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1.1

1.2

“Historical overview

The first Australians

People have lived in Australia for more than 40 000 years, but
lide is known about the health of the first Australians, the
Aborigines, before 1788. :

There is even considerable uncertainty about the size of the
Australian population at the beginning of European colonisation.
Previous estimates have suggested a minimum population in the
neighbourhood of 300 000, but recent research indicates that the
population was probably at least 750 000 (Mulvaney and White
1986).

Most-early reports indicate that Aborigines were in good health,
not experiencing most of the diseases common in Europe at that ~
time. In fact, historical research suggests that they were physically,
socially and emotionally healthier than most Europeans of that
time (Blainey 1975). Of course, along with populations in other
parts of the world in the 18th century, it 1s almost certain that
infant mortality in Australia was very high and life expectancy
very short by modern standards.

The impact of European colonisation

The European occupation of Australia had a catastrophic impact
on Aboriginal wellbeing, resulting in widespread population
decline.

A year after the arrival of the First Fleet in Botany Bay, a
severe epidemic of a virulent infectious disease, almost certainly
smallpox, ravaged the Aboriginal population, spreading to tribes
within a radius of about 100 kilometres of Sydney Town, and
possibly much further. Thousands of Aborigines died in the first
months of the 1789 epidemic, but Europeans were not affected.

As Aborigines across the country came into contact with the
settlers, tuberculosis, influenza, pneumonia and measles became
major causes of death, and alcohol became a very destructive
influence. :

Many of the Aborigines who escaped the scourge of smallpox
and other diseases fell vicim to the encroachment of European
settlement on Aboriginal lands, directly through warfare and

1




massacres, and indirectly through the disrupting effects of land
dispossession on their economic and social organisation.

Cattle and sheep, introduced by the colonists, fouled waterholes,
and trampled and ate the vegetation, including bush foods. As
their traditional foods declined, Aborigines became dependent on
food obtained from the Europeans. :

The combination ~of introduced diseases, conflict and
dispossession from their lands had an enormous impact on
Aboriginal populations. By 1933, when the total Aboriginal
population was estimated at 81 000, Aboriginal numbers had
declined to only just over 10% of the likely 1788 population of
750 000.

Aborigines overtaken by the moving frontier of European
settlement lost their political autonomy, their economic
independence, and their social and cultural integrity; the seeds of
the Aboriginal health problems of the 1980s (see Chapter 6) were
well and truly sown (Rowley 1972).

The young colony

The history of infectious disease in early 19th century Sydney
Town has been described as a story of periodic waves rising and
falling with the ebb and flow of immigration and economic fortune
(Curson 1985). Incidence of disease tn the first few decades of
the colony was closely related to the arrival of convict transport
ships and the transfer of ill and debilitated convicts to land
(Figure 1.1}

Although the periodic outbreaks of smallpox, plague, influenza,
measles and scarlet fever were greatly feared, the majority of
illness and premature death among the Europeans involved less
spectacular diseases, such as gastroenteriuis, dysentery, diarrhea,
bronchitis, venereal disease and a variety of eye and skin infections.

The colonists® health suffered in the struggle to survive in a
harsh environment which was hostile to traditional European
methods of food production. Those at highest risk were convicts,
the poor, the very young and the old. Mortality tended to be
high in summer and (relatively) low in winter (Curson 1985).

The established colonies

For the first few decades after 1788, women and children
comprised a small proportion of the population, with male convicts
outnumbering females by 10 to one. From 1838 there was a big
increase in the immigration of free settlers, boosted dramatically
by the discovery of gold in the 1850s. During this period Sydney
grew from a small town of 12 000 to a busy city of 50 000 with
approximately equal numbers of women and men.
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Fertility

Over the past 30 years, fertility rates (see Glossary)
have generally fallen in all age groups (Figure 1.7).
The age specific rates peaked during the 1950s and
then declined consistently for most age groups,
especially among women aged 20 to 24. Women aged
25 to 29 now have the highest fertility levels. Since the
late 1970s, the fertility rate of women aged 30 to 39
has increased slightly, reflecting the shift in the age
at childbearing from younger to older women.,

A useful summary measure of fertility is the total
fertility rate (Figure 1.8)—the number of live babies
a woman would have if, throughout her reproductive
years, she had children at the rates prevailing in the
reference year. This rate is obtained by summing the
age specific fertility rates for one particular year. The
rate peaked in the second half of the 19508 at 3.4
births per woman and then declined consistently, to
1.9 babies per woman for 1981 to 1985. Since 1976, the
fertility rate has been below the replacement level.

The pattern of fertility decline in Australia has
been observed in a number of other developed
countries. The reasons are complex, and include
changes in the role of women, the availability of a
wider range of options or choices, including increased
opportunities for women to participate more fully in
the paid labour force, greater availability of
contraceptives, more liberal divorce laws and easier
access to abortions as a method of birth limitation.

Life expectancy

Life expectancy at all ages has increased steadily in Australia
during the 19th and 20th centuries, with the greatest improvements
before World War II. The expectation of life at birth for females
has increased from 51 to 79 years over the century to 1986, and
for males from 47 to 73 years (Figure 3.3).
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2.1

‘hat is health?

Health Indicators

There are a number of concepts of health and its measurement.
This chapter examines them in the context of debate about health
and health policy in Australia.

The World Health Organization (WHQO) has defined health as
a state of complete physical, mental and social wellbeing, not
merely the absence of disease or infirmity. This definition is both
general and idealistic, and health thus defined is not easily
described by information available in.Australia. WHO is in the
very early stages of developing measures of wellbeing.

In the late 1970s, WHO adopted its Health for All by the Year
2000 program (see Box), which places emphasis on equity, on
primary care, on the involvement of both consumers of health
services and of government sectors in addition to the health
sector, and on public health components within the health sector
(WHO 1978, 1981a, 1981b).

In Australia, the Better Health Commission (1986) saw health
as a positive concept which emphasised social and personal
resources as well as an individual’s physical capacities.

‘We do not live to be healthy; we live better by being healthy,’
it said. ‘Good health implies the achievement of a dynamic
balance between individuals or groups and their environment. To
the individual, good health means improved quality of life, less
sickness and disability, a happier personal, family and social
existence, and the opportunity to make choices in work and
recreation. To the community, good health means a higher
standard of living, greater participation In making and
implementing community health policies, and reduced health care
Costs’.

" The commission’s view involves concepts of health that are still
difficult to describe in simple statistics.

The measures of health available in Australia reflect changing
perceptions of health over time. The best developed indicators
are those relating to death and the causes of death. Most developed
countries have sets of statistics for recording vital statistics (which
{also include -information about blrths) 1t is still common to see
dlscussmns about the health status 'of people in different countries
compared by reference to expectation of life, infant mortahly
_rates, and compansons of death rates from different cayses.

15
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2.2

The next major set of indicators is derived from systems for
treating illness—rthat is, health services information. As hospital
services developed, efforts -were made to record the causes of
admissions to hospitals and what happened to people in hospital.
Comparisons of admissions for different causes have also been
used as indicators of health, although they are acrually measuring
iliness. There are many shortcomings in using data from hospital
admissions—sick people who do not have access to hospitals are
not counted and people who are repeatedly admitted are counted
each tme. Admissions may be influenced also by the level and
type of hospital provision and by medical practice, itself subject
to fashion. For example, the rate of removal of tonsils has declined
markedly since 1980 as a result of a move to medical rather than
surgical management of tonsillitis (Learoyd 1985). However, data
on sickness and disease derived from hospital admissions give
some insights into illness in the community.

Information about the numbers of visits to doctors provides
some guide to the need, or desire, for medical treatment by
people of different age groups within Australia. But it is a very
poor indicator if used across countries. For example, the use of
insured medical services in West Germany over a year averages
21 a person compared with eight in Australia. This is more likely
to reflect different institutional arrangements, customary patterns
of behaviour and the wider variety of services classified as medical
in West Germany than major differences in the health of the wo
populations.

The use of statistics on death rates, illness and disease, and
data from health services stanstics as indicators of health status
arose, largely, because they were being produced for other specific
purposes. As with many other areas of social research, it has been
necessary for researchers to adapt available information to their
particular requirements.

