 46.8 16.3
Deafness 30 108 11.9 145 214 354 510 748 1350 29.8
Diabeteg — 0.8 2.0 31 74 136 246 4438 41.4 11.1
Eczema, dermatitis 60.9 428 571 66.5 431 293 268 219 15.0 44.5
Epilepsy 0.1 34 6.2 7.2 5.6 58 1.7 4.1 2.1 4.7
Eyesight disorders® 55 676 2134 2273 3120 6626 7532 1025 6303 345.8
Gout — _ 0.4 1.0 1.4 54 8.4 17.6 18.8 40
Hay fever 120 60.0 1415 1466 1349 1193 1055 690 60.0 105.5
Heart disease 1.3 1.6 2.8 14 49 11.1 324 698 1129 17.0
High blood sugar — — 1.0 1.8 2.0 22 2.7 2.6 0.8 1.5
Hypertension —_ 0.1 7.8 13.5 381 1253 2309 3193 3006 81.6
DNl-defined heart 10.1 56 6.7 141 72 11.5 166 249 509 13.0
Migraine — 166 546 682 783 670 429 715 8.8 46.9
Stroke® — 03 0.8 13 1.2 31 6.3 17.5 3Lé 4.4

(a) Eyesight disorders of refraciion or accomodation.
(b) Includes cerebrovascular disease and stroke after-effects.

Source: Australian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey
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Table A12: Malignant neoplasms (excluding non-melanocytic skin cancers), age-specific
incidence and death rates by sex, 1985

(Per 100,000 population)

Incidence Moriality
Age group (years) Males Females Males Females
04 20 15 6 6
5-9 11 9 6 5
10-14 12 10 5 2
15-19 2] 15 8 s
20-24 1] 31 10 5
25-29 47 55 10 9
30-34 68 100 13 22
35-39 84 164 29 34
4044 136 239 45 59
4549 235 376 109 113
50-54 403 458 228 189
55-59 698 620 386 284
60-64 1,158 187 662 396
65-69 1,643 984 944 612
T0-74 2,280 1,193 1,315 874
T5-719 2,932 1,427 1,840 1,272
8084 3,487 1.615 2,402 2,094
85 and over 3,971 1,835 3,098 4,157

Source: National Cancer Statistics Clearing House (unpublished)

Table A13: Leading cancers (excluding non-melanocytic skin cancers), age-specific incidence

and death rates® by sex, 1985

{Per 100,000 population)

Males Femaleg
Cancer type Incidence Mortality Cancer rype Incidence Moriality
Lung 53 48 Breast 59 21
Prostate 42 16 Colon 24 13
Colon 29 16 Melanoma 22 3
Melanoma 22 5 Lung 14 11
Bladder 19 5 Cervix 11 4
Rectum 17 6 Rectum 1 4
Stomach 13 10 Uterus 10 2
NHL@! 11 5 Ovary 9 5
Pancreas 7 7 NHL® B 4
Brain 7 5 Siomach 5 4

(a) Age standardised to the World Standard Population.
(b} Non-Hodgkins' lymptioma.

Source: National Cancer Statistics Clearing House (unpublished)
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Table A14: Dental caries experience, by age group, 1987-1988

(Mean number of teeth)

Age group (years) Decayed Filled Missing
5-14 0.38 0.79 0.02
15-24 1.38 4.07 0.41
25-34 1.80 9.08 2091
3544 1.41 10.60 6.7¢
45-54 1.35 9.17 9.88
55-64 : 1.26 7.51 13.68
65 and over 1.41 5.93 16.94

Source: AIHW Dental Suatistics and Research Unit, derived from DCSH 1987-1988 National Oral Health Survey

Table Al4a: Dental caries experience™® of 12-year-old school children, 1977 to 1989

{(Mean DMFT)

Year 1977 1978 1979 1080 1981 ]982 1983 1984 1985 1986 1987 1938 1989
Number 479 451 394 356 322 301 262 235 213 201 177 162 150

(a) Mean decayed, missing and filled 1eeth.
Socurce: ATHW Dental Statistics and Research Unit, derived from DCSH 1987-1988 National Oral Health Survey

Table A15: Handlcap severity, age-specific proportlons by sex, 1988

(Per cent}
Age group (years)

75and All
Handicap severity Dto4 Stol4 151029 30to44d 451059 601074 over ages'®
Males -
Severe —_— 26 1.2 1.9 36 8.1 203 32
Moderate — 1.1 1.1 2.5 5.6 12.8 14,0 36
Mild — 1.2 1.5 22 50 13.9 18.8 39
Undetermined 4.0 23 1.6 2.0 3.2 2.8 — 23
All severlties 4.0 72 54 8.5 17.5 e 53.0 13.0
Females
Severe — 1.9 14 2.4 4.3 9.5 38.0 49
Moderate — 0.7 0.9 22 4.9 8.9 10.6 3.1
Mild — 13 1.4 2.2 4.8 10.2 12.5 36
Undetermined 2.6 1.2 1.1 16 23 1.1 — 1.5
All severitles 2.6 51 48 83 163 29.7 61.1 13.1
Persons
Severe —_ 23 1.3 22 39 8.8 314 4.0
Moderate — 0.9 1.0 23 53 10.8 11.8 14
Mild —_— 1.3 1.5 22 4.9 12.0 14.8 37
Undetermined i3 1.8 1.4 1.8 27 1.9 —_ 1.9
All severitles 3.3 6.1 51 8.4 16.9 334 58.1 13.0

(s} Crude rate.

Source: Australian Bureau of Statistics 4120.0
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Table A16: Average blood pressure by age group and sex, 1989

(mmHg)
Systolic bload pressure Diastolic blood pressure
Age group (years) Males Females Maies Females
20-24 124 112 15 69
25-29 122 113 78 72
30-34 123 113 79 T2
35-30 126 114 82 74
40-44 126 118 82 76
45-49 13¢ 126 84 79
50-54 135 131 86 83
55-59 140 136 87 83
6064 142 140 85 82
65-69 144 146 85 84

Sounrce: Risk Factor Prevalence Study Management Committee 1990

Table A17: Hypertensives™ by age group and sex, 1989

(Per cent)
Not On tablets, On tablets,

Age group (years) hypertensive uncantrotled ® controlled ) Not on tablets (9
Males

20-24 97.2 — 0.5 23
25-29 959 0.2 0.4 35
30-34 93.9 0.4 0.6 5.1
35-39 §9.1 1.2 1.7 8.0
4044 863 23 33 8.1
45-49 80.1 33 3.7 12.9
50-54 72.8 72 7.5 12.5
55-59 64.9 8.2 10.1 16.9
60-64 62.8 9.3 12.8 15.1
65-69 56.4 11.3 16.9 15.4
Females

20-24 99.5 — 03 03
2529 99.2 02 0.2 0.4
30-34 98.2 0.2 0.9 0.7
35-39 96.5 0.3 0.8 24
4044 936 0.6 3.8 20
4549 88.8 2.2 6.3 27
50-54 T1.6 5.0 10.5 6.9
55-59 69.5 5.4 153 9.8
60-64 58.5 6.2 223 13.0
65-69 48.5 152 225 13.7

{(2) On tablets, andfor systolic blood pressure 2 160 mnllg and/or diastolic blood pressure 2 95 mmHg.
(b} On tablets, sysiolic blood pressure 2 160 mmHg and/or diastolic blood pressure 2 95 mmlg.

{c} On uablets, sysiclic blood pressure < 160 mmHg and diastolic blood pressure < 95 mmHg.

(d) Not on tablets, systolic blood pressure 2 160 mmHg and/or diastelic blood pressure 2 95 mmHg.

Seurce: Risk Factor Prevalence Study Managemem Committee 1990
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Table A18B: Average blood cholesterol by age group and sex, 1989

{mmol/ L)
Age group (years)
Sex 20-24  25-29 30-34 35-39 4044 4549 50-54 55-59 60-64 65-69
Males 4.63 5.07 5.10 5.49 5.64 5.78 5.90 5.84 5.90 5.76
Females 4.30 5.20 5.09 4,99 521 538 5.93 5.85 6.10 6.62
Source: Risk Factor Prevalence Study Management Committee 1990
Table A19: Proportion overweight or obese!™ by age group and sex, 1989
(Per cent)
Age group (years)
Sex 20-24  25-29 30-34  35-39 40-44 4549 50-54 55-50 60-64  65-69
Males 26.6 37.0 43.6 522 53.6 61.1 60.8 62.6 62.1 61.8
Females 17.7 22.1 226 30.6 30.9 457 50.9 526 534 57.8

{a) Defined as body mass index > 25, where body mass index = weight (kg) / height (m)2. Excludes ‘not stated’.

Scurce: Risk Factor Prevalence Study Management Commitiee 1990

Table A20: Current smokers by age group and sex, 1989

(Per cent)
Age group (years)
70 and
Sex 16-19 20-24 25-29 30-34 35-39 4044 4549 50-34 35-59 6069 over
Males 20.0 41.0 389 36.7 35.4 323 263 2211 25.5 21.4 20.8
Females 31.1 37.7 36.7 30.4 26.4 242 28.8 27.9 17.6 19.6 10.5
Source: Hill, White, Gray 1991
Table A21: Level of physical activity, 1984 to 1987
(Per cent)
Survey date
Level July 1984 Jan 1985 Jan 1986 July 1986 Jan 1987
Sedentary (inactive) 329 295 334 279 254
Very active (aerobic) 15.3 12.5 12.2 16.4 17.9

Source: Bauman, Owen, Rushworth 1990
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Table A22: Smokers by occupation, educational attainment and sex, 1980 and 1989

(Per cent)
Males Fermales
Occupation | Educational atiainment 1980 1989 1980 1989
Occupation
Lower blue collar 47 43 30 31
Upper blue collar 45 32 32 28
l.ower white collar 36 27 29 26
Upper white collar 30 20 31 22
Educational attainment
9 years or less 44 35 31 28
10 or 11 years 41 37 32 29
12 years or more
—Noi a graduate 3 26 27 26
~—Graduate 31 21 27 20
Source: Hul, Gray 1984
Hill, White, Gray 1991
Table A23: Breast cancer, predicted death rates with and without screening,
1991 to 2020@
(Per 100,000 population)
Screening Screening
Year Without With Year Without With
1991 37.9 37.9 2006 39.7 33.6
1992 38.0 38.0 2007 39.9 335
1993 38.1 38.1 2008 40.0 338
1964 383 38.1 2009 40.2 337
1995 334 38.0 200 40.3 34.0
1996 38.5 37.6 2011 40.5 340
1997 38.6 36.7 2012 40.6 34.2
1998 38.7 36.0 2013 40.7 342
1999 389 348 2014 40.9 34.4
2000 39.0 34.2 2015 41.0 34.5
2001 35.1 33.4 2016 41.1 347
2002 39.2 33.4 2017 41.3 34.6
2003 363 33.1 2018 41.4 34.8
2004 39.5 334 2019 41.6 34.8
2005 39.6 33.3 2020 41.7 35.0

(a) Assumes 70 per cent compliance. Rates standardised to 1988 Australian population.

Source:
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Table A24: Cervix cancer, age-standardised death rates™, 1970 to 1990

{Per 100,000 population)

Year Rate Year Rate Year Rate
1970 53 1977 37 1984 33
1971 4.7 1978 4.0 1985 35
1972 4.7 1979 3.7 1686 34
1973 4.9 1980 34 1987 31
1974 47 1981 37 1988 31
1975 44 1982 3.7 1989 32
1976 43 1083 35 1990 3.1

(a) Rates standardised to the World Standard Population.