The Better Health Commission spoke of health of individuals
as implying less disability, improved quality of life, and happier
personal, family and social existence. In general these facrors are
not measured by any of the health status indicators described so
far. '

Health surveys

The development of health surveys has increased the information
available about the reported health of the whole population,
including those who do not enter hospital or use health services.
They -have allowed social and economic factors about individuals
to be associated with measures of health. They have also allowed
information to be collected abourt disabilities for which-people do
not seek treatment, and about emotional wellbeing. The survey
approach starts to address the issue of health as a positive state
and not just absence of illness.
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health sector and, especially, an attempt by the health sector to
influence other aspects of public policy which impinge on health.

In Australia, Commonwealth, State and Territory governments
are working on the new public health policies and have taken
action to:

* target specific health problems with programs such as the
national campaigns against drug abuse and AIDS (Acquired
Immune Deficiency Syndrome);

o detect certain diseases earlier (the national pilot programs for
screenmg for breast and cervical cancer);

« improve information and research on health (the establishment
of the Australian Institute of Health and the National Centre
for Epidemiology and Population Health at the Australian
National University);

» establish health advancement and health promotion groups in
heaith authorities at all levels of government;

* ban smoking in aircraft, and some trams, buses and offices;

* introduce unleaded petrol;

* involve consumers through district health councils in Victoria,
area health boards in New South Wales, and the Consumers’
Health Forum of Australia;

* introduce new taxes on tobacco products;

+ emphasise equity issues;

* improve environmental and pollution controls and measures
for occupational health and safety; and

 develop a national policy on Aboriginal health.

The new public health is as likely to ask how can illness be
prevented as it is to ask how can it be treated. If total health care
costs were not so tightly controlled, the tendency to contrast
prevention and treatment might not be so strong. It will also ask
how individuals can be encouraged to alter their lifestyles to
improve their own health, what social changes can alter behaviour
patterns to improve heaith, and how policies and actions outside
the heaith sector affect health.

By broadening the definition of health to include quality of life
issues and happier personal existence, the range of statistics has
to be widened, Such things as unemployment, education, income
distribution and suicide rates have to be taken inte account. (Some
of these are briefly described in this report, but Australian Bureau
of Statistics pubhcanons——espemally on social indicators—contain
a greater range of relevant statistics.)

Health and health considerations genera]ly receive little if any
attention in the policy of the non-health sectors. Howeveér, it must
be acknowl@dged that some of the ‘more significant recent
eonmhutions to improvements in health-——compulsory seat-belt
leglslatlon aid random breath testing—were introduced outsnde
the health sector,

19




20

To a considerable extent most operational measures of health
still relate to illness, disability and handicap; and most health
programs still aim at the reduction of these measures of ill heslth.
It is the type of intervention aimed at reducing these measures
that is likely to show the new public health perspective,

Continued financial constraints on the health sector are
contributing to a climate more favourable to the new public health.
New and existing health services are subjected to considerable
scrutiny before being funded, and often it is services with a
research or evaluation element that are dropped. There is now a
greater willingness to provide funds for health promotion and
illness prevention programs because of their potential to reduce
the demand for treatment services in the future.

Consumers and patients are also influencing the health scene
by demanding to be informed and consulted on their health care.
There is also a clear need for educaton to increase people’s
knowledge of healthy lifestyles and of the opportunities to make
healthy choices. '

Health for All

The World Health Organization says:

(1) Health is a fundamental buman right and a
worldwide social goal.

(2) The existing gross inequality in the health status
of people is of common concern to all countries and
must be drastically reduced. An equitable distribution
of health resources, both among countries and within
countries, leading to universal accessibility to primary
health care and its supporting services, is therefore
fundamental to the strategy.

(3) People have the right and the duty to participate
individually and collectively in the planning and
implementation of their heaith care. Consequently,
community involvement in shaping its own health and
socioeconomic future, including mass involvement of
women, men and youth; is a key factor in the strategy.

(4) Governments have a responsibility for the health
of their people which can be fulfilled only by the
provision of adequate health and other social
measures. The political commitment of the state as a
whole, and not merely the Ministry of Health, is
essential to the attainment of health for all.

(5) Countries must become self-reliant in health
matters if they are to attain health for all their people.
National self-reliance implies national initiative, but

4




not necessarily national self-sufficiency. Where health
is concerned no country is self-sufficient; international
solidarity is required to ensure the development and
implementation of health strategies and to overcome
obstacles. Such international health solidarity must
respect national self-reliance.

(6) In conformity with the recognition by the United
Nations General Assembly of health as an integral
part of development, the human energy generated by
improved health should be channclled into sustaining
economic and social development, and economic and
social development should be harnessed to improve
the health of people. Health for All by the Year 2000
cannot be achieved by the health sector alone. The co-
ordinated efforts will be required of other social and
economic sectors concerned with national and
community development, in particular agriculture,
animal husbandry, food, industry, education, housing,
public works and communications. Ministries of
Health or analogous authorities have an important
role in stimulating and co-ordinating such co-
ordinated action for health.

(7) Fuller and better use must be made of the
world’s resources to promote health and development,
and thus help to promote world peace. The strategy
will therefore comply with the principles of the New
International Economic Order and will contribute to
its establishment and maintenance once it is
established. Technical and economic co-operation
among countries is crucial to the attainment of health
for all since it will provide the mutual support
required for the development and implementation of
the strategy. It is the best expression of international
health solidarity that guarantees national self-reliance.

Source: World Health Organization (1981)
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Figure 3.1:
Standardised death
rates, 1921 to 1986
Source: Lee and
Smith, AIH (1988)
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Figure 3.2: Sex ratio
of age-standardised
death rates, 1921 to
1986

Source: Lee and
Smith, AlH (1988)
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Figure 3.11: Age
specific death
rates(a), 1986

(a) Deaths per 1000
population of each
age group and sex
Source: ABS, Deaths
Australia 1986,

Cat. No. 3302.0

Rate per 1000 population

100

60

80

100

-+ Mala
< Female



1001 100 7 V\
75-79
—’_\ 70.74
60-64

Under 1 h\

10 1 10 \————\ 55.59
8 50-54
g v—vsuu
i £5.44
g 1539
g 1 11

14
\g
10-14
L e e B S I TR S
1958 1965 1972 1979 1986 1958 1965 1972 1979 198¢
100 3 100 1
Q e
\ 70-74
\ 6569
under 1

10 1 10
b3 6064
=
i \—’\ 55.59
§ 50-54
i
2 4549
s
H

4
-] -\- 40
11 11 —
""-\.\-\‘ 3539
14 —a
\ 15-34
) h .
T T v s ] t] ATyl 3
1958 1965 1972 1979 1986 1958 1965 1972 187¢ 198¢
oW 3034
< 2529



1921-25 1o 1986

Rate per 1000 live births







Figure 3.15: Neonatal
and postneonatal
mortality rates, 1921
to 18886

Source: ABS, Deaths
Australia 1986,

Cat. No. 3302.0

Rate per 1000 live births

e 100 000 children

80

60

404 _:-

20 //

0 -T=5 | T S | T T | L 1

1921 1926 1936 1946 1956 1966 1976 1986
1 Postneonatal
Neonatal

____

LB |
ik




Figure 3.17: Road-
user related death
rates for children
aged 0 to 16 years,
1887

Source: Department
of Transport and
Communications
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Figure 3.19: Road-
user related death
rates for persons
aged 17 to 25 years,
1986

Source: Department
of Transport and
Communications
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The Ninth Revision comprises 17 ‘chapters’ on
diseases and injuries based on the direct and
predisposing causes of diseases and their mode of
operation,

Chapter

I Infectious and parasitic diseases

II Neoplasms

II1 Endocrine, nutritional and metabolic diseases,
and immunity disorders

IV Diseases of the blood and blood forming organs

v Mental disorders

V1l  Diseases of the nervous system and sense organs

VI1 Diseases of the circulatory system

VIII Diseases of the respiratory system

IX Diseases of the digestive system

X Diseases of the genito-urinary system

XI  Complications of pregnancy, childbirth and the

puerperium
XIT Diseases of the skin and subcutaneous tissue
XII1 Diseases of the musculo-skeletal system and
connective tissue
XIV Congenital anomalies
XV  Certain conditions originating in the perinatal
period
XVI Symptoms, signs and ill-defined conditions
XVII Injury and poisoning
These chapter groupings from the Ninth Revision are
used throughout this report,

The various Revisions cf the ICD have made it very
difficult to construct long time series of causes of
death, However, in an ongoing project, the Australian
Institute of Health is developing a series of conversion
tables which will allow deaths classified under earlier
Revisions of the ICD to be reclassified so as to be
broadly compatible with the Ninth Revision (Taylor,
AIH, 1988). These conversion tables have been used
in this report to produce the time series back to 1950.
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4.1

To gain a full picture of the nation’s health it is necessary to go
beyond death statistics, and look at morbidity statistics which
indicate the prevalence of sickness and disease in the population.
This chapter is based on Australia-wide data, where available, in
an attempt to give a natonal perspective to the extent that
Australia’s limited health statistics allow. It focuses on self reports
of health problems in the 1977-78 Australian Health Survey
conducted by the Australian Bureau of Statistics (ABS), reports of
reduced activity and consultations with health professionals from
the 1983 ABS Australian Health Survey, and statistics on general-
practitioner consultations, hospital admissions and cancer incidence.

1977-78 Australian Health Survey

The 1977-78 Australian Health Survey (AHS) surveyed more
than 40 000 people, comprising a representative sample of all
ages from all States and Territories (ABS 1981). It was the first
representative national health survey, and is the only national one
to examine acute, chronic and emotional conditions in the same
survey. Information for the AHS was collected by interview only
and comprised self-reported health status and use of health services,
and the social, demographic and economic characteristics of the
respondents.

The 1977-78 AHS data makes it possible to examine the
population’s health problems at different levels of concern. Other
morbidity statistics such as hospital inpatient statistics and general-
practitioner surveys, focus only on those who seek medical
attention. Apart from the 1977-78 and 1983 AHSs, information
on those who have health problems but do not seek medical help
is largely unavailable.

Reported health problems

Three types of health measures were used in the 1977-78 AHS:
the number and types of self-reported acute medical conditions
present in the previous two weeks (acute symptoms); the number
and types of physical illnesses present for at least six months
(chronic conditions); and the number of emotional health problems,

as measured by the General Health Questionnaire (Goldberg
1972).
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Table 4.A: Proportion
of parsons aged
20-84 reporting no
heaith problems or
one, two or all three
types of haalth

_ prablems

Source: 1877-78
Australian Health
Survey ABS
unpublished data

54

Men Women

% %

No health problems 20 16
Qne type ooly Acule symploms 16 13
Chronic illness 8 8

Emotional health problems 4 3

Two types onty -Acute and chronic 21 24
Acute and emortional 10 10

Chronic and emotional 2 2

Acute, chronic and emotional ’ 19 24
100 100

The results of the 1977-78 AHS show that acute symptoms
were more common than chronic illnesses, which were in turn
more common than emotional health problems in the ratio 7:5:4
(Table 4.A). Four out of five men and five out of six women had
at least one condition and one in five men and one in four women
had symptoms of acute, chronic and emotional conditions.

For both sexes, emotional health problems were most likely to
be reported in conjunction with other conditions, and acute
symptoms were least likely to occur in comunction with other
conditions. Most people reporting one type of symptom also
reported at least one other. The AHS data must be interpreted
with caution because people vary mn their propensity to report
symptoms,

Reported acute symptoms and chronic illnesses increased with
age (Figures 4.1 and 4.2). The increase with age was greater for
chronic illnesses, both in terms of having at least one condition
and the average number of conditions reported.

Females reported more acute symptoms and chronic illnesses
than males i all age groups except 0-9 years. The sex difference
in sickness and disease is more pronounced in those aged 20 and
over: when the figures are age standardised to take account of the
proportion of the population in different age groups, 50% of men
and 58.1% of women reported at least one chronic illness. This
may be due in part to a reluctance by men to report symptoms
because of social conditioning, to women having more illness or
to more of women’s life experiences being interpreted as illness
by professionals and thus by the rest of the community.

Up to five acute symptoms and chronic illnesses were recorded
for each AHS respondent. Data are presented on diagnoses for
any mention of an acute or chronic condition for the five most
common conditions and for diseases of the genital organs (Figures
4.3 and 4.4).

The main causes of acute conditions were similar for males and
females: respiratory diseases (including bronchius, emphysema
and asthma), mental disorders (neuroses, nervous tension,
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Figure 4.7: Average
number of general
practitioner services
claimed, 1986
Source: Health
Insurance Commission
unpublished data
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Figure 5.11:
Estimated
proportions of cancer
deaths attributed to
various risk factors
Source: Doll and Peto
(1981)
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have been reached in rigorous studies, where correcting for all
known causal factors still leaves variations in the risk of heart
disease which cannot be explained (Marmot, Rose, Shipley and
Hamilton 1978). This has important implications for the prevention
of ill-health, in so far as efforts to improve health need to address
social and economic factors, not just individual risk factors.

Implications for prevention

Clearly, the identified risk factors are important causes of death
and disease, and every effort should be made to bring them under
control. A leading British epidemiologist, Sir Richard Doll, has
said:

‘The type of action that is most likely to be effective can be taken only by
central government or one of its agents. Government cannot, however, be
expected to act, nor should it in a democratic society, until the ground has
been prepared and the public is likely to approve its actions. When it is,
government can influence behaviour both by regulation and by modifying
the balance of incentives. No disincentive is as powerful as cost, and no
single measure would contribute more to the prevention of disease than
increased taxation to reverse the trends of the past 30 years that have
made tobacco and alcohol progressively cheaper in terms of the labour
required to buy them. More difficult 1o achieve, but in the long run

perhaps even more important, is the use of tax and subsidy to encourage
the consumption of a healthy diet.” (Doll 1983}

This perspective has led 1o growth in health promotion programs
as well as restrictions on adverusing and selling alcohol and
tobacco, legislation and police campaigns to reduce drink driving
and enforce the wearing of seat belts, and special taxes on alcohol
and tobacco. But a great deal remains to be done, particularly in
the areas of: health education (especially of children); controls on
the advertising of alcohol, tobacco and food; improved labelling
of food (for example, sodium content); improved food production
technology to reduce saturated fat content; and an improved level
of informed community debate on important public health issues.

An example of the inadequate level of community understanding
is provided by a 1985 survey commissioned by the Commonwealth
Department of Health {Social Issues in Australia). This found that
40% of people thought alcohol was the most serious drug problem
in the community, followed by heroin (33%), marijuana (8%) and
tobacco (6%). There is clearly a discrepancy between these
perceptions and data on numbers of deaths and years of life lost
from different drugs, as shown in Figure 5.13.

Knowledge about different risk factors has led to guidelines for
people to reduce their personal risks (see Table 5.D as an example
of dietary risk-factor guidelines).

One of the great strengths of the risk-factor perspective 1s that
it enables people who have access to relevant information to
substantially alter their personal risk profiles themselves. This has
taken place most among middle and upper social class adults, and
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Table 5.D: Major sats
of distary goals or
guidelines

Source: Better Health
Commission. Looking
forward to better
health, Volume 2,
page 138 (19386)

102

Medical Dietary goals Dicayy guidelines Nutririon and your

guidelines on Jor the United Jor Australians health—dirctary

people’s food in States (US Senate guidelines for

the Scandinavign Select Committes) Americam (US

counirias Deparments of
Agricultizre and
Weifare)

The supply of calories  Preveat or mreat over-  Promote bresst  Bat a varety of foods.

in the dict should in weight by reduced feeding.

many cases be re-
duced to prevent
overweight.

The totd consump-
don of fat should be
reduced  from  the
present 40% to 25-
359% of  total
calories, '

The use of sarurated
fat should be re-
duced and the con-
sumption of
polyunsaturated fat
should be increased
simultanzously.

The consumption of
sugar and products
cootaining suger
should be reduced,

The consumptian “of
vegetables, fruits,
potatoes, skimmed
mitk, fish, legn meat
and cereal products
should be increased,

energy intake and in-
creased expendioure.

Increase consumption
of complex carbo-
hydrates and natu-

occurriog

Reduced refined and
processed sugars (by
about 45%) w 10%
of total energy.

Reduce overall fat
from sbout 40% to
30% of energy.

Reduce saturated fat,
10% cnergy  each
from  sarurated,
mono-saturated and

polyunssrurated fars.

Reduce dietary choles-
terol to  about
300mg/day.

Limit sodium by re-
ducing NaCl o
about 5g/day.

Choose @ ourriticus
dizt from a variety
of foods,

Coutrol your weight.

" Avoid cating too much

fat
Avoid eating 100 much
sugar,

EBat more bresd and
cereals  (preferably
wholegrain), vege-
tables and fruic

Limit uleohol
consumption.

Use less salt.

Maintain ideal weight,

Avoid too much sugar,
saturated fat and
cholesterol,

Ear foods with ade-
quate starch and
fibre (wholegrain
bresds and cereals,
fruits and vegeta-
bles, legumes apnd
nurs) )

Avoid oo much sugar.
Avoid too much
sodinm.