Source: National Cancer Statistics Clearing House (unpublished)

Table A25: Proportion of population with basic and supplementary private hospital insurance,

September 1983 to March 1995

{Per cent}
Basic Supplementary

Year Mar Jun Sep Dec Mar Jun Sep Dec
1983 62.7 61.5 29.2 28.8
1984 543 50.0 489 479 30.0 29.6 30.2 30.0
1985 479 47.7 489 40.1 30.8 31.2 33.4 ) 339
1986 49.0 48.8 48.6 49.2 34.1 34.2 34.9 35.7
1987 48.8 48.3 48.1 47.4 37.5 384 38.5 383
1988 47.0 470 456.8 46.1 382 384 - 38.6 384
1989 458 45.4 45.5 44.5 383 38.3 38.6 38.3
1990 4.6 d44.4 450 44.4 38.6 39.0 39.6 393
1991 44.0 43.5 428 41.0 387 385 38.1 375
Projections

1992 423 42Q2.0 41.6 41.3 384 384 384 8.4
1993 41.0 40.7 40.4 40.0 38.4 384 384 384
1994 398 394 39.1 388 ig4 38.4 38.4 384
1995 38.5 384

Source: Private Health Insurance Administration Council {unpublished)

Table A26: Students completing tertiary health professional courses in Australia, 1987 to 1990

Occupation 1987 1988 1989 1990
Medicine 1,354 1,509 1,495 1,316
Nursing 2,756 3770 4716 5,509
All health fields 7,596 8.977 10,168 10,953

Source: Department of Employment, Education and Training {unpublished)
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Table A27: Graduates of Australian medical schools, actual and projected, 1981 to 2000

Actual Projected®
Year Number Year Number Year Number Year Number
1981 1,254 1987 1,251 1992 1,001 1998 1,203
1682 1,300 1988 1,225 1993 1,230 1999 1,208
1683 1,341 1989 1,177 1994 1,263 2000 1,203
1984 1,356 1990 1,008 1995 1,267
1985 1,347 1991 1,170 1996 1,243
1986 1,243 1997 1,203

{a) Projections for 1992 to 2000 assume no change to current policies.
Source: Deans of Medical Schools (unpublished}

Table A28: Commencing enrolments (excluding non-award) in health fields, 1991

Health field Full-fee-paying overseas siudents All other students
Podiatry i i33
Optometry 7 223
Dietetics 23 239
Dentistry 27 285
Speech patholegy / Audiology 9 364
Radiography 10 476
Pharmacy 60 552
Occupational therapy 10 659
Physiotherapy 35 792
Medicine!® 233 1978
Other healih fields 135 3,900
Nursing 313 13,729
(a) Includes undergraduate training and postgraduate specialist training in teniary institutions.
Source: Depanment of Empleyment, Education and Training (unpublished)
"able A29: Utilisation and bed supply™, all acute hospitals, 1969-70 to 1989-90
(Per cent of 1969-70 value}
1969 1974 1979 1982 1984 1985 1987 1989
=70 75 80 -83 -85 86 88 -90
Admissions per 1,000 population 100 110 116 114 17 119 119 127
Bed-days per §,000 population 100 101 96 89 83 82 79 76
Average length of stay 100 91 83 7 1 69 &7 60
Ocgupancy rate 100 98 90 86 86 90 92 94
Beds per 1,000 population 100 103 107 103 97 92 89 83

{a) Beds and bed-days calculaied at 30 June.

Source: Australian Institute of Health and Welfare
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Table A30: Range of standardised ratios™ of surgical pracedures across State statistical
divisions, 1986

(Standardised ratio)

NSW Vie Qid SA
Procedure Lower Upper Lower Upper Lower Upper Lower Upper
Appendicectomy 827 1544 M2 1305 533 1158 67.6 99.8
Chalecystectomy 793 1252 706 9535 654 1158 843 1392
Tonsillectomy 80.0 1617 49.6 1292 2171 11l 98.4 1810
Hyswerectomy 850 1346 50.5 1479 799 138.1 £0.0 133.0
Hip replacement 36.5 1749 718 390.0 71.0 1385 1121 1312
Lens insertion 53.0 1272 50.0 1017 478 2259 39.2 1050
Thyroidectomy 0.3 1479 84.0 1577 69.7 1484 514 1318
Bowel rescction 60.7 1143 61.4 1159 726 1388 797 1104

{a) Ratio of State statistical division rates to the combined value.

Source: Renwick, Sadkowsky 1991

Table A31: Range of standardised ratlos™ of surgical procedures across Sydney and Melbourne
metropolitan areas, 1986

(Standardised ratio)

Sydney Melbourne
Procedure Lower Upper Lower Upper
Appendicectiomy 85.4 136.4 65.4 106.4
Cholecystectomy 725 151.1 66.8 105.5
Tonsitlectomy 63.3 1433 58.7 1071
Hystereclomy 63.3 135.2 51.7 105.8
Hip replacement 51.3 124.1 7.6 112.1
Lens insenion ©79.0 162.1 62.1 102.3
Thyroidectomy 69.0 159.3 79.7 111.9
Bowel resection 673 1342 902 1139

(a) Ratio of Sydncy and Melbourne rates 10 the combined value.

Source: Renwick, Sadkowsky 1991
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Table A32: Average number of medical services processed per Medlcare-enrolled person, by age
and sex, 1990-91

(Number)
Age group (years) Males Females
04 8.7 1.9
5-9 4.7 46
10-14 4.0 4.1
15-19 42 T2
20-24 4.2 9.4
25-34 46 10.4
35-44 55 9.5
45-54 712 11.0
55-64 10.7 12.9
65-74 11.0 15.0
75 and over 13.5 16.2
All ages 6.5 9.9

Source: Health Insurance Commission 1991
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Table A33: Percentage change in per capita use of medical services by age and type of service,

198485 and 1989-90

{Per cent)
Age group | Type of service Males Females Persons
Less than 20 years
GP consultations 28.8 274 281
Specialist consultations 12.8 10.8 11.9
Pathalagy(®? 2.1 20.3 12.5
Radiology 260 23.4 24.7
Operations 2.1 2.0 6.8
Other® 14.6 9.1 10.6
All types 22.8 23.7 233
20 to 59 years
GP consnltations 225 19.8 20.8
Specialist consuliations 10.0 11.0 10.6
Pathology® 351 400 386
Radiology 17.7 219 233
Operations 219 14.5 17.2
Other® —4.6 —-6.6 -5.8
All types 21.7 221 22.0
60 years and over
GP consultations 148 87 10.6
Specialist consultations 37.2 31.8 339
Pathology® 63.5 59.0 60.6
Radiology 41.7 42.9 420
QOperations : 256 246 25.1
Other® 203 166 18.5
All types 287 21.9 24.2
All age groups / all types 24.7 235 240

(a} 1989-90 patholopy service use was estimated on pre-1989 schedule structure.

(b) The change in per capita use reflects the deletion of venepuncture and intraveneous drip items from the
Miscellaneous Procedures section of the Medicare Benefits Schedule.

Source: Deeble 1991
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Table A34: Moedlcal services, use per capita by States and Territories™, 198485 to 1989-90

{Number)
Type of service | Year NSW Vic Qld WA SA Tas Aust
Medical services excluding pathology
1984-85 6.34 532 534 5.13 5.94 3.36 5.73
1985~86 6.14 5.61 5.62 523 6.29 5.55 6.03
1986-87 6.87 5.64 572 523 6.15 5.53 6.0%
1987-88 7.14 5.86 6.02 534 6.29 5.69 6.32
198889 7.19 6.09 6.40 5.49 6.47 6.02 6.50
1989-90 7.49 6.34 6.87 5.76 6.78 6.20 6.79
Increase (per cent) 18.1 19.2 28.7 12.3 14.1 15.7 18.5
Average annual
increase (per cent) 34 3.6 5.2 23 27 3.0 35
Pathology
198485 1.64 119 1.65 1.21 1.04 1.12 1.41
1985-86 1.75 1.29 1.78 1.31 1.24 1.14 1.52
198687 1.93 1.44 1.90 1.45 1.21 1.33 1.68
198788 2.1 1.55 1.8% 1.55 1.42 1.47 1.79
1988-89 222 1.65 2.03 1.65 1.52 1.65 1.90
198590 231 1.75 2.14 173 1.59 1.74 2.01
Increase (per cent) 409 47.1 29.7 43.0 52.9 55.4 42.6
Average annual
increase (per cent) 71 8.0 53 7.4 8.9 9.2 73
Total
1984-85 7.98 6.51 6.99 634 6.98 6.48 7.14
1985-86 7.89 6.90 7.40 6.54 7.53 6.69 7.55
198687 8.80 7.08 7.62 6.68 71.36 6.86 177
1987-88 9.25 741 T.87 6.89 77 1.16 8.11
1988-89 9.41 774 8.43 7.14 7.99 1.67 8.40
1989-90 9.80 8.09 9.01 7.49 8.37 7.94 8.80
Increase {per cent) 228 243 289 18.1 19.9 22.5 23.2
Average annual
increase (per cent) 42 4.4 52 © 34 3.7 4.1 4.3

{a) NSW data includes ACT, SA data includes NT.
{b) Pathology service use was eslimated on a pre-1989 schedule structure.

Source: Deeble 1991
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Table A35: Total cost at manufacturers’ prices™ of pharmaceutical drugs, 1990-91

3 million Per cent

Commenwealth programstt)
PBS—subsidised 754 57.5
PBS—non-subsidised® 140 10.7
RPBS 48 3.7
Miscellaneons(® 43 3.3
All Commonwealth programs 985 75.1
Hospitals(2Xd) 200 152
Private prescriptions®™ 127 9.7
All components 1,312 100.0

(a) Estimated by Australian Instinte of Health and Welfare.

(b) This item relates 10 expenditure on drugs which receive no subsidy under the PBS, but which count towards

the Safety Net armangements.

{c) The main item in Miscellaneous is growth hormones, but the group alse includes IVF drugs, colostomy and

ileostomy appliances, etc.

(d) Hospital drug expenditure relates almost entirely to the provision of drugs in public hospitals, as most drugs
used in private hospitals are provided to palients through community phammacies under the PBS, RPBS or as

privale prescriplions.

Sources: (1) PBS information from HHCS, RPBS information from the Department of Velerans” Affairs

(2) Ausuralian Institute of Health 1991

(3) Drug Uhilisation Subcornminee of the Pharmaceutical Benefils Advisory Committee (unpublished)

Table A36: Prescription use per capita, 1980-81 to 1996-91

{Number)

PBS ! RPBS Estimated total Estimated total
Year benefits PBS {RPBS prescriptions
1980-81 6.93 6.93 1.73
1981-82 .46 7.46 823
1982-83 7.49 7.49 8.30
1983-84 7.64 7.64 8.48
1984-85 8.37 8.7 9.2}
1985-86 8.20 8.20 9.16
198687 7.00 7.39 8.36
198788 6.65 7.85 8.82
1988-89 6.46 8.56 9.53
1989-90 6.61 8.55 9.54
1990-91 5.99 8.09 8.98

Source: Australian Institute of Health and Welfare
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Table A37: Mortality differentials by CCLO major occupation group®, males aged 25-54 years,

1985-1987
Death rate per
Major occupation group 100,000 Rate ratio
0 Professional, technical and related workers 149 1.00
1 Administrative, executive and managerial workers 163 1.10
2 Clencal workers 160 1.07
3 Sales workers 199 133+
4 Farmers, fishers, hunters, timber getters and relaled 239 1.60*
5 Miners, quarrymen and related 243 1.63 %
6 Transport and communication 279 1.87*
7/8  Tradesmen, production process workers and labourers 245 164+
9 /10  Service, sport and recreation, members of armed services 206 1.38*

(a) See Box 4.4, page 185 for details of CCLO occupation groups.
(b) Age-standardised 10 1988 Australian population.
* p<001

Source: Australian Institute of Health and Welfare, derived from 1985-1987 mortality data

Table A38: Mortality differentials by occupational prestige and cause of death,
males aged 25-54 years, 1985-1987

Rate ratio®

2nd-5th decile | 6th—9th decile | 10th decile /
Cause of death (ICD-9 chapier) Ist decife Ist decile Ist decile
Neoplasms 1.01 114 1.28*
Endocrine, nutritional 1.01 0.93 1.20
Ments] disorders 1.86 4.44 > 10.58 *
Nervous system 1.81 210 599 *
Circulatory system 1.20* 1.65* 2.30*
Respiratory system 1.10 1.8 * 4.07*
Digestive system 1.25 234 % 4.84 *
Genitourinary system 3.08 4.76 12.42
Injury and poisoning 1.12 1.95* 265+
All causes 1.11* 1.59* 2.26*

(a) All rates age-standardised 10 1988 Australian population.
* p<001

Source:  Australian Institute of Health and Welfare, derived from 1985-1987 montality dala
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Table A39: Mortality differentials by occupational prestige and selected cause of death,
mates aged 25-54 years, 1985-1987

Rate ratiol®

2nd-5Sth decile Gth-9th decile 10th decile |
Selected cause of death Ist decile st decile Ist decile
Stomach cancer 0.94 1.36 1.76
Colorectal cancer 0.33 0.66* 0.62
Pancreatic cancer 1.49 1.49 1.86
Lung cancer 1.62* 2.64* 362+
Prostate cancer 1.33 0.67 ——
Brain cancer 0.58 * 0.60* 0.62
Diabetes mellitus 1.28 1.98 349+
Ischemic hean disease 1.17 1.56* 202+
Cerebrovascular disease 1.00 1.58=* 232+
Pneumonia / influenza 0.65 1.52 383+
Bronchitis, asthma and emphysema 1.31 1.74 332%*
Motor vehicle traffic aecidents 1.3 * 252+ 297~
Suicide 0.96 1.54* 1.94*

{a) All rates age-standardised to 1988 Australian population.
* p<001

Scurce: Australian Institute of Health and Welfare, derived from 1985-1987 montality data

Table A40: Mortality dlfferentials by quintile of socloeconomic disadvantage™, age group and
sex, 1985-1987

Rate ratjo(®

Age group (years)
Quintile of socioeconomic disadvantage Otol4 151024 251064 65 and over
Males
1st quintile 1.00 1.00 1.00 1.00
2nd quintile L15* 1.24 % 117 * 1.05*
3rd quintile 1.18* 1.35* 133* 1.10*
4th quintile 1.28* 1.34 * 1.41* 112+
5th quintile 146+ 1.46 * 1.67* 1.13*
Females
1st quintile 1.00 1.00 1.00 1.00
2nd quintile 1.10 0.96 1.16* 1.04 *
3rd quintile 1.29* 1.11 1.24 * 1.07 *
4th quintile 139+ 112 1.27+ 1.07+*
5th quintile 1.63* 1.49 * 1.49* 1.10*

(2) Index of saciocconomic disadvantage for statistical local areas of residence (see Box 4.7, page 192).

(b) Ratio of each quintile 1o that of the first quintile. All rates age-standardised to 1988 Australian population.
*
p <001

Source:  Australian Institute of Health and Welfare, derived from 1985~1987 monality data
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Table A41: Health differentials by marital status and sex, age 2564 years, late 1980s

Rate ratio{®

Males Females
Serious Serious
Marital status Deaths®  Disability  chronit illness Deaths™  Disability chronic illness
Married 1.00 1.00 1.00 1.00 1.00 1.00
Never marricd 225 1.67% 124+ 1917 172+ 1.08
Separated / divoreed /
widowed 202~ 1.67* 1.02 1.49* 1.68* 1.45*

(a} Ratio of each group 10 *married’. All rates age-standardised 10 1988 Australian population.
(b) Manual staws categores are 'Married / scparated’, ‘Never married’ and *Divarced / widowed”.
* p<001

Source: Australian Institute of Health and Welfare, derived from 1985-1987 martality data, ABS 1988 Survey of
Disability and Ageing, ABS 1989-90 National Health Survey

Table A42: Morbidity ditfferentials by family composition and sex, age 25-64 years, 19891990

Rate rativ‘®

Males Females
Reduced Serious Reduced Serious
Family composition aclivity chronic illness aclivily chronic illness
Marmied, with dependent
children 1.00 1.00 1.3 1.00
Married, no dependent
children .59 * 1.01 1.53 1.22
Single parent with
dependent children 1.35+ 0.59 250+ 1.69*
Single not living alone,
no dependent children 1.05 1.21 1.57* 1.65%
Single living alone 1.12* 1.02 1.83 * 139+
(a) Ratio of each group 1 ‘married with dependent children’. All rates age-standardised to 1988 Australian
population.
* p=<0

Source:  Australian Institute of Health and Welfare, derived from ABS 1989-50 National Health Survey
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Table A43: Mortality differentials by country of birth, age group and sex, 1985-1987

Rate ratio®

Age group (years)

Country of birth 151024 2510 64 63 and over
Males

Australia 1.00 1.00 1.00
UK and Ireland 0.99 0.86 * 1.00
Other Curope 0.87 0.78 * Q.90+
Asia 053¢+ 0.65* 0.78»
Other countries 0.99 0.90* 0.94*
Females

Australia 1.00 1.00 1.00
UK and Ireland 078 0.90 * D98 *
Other Europe 0.81 0.72 % 091+
Asia 0.68* 072+ 0.82*
Other countries 1.07 0.90* 0.96

(a) Ratio of cach country of birth to Australian-born. All rales age-standardised 10 1988 Australian population,

* p<00l

Source:  Austmlian Institute of Health and Welfare, derived from 1985-1987 montality data

Table A44: Serious chronic iliness differentials by country of birth, age group and sex,

1985-1987
Rate ratlo®™
Age group (years)
Country of birth 15ta24 25to64 65 and over
Males
Australia 1.00 1.00 1.00
UK and Treland 1.32 0.90 1.06
Other Europe 063 070+ 0.80
Asia 030* 0.67* 1.17
Qther countries 0.78 073+ 0.84
[Females
Ausiralia 1.00 1.00 1.00
UK and Iretand 0.66 0.99 1.10
Other Europe 0.35 0.75* 0.91
Asia 032+ 051+ 0.91
QOther countries 0.72 0.70 * 0.89

{n) Ratio of cach country of binth 10 Australian-bom. All rates age-s1andardised 10 1988 Ausiralian population.

* p<001

Source: Australian Institute of Health and Welfare, derived from ABS 1989-90 National Health Survey
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Table A45: Aboriginal observed and expected number of deaths and standardised mortality

ratios™, by sex and selected regions, late 1980s

Number of deaths Standardised
Selected region Observed Expecied mortality ratio
Males
Westem New South Wales, 1984-1987() 208 56.8 36(3.14.1)
Queenstand communitics, 1987-1989() 226 73.8 3.1{2.1-3.5)
Western Australia, 1987-1988 387 156.9 252227
South Australia, 1988-1989 155 454 34(294.0)
Northem Territory, 1985 209 522 40(3.5-4.6)
All reglons 1,182 378.8 3.1(2.9-3.3)
FFemales
Westem New South Wales, 1984-1987(0) 110 34.6 32(26-3.8)
Queenstand communitics, 19§7-19§9¢ 168 38.4 4.4{3.7-5.0)
Westem Australia, 1985-1986 246 933 2.6(22-29)
South Australia, T988-1989 S0 34,0 2.6(2.1-3.2)
Norhern Territory, 1985 151 37.4 4003447
Al regions 759 237.0 3.2 (3.0-3.4)

{a) The estimated numbers of deaths and the SMHKRs may differ slightly from those provided in the sources, as they
have been recalculated using the 1986 age-specific death rates of the 1otal Australian male and female
populations.

(b) Sec Glossary for details.

Sources: Thomson, Briscoe 1991

Gray, Hogg 1989

Table Ad46: Age-specific death rates by sex, Aborigines 1984 to 1989, and total Australian

population 1986

{Per 1,000 population)

Aborigines Australia
Age group {years) Males Females Males Females
0 26.3 23.3 10.2 7.8
1-4 1.7 0.7 0.5 0.4
5-14 0.6 0.3 0.2 0.2
15-24 4.0 1.8 0.7 0.3
25-34 7.8 3.2 1.4 0.5
35-44 16.0 6.0 1.4 0.7
45-54 25.2 15.8 2.8 1.7
55-64 46.5 35.5 8.5 46
65-74 72.4 49.2 22.4 11.7
75 and over 155.7 123.3 74.2 55.1

{a) The Aboriginal figures rclate to western New South Wales (1984-1987), the Queensland communities
(1987-1989), Western Australia (1987-1988), South Australia (1988-1989) and the Northemn Territory (1985).

Source:
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Table A47: Expectation of life at birth by sex, Aborigines 1984-1989 and total Australian

population 1986

(Years)

Males Females
Ahorigines
Western New South Wales, 1984 10 1987 543 64.8
Queensland communitites, 1987 10 1989 56.8 60.0
Western Australia, 1987 10 1988 583 65.7
South Australia, 1988 to 1989 55.0 66.8
Northem Territory, 1985 53.2 61.6
All regions 35.2 63.6
Australia 1986 72.9 75.2

Sources: Thomson, Briscoe 1991
Gray, Hogg 1989
Australian Institute of Health and Welfare

Table Ad8: Aboriginal deaths® by cause and sex, ohserved and expected rates, 1984-1989

(Per 100,000 population)

Cause of death Observed Expected Rare ratio
Males

Circulatory diseases 339 124 2.7
Injury and potsoning 205 59 35
Respiratory diseases LES 23 5.0
Neoplasms 100 76 1.3
Hl-defined conditions 62 8 1.4
Digestive diseascs 58 11 5.5
Mental disorders 32 5 6.7
Infectious and parasitic 30 2 13.3
Endocrine, nutritional 29 7 4.4
Others 95 32 3.0
All cavses 1,065 346 31
Females

Circulstory diseases 192 76 2.5
Injury and poisoning 81 22 18
Neoplasms 80 54 1.5
Respirstory diseases T8 11 7.4
Endocrine, nutritional 44 5 9.2
Itl-defined conditions 44 3 8.1
Genitourinary 40 3 13.5
Infectious and parasilic 30 1 23.8
Digestive discases 28 6 47
Gihers 68 26 26
All causes 684 208 33

(a) The Aborginal figures relate 1o western New South Wales (1984-1987), the Queensland communities
(1987-1989), Westemn Australia (19871988}, South Australia (1988-1959) and the Northen Territory (1985).

Souwrce:  Australian Institute of Health and Welfare
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Table A49: Infant and perinatal mortality rates, Aborigines™ and total Australian

population, 1972-1990
{Per 1,000 births®)
Aborigines Australia
Year Infant Perinatal Infant Perinatal
1972 177 37.5 167 23.4
1973 88.7 53.4 16.5 23.3
1974 59.7 729 16.1 23.2
1975 51.2 41.4 143 20.2
1976 56.6 58.9 13.8 20.2
1977 68.0 69.8 12.5 17.9
1978 38.7 35.0 12.2 16.5
1979 318 35.5 11.4 153
1980 32.8 39.2 10.7 14.6
1981 25.4 36.9 10.0 13.6
1982 30.0 35.8 _ 103 13.7
1583 31.0 25.% 9.6 126
1984 247 30.5 9.2 12.2
1985 29.6 320 9.9 12.3
1986 26.3 351 8.8 11.%
1987 23.2 283 87 10.9
1988 27.5 312 8.7 112
1989 250 373 3.0 10.4
1990 225 355 82 108

(a) The Aboriginal figures relate 1o the Queensland communitics (1972-1990), Western Abstralia (1978-1930),
South Australia (1985-1990) and the Northem Territory (1972-1990).