If yon drink alcohol,
do so w moderatioa.

is continuing. Social and economic incentives are also required to
reduce risk factors through mechanisms such as food policies,
restrictions on advertising, restrictions on availability and taxation.
The importance of socioeconomic disadvantage 1o health has been
emphasised in the first half of this chapter. The following passage
(Siskind, Najman and Copeman 1987) sums up this relationship
and its implications eloguently:
Poverty, especially chronic poverty, may lead to a lifestyle and an
environment which is generally detrimental 10 survival. Thus the poor
simply lack the resources to deal successfully with the bureaucratic structures

they encounter, they are only able to engage in pleasures which require
modest financial resources, often their pleasures are life threatening (such

as cigarente smoking, driving poor quality cars often unsafely) and they

are forced to live in physical environments which are more hazardous and

less aesthetically desirable.




The present siate of knowledge does not permit a comprehensive
description of the consequences of chronic social and economic deprivation;
however, it is pertinent to emphasise the structural basis of the problem.
While econemic inequality persists at its present level, specific interventions,
however well meaning, may not substantially reduce the higher stillbirth
and infant mortality rates experienced by the lowest class in our community.
Poverty may need to be addressed directly before we see a decline in the
health consequences of inequality.

The same applies to all areas of health, not just sullbirth and
infant mortality.

Governments could have their greatest impact on health by
reducing socioeconomic disadvantage through programs that reduce
unemployment and improve social security and community support
services. These should be co-ordinated with health policies in an
intersectoral approach to health improvement. Such interventions
are likely to be more effective if aimed at groups and communities,
rather than individuals, In this context, the Federal Government’s
recently announced assistance package to families, its pledge to
eliminate child poverty, and the reduction in unemployment that
has occurred in the past five years are particularly significant. It
would be very worthwhile to examine the impact that these
interventions have on levels of risk factors, sickness and disease
and deaths over the next few years.

Clearly, both the behavioural/individual perspective and the
socioeconomic perspective must be used to develop strategies to
improve health. What is needed is greater effort in correcting the
well-known major risk factors and improving the socioeconomic
status of disadvantaged groups. The very important roles that
health professionals can play are to educate the population and
decision-makers about the issues raised in this chapter, to
strengthen efforts to reduce risk factors, to conduct more research
into the effects of socioeconomic status on health and to evaluate
the effects on health of social trends and government programs
in areas which may not, at first glance, appear to have direct
health implicanons. Such efforts have the potential to produce

substantial and long-lasting improvements in the health of
Australians,
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ERRATA PAGE 27

Figure 3.4. "Y” axis should be in 100 000s not 1000 000s

400

300

200

100

Person years of lifa lost {'000)

1 2 8 4 5 6 7 8 9 10 Other

400

300

200 Females

100

Person years of life lost ('000)

1 2 3 4 5 6 7 8 9 10 Other

Causes of death: ICD9(a) Chapter headings

1 Diseasses of the circulalory system (VII)

2 Cancers (I}

3 Injury and poisoning (XVIl)

4 Diseases of the respiratory system (VIll)

5 Certain conditions originating in the perinatal pariod {XV)

6 Diseases of the digastive system (IX)

7 Congenital anomalias {XIV}

8 Symptoms, signs and ill-defined conditions (XVI)

9 Endocrine, nutritional and metabolic diseases and immunity disorders (Il
10 Diseasaes of the nervous system and sense organs (V)

ERRATA Page 107

Figure 6.2 label should read "Percentage of total non-Aboriginal
population”
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Figure 6.6: Age
specific mortality
rates for Northern 100 1985
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admissions to hospital and 58% of the bed occupancy for that
disease (Berry and Gracey 1981). It is believed that the figures
have improved, but a large Aboriginal excess persists.

Eye diseases are another major cause of concern. From 1976
to 1979, the National Trachoma and Eye Health Program (RACO
1980) examined 62 116 Aborigines and 38 660 non-Aborigines in
rural and remote Australia. It found the prevalence of blindness
among Aborigines in those regions to be 15 per thousand,
compared with a rate of between one and four per thousand for
non-Aborigines. Trachoma was identified as a major contributing
factor in 42% of Aboriginal blindness. The overall prevalence of
trachoma among the surveyed populations was 38% for Aborigines
and 1.7% for non-Aborigines. A reassessment in 1985 of a number
of the communities originally seen in 1976 to 1977 showed a
significant overall decline in the prevalence of follicular trachoma,
particularly the severe form, and in the prevalence of scarring
(Trachoma and Eye Health Program 1985).

Leprosy was first reported in Australia in the late 19th century
and has been primarily a disease affecting Aborigines. For the
five years from 1982 ro 1986, 19 new cases were reported for the
Northern Territory (0.11 cases per thousand population a year),
and 31 for the Pilbara and Kimberley regions of Western Australia
(0.46 cases per thousand a year). Except for refugees from South-
East Asian countries leprosy is virtually non-existent in other
Australian residents. .

Between 1983 and 1985, 169 new cases of tuberculosis were
reported among Aborigines, 34.8 per 100 000 population a year,
five times the non-Aboriginal rate. However, because of the
differences in the age structures of the Aboriginal and non-
Aboriginal populations, and the fact that in recent years about
half of all new cases of tuberculosis were among recent arrivals to
Australia, particularly those from South-East Asia, these rates
grossly underestimate the difference in incidence of tuberculosis.
After allowance has been made for these factors, the rate of
tuberculosis among Aborigines in 1984 was almost 20 tmes
higher than that of other long-term Australian residents {Penny
and Thomson 1987).

Although Hepatitis B virus (HBV) has long been known to be
more prevalent in some Aboriginal communities, its full extent is
only now being recognised. Serclogical surveys around Australia
reveal that at least a third of Aborigines, in some cases up to
90%, have been infected with the virus, generally without
symptoms (Thomson and Honari 1988). A substantial number
have been confirmed as chronic carriers, placing them at risk of
the long-term sequelae: chronic active hepatitis, cirrhosis and
primary liver cancer, particularly hepatocellular carcinoma. Even
the lowest documented levels of HBV carrier state among
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Aborigines, about 3% to 4%, are well above the level documented
for Sydney blood donors (0.07%). Chronic carrier prevalence rates
between 7% and 10% are widespread, with a number of
communities having rates of more than 20%.

With such high carrier rates, international evidence suggests
that a high incidence of hepatocellular carcinoma could be
expected. The incidence of such cancers has been reported as six
times higher for Aborigines than for non-Aborigines in Western
Australia, but the actal incidence of about 2.6 per 100000 is
well below that of other populations in Asia and Africa with high
carrier rates.

To break the chain of HBV infection, the 1986 Federal Budget
provided funds to enable all newborn babies in groups identified
as having a carrier rate of 5% or more to be given Hepatitis B
immunoglobulin and Hepautis B vaccination. This would include
Aborigines, and most States and Territories are implementing
such programs.

Other infectious diseases causing concern in Aboriginal
communities are the sexually transmitted diseases, principally
syphilis and gonorrhea, and skin infections and infestations which,
though reducing, are still much more common and more serious
among Aborigines than non-Aborigines. Only a few Aborigines
are known to have been infected with the virus causing AIDS,
but there is considerable concern that the disease could have a
disastrous effect if it became established in the Aboriginal
community.

While the infectious diseases give the impression of a Third
World pattern of health, the ‘lifestyle’ diseases more associated
with the developed countries have become major causes of
Aboriginal sickness and disease (Thomson 1984). This applies
particularly to hypertension and diabetes mellitus rype 2 (non
insulin dependent). The prevalence of diastolic hypertension among
Aborigines in the west Kimberley region of Western Australia
has been noted to be more than twice that of non-Aboriginal
Australians, Other surveys in South Australia, New South Wales
and the Northern Territory have also found a higher prevalence
of hypertension among Aborigines.

Based on new standard diagnostic criteria, the likely prevalence
of diabetes mellitus among Aborigines is 7.5% to 16%, compared
with a non-Aboriginal prevalence of 3.4%. Aboriginal -
hospitalisation for diabetes has been documented at up to 15
times that of non-Aborigines in rural New South Wales.

The studies on hypertension and diabetes mellitus have noted
the frequent correlation of these disorders with obesity, and have
suggested thar the obesity is largely due to poor diet associated
with poverty.