(b) Infant mortality rate—per 1,000 live binhs; pennatal morntality rate—per 1,000 total births.
Australian Institute of Health and Welfare

Source:

Table A50: Standardised hospital admission rates by sex and selected region, Ahorigines
and non-Aborigines, late 1980s

{Per 1,000 population)

Aborigines Non-Aborigines
State / Territory Males Females Males Females
Western Australia, 1988 541 791 185 229
South Australia, 1989 605 620 224 260
Nonhem Territory, 198788 143 180 69 79

Scource:
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Table A51: Age-specific hospital admission rates by sex, Aborigines and non-Aborigines™,

late 1980s
(Per 1,000 population)
Males Females

Age group Non- Non-

{years) Aborigines  Aborigines Rate ratio Aborigines  Aborigines Rate ratio
04 767 272 238 735 188 39
5-14 146 106 1.4 141 85 1.7
15-24 176 122 1.4 563 240 23
2534 Era) 126 2.6 626 342 1.8
3544 495 145 3.4 512 223 2.3
45-54 460 205 22 637 245 26
5564 544 334 1.6 560 288 1.9
65-74 522 510 1.0 505 389 13
75 and over 975 76 1.4 895 570 1.6
All ages® 394 198 2.0 517 235 22

(a) Figures for both Aborigines and non-Aborigines represent the combined data for Western Australia (1988},

South Australia (1989) and the Northem Territory (1987-88).

(b) Siandardised raies.

Source: Australian Institute of Health and Welfare
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Table A52: Standardised hospital admissions rates by sex and cause, Aborigines

and non-Aborigines®, late 1980s

(Per 1,000 population)

1CD-9 chapter Aborigines Non-Aborigines Rate ratio
Males

Respiralory diseases 68 24 33
Injury and poisoning 61 25 24
Tl-defined conditions 38 14 28
Digestive diseases is 24 1.4
Supplementary 35 26 1.2
Nervous sysiern diseases 27 13 23
Circulatory diseases 24 17 1.3
Skin diseases 23 5 4.6
Infecticus and parasitic 19 4 56
Mental disorders 17 4 39
Others 47 44 1.0
Al couses® 394 198 1o
Females

Supplementary'®) 96 30 32
Pregnancy relaied 64 41 21
Respiratory diseases 62 19 3.6
Injury and poisoning 52 14 3.5
Ni-defined conditions 44 14 32
Digestive diseases 34 25 1.2
Genitourinary diseases 32 23 14
Nervous system 23 12 1.7
Skin diseases 20 4 4.7
Circulatory diseases 20 11 1.3
Others 69 42 0.8
All causes™) 517 235 2.1

{a) Figures for both Aborigines and nen-Aberigines represent the combined data for Westem Australia (1988),
South Australia (1989) and the Northemn Territory {1587-88).

(b} Standardised rates,

(¢) Includes admissions for uncomplicated pregnancies.

Source: Australian Institote of Health and Welfare

Table A53: Apge-specific standardised edentulism ratios™, by quartile of education and
occupation and age group, 1987-1988

(SER)

Quartile
Age group (years) Lower Lower-middie Upper-middle Upper
Less than 35 5 7 3 1
35-44 81 62 46 25
45-54 225 92 151 79
55-64 321 196 251 162
65 and over 427 426 432 353

(a) See text for details of standardised edentulism ratio (SER),

Source:  AIHW Dental Suatistics and Research Unit
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Table A54: Age-specific dental caries experience, by quartile of education and occupation,

1987-1988
{Mean number of teeth)
Quartile
Age group (years) Lower Lower-middle Upper-middie Upper
Decayed teeth
Less than 15 0.52 0.56 Q.38 0.38
15-24 1.76 1.46 1.40 1.02
25-34 2.66 1.93 1.81 1.20
35-44 1.96 1.63 1.38 1.02
45-54 1.48 1.47 1.42 1.18
55-64 137 1.59 1.33 1.07
65 and over 1.54 1.36 1.36 1.69
Missing teeth
Less than 15 na na na na
15-24 031 013 0.03 - 0.14
25-34 3.82 2N 2.76 241
35-44 8.21 7.10 6.46 5.56
45-54 11.58 10.10 9.72 B.49
55-64 14.25 13.85 1431 12.18
65 and over 17.27 17.59 16.56 15.78
Filled teeth
Less than 15 0.29 0.15 0.13 0.14
15-24 3.67 3.59 3.63 3.30
25-34 7.53 8.80 8.50 9.65
35-44 8.16 9.39 10.54 12.16
45-54 7.33 7.94 8.82 11.38
55-64 5.37 6.37 7.10 9.60
65 and over 4.81 4.65 543 6.82
Decayed, missing and filled teeth .
Less than 15 0.45 0.35 0.14 0.38
15-24 5.73 5.18 5.06 4.47
25-34 14.00 13.43 13.06 13.26
35-44 18.32 1B.12 18.37 18.74
45-54 20.39 19.51 19.96 21.04
55-64 20.99 21.81 22.73 22.85
65 and over 23.63 23.60 23.35 24.28
Source: AIHW Dental Satistics and Research Unit
Table A55: Age-standardised dental caries experience™® of Aboriginal and Australian born
non-Aboriginai chiidren, Northern Territory, 1989
(Mean number of teeth)
Aboriginal Non-Aboriginal

Decayed Filled Mssing Decayed Filled Missing
Deciduous 1.49 033 0.05 0.55 0.84 0.05
Permanent 0.34 0.26 0.03 0.14 0.42 0.02

(a) Measured by an index of decayed, missing and filled teeth. See Box 2.5, page 57.
Source: AIHW Dental Statistics and Research Unit
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Appendix 2

Methods and conventions

Details of unusual methods used in particular sections of the report are included in the
text and Boxes, and in footnotes to Figures and Tables in the relevant sections. This
Appendix provides supplementary notes and generally does not repeat the material
included in the individual sections. Readers are also referred to the Glossary.

Data sources and methods

1. In compiling the data presented in this report, many of which were collected
originally by agencies other than the Institute, attempts have been made to
minimise the effects of variation in definitions and reference periods used.

2. Every attempt has been made to include the most recent data, but timeliness is
limited largely by the time of release by data providers.

3. Tofacilitate the comparison of populations with differing age compositions, either
different populations at a point in time or the same population at different points
in time, age-standardisation has been used wherever possible (sce Glossary).

4. The 1988 total Australian population has been used as the standard population for
most standardisations, but the European and World Standard Populations have
been used for some comparisons. Details of these three standard populations are
provided in Table A59.

5. Where appropriate, measures of statistical significance have been included. In
rates derived from population surveys, the standard error reflects the statistical
uncertainty resulting from the fact that only a sample of the total population was
included in the survey. Statistical significance tests do not take into account
non-sampling errors, such as those which may arise from reporting biases or
misclassification.

6. In this report, the statistical significance of estimates is indicated in one of two
ways. In some sections, differences whichare statistically significant (at the p<0.01
level) are indicated by an asterisk in the Tables. In the text, these differences are
described generally as ‘significant’. In other sections, the statistical significance of
estimates is shown by confidence intervals—the limits within which estimates
subject to sampling error can be expected to fall 95 per cent of the time.

7. Average annual rates of change or growth rates have been calculated using the
geometric formula:

Average rate of change (P /PN - 1) x 100

where Pn = later time period
P, = earlier time period
N = number of years between the two time periods
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This geometric rate of change averages out variations in the actual annual changes
that may have occurred between the two time periods.

The classification of diseases follows the conventions laid down by the World
Health Organization in the ninth revision of the Manual of the international statistical
classification of diseases, injuries, and causes of death (ICD-9) (WHO 1977), and as
adapted for hospital indexing by the International classification of diseases, 9th
revision, clinical modification (ICD-9-CM) (1991). Details of the main Chapters of
ICD-9 and the 40 leading procedure and diagnostic codes of ICD-9-CM are
provided in Tables A56, A57 and A58.

Presentation

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

The presentation of text in this report generally follows the style embodied in the
Commonwealth Style manual for authors, editors and printers (1988).
The format of text references uses a simplified version of the author-date (or
Harvard) system. Similarly, the presentation of references at the end of each
chapter uses a simplified Harvard system.
General references to ABS series (for example, the Deaths, Australia series) provide
full identifying information, including Catalogue number, but do not include a
year of publication. References to specific issues within a series follow standard
referencing procedures.
Reference in Tables and Figures to unpublished work of the Institute has been
abbreviated by omitting the word “‘unpublished’. Reference to unpublished work
of other agencies has been made in the standard manner.
To distinguish between a period of (or part of) two consecutive years and a
financial year, a period of years is shown in full (for example, 1989-1990) and the
financial year in the standard way (for example, 1989-90).
In general, countries other than Australia are shown in Tables and Figures in
alphabetical order. ‘
The presentation of Australian States and Territories follows the order of
precedence used for the Conferences of Premiers and Chief Ministers.
Where figures have been rounded, discrepancies may occur between the sums of
the components and totals. Published figures are calculated prior to rounding and
therefore some discrepancy may exist between these figures and those that could
be calculated from the rounded figures.
In the text, percentages have been presented generally to two significant digits.
That is, percentages greater than 10 are generally presented without a decimal
place, and those less than 10 with one decimal place. However, exceptions to this
convention have been made in appropriate places—for example, in the
comparison of two percentages where one is less than 10 and the other slightly
greater than 10.
The following symbols are used in this report:

Australian dollars, unless otherwise specified

- zero

% per cent

b biilion

g gram

kg kilogram

m million

mmHg millimetres of mercury
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mmol/L millimoles per litre
na not available
nec not elsewhere classified

Geographic classifications

19.
20.

21.

22,

Within Australia, most regional comparisons are between States and Territories.
Largely reflecting variations in the classifications used in the data sources, the
definitions for other regional comparisons are not always precise.

For example, in some sections of the report comparisons are made between major
urban and other areas. This classification is based on information provided to the
Institute by State and Territory health authorities. In 1989-90, the only areas apart
from the capital cities classified as major urban were Newcastle, Wollongong,
Geelong and Launceston.

Theoretically, comparison between metropolitan and non-metropolitan areas
should be straightforward, as, strictly defined, the only metropolitan areas are
those of the capital cities of cach State and Territory. In practice, however, there are
some inconsistencies in the use of these terms in data sources. For example, some
sources do not include all capital cities, while others include other major urban
arcas (such as Newcastle and Wollongong).