The prevalence of serious mental disorders, particularly
psychoses, among Aborigines is probably equivalent to that of
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non-Aborigines {Thomson 1984). Although hard data are limited,
there is no doubt that alcohol abuse is a major problem for
Aborigines. A 1976 inquiry concluded that alcohol was ‘the greatest
present threat’ to Aborigines in certain parts of Australia. In 1977
and 1978, the rate of public hospital separations for Aborigines
in rural New South Wales for directly alcohol-related problems
was about 10 times that of non-Aborigines. In 1980 and 1981,
for the same areas, 34% of male and 15% of female death reports
had alcohol noted as a “significant medical problem’.

Although not widespread, the abuse of kava, a mood-altering
beverage introduced from the South Pacific, is causing concern in
some Aboriginal communities in northern Australia, particularly
in Arnhem Land.

The extent of petrol inhalation (or sniffing) is not known, but
it has become a major problem for children and young adults in
some Aboriginal communities, particularly remote communities in
Arnhem Land, Central Australia (including the southern areas of
the Northern Territory, the north-west regions of South Australia
and the Warburton Ranges area of Western Australia}, and the
eastern goldfields region of Western Australia.

A recent Senate inquiry concluded that more than 9% of
Aboriginal communities were having problems with petrol
inhalation and that the problem had increased considerably over
the past 10 years (Senate Select Committee on Volatile Substance
Fumes 1985). In some communities, it could well be true that ‘an
entire generation of young Aboriginal people is in danger of
being overwhelmed’ by petrol inhalation.

Dental disease also appears to be significantly worse among
Aborigines. Dental caries, while varying from community to
community, now tends to be more prevalent and more severe for
Aborigines, and the level of restorative work is low. Periodontal
disease has become a major problem among adult Aborigines.
The combination of dental caries, periodontal disease and the low
level of restorative work results in a high level of tooth loss - as
high as 75% for 50 year olds.

Medical and health services for Aborigines

Australia’s primary health care system should be able to cope
with the diseases experienced by Aborigines. However, many
Aborigines have found the system wanting in terms of disease
treatment mainly because of the lack of accessibility and/or
acceptability. Because of such shortcomings, a number of
developments have occurred since the early 1970s. Special
Aboriginal health programs have been funded from Federal
sources, primarily through the Department of Aboriginal Affairs,
and, until 1984, lesser amounts through the then Commonwealth
Department of Health. Since December 1984, the Department of
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Aboriginal Affairs has been responsible for the funding and
administration of all Commonwealth programs relating to
Aboriginal health.

State Aboriginal health programs

In addition to a few specific State-funded programs, since the
early 1970s the Commonwealth has provided special funds to
assist the States in addressing Aboriginal health problems. Under
a system of States’ Grants, substantial funds have been channelled
through the Department of Aboriginal Affairs to the six State
authorities responsible for health. Of the total 1987-88 funds of
$12.9 million, Western Australia received $7.2 million, Queensland
$4.9 million, South Australia $0.8 million and Tasmania $44 400.
Although no estimate of the current Northern Territory allocation
for Aboriginal health programs is available, the amount for
1978-79 was esuimated at $9.3 million (updated to 1987-88
dollars). Since 1984-85, New South Wales has progressively taken
over funding of its program, allowing the redirection of more
than $2 million of Federal funds to the Aboriginal-controlled
medical services in that State.

The individual programs are determined by the States, but
generally they aim to improve Aboriginal health mainly through
preventive measures, including health and nutrition education,
while encouraging and assisting Aborigines to use existing medical
services. The Northern Territory program, closely linked to general
services, has a prominent focus on the provision of care in
addition to the preventive component. The major anomaly of the
States’ Grants scheme is the actual allocation of funds between
States, which 1s based neither on numbers nor on need, but rather
on the extent of the individual States’ programs when the scheme
was initiated.

Even though these programs are funded by the Federal
Government there i1s little real Federal assessment of their
achievements. The limited material published by the States shows
that several indices of health have improved, but whether this is
due to the programs or other factors is not entirely clear. Such
improvements are exceedingly complex and difficult to explain.

Aboriginal-controlled services

Since 1971, almost 60 Aboriginal-controlled community-based
Aboriginal Medical Services (AMS) have been established. The
first service, in the inner Sydney suburb of Redfern, was established
mn July 1971 in response to severe Abornginal alienation from the
basic medical system. Similar services have since been established
in all mainland States and in the Northern Territory. There are
also 10 Aboriginal-controlled dental services and 48 alcohol
rehabilitation units. Although the services concentrate on clinical-
curative work, they also emphasise prevention, including nutrition




programs, health education, detailed health screening and liaison
with alcohol rehabilitation programs.

Substantial amounts are being spent on Aboriginal health
services. The Department of Aboriginal Affairs’ 1987-88
appropriation for Aboriginal-controlled services was $27.9 million,
$23.5 million for AMS (including dental services) and $4.4 million
for alcohol rehabilitation units. Additional funding to the AMS is
by donation from both individuals and organisations, national and
international.

Although there is some evidence that AMS have contributed to
the decline of childhood hospitalisation, there have been few
attempts to comprehensively assess the impact on the health of
communities served.

Because Aborigines control and direct the AMS, the program
provides a significant wvehicle for Aboriginal community
development, an aspect which is likely to be crucial for real
improvement in Aboriginal health.

Aboriginal health workers

The widespread international movement towards the use of
community-based health workers is reflected in Australia in the
emergence of Aboriginal health workers. Although Aborigines
have worked as medical assistants in the Northern Territory since
the late 1960s, the first training program was developed there in
1973. Today all mainland State health authorities train and employ
Aboriginal health workers, but their role is still most developed
in the Northern Territory. The Aboriginal Medical Services also
employ Aboriginal health workers, most of whom receive some of
their training through the State training programs. Since 1982,
several training programs have been established by the Aboriginal
Medical Services.

The Northern Territory emphasises basic medical care, but also
recognises community heaith and the role of Aboriginal health
workers as ‘culture brokers® between Western-oriented medical
services and their communities. The emphasis for Aboriginal
health workers in the State Aboriginal health programs appears
to be more on prevention, consistent with their overall approach.
There is only one detailed statement about Aboriginal health
workers in the States and their programs appear to be much less
developed than those in the Northern Territory. Those involved
with the AMS see the role of Aboriginal health workers as much
more general and this is reflected in the broad curriculum of the
nine-month training course run by the Victorian Aboriginal Health
Worker Education Program, which includes attention to topics
such as community organisation and the politics of health, as well
as medically oriented material.

In the Northern Territory in 1986, the Department of Health
and Community Services and the AMS employed 287 Aboriginal
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health workers. The estimated numbers in the States were
Queensland 116, New South Wales 63, Western Australia 92,
South Australia 72 and Vicioria 27.

The homelands movement

A specific response to the social and emotional stresses of
settlement and mission life has been the return by some Aborigines
to homeland centres {or ourstations). The House of Representatives
Standing Committee on Aboriginal Affairs (1987) defined these
as ‘small decentralised communities of close kin established by
the movement of Aboriginal people to land of social, cultural and
economic significance to them’.

These homeland centres usually comprise 10 to 50 people,
though there is considerable fluctuation and a tendency for some
to grow much larger. In 1986, the House of Representatives
Committee 1dentified 588 homeland centres with a combined
population of 9500, and noted that at least some of a further 111
communities (combined population 3900) should also be identified
as such.

No detailed assessment of the health effects has been published,
but a number of observers have reported that homeland
communities appear healthier than settlement communities, and
that some centres provide a better and more varied diet than
nearby sertlements (Meehan 1982, Flannery 1987). Reduced
alcohol consumption is another positive benefit of the centres.

Conclusions

‘In 1988, after almost 20 years of special Aboriginal health

programs and services, the health status of Aborigines remains
well below that of other Ausirahans. This is despite the substantial
improvements that have occurred—infant and maternal deaths
have each declined by more than 60%, the health of children
appears to be substantially better and the impact of the infectious
diseases, in general, has been markedly reduced. However, the
reduced impact of the infectious diseases has, 10 some degree,
been offset by a worsening of the non-infectious lifestyle diseases,
particularly cardiovascular disease and diabetes mellitus,

In contrast to the substantial improvements that have occurred
in infant and childhood survival, adult mortality has deteriorated
to such an extent that age-specific death rates for young and
middle-aged adults are worse than those documented in many
developing countries. As a result, it appears that the life expectancy
of Aborigines in many areas of Australia has increased only
marginally over the past 20 years: the worst levels are comparable
with levels recorded for India, Haiti, Ghana and Papua New

~Guinea (UNICEF 1988).