Table A56: 1CD-9 Chapter titles and standard abbreviated forms

Chapter

number

/ Code Tiile Short forms

I Infectious and parasitic diseases Infectious and parasitic; Infectious

I Neoplasms Neaplasms

111 Endocrine, nutritional and metabolic diseases, Endoctine, nutritional; Endocrine
and immunity disorders

v Diseases of blood and blood-forming organs Blood diseases; Blood

v Mental disorders Mental disorders; Mental

VI BDiscase of the nervous system and sense organs Nervous system diseases: Nervous

VI Diseases of the circulatory system Circulatory diseases; Circulalory

VI Piseases of the respiratory system Respiratory diseases; Resptratory

1X Diseases of the digestive syslem Digestive diseases; Digestive

X Discases of the genitourinary system Genitourinary diseases; Genitourinary

XI Complications of pregnancy, childbirth and puerperivm  Complications of pregnancy, Complic preg

X Diseases of the skin and subcutaneous tissue Skin diseases; Skin

XTI Discases of the musculoskeletal sysiem and Musculoskeletal diseases, Musculoskeletal
conaective Lissue

X1V Congenital anomalies Congenual anomalies; Congenital

XV Cenain conditions originating in the perinatal period Pennatal conditions; Perinatal

XVI Symptoms, signs and ill-defined conditions Il-defined condiniens; Tll-defined

XVII Injury and poisoning Injury and poisoning; Injury

v Supplementary classification of factors influencing Supplementary; Suppl
health status and contact with health services

E Supplementary classification of external causes Extemal causcs of injury and poisoning;
of injury and poisoning Injury and poisoning; Injury

Source: World Health Organization 1977
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Table A57: Leading 40 ICD-9-CM procedure codes

Code Description

135 Other extracapsular extraction of lens

200 Myringotomy

231 Surgicel removal of ooth

282 Tonsillectomy without adenoidectomy

332 Diagnostic procedures on lung and bronchus

372 Diagnostic procedures on hean and pericardium

383 Ligation and stripping of varicose veins

399 Other operations on vessels

441 Diagnostic procedures on stomach

451 Diagnostic procedures on small intestine

452 Diagnostic procedures on other intestine

470 Appendicectomy

512 Cholecystectomy

530 Unilatcral repair of inguinal hemia

542 Diagnostic procedures of abdominal region

573 Diagnostic procedures on bladder

602 Transurethral prostatectomy

640 Circumecision

663 Other bilateral destruction or occlusion of fallopian tubes
673 Other excision or destruction of lesion or lissue of cervix
684 ‘Total abdominal hysterectomy

690 Dilation and curentage of uterus

695 Aspiration curettage of uterug

721 Low forceps operation with episiotomy

722 Mid forceps operation

730 Anificial rupture of membranes

136 Episiotomy

741 Low cervical cesarean section

756 Repair of other current obstetric laceration

786 Removal of internal fixation device

790 Closed reduction of fracture without internal fixation
793 Open reduction of fracture with internal fixation

852 Excision or destruction of breast tissue

860 Incision of skin and subcumancous tissue

862 Excision or destruction of lesion or tissue of skin and subcutaneous tissue
863 Other local excision or destruction of lesion or Lissue of skin and subculaneous tissue
865 Suture of skin and subcutaneous tissue

885 Angiocardiography using contrast material

950 Transfusion of blood and blood components

952 Injection or infusion of other therapeutic or prophylactic substance

Source: [nternational Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) 19591

387




Table AS8: Leading 40 ICD-9-CM diagnoses

Code Description

162 Malignant neoplasm of trachea, bronchus, and lung
173 Onher malignant neoplasm of skin

250 Diaberes mellitus

345 Epilepsy

366 Cataract

410 Acute myocardial infarction

413 Angina pectoris

414 (Other forms of chronic ischemic hean disease

427 Cardiac dysrhythmias

428 Heant failure

436 Acute, but ill-defined cerehrovascular disease

474 Chronic disease of 1onsils and adenoids

493 Asthma

496 Chronic airway obstruction, not elsewhere classified
530 Discases of esophagus

540 Acute appendicitis

550 Inguinal hemia

558 Other noninfectious gastroenteritis and colitis

574 Cholelithiasis

599 Other disorders of urethra and urinary tract

626 Disorders of menstruation and other sbnommal bleeding from female genital tract
634 Spontaneous abornion

635 Legally induced abonion

642 Hypertension complicating pregnancy, childbirth and the puerperium
644 Early or threatened labor

650 Delivery in a completely normal case

656 Onher fetal and placental problems affeciing management of mother
664 Trauma to perineum and vulva during delivery

682 Other cellutitis and abscess

724 Other and unspecified disorders of back

780 General symploms

786 Symptoms involving respiratory sysiem and other chest sympioms
788 Symptoms involving urinary system

789 Other symptoms involving abdomen and pelvis

813 Fracture of radins and ulna

820 Fraciure of neck of fermur

854 Intracranial injury of other and unspecified nature
V25 Contraceplive management

V56 Afiercare involving intermittent dialysis

V58 Other and unspecified aflercare

Source: Internationat Classification of Diseases, 91h Revision, Clinical Modification (ICD-9-CM) 1991
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Table A59: Standard populations

Age group (years) Australia, 30 June 1988 European Warld
0 245,459 1,600 2,400
14 980,347 6,400 9,600
5-9 1,216,629 7,000 10,000
10-14 1,248,132 7,000 9,000
15-19 1,411,846 7,000 9,000
20-24 1,324,165 7,000 8,000
25-29 1,404,037 7,000 8,000
30-34 1,325,799 7.000 6,000
35-39 1,276,228 7,000 6,000
40-44 1,170,652 7,000 6,000
4549 897,696 7,000 6,000
50-54 771,551 7,000 5,000
55-59 738,139 6,000 4,000
60-64 729,342 5,000 4,000
65-69 623,064 4,000 3,000 |
70-74 480,550 3,000 2,000
75-19 351,711 2,000 1,000
B0-84 203,383 1,000 500
RS and over 139,423 1,000 500
Fotal 16,538,153 100,000 100,000

Scource: World Health Organization 1992

Australian Bureau of Statistics 1989
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Glossary

Definitions of the medical and epidemiological terms included in this Glossary have
been derived largely from Dorland’s Hustrated Medical Dictionary (1985), the Concise
medical dictionary (1980) and Last (1983).

Aboriginal communities The Queensland communities mentioned in Section 4.2 are:
Aurukun, Bamaga, Cherbourg, Doomadgee, Gununa (Mornington Island),
Hopevale, Kowanyama, Lockhart River, Palm Island, Pormpuraaw (Edward River),
Weipa, Woorabinda, Wujal Wujal and Yarrabah.

Aborigine See Australian Aborigine[Torres Strait Islander.
ABS Australian Bureau of Statistics.

acute hospitals See hospitals.

acute Having a short and relatively severe course.
ADEC Australian Drug Evaluation Committee.

admission Admission to hospital. In this report, thenumber of separations hasbeen taken
as the number of admissions.

admission rate The number of admissions per 1,000 total population per year. See
separation rate.

age-specific death rate Number of deaths of persons of a specific age group in one year
per 1,000 persons of the same age group.

age-specific fertility rate The number of live births to women in a specified age group in
one year per 1,000 women in the same age group.

age-specific rate A rate for a specific age group. The numerator and denominator relate
to the same age group.

age-standardised Weighted average of age-specific rates according to a standard
distribution of age to eliminate the effect of different age distributions and thus
facilitate valid comparison of groups with differing age compositions.

AHMAC Australian Health Ministers” Advisory Council.
AHMC Australian Health Ministers’ Conference.

AHS Australian Health Survey (conducted by the Australian Bureau of Statistics in
1977-1978 and 1983).

AHTAP Australian Health Technology Advisory Committee.
AIDS Acquired Immune Deficiency Syndrome.

AIH Australian Institute of Health.

AIHW Australian Institute of Health and Welfare.

AMC Australian Medical Council.

391




ANC Australian Nursing Council.

ANRAC Australian Nurse Registering Authorities Council.

ASCQO Australian Standard Classification of Occupations. A classification of
occupations based on the principle that occupations should be classified using

intrinsic criteria, rather than extrinsic criteria such as industry, as had been the case
prior to 1986. See also CCLO.

ANU-2 scale An index which ranks occupations (defined by the 3 digit CCLO
classification) according to occupational prestige as perceived by the community.
Australian AboriginefTorres Strait Islander A person of Aboriginal or Torres Strait
Islander descent who identifies as an Aborigine or Torres Strait Islander and is
accepted as such by the community in which he (she) lives (Department of
Aboriginal Affairs 1981).

average length of stay The average of the lengths of stay for all inpatients. For acute
hospitals, a reasonable estimate is obtained by dividing total bed-days by total
admissions (or separations).

bed-day The occupancy of a hospital bed by an inpatient for up to 24 hours.

bed ratio The number of beds per 1,000 population.

BHC Better Health Commission.

billion A thousand million.

bulk bill See direct bill.

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

casemix A means of classifying hospital patients to provide a common basis for
comparing cost effectiveness and quality of care across hospitals. See DRG.

cause of death Based on information reported on the death certificate, each death is
classified to the underlying cause of death according to rules and conventions of the
ninth revision of the International Classification of Diseases (ICD-9) (WHO 1977).
The underlying cause is defined as the disease or injury which initiated the train of
events leading directly to death. Violent deaths are classified according to the
external cause—the circumstances of the violence which produced the fatal injury,
rather than to the nature of the injury. See Appendix 2 for details of the various ICD-9
chapters, and for codes for leading diagnoses and procedures.

CCLO Classification and Classified List of Occupations, based partially on industry
classifications. See also ASCO.

CHD Coronary heart disease.
chronic Persisting over a long period.

congenital A condition that is recognised at birth, or that it is believed to have been
present since birth—includes conditions which are inherited or caused by an
environmental factor.

cohort Group of individuals sharing a statistical characteristic (for example, date of
birth} who are used in epidemiological or other statistical studies.

CPCM Contference of Premiers and Chief Ministers.
crude death rate Number of deaths in a specified period per 1,000 total population.
crude birth rate Number of births in a specified period per 1,000 total population.
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CT Computerised tomography.

cumulative rate Proportion of an initially disease-free group developing a disease over
a fixed time interval.

cumulative rate per cent Cumulative rate expressed as per cent.
DBP diastolic blood pressure.

direct bill The process by which a medical practitioner or optometrist sends the bill for
some or all his/her patients direct to Medicare.

disability A non-fatal consequence of disease and injury which has lasted, or is likely
to last, for 6 months or more. Disabling conditions are subdivided into:

mental disorders—including mental retardation, mental degeneration, slowness at
learning, and other mental disorders; and

physical conditions—including loss of sight, 1oss of hearing, incomplete use of limbs
or digits, restriction in physical activities or in doing physical work, and
long-term conditions requiring treatment or medication.

disabled person See person with a disability.
DMFT, dmft Decayed, missing or filled teeth. See Box 2.5, page 57.

DRG Diagnosis related group. DRGs classify about 460 types of cases encountered in
acute hospitals on the basis of principal diagnosis, principal procedure performed
(if any), age, sex and other clinical information. Each DRG represents a class of
patient requiring similar hospital services. See casemix.

DUSC Drug Utilisation Subcommittee of the Pharmaceutical Beneﬁts Advisory
Committee.

ECMO extracorporeal membrane oxygenation.
edentulism The loss of all natural teeth.
employed person See employment status.

employment status Employed persons are those aged 15 years and over who, during the
reference week: worked for one hour or more for pay; worked for one hour or more
without pay in a family business; or who had a job but were not at work because of
leave or other reasons. Unemployed persons are those aged 15 years and over who
were not employed in the reference week and: had actively looked for work; were
available for work; or were waiting to start a new job or be called back to a job from
which they had been stood down for less than 4 weeks. The labourforce comprises
employed and unemployed persons; other persons are described as not in the
labourforce (ABS 6203.0).

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

epidemiology The study of thedistribution and determinants of health-related statesand
eventsin populations, and the application of this study to control of health problems.

episode of care The time between the formal admission to hospital and discharge,
transfer to another health institution or death. If a patient is re-admitted for further
treatment (even for the same condition), a second episode of care occurs. If a patient
receives treatment at one hospital and is transferred to another hospital, a second
episode of care begins at the time of transfer.



expectation of life Predicted number of years of life remaining to a person if the present
pattern of mortality does not change.

female In this report, female persons of any age.

fertility rate See age-specific fertility rate.

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

fetal death rate Number of fetal deaths per 1,000 total births (fetal deaths pluslive births).
GDP Gross domestic product.
GP General practitioner.

handicap Limitation in the performance of tasks in one or more of five functional areas
—self-care, mobility, verbal communication, schooling and employment—as a
result of disability.

handicapped person See person with a handicap.

health care Care for theill. It may or may not include treatment; it does not include health
promotion or disease prevention.

health promotion Activities to improve health and prevent disease.

HIV Human immunodeficiency virus, the virus responsible for AIDS.

HHCS Commonwealth Department of Health, Housing and Community Services.
hospital episode See episode of care.

hospitals and other institutions

acute hospitals Establishments which provide at least minimal medical, surgical or
obstetrical services for inpatient treatment and/or care, and which provide
round-the-clock comprehensive qualified nursing service as well as other
necessary professional services. They must be licensed by their State or Territory
healthauthority, or controlled by other gavernment agency. Most of the patients
have acute conditions or temporary ailments and the average stay per admission
is relatively short.

hostels Establishments run by public authorities or registered non-profit
organisations to provide board, lodging or accommodation for the aged,
distressed, or disabled who cannot live independently but do not need nursing
care in a hospital or nursing home. Only hostels subsidised by the
Commonwealth are included. Residents are generally responsible for their own
provisions, but may be provided in some establishments with domestic
assistance (meals, laundry, personal care).

nursing homes Establishments which provide long-term careinvolving regularbasic
nursing care to chronically ill, frail, disabled or convalescent persons or senile
inpatients. In practice, they cater mainly for older people. They must be
approved by HHCS and/or licensed by the State or Territory, or controlled by
government departments.

private hospitals Privately owned and operated institutions approved by HHCS.
Private hospitals cater only for private patients who are treated by a doctor of
their own choice and are charged fees for accommodation and medical services.
Private hospitals can be classified as acute or psychiatric on the basis of the
proportion of acute inpatient services provided.
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psychiatric hospitals Establishments devoted primarily to the treatment and care of
inpatients with psychiatric, mental, or behavioural disorders.

public hospitals As determined by the State or Territory health authority, and
includes both recognised and non-recognised hospitals. Recognised hospitals
are those nominated by States and Territories and accepted by the
Commonwealth and appearing in schedules to each State/Territory Medicare
Agreement (Schedule Bin the current Medicare Agreements). They provide free
shared-ward accommodation for all who require it and free treatment there by
ahospital-appointed doctor. Inaddition, they provide, to those who are prepared
to pay for it (for example, through private insurance), private ward
accommodation and the doctor of choice. Thus, public hospitals service much
private medical practice as well as public.

repatriation hospitals Acute care hospitals run by the Commonwealth Department
of Veterans’ Affairs originally set up to provide hospital treatment for eligible
veterans and their dependants at Commonwealth expense.
HTIC Health Targets and Implementation (Health for All) Committee.
hypertension Elevated blood pressure, defined as a diastolic blood pressure (DBP) of 95
mmHg or more and/or a systolic blood pressure (SBP) of 160 mmHg or more.
ICD See International Classification of Disease.
immunisation The production of immunity by artificial means. Passive immunity, as

produced by antisera, is temporary; active immunity involves production by the
body of its own antibodies--see vaccination.

incidence The number of instances of illness commencing; or of persons falling ilt,
during a given period in a specified population. Sometimes used to denote incidence
rate.

incidence rate The number of instances of illness commencing, or of persons falling ill,
during a given period in a specified population divided by the population at risk.

incubation period The time interval between invasion by an infectious agent and the
appearance of the first sign or symptom of the disease in question.

index of education and occupation See sociceconomic indexes for areas.

index of relative socioeconomic disadvantage See sociceconomic indexes for areas.

infant death Death of an infant within a year of birth.

infant mortality rate Number of infant deaths per 1,000 live births.

infectiousness A characteristic of the disease that concerns the relative ease with which
it is transmitted to others.

inpatient Any person formally admitted by a hospital. Healthy newborn infants are
excluded unless they have a stay of more than 10 days, or are the second or
subsequent birth in multiple births.

institutional In this report, denotes the major health care institutions, such as hospitals
and nursing homes.

intersectoral The involvement of government sectors other than the health sector, and
of private and public sectors. An example of intersectoral collaboration is the recent
attempt by the health and agricultural sectors to change meat pricing practices to
reflect the greater health benefits of lean meat over animal fat.
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IPD1 deflator Index used to adjust institutional health costs to allow for inflation. It is
the ABS implicit price deflator for government consumption expenditure on health,
social security and welfare.

International Classification of Disease (ICD) WHO's internationally accepted
classification of death and disease—the ninth revision (ICD-9) is currently in use
(WHOQ1977). The major chapters of ICD arelisted in Appendix 2, along with selected
procedure and other codes. In this publication, where used in time series, causes of
death classified before 1979 under previous revisions of ICD have been reclassified
to ICD-9 by ATHW.

ISIS Injury Surveillance Information System, operated by 12 regional groups capturing
data from about 50 hospital emergency departments from all States and the
Australian Capital Territory.

labourforce See employment status.

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

life expectancy See expectation of life.

low birthweight Birth of a baby weighing less than 2,500 grams.

male In this report, male persons of any age.

man In this report, adult male.

MAS Minimal access surgery.

maternal direct deaths Deaths resulting from obstetric complications of the pregnant
state. See also total maternal deaths.

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

MONICA A multi-centre international collaborative project measuring trends in
cardiovascular mortality and morbidity and assessing the extent to which these
trends are related to changes in risk factor levels and/or medical care. The projectis
coordinated by WHO.

morbidity Any departure, subjective or objective, from a state of physiological or
psychological wellbeing.

mortality Death.
MRI Magnetic resonance imaging,.
MWDRC Medical Workforce Data Review Committee.

National Minimum Data Set for Institutional Health Care A set of recommended
definitions for use in measuring facilities in, and use of, hospitals and related
institutions.

NBHP National Better Health Program.
NCADA National Campaign Against Drug Abuse.
NCEPH National Centre for Epidemiology and Population Health.

386




NDAIC National Drug Abuse Information Centre.

neonatal death Death of an infant within 28 days of birth.

neonatal mortality rate Number of neonatal deaths per 1,000 live births.
NHF National Heart Foundation of Australia.

NHMRC National Health and Medical Research Council.

NHS National Health Survey (conducted in 1989-1990 by the Australian Bureau of
Statistics).

NHTAP National Health Technology Advisory Panel.

NISU ATHW National Injury Surveillance Unit.

non-inpatient Patients not requiring admission to hospital, but who receive treatment
edinaccident and emergency (casualty) departments, undergo short-term specialist
treatment (such as minor surgery, radiotherapy or chemotherapy), or are treated in

their own homes through home nursing programs. Previously referred as
outpatients.

not in the labourforce See employment status.
NPSU ATHW National Perinatal Statistics Unit.
nursing home See hospitals and other institutions.

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

QECD Organisation for Economic Co-operation and Development, comprises a set of
24 developed countries, including most Western European countries, the United
States and Australia.

outpatient See non-inpatient. . :
over-the-counter drugs (OTC) Pharmaceutical drugs available wnthout prescription.

Examples are cough mixtures, simple analgesics and antacids. Some OTCs can be
sold only by pharmacists, but many can be sold through non-pharmacy outlets.

Pap smear Papanicolaou smear—-a procedure for the detection or diagnosis of
malignant and pre-malignant conditions of the female genital tract.

PBS Pharmaceutical Benefits Scheme.
perinatal Pertaining to or occurring in the period shortly before or after birth.
perinatal death Fetal or neonatal death.

perinatal mortality rate Number of perinatal deaths per 1,000 total births (fetal deaths
plus live births).

person with a disability A person with one or more disabilities which have lasted, or are
likely to last, for six months or more.

person with a handicap A person with one or more handicaps.

PHIAC Private Health Insurance Administration Council.

postneonatal death Death of an infant between 28 days and one year of life.
postneonatal mortality rate Number of postneonatal deaths per 1,000 live births.

potential years of life lost Number of potential years of life lost in a population as a result
of premature death.




prescription drugs Pharmaceutical drugs available only on the prescription of a
registered medical practitioner. These drugs are also known as Schedule for (or 5-4)
drugs after the schedule to the State and Territory Acts of Parliament that regulates
the sale and distribution of poisons and drugs. Prescription drugs are available only
from pharmacists who are regulated by State and Territory laws whether they work
in community or in hospital pharmacies.

prevalence The number of instances of a given disease or other condition in a given
population at a designated time—sometimes used to mean prevalence rate.

prevalence rate The number of instances of a given disease or other condition in a given
population at a designated time divided by the population at risk of having the
disease or condition.

private health insurance Insurance which can be purchased to cover charges in private
hospitals, and for pnvate status in public hospitals. Registered health benefit funds
also sell ancillary insurance for services not covered by Medicare, notably private
dentistry, physiotherapy, chiropractic and appliances, and for prescribed medicines

) ~Ey
not "'O‘v"\’..‘n.d b}’ pha““accutlczﬂ benefits.

private hospital See hospitals and other institutions.
psychiatric hospital See hospitals and other institutions.

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

public hospital See hospitals and other institutions.

publicly funded hospital See hospitals and other institutions.

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

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

rate ratio The ratio of two rates—used to indicate the relative rates between two
populations of a particular disease or condition,

real cost Cost expressed in terms which have been adjusted for inflation (for example,
in 1984~85 dollars). This enables comparisons to be made between expenditures in
different years.

recurrent expenditure Expenditure which recurs continually or very frequently (for
example, salaries). [t may be contrasted with capital expenditure, such as the cost of

hospital buildings and diagnostic equipment, for which the expenditure is made
infrequently.
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relative risk The ratio of the risk of disease or death among the exposed to therisk among,
the unexposed.

repatriation hospital See hospitals and other institutions.

RFPS Risk Factor Prevalence Study (a series of three surveys conducted by the National
Heart Foundation of Australia in 1980, 1983 and 1989).

risk factor An attribute or exposure that is associated with an increased probability of
a specified outcome, such as the occurrence of a disease. Not necessarily a causal
factor.

risk The probability that an event will occur.
Schedule fee See Medicare Benefits Schedule.

separation (or discharge) Occurs when an inpatient leaves hospital to return home,
transfers to another institution, or dies. See admission.

separation rafe The number of separations per 1,000 total population per year. See
admission rate. -

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

socioeconomic indexes for areas The Australian Bureau of Statistics has constructed a
number of socioeconomic indices designed to categorise areas on the basis of social
and economic informationcollected in the 1986 Population Census (AB51356.0). The
indexes used in this report are the Index of relative socioeconomic disad vantage and
the Index of Education and Occupation.

STD Sexually transmitted disease.

stillbirth See fetal death.

stillbirth rate See fetal death rate.

symptom Any functional evidence of disease or of a patient’s condition.

Torres Strait Islander See Australian Aborigine/Torres Strait Islander. :
total bed-days The sum of the lengths of stay of all inpatients for a given period.