It was partly in response to the persisting poor health status of
Aborigines that the combined Commonwealth, State and Territory
Ministers for Health and Aboriginal Affairs agreed in December
1987 10 establish a Ministerial Forum on Aboriginal Health. The
meeting agreed also to convene a working party to develop a
national Aboriginal health strategy for the consideration of the
Ministerial Forum. Such a strategy is long overdue as Aboriginal
health programs and services have tended to be fragmented and
poorly co-ordinated. The Forum should also be able to provide a
mechanism for integrating these programs and services with
broader initiatives aimed at Aboriginal advancement.

Without the long-term commitment embodied in the Ministerial
Forum it is unlikely that the standard of health of Aborigines will
ever be raised to that of the general Australian community.
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Health care financing

Table 7.A:
Intersectoral
approaches to better
health not Inctuded
in health function

The costs, use and resources of health services providing treatment
and care to individuals in Australia are discussed in this and the
next two chapters. In general, the services included are those
provided through institutions (such as hospitals, both acute and
psychiatric, and nursing homes) and by professionals (such as
doctors, nurses, dentists, pharmacists and others) who are generally
required to register with Boards established by State and Territory
Governments, The cost of prescription drugs and a range of over-
the-counter medicines is included, as well as certain types of
research, direct health promotion costs, disease prevention activities
such as immunisation programs and administrative costs.

There are many types of services which are not included, such
as naturopathy, homeopathy and osteopathy, the costs of most
health foods and herbal remedies, most weight-loss activities,
fitness clubs, and most alternative therapies.

What is included is largely defined by what governments have
traditionally funded or registered and what were, 20 years ago,
considered conventional health services. There are many other
activities which influence health but are not considered
conventionally to be health services (Table 7.A). As has been
suggested earlier, the most important determinant of health is the
general prosperity of individuals and the commumty in which
they live. So, to the extent that about $20 billion is paid out in
social security payments, some of these payments could be seen
as contributing to better health.

Service or action Some expected health imp

Bun smoking in all waing, buses, sircraft Fewer cases of lung cancer, bronchitis, heart
disease; fewer firew, fewer accidents

Improve public transport and build in- Fewer motor vehicle sccidents

ter—city freeways

Introduce compulsory use of seat belts Less serious injury and fewer deaths

Contol exhaust emissions from motor Less respiratory disease from air pollution

vehiclea

Remove lead from petrol Less lead poisoning and possibly improved intel-
ligence in children

Improve water quality (e.g. by roofing Reduction of bacterial diseases and pessibly can-

small reservoirs and reducing chemical cer from tribalomethanes

poliution of the Murray River)
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Health promotion and disease prevention

The definition of ‘health promotion and illness
prevention’ (Table 7.D) comprises expenditure on
programs concerned primarily with preventing the
occurrence of diseases and mitigating their effects,
and includes such activities as immunisation and
vaccination, control of communicable diseases
(including AIDS), hygiene and nutrition, sanitation
regulation, human quarantine, campaigns against
cancer, smoking and drugs, and other programs to
increase public awareness of disease symptoms and
health hazards, But this list by no means exhausts the
concerns of the new public health, as a glance at the
intersectoral activities listed in Table 7.A will show.
The cost of the health component of intersectoral
activities, and the health promotion work performed
by individuals in the course of treating their patients,
is not readily dissected out. Therefore, even though a
variable proportion of expenditure on bespitals,
medical services and community health services is
health promoting in nature, it is not included in
expenditure for health promotion and disease
prevention.

Only a small proportion of the concerns of the new public
health activities are included. Major intersectoral activities are not
counted {see Box).

Statistics on health services in this chapter and the next one
are based on the health sector, or ‘health function® as it is called
in Commonwealth Budget Papers. At the Commonwealth level, it
includes health spending by departments with the functions of
health, community services, Aboriginal affairs and veterans’ affairs,
but excludes social security, welfare, housing, transport, energy
and education. The cdlassification is similar for the States.

Model of health care system

In a simplified view of the health care system (Figure 7.1}, people
perceive themselves to be ill or well (Stage 0). Such perceptions
are conditioned by a range of cultural, social and other factors.
(Information on these perceptions has been obtained from the
ABS Australian Health Surveys.) According to their perceptions
of illness and their attitudes to professional intervention, people
may either do nothing, elect some form of self-management, or
seek some form of primary care (Stage 1), such as visiting a
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Health services are provided and paid for in Australia by three
major groups—the Commonwealth Government, State and
Terrnitory Governments, and the private sector.

Local Government is involved in providing many services
important to health such as clean water and garbage disposal, but
most of its functions are not counted as health services. It also
provides immunisation, which is a small, though very important,
preventive service.

Under the Australian Constitution the primary responsibility
for providing health services is with the State Governments. In
particular, they have traditionally played the major role in the
provision of hospital services. As is discussed in Chapter 8, the
majority of hospital services are provided by State-owned hospitals.
State and Territory Governments also regulate the role of private
hospitals, They are also responsible for providing almost all
psychiatric hospital services. The Commonwealth Government
makes no contribution to the costs of the latter, but it shares with
the States and Territories the costs of providing acute hospital
services.

The States and Territories also provide a wide range of
community and public health services, including school health,
dental health, maternal and child health, occupational health and
disease control activities. A variety of health inspection functions
are provided by State and local governments.

All registered health professionals are controlled through
registration boards that operate under State and Territory
legislation. States also run a number of major nursing homes and
regulate the standards of private nursing homes.

The Commonwealth Government provides very few services
itself. Its main involvement is in subsidising the provision of
services by State and Territory Governments and the private
sector. The Commonwealth Government®s major outlays on health
include the provision of subsidies towards the costs of medical
services by private medical practitioners, contributing toward the
cost of hospital ‘services in public hospitals (through Medicare),
the provision of nursing home subsidies, and the subsidisation of
pharmaceutical drugs (through the Pharmaceutical Benefits
Scheme). The major direct provision of health services by the
Commonwealth is hospital services for veterans.

A summary of the organisational structures and legislation
relating to Commonwealth, State and Territory health services is
given by Grant and Lapsley (1987).

The private sector provides a wide range of health services,
especially in the area of hospitals where there is a large private
sector consisting of both for-profit hospitals and hospitals owned
and operated by religious and charitable groups. Almost all
ambulatory medical services and a large proportion of hospital
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| users of the health system to contribute to decision

services are provided by private medical practitioners. Most dental
services are also provided by private dental practitioners and
there is almost no public subsidy towards private dental costs.
There are also increasing numbers of private practitioners in such
areas as physiotherapy, occupational therapy and chiropractic.
There are many private organisations, some subsidised by
governments, involved in the provision of health and related
welfare services. Among the non-government organisations
involved in the promotion of health and the prevention of ilness
are the National Heart Foundation and the anti-cancer councils.
~ According to an estimate by the Beuer Health Commission
(1986}, there are also about 30 000 community groups in Australia
involved in health promotion or health problems. Many of these
groups exercise some degree of influence on decisions and policy
on health services by belonging to federations or networks of
community organisations. Recently, the Consumers® Health Forum
of Australia was formed to give users of health services and
community groups in general a strong voice at the national level
(see Box). The forum has a representative on the board of the
Australian Institute of Health.

The Consumers’ Health Forum

Established in December 1986 as the result of
consultations between consumer groups and the
Commonwealth Minister for Health, the Forum
provides an opportunity for community groups and

and policy making by the Commonwealth Department
of Community Services and Health. The Forum is
partly funded by a grant from the Department, but
operates independently of the Department.

It is governed by a General Committee which was
composed of the following community organisations
in 1987 and 1988:

ACROD (Australian Council for Rehabilitation of

the Disabled);

Australian Community Health Association

Australian Consumers’ Association

Australian Conservation Foundation

Australian Council of Social Service

Australian Council on the Ageing

Australian Federation of Consumer Organisations

Australian Pensioners’ Federation

Australian Women’s Health Network

Collective of Self Help Groups; »




Disabled Peoples International Australia;

Federation of Ethnic Communities Councils of
Australia;

Health Issues Centre;

National Aboriginal and Islander Health
Organisation;

Victorian Mental Illness Awareness Council;

Youth Affairs Council of Australia.
The aims of the Forum include:

* Provision of a means of mazximising the
participation of consumer and community groups
in national policy, planning and service decisions
which affect the health of consumers.