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

fotal maternal deaths Direct deaths plus indirect deaths (those resulting from
pre-existing disease or disease that developed durmg pregnancy but not due to
direct obstetric causes).

unemployed person See employment status.

vaccination The production of active immunity by the use of treated antigen to stimulate
the ]’\Ody to l‘\rodl_l_ce ite own antibodies, See alsp fmmnication,

L8 3 8010 Y L ) rred s

WHOQO World Health Organization.
woman In this report, adult female.
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Index

Aboriginal and Torres Strait Islander
people
administration of specific health
assistance for, 9

health differentials, 210-18, 219;
dental, 224-5

statistical collections on, 290-1

Aboriginal health workers, registration
and other requirements for, 110

accidents, see injury and poisoning
accreditation of overseas-trained
doctors, 111-12
acute hospitals
bed availability, 115, 116, 118-19

use of, 120-8; separations from and
occupied bed-days, 322-31

administration of health services, 7-15
age of population, 296-300
death rates, 305, 308-17
dental caries experience, 221, 222
edentulism ratios, 220
health differentials by, 176-80
and health expenditure, 94, 97-8

medical service use, 133—4; by
socioeconomic index deciles,
142-3

mothers, 301-2

private hospital insurance, 103

risk factor differentials, 227-9
aged care, administration of, 10
aged people, 299-300

and health expenditure, 94, 97-8

statistical collections about, 292-3

use of acute hospitals, 127-8

see also hostels; nursing homes
AlDS, 85-6, 275, 336
alcohol intake, 72-3

risk factor differentials: education
levels, 228; employment status,
229; geographic region, 233, 235;
income, 232; occupation, 230;
prevalance rates, 227;
socioeconomic disadvantage, 233

statistical collections about, 281

ambulance services, expenditure on,
344

anesthetic services, aggregate costs of,
141

appendicectomy rates, 1446

artefactual explanations for health
differentials, 205

arthritis

reported chronic illness, 181, 191,
196

reported long-term health condition,
48,50

reported recent illness, 46
asthma
reported chronic illness, 191

reported long-term health condition,
48,50

reported recent iliness, 46
Australian Bureau of Statistics, 265-6
Australian Health Ministers’ Advisory
Council, 13

Australian Health Ministers’
Conference, 12

Australian Institute of Health and
Welfare, 262-5
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back trouble, 48, 50

behavioural lifestyle influences on
health differentials, 17, 206

see also physical activity levels
Better Health Commission, 166
bicylists, injuries to, 86-8
biology as determinant of health and
disease, 16, 19
birth statistics, 3014
sources of, 269-70

see also infant mortality; pregnancy
complications

bladder, cancer of, 55

blood cholesterol
reported chronic illness, 181, 196
risk factors, 67

risk factor differentials: capital cities,
237-8, 243, 244, 247-8; education
levels, 228; employment status,
229; geographic region, 235;
income, 232; occupation, 230;
prevalance rates, 227

blood discases
hospital admission rates, 40
death rates, 314, 315
blood pressure, 64-7, 244, 245-6
body mass index, 244, 249-50
bowel resection rates, 144-6
brain cancers, 54
breast cancer, 33, 55, 81-3
breastfed /non-breastfed children, risk
factor differentials for, 227, 228,
229,230, 231
bronchitis and emphysema, 181, 191,
196

cancers (neoplasms), 51, 52-6, 78-95,
332
death rates, 30, 188; Aborigines, 213,
214; age-standardised, 25, 33,
314-17
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hospitalisation, 40, 43

statistical collections on, 2734
casemix information systems, 286-7
cerebrovascular disease, 49
cervical cancer, 55, 84-5
cesarean section rates, 144, 1467

children’s dental health, 59, 223-5,
3389

chiropractors, registration and other
requirements for, 110

cholecystectomy, 144-6, 153, 154
cholesterol
reported chronic illness, 181, 196
risk factors, 67
risk factor differentials: capital cities,
237-8, 243, 244, 247-8; education
levels, 228; employment status,
229; geographic region, 235;
income, 232; occupation, 230;
prevalance rates, 227

chronic illness rates
by age, 177,178, 179
by country of birth, 202
by education level, 181-2

by employment status, family
composition and sex, 183, 197

by family composition, 197, 195-8
by geographical region, 199, 200
by income, 190-1
by major occupation group, 186
by marital status, 194
cigarettes, see smoking behaviour
circulatory system, diseases of, 40, 48,
49,60, 62
death rates, 29-30; Aborigines, 212,
214; age-specific, 31, 32;
age-standardised, 25, 314-17
hospitalisation, 43; among,
Aborigines, 219
statistics collections on, 273




colds, 47
colorectal cancers, 33, 54, 55

Commonwealth Department of Health,
Housing and Community
Services, 266

Commonwealth health expenditure,
94, 160, 343-5

communicable disease statistics, 333-7
sources, 275

communication handicap, people with,
62

community health services, 10-11

community pharmacies, prescription
drugs provided by, 160-3

competency-based standards and
assessment, 114-15

computer-based information
technology, 154-5

computerised tomography (CT), 149

congenital abnormalities, 40, 270, 314,
315

contrast media, 149-50

coronary heart disease risk factors,
235-50

country of birth
health status differentials by, 200-3

and private hospital insurance,
103-4

cyclists, injuries to, 868

data transmission technology, 155
day surgeries, 123
deafness, 50, 196
death
causes of, 25, 29-34, 178-8C; among
Aborigines, 212-14; cancer, 52-3
rates, 23-39, 203; among Aborigines,
210-11; by age, 177, 178, 179; by
country of birth, 200-1; by
employment status, 183; by
geographical region, 199, 200; by
income, 191--3, by marital status

and family composition, 194-5;
by occupation, 186, 187-8, 189
risk factors associated with, 65
statistics, 305-21; sources of, 270-1
trends in health differentials, 204-5
dental health, 47, 56-9, 218-25
statistics, 338-9; sources of, 275-7
dental nurses, 106

dental services, expenditure on, 341-2,
344

dental technicians, registration and
other requirements for, 110

dentistry, commencing enrolments in,
109

dentists, 106

registration and other requirements,
110

statistics collections on, 284

Department of Health, Housing and
Community Services, 266

dermatitis and eczema, 46, 51
diabetes, 49,51
diagnostic services, 149-50
dietary behaviour, 73—4

statistical collections on, 279-80
dietetics and dietitians, 109, 110, 114-15
digestive system, diseases of

death rates, 314-17; among
Aborigines, 214

hospitalisation, 40, 43; among
Aborigines, 219

diphtheria/tetanus, children’s
immunisation status for, 75

direct billing for medical consultations,
141-2 ‘
disabilities, 59-63

administration of institutional and
community health services for
people with, 10

risk factors associated with, 65
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statistical collections on, 278-9;
2934

rates: by age, 177, 178, 179; by
country of birth, 202; by
employment status, 1834; by
geographical region, 199, 200; by
marital status, 194-5; by
occupation, 186

disease (illness/ morbidity), 40-59,
2834

classification of recent illness, 175-6
death rates, 29-30, 31-2
determinants, 16-20

rates: by age, 177, 178, 179; by

adriratinn laval 121_7. las
a , ; by
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employment status, 183-8;
geographical differences,
198-200; by income, 188-91, by
marital status and family
composition, 194-8
statistics, 322-31; sources of, 271-8
disease prevention programs, 1648
expenditure on, 345
doctors, see medical practitioners
drowning (accidental), 34

drug use, statistical collections of,
280-1, 288

see also pharmaceutical drugs

early warning on new health
technologies, 156

eczema and dermatitis, 46, 51
edentulism, 56-7, 218, 220
education

of health personnel, 106-15, 283

health status differentials by, 181-2;
dental health, 218-25

risk factor differentials by, 228-9
see also health promotion programs

emphysema and bronchitis, 181, 191,
196

employment
in the health industry, 104-15
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health status differentials by, 183-8;
dental health, 218-25

risk factor differentials by, 229-31
endocrine, nuiritional, 40, 214, 314, 315

environment as influence on health
and disease, 17-19, 207-8

epilepsy, 49

ethnic groups, statistical collections on,
291-2

see also country of birth
excess health care inflation rates, 95-6
exercise, see physical activity levels
expenditure
prevention activities, 167-8
health services, 92-9, 339-48:
statistical collections on, 282-3
health technologies, 147-50;
National Funded Centres, 152
pharmaceutical drugs, 158-61
evesight disorders, 48, 50, 62

health promotion and disease

facilities, 115-30
expenditure, 341-2
statistical collections on, 284-5

family composition and marital status,
health status differentials by,
194-8

female death rates, 23, 305-21
among Aborigines, 210-14
age-specific, 27, 212
age-standardised, 24, 25
from bicycle accidents, 86

cancers, 30, 33, 52-5, 332; lung
cancer, 78, 80, 81

diseases of the circulatory system,
30,32

diseases of the respiratory system,
31

among infants, 34, 36
from injury and poisoning, 324




females, 296-300
AIDS cases, 336
alcohol intake, 72-3
blood cholesterol, 69, 247
blood pressure, 64, 66, 67, 246
body mass index, 249
cancer, 81-5, 332
cesarean section rates, 144, 146-7
dietary behaviour, 73
disabling conditions, 60-3
edentulism, 56, 57

exercise for recreation, sport or
fitness, 71-2

in health occupations, 106
health status, 45-51, 177-86, 190-203

hospitalisation, 40-2, 43, 324, 326;
among Aborigines, 217-18

hypertension, 68
immunisation status, 756

life expectancy, 27-8; among
Aborigines, 211; by selected
countries, 29

live births, 301

medical service use, 132-4; by
socioeconomic index deciles and
age group, 143

overweight and obesity, 69

risk factor differentials, 22749

rubella immunisation status, 76

smokers, 70--1

statistical collections on, 289-90

use of sunscreens, 77

fertility and pregnancy outcome
statistics, 3014

sources of, 269-70
fetal deaths, 36-8
Aboriginal, 214-15
fitness, see physical activity levels

food and nutrition, see dietary
behaviour

funding

health promotion and disease
prevention activities, 1678

health services, 92-9, 339-48;
statistical collections on, 282-3

health technologies, 147-50;
National Funded Centres, 152

pharmaceutical drugs, 158-61

gallbladder removal
{cholecystectomy), 144-6, 153,
154

genetic composition as determinant of

health and disease, 16
genitourinary diseases

death rates, 314, 315; among
Aborigines, 214

hospitalisation, 40; among,
Aboriginal women, 219

handicaps, 59-60, 61-3

statistical collections, 278-9, 2934
hay fever, 48, 50, 181, 191
headaches, 47

health care, indicators of quality of, 268

health care system, contribution to
health differentials of, 208

health care technology, 147-57, 3501
statistical collections, 288

health differentials, 173-255, 269

health expenditure, 92-9, 33948
statistical collections on, 282-3

health indicators, 22-3

health industry, employment in, 104-15

health information sources,
_development and deficiencies,
259-95
health insurance, private, 100-4, 348
statistical collections, 283

women with, and cesarean section
rates, 146-7

see also Medicare
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health occupations, regulation of,
108-14

health outcome measures, 268

health personnel, 104-15
effect on health expenditure, 99
statistics, 348; sources of, 283

health promotion programs, 1648
expenditure on, 345

health status differentials, 173-210, 269
statistical collections, 269-78

Health Targets and Implementation
{Health for All) Committee
(HTIC), 166

health technologies, 147-57, 350-1
statistical collections, 288
hearing loss, 62
heart disease and stroke, 51
risk factors by capital cities, 235-50
statistical collections, 273
heart operations, 350
hip replacement rates, 1446
H1V/AIDS, 85-6, 275, 336
home births, information about, 270
homicide, 34
hospitals
administration, 10
bed avatlability, 115-19

expenditure, 341-2, 344; on drugs,
159, 1634

morbidity 22, 40-2, 43, 322-31

statistical collections relating to, 273,
284-8

surgical procedures, 143-7

use of, 119-29; by Aborigines,
216-18, 219; separations from
and occupied bed days, 322-31

use of new technologies by, 149-51
hostels, 116,117, 118
statistical collections, 284-5

human biology as determinant of
health and disease, 16, 19
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hypertension, 51, 67, 68
health status differentials, 181

risk factor differentials, 227: capital
cities, 235-7, 243; education level,
228, employment status, 229;
geographic region, 235; income,
232, occupation, 230
hysterectomy rates, 1446

illness, see disease
immunisation status, 74—6

risk factor differentials, 227;
education level, 228; employment
status, 229

statistical coliections, 282
in-vitro fertilisation, information about
pregnancies resulting from, 270

income
health status differentials, 188-91

and private hospital insurance, 103,
104

risk factor differentials, 231-3
infant mortality, 34-6, 37, 318, 319
Aboriginal, 214-16

infectious and parasitic causes of
death, 214, 314--17

infectious and parasitic causes of
hospitalisation, 219

information technologies, 154-5
injury and poisoning, 47
cyclists’ injuries, 868
death rates, 32-4; among
Aborigines, 213, 214;
age-standardised, 25, 314-17

hospitalisation, 40, 43; among
Aborigines, 218, 219

statistical collections, 274
institutional facilities, 115-30

expenditure, 341-2

statistical collections on, 284-5

institutional health services,
administration of, 10




kidney transplants, 351

labourforce (health personnel), 104-15
effect on health expenditure, 99
statistics, 348; sources of, 283