* Promoting a public and preventive health
approach which recognises the health impact of
other government policy areas.

* Encouraging the development of health services
which are:

- effective in enhancing the capacity of people to
participate as fully as possible in community
life;

- responsive to consumer needs and preferences;

- community based and managed;

- respectful of human rights;

- culturally relevant;

- universally accessible;

- cost effective,

7.2 Health expenditure in Australia, 1985-86
In 1985-86, Australia spent $18 172 muillion on health—$16 815
million on recurrent expenditure and the remaining $1 357 million
on capital expenditure.

Total health expenditure, which has been studied by the
Australian Institute of Health (1988), can be classified into
Commonwealth Government, State and Local Government, and
private components (Table 7.B). The Commonwealth component
comprises funding which is specifically allocated for health at the
Commonwealth level. It currently includes the Medicare
compensation grants which the Commonwealth contributes to the
States for their hospitals. The Commonwealth Budget Papers
show that, over the past several years, Commonwealth spending
on health has been about the same as on defence. The major
component of Commonwealth expenditure on health was paid out
through the Medicare program.
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Table 7.B: Health
expenditure in
1885-86 In $m,
(current prices) by
source of funds
Source: AlH, Health
expenditure studies
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Cemmonwmealth Stats/Local  Prioawe Teatal Percewacpe

Government Government . of recurrens

expenditure

Publicly funded hospitals . . . . 1435 4 606 485 652 38.81%

Private hospitals . . . . . . . 168 0 810 978 5.82%

Numing hompes . . . . . . 1086 72 306 1464 8.71%

Medical services . . 2693 0 406 3009 18.43%

Dental and other pml'unoml umca 94 7 1212 137 8.18%

Pharmaceuticals . . . . 702 0 613 1315 7.82%

Other expenditure . . . . . 698 37 622 2057 12.23%

Total recurrent expendituee . | 6 876 5485 4454 16815 1060.00%
Capital copsumptdon . . . . . . 43 361 0 404
Capital expenditare . . . . .. 51 450 452 953

Total health expenditure . . 6970 6296 4906 18172

Seurce: AIH, Health expeaditute studies

State expenditure includes expenditure by the Northern
Territory and a small Local Government contribution. Most of
the State expenditure is derived from general payments from the
Commonwealth to the States at the Premiers® Conference.

Spending by the private sector includes most of the expenditure
on private haspitals and dental {(and other professional) services,
and nearly half the expenditure on pharmaceuticals. Data on
private health expenditure are obtained from such sources as the

- health insurance funds, the ABS and the Health Insurance

Commission (Compiled AIH, in press).

Medicare is a health care financing and insurance scheme
introduced by the Commonwealth Government in February 1984,
It covers 85% of the Medicare Benefits Schedule fee for a specified
range of services by medical practitioners. It also provides free
accommodation in a public hospital and free treatment there by
a hospital-appointed doctor. Hospital care is funded through
agreements between the Commonwealth and the States, and the
Medicare compensation grants paid by the Commonweaslth to the
States under these agreements comprise another major component
of Medicare. The cost of Medicare is met from income tax and
from the compulsory Medicare levy, which is currently 1.25% of
taxable income above a specified threshold (see Table 7.C}). The
levy does not finance the entire Medicare program, but rather the
difference between Commonwealth expenditures before and after
the program was introduced. To some extent, Medicare subsidises
the poorer from the contributions of the wealthier, who are often
healthier (see Chapters 3 and 4), and so it adds an equity
component to normal insurance.




Medicare levy (fm)

§ billan




=
o
Q
o
=5

dao jo ebejueaied




2 1000
o

Per capita heaith expenditure (US$'000)

Wi il PR |

USA

Sweden

France
Australia
Japan

UK

u CAN




T T
[t. %

.

i

T
CESEIERE R
SR
T FHw
G .
o-c%a;d S 5 S
: : iRy
o G
HEE TR
Himiman o
e
SR w

R O

sy N




Nursing Imnn
Other institutional

Drenrists
Pharmaceuticals

vention (b)



O

[}

Al

= [
v )
| | m



| [

g RRETEN |

- 4 -] - 2 s -
- © o
-
o
-
®
w
-
»
~
-









Ll - L] _ L] ﬁ L — L]
< ™ o - o
(suonjw) sioNQUIUOD jo lequinN



se2IABS |0 JBag NN



bulk-billed
42%

cash or
cheque 56X

Females

[ Males



Figure 8.5: Value and
percentage of
Medicare benefits
processed by broad
type of services,
1986-87

Source: Health
Insurance Commission

Annual Report
1986-87
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over 75 are six times the average, and nursing home costs are 18
times the average. Medical costs for the aged are only twice the
national average, although some of the hospital costs will include
a component for medical services.

People aged 75 years and over account for almost a quarter of
all hospital costs (Table 8.B, Section B), but only 8.2% of medical
service costs.

The composition of health expenditure varies across the age
ranges (Table 8.B, Section C}. For the younger ages, medical
services constitute about 30-40%, but this falls rapidly as age
increases.

The major changes in death rates from cardiovascular and
respiratory diseases occurred in the late 1960s and the earlier
1970s. There are many indications that there have been significant
improvements in people’s diet, smoking, and exercise patterns. It
will be of great importance to see if there are subsequent reductions
in sickness and disease for the older ages that will be translated
into reduced demands for health services for the aged, or if the
trends of increasing use observed in many countries will continue.
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Table 9.A:
Distribution of
medical practitioners
by industry and sex,
19886

Source: ABS, Census
of population and
housing, 1986

Table 9.B:
Distribution of nurses
by industry and sex,
1988

Source: ABS, Census
of population and
housing, 1986

Females Men
Indusiry No. % No. %
Psychiatric hospitals . . . . 198 2.7 325 1.3
Other hospitals . . . . . 2529 340 6 669 26.3
Community health . . . . 489 6.6 714 2.8
Nursing homes . . . . . k1) 0.5 w0 0.3
Public administration . . . 142 1.9 416 1.6
Other indusery . . . . . 298 4.0 973 38
Other health services (a) . . 3750 50.4 16170 63.8
TOTAL() . . . . . . T 445 100 25337 100

(s) Mainly private medical practice.
(b) Percentage errord do mot add up to precisely 100% because of round-off errors.

The supply of doctors, the type and duration of education and
training, and the geographic distribution of their practices are all
under review in Australia. Of particular concern is whether more
doctors lead to a greater availability and quality of health care, or
to overservicing and increased health costs.

The composition by sex of the medical profession 1s gradually
changing. The proportion of new medical graduates who are

-female began to increase steeply after 1974 and is now about

36% (Figure 9.5). But current locations of employment of female
and male health professionals reflect the numbers of graduates
and the traditions of the past. In 1986 about 64% of male doctors
worked in other health services, that is, private practice, where
they outnumbered female doctors by about 5:1. About 27% of
male doctors worked in hospitals, where they outnumbered female
doctors by about 3:1 {Table 9.A). For comparison, about 7% of
nurses were male with a large proportion working in psychiatric
hospitals (Table 9.B).

The interest in the level of female participation in the medical
profession focuses on the future availability of doctors working in
their profession. In the past, women constituted only a small
proportion of medical graduates and the level of participation was
significantly lower than for men. However, the growth in the
proportion of female graduates has come at a time when there
are considerable shifis occurring in the involvement of professional

Females Men
fndustyey No. % No. %
Peychiatric hospitals . . . . 4787 2.5 3227 24.0
Other hospitals . . . . . 99 204 57.5 6601 49.1
Community Health . . . . 11 965 6.9 1081 8.0
Nursing homes . . . . . 29 906 17.3 1177 8.8
Public administration . . . 1 747 1.0 403 30
Other industry . . . . . 5974 ’ 3.5 512 . 38
Other health services () . . 18 889 10.9 4 33
TOTAL (b} . . . . . . 172 562 100 13 445 100

(u) Mataly privaie medical praciice.

{b) Percentege errors do not add up w precisely 100% because of round-off errors.
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women in the labour force (because of the long lead time to train
doctors). How these two factors will interact i1s important for the
future supply of working doctors.

Of females in the medical labour force, 3% work.-as non-
specialist practitioners (GPs, administrators, researchers etc))
compared with 67% of male doctors. About 12% of male specialist
practitioners are surgeons compared with 3% of female specialist
pracuuoners (Flgure 9.6).