Lalonde report, health field concept
introduced in, 16-19

laparoscopic surgical procedures,
1534

lens insertion rates, 144-6

leukemia, 54

life expectancy, 27-8, 306-7
among Aborigines, 211, 213

lifestyle influences on health
differentials, 17, 71-2, 206

liver transplants, 351

local /State governments, health
expenditure funded by, 94, 343-5

lung cancer, 33, 55, 78-81
see also smoking behaviour

male death rates, 23, 305-19
among Aborigines, 210-14
age-specific, 26, 212
age-standardised, 24, 25
bicycle accidents, 86
cancers, 33, 52-5; lung cancer, 79, 81

diseases of the circulatory system,
30, 31

from diseases of the respiratory
system, 31 -

infants, 34, 36

injury and poisoning, 324
males, 29, 296-300

AIDS cases, 336

alcohol intake, 72-3

blood cholesterol, 69, 248

blood pressure, 64, 66, 67

body mass index, 250

cancer, 332

dietary behaviour, 73

disabling conditions, 60-3

edentulism, 56, 57

exercise for recreation, sport or
fitness, 71-2

in health occupations, 106

health status, 45-51, 177-203

hospitalisation, 40-2, 43, 324, 326;
among Aborigines, 217-18

hypertension, 68

immunisation status, 75-6

life expectancy, 27-8; among
Aborigines, 211

live births, 301

medical service use, 1324

socioeconomic index deciles and age
group, 142

overweight and obesity, 69

risk factor differentials, 227-50

smokers, 70-1

use of sunscreens, 77

marital status and family composition,

health status differentials by,
194-8

maternal death rates, 320-1
measles, children’s immunisation

status for, 75

medical practitioners, 106

active Medicare providers, 112
doctor:population ratio, 105
education and training, 1068, 109

registration and other requirements,
110, 111-12

relationship between supply and the
use of services, 13742

medical services, 13047, 349

expenditure, 341-2, 344
statistical collections, 287-8

Medicare, 14-15, 130-4

Active providers (medical
practitioners), 112

administration, 8, 14
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levy, 346
payments for medical services,
140-2

medicinal drugs, 15764
expenditure on, 341-2, 345
statistical collections on use, 288-9

melanoma, 55

men, see males

mental disorders, 62

death rates, 314, 315; among
Aborigines, 214

hospitalisation, 40; among
Aborigines, 219

statistical collections, 277
migraine, 51
minimal access surgery, 1534
mobility handicaps, people with, 62
morbidity, see disease
mortality, see death

motor vehicle traffic accidents, death
rates for, 334

bicycle-related, 86-8

mumps, children’s immunisation
status for, 75

musculoskeletal conditions, 40, 60, 62
death rates, 314, 315
hospitalisation, 40
see also arthritis

mutual recognition of health
qualifications, 110-14

National Better Health Program, 167-8

National Committee on Health and
Vital Statistics, 260

National Funded Centres, 152

National Health and Medical Research
Council, 11

National Health Information
Agreement and Strategy, 261-2

National Health Survey, 42-51, 66
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neonatal mortality rates, 35-6, 37, 38,
39,319

neoplasms (cancers), 51, 526, 78-95,
332

death rates, 30, 188; Aborigines, 213,
214; age-standardised, 25, 33,
31417

hospitalisation, 40, 43
statistical collections on, 2734

nervous system conditions/ disorders,
49,62

cancers, b4
death rates, 314, 315

hospitalisation, 40; among
Aborigines, 219

notifiable disease statistics, 333-7
sources, 275

nurses, 106
education and training, 106, 107, 109

registration and other requirements,
110, 112-13

statistics collected about, 283

nursing home type patients in acute
hospitals, 125-7

nursing homes
administration, 10
bed availability, 116, 118, 119
expenditure, 341-2, 344
statistical collections, 284-5
use of, 129-30

nutrition, see dietary behaviour

obesity, see overweight and obesity

obstetric services, aggregate costs of,
141

occupation

health status differentials, 183-8,
207-8; dental health, 218-25

risk factor differentials, 230-1




occupational health and safety,
statistical collections on, 277-8

occupational therapists, 106

commencing enrolments, 109

registration and other requirements,
110

older people, 269-300
and health expenditure, 94, 97-8
statistical collections about, 292-3
use of acute hospitals, 127-8
see also hostels; nursing homes
operations, 133, 134, 141, 350-1
optical dispensers, registration and
other requirements for, 110
optometrists, registration and other
requirements for, 110

optometry, commencing enrolments in,
109

optometry services, use of, 349

osteopaths, registration and other
requirements for, 110

Ottawa Charter, 164-5

out-of-hospital medical service use,
135,137, 139, 140

ovary, cancer of, 55

overseas students in health disciplines,
108, 109

overseas-trained doctors, accreditation
of, 111-12 '

overweight and obesity, 67, 69

risk factor differentials, 227; areas of

socioeconomic disadvantage,
234; capital cities, 2394, 243;
education level, 228; employment
status, 229, income, 232,

nrrtinabinm "3”
CCLUPpauin, Lov

statistical collections, 280

pancreas, cancer of, 55

parasitic and infectious causes of
death, 214, 314, 315

parasitic and infectious causes of
hospitalisation, 219

pathology services
aggregate costs, 141
use of, 132, 150, 349; by age group,
134; by age group and sex, 133;
out-of-hospital, 137
patient privacy, protection of, 155

patients’ perspective of health care
technologies, 1567

perinatal conditions
hospitalisation, 40

mortality, 35, 36-8, 39, 214-16,
314-15

pharmaceutical benefits, 14-15, 158
costs for drugs through, 159

and use of prescription drugs, 157,
161-3

pharmaceutical drugs, 15764
expenditure on, 341-2, 345
statistical collections on use, 288-9

pharmacies (community), prescription
drugs provided by, 160-3

pharmacists, 106
commencing enrolments, 109

registration and other requirements,

110
physical activity levels, 71-2

risk factor: by areas of
socioeconomic disadvantage,
234; by capital

cities, 240-2, 243; by education level,
228; by employment status, 229;
by geographic region, 235; by
income, 232; by occupation, 230,
231; prevalance rates, 227

statistical collections, 280

physical environment as influence on
health and disease, 17-18, 19, 207

physiotherapists, 106

commencing enrolments, 109
podiatry and podiatrists, 109, 110
poisoning, see injury and poisoning
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policy formulation and development,
11-13

poliomyelitis, children’s immunisation
status for, 75

population age structure, effect on
health expenditure of, 94, 97-8

population groups, health statistical
collections for, 289-94

population statistics, 296-300

postneonatal mortality rates, 35-6, 37,
319

pregnancy complications,
hospitalisation caused by, 40, 43

among Aboriginal females, 217, 219

pregnancy culcome statistics, 301-4
statistical collections, 269-70

prescription drugs, 157-64
expenditure on, 341--2, 345
statistical collections on use, 288-9

primary health care system, statistical
collections for, 268-9

privacy of patient, protection of, 155

private day surgeries, 123

private health insurance, 1004, 348
statistical collections, 283

women with, and cesarean section
rates, 1467

see also Medicare

private hospitals
administration, 10
bed availability, 118, 119
expenditure, 341-2, 344 _
statistical collections on, 284-7
use of, 120-1, 122

private medical out-of-hospital
services, 135

private sector funding of health
expenditure, 94, 343-5

private sector health industry,
employment in, 105

professional regulation, 108-14

prostate cancer, 33, 55
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psychiatric hospitals (public)
administration, 10
bed availability, 116, 118, 119
expenditure, 341-2, 344
use of, 128-9

psychologists, registration and other
requirements for, 110

public hospitals
administration, 10

expenditure, 341-2, 344; on drugs,
1634

statistical collections, 284-5
use of, 120-9

see also acute hospitals; psychiatric
hospitals

public sector health expenditure, 94,
343-5

constraints applied to, 99

public sector health industry,
employment in, 105

quality of care, indicators of, 268

radiographers, 106
commencing enrolments, 109

registration and other requirements,
110

radiology services
costs, 141, 149
use, 132, 133, 134, 137
recent illness, 175-6
by age, 177, 178,179
by country of birth, 202
by education level, 182
by employment status, 183, 197
by family composition, 197
by geographic region, 199, 200
by occupation, 186
rectum, cancer of, 55
reduced activity rates
by age, 177,178, 179
by country of birth, 202




by education level, 182

by employment status, 183

by family composition, 195

by geographic region, 199, 200
by occupation, 186

regulation of health occupations,
108-14

renal dialysis, 351
repatriation hospitals, expenditure of,
341-2,344
on drugs, 163
research, support for, 11, 13
expenditure on, 345
respiratory system, diseases of, 48, 62

death rates, 31-2; among
Aborigines, 213, 214;
age-standardised, 25, 314-17

hospitalisation, 40, 43; among
Aborigines, 218, 219

statistical collections, 274
risk factors, 6377, 269

differentials, 225-50

statistical collections, 279-82
road accidents

death rates, 334

injuries to cyclists, 86-8
rubella immunisations, 76

same-day surgery, 123
self-care, 62

sickness, see disease
SIDS, 36

sight loss, 62

single fathers, illness reported by, 195,
196

single men, illness reported by, 195
single mothers, illness reported by, 195

single women, illness reported by,
195-6

skill standards and assessment, 114-15
skin cancers, 54

use of sunscreens, 767
skin conditions, 46, 50

hospitalisation, 40
skin diseases, 219

death rates, 314, 315
smoking behaviour, 70-1

risk factor differentials, 227; areas of
socioeconomic disadvantage,
234; capital cities, 240; education
level, 228; employment status,
229; geographic region, 235;
income, 232; occupation, 230

statistical collections, 281

see also lung cancer -

social environment as influence on
health and disease, 18~-19

social selection and selective mobility
explanations for health
differentials, 206

social workers, registration and other
requirements for, 110

societal values, effect on health
expenditure of, 99

socioeconomic status
dental health differentials, 218-25

health status differentials, 18094,
203-8 '

medical service use, 142-3

risk factor differentials, 228-33, 234
speech pathologists, 106

commencing enrolments, 109

speech therapists, registration and
other requirements for, 110

sport
exercise for, 71-2
survey on drug use in, 288

State/local governments, health
expenditure funded by, 94, 343-5
statistical information sources,

development and deficiencies,
259-95

stomach cancer, 33, 55
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stroke and heart disease, 51
risk factors by capital cities, 235-50
statistical collections, 273

structural explanations for health
differentials, 207-8

sudden infant death syndrome, 36
suicide, death rates for, 34
sunscreens, use of, 76-7
surgical procedures, 143-7
same-day, 123
use of less invasive, 1534
systolic blood pressure, 244, 245-6

technology, 147-57, 350-1
statistical collections on, 288

teeth, decayed, filled or missing, 57-9,
221-2,338-9

among children, 223-5

teeth, loss of (edentulism), 56-7, 218,
220

tetanus/diphtheria, children’s
immunisation status for, 75

thyroidectomy rates, 1446
tobacco, see smoking behaviour

tonsillectomy rates, 1446

Torres Strait Istander health
differentials, 210-18

traffic accidents
death rates, 334
injuries to cyclists, 86-8

training of health personnel, 106-15
statistical collections, 283

ulcers, 181, 191, 196
ultrasound technology, 150
unemployed people, 1834, 229
uterus, cancer of, 55

varicose veins, 49, 181

Victorian Health Promotion
Foundation, 166-7

virus reports, 335

weight, see overweight and obesity

whooping cough, children’s
immunisation status for, 75

women, see females
Worksafe Australia, 2667
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