Health technolognes

-Health care technologies include devices, appliances and medical

or _surg1cal procedures used in the care of patients, and are
supported by a range of information technologies. -

Some technologies have made major contribunions to health
care. They include prosthetic devices such as hearing aids, cardiac
pacemakers and artificial limbs, techniques to lower the
invasiveness and risk of surgery and the use of X-ray and
ultrasound imaging methods in diagnosis.

In recent years there has been a trend toward the use of more
health .care technologies, and making advances in their capability,

“often with ‘increased costs. There is a general expectation that

new health technologies will lead to further improveinents in the
quality of health care. They may achieve savings and benefits by
replacing more costly and higher risk procedures, shortening
hospital stay and improving quality of life, but often the effects
are less dramatic and there may be only modest gains over older
methods. '

Someumes new technologies are used with existing techniques,
particularly in the diagnostic area, and their introduction may
result in an overall increase 1n health care costs. Because health
budgets are limited, there is a need to be selective about
technologies because there may be less money for other aspects

-of health care. There may be concern also about how the

technology will be provided, what proportion of the population
will be covered, whether the level of use i1s appropriate and if it
1s safe. ,

New technologies are not necessarily beneficial to the health
care system (Australian Institute of Health 1987):

* some may prove to be ineffective, such as fetal heart-rate
monitoring during pregnancy;

» some may be applied incorrectly—intensive-care units are
ineffectively used 1f pauents are not ill enough 1o warrant use
of such complex resources; and

¢ some may involve an unacceptable risk—routine abdominal
X-rays of pregnant women are no longer carried out because
of risk to the unborn child, limited effectiveness and availability
of other methods.
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The general level of health of Australians is better than it has
ever been. There have been remarkable declines in mortality from
all causes and this trend has accelerated during the past 15 years.
Yet Australia sull lags behind other apparently comparable
countries and there are significant preventable health problems
which could be eliminated. Cancer incidence and deaths are still
increasing, largely due to cigarette smoking, which also plays an
important role in the development of diseases of the circulatory
system. Although declining significantly, the latter remains the
major cause of death. Injury deaths, while again showing a major
decline in recent years, cause significant loss of life among both
the young and the old. Lifestyle and environmental factors play
an important role in these leading causes of death, and in others
as well.

Data from health surveys and other sources show that despite
these great reductions in mortality, Australians still report that
they have many health problems.

Moreover, the role that social and economic factors play in
determining health is emphasised by the fact that there are
significantly disadvantaged groups which do not enjoy the same
high standard of health as the more advantaged groups.

Equity in health remains the most important public health issue
at both the international and national level. It is a key component
of the WHO Health for All strategy, it emerged as the central
theme in the Natonal Program for Better Health proposed by
the Australian Health Ministers® Advisory Council (AHMAC)
Health Targets and Implementation Committee, and it has
provided a framework for much of the Institute of Health’s work
in health monitoring.

There is a decreasing confidence that the solution to these
remaining health problems is to be found in unlimited increases
in the provision of medical and hospital services, or in the
development of increasingly sophisticated medical and surgical
procedures and technelogies. Even if this were the answer, the
cost would be beyond our collective reach.

Australia, in contrast to a number of other countries, has
succeeded in putting a cap on expenditure on health—especially
hospital expenditure. Untii recently, this was seen as a desirabie
achievernent. However, it is now leading to service problems, with
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inevitable political consequences. In the search for solutions, a

number of strategies have been canvassed, including privausation

of services or insurance provisions, and the removal of controls.
Part of the problem with health services stems from the health

labour force. The supply of doctors is adequate overall, although

shortages in particular locationis or specialties remain. But there
are connnumg shortages of nurses. In the emerging field of home
and community care, little is known about. the labour force, and
there is a clear need for better data.

As is often the case, solutions to yesterday’s problems brmg
with them another set of problems for today. Health service
planning at the moment is, as it has been .over recent years,
primarily concerned with the reallocation of limited resources to
meet changing needs and priorities. In general, Australia is over-
provided with institutional health services and there are already
moves to strengthen other components of the system, including
primary health, and -home and community care. Noteworthy also
is the attempt to develop a systematic national approach to

improving health, embodied in the report of the Health Targets

and Implementatlon Committee.

It is likely that the provision of treatment services, especially
hospital services, will continue to dominate discussion of health
policy, simply because they will continue to consume such a large
proportion of the health budget. Yet it is critical that the resources
be found to support the new initiatives in health promotion and
disease prevention because of their potential to avoid suffering
and disability, and also because of their potential to reduce the
need for health care in the longer term.




APPENDIX A

Developments in health

statistics

The Australian Institute of Health was established by Federal
Cabinet as a small bureau within the then Department of Health
in August 1984 and became a separate statutory authority in July

1987.

It is an independent health research and statistics agency

within the Commonwealth Community Services and Health port-

folio,

and also provides research and statistical support to the

States and Territories through the Australian Health Ministers’
Advisory Council (AHMAC).

The Institute is located in Canberra. Its functions as laid out in
the Australian Institute of Health Act 1987 are:

(a)

(b)
(c)
(d)

(e)

(f)

®

(h)

to collect, with' the agreement of the Australian Bureau of
Statistics and, if necessary, with the Bureau’s assistance,
health-related information and statistics, whether by itself
or in assoclation with other bodies or persons;

to produce health-related information and statistics, whether
by itself or in association with other bodies or persons;

to co-ordinate the collection and production of health-related
information and statistics by other bodies or persons;

to provide assistance, including financial assistance, for the
collection and production of health-related information and
statistics by other bodies or persons;

to develop methods and undertake studies designed to
assess the provision, use, cost and effectiveness of health
services and health technologies;

to conduct and promote research into the health of the
people of Australia and their health services;

to develop, in consultation with the Australian Bureau of
Statistics, specialised statistical standards and classifications
relevant to health and health services, and advise the Bu-
reau on the data to be used by it for the purpose of health-
related statistics;

subject to Section 29 [Confidentiality], to enable researchers
to have access to health-related informauon and statstics
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held by the Institute or by bodies or persons with whom
contracts ot arrangements have been entered into by the
Institute;

(5} to publish methodological and substantive reports on work
carried out by or in association with the Institute;

(k) to make recommendations to the Minister on the preven- -

tion and treatment of diseases and the improvement and
promotion of the health and health awareness of the people
of Australia; '

{m) to do anything incidental to any of the foregoing.

Under its legislation, the Institute is required to provide a
health report to the Minister and Parliament every two years.

As provided in the Australian Institute of Health Act 1987, the
Institute is governed by a Board comprising:

Chairman Emeritus Professor Peter Karmel
Director Dr Len Smith
Three members nominated by AHMAC
Dr Jean Collie (Queensland)
Mr Leon L’Huillier (VlCtOI‘la)
A {currently vacant)
Australian Statistician Mr Ian Castles
Nominee of the Secretary of the Department of Commumty
Services and Health
Dr David de Souza
Three members nominated by the Minister
Mrs Gay Dawidson
Ms Liz Furler
* Dr Dick Scotton
One member nominated by the Public Health Association
Dr Ian Ring
One member nominated by the Consumers’ Health Forum
Mrs Rosemary Calder
State Governments are represented on the Board of the Institute
through the three nominees of AHMAC.

The Institute has a base staff allocation of 56, and comprises a
Health Status Division, a Health Services Division, a Health
Technology Unit, a Secretariat and Corporate Services group. The
Health Stamus Division incorporates a Screening Evaluauon Co-
ordination Unit (SECU), which is funded separately by the De-
partment of Community Services and Health.

The Institute provides secretariats for the National Committee
on Health and Vital Statistics (NCHVS) and the National Health
Technology Advisory Panel. It also supports three external proj-
ects: the National Injury Surveillance and Prevention Project (cost-
shared with the States), the National Perinatal Statistics Unit, and
the Dental Statistics and Research Unir.




With its wide terms of reference, it has been necessary to
develop priorities for the Insumute’s activities. Its prime responsi-
bility is to improve the national health data base. Priorittes for
developing national health statistics were included in the recom-
mendations of a workshop convened in February 1985 by the
NCHYVS and the Australian and New Zealand Society for Epide-
miology and Research in Community Health (ANZSERCH).

The workshop was attended by representatives of all relevant
Commonwealth, State and Territory agencies and professional
groups as well as key experts. Its recommendations included:

The establishment of a national health statistics agency with a
legislative mandate to:

- collect, analyse and disseminate data on the health of the
population, health services, health resources and health care
financing :

- report annually on the nation’s health

— operate the National Death Index

- provide for the preservation of confidentiality.

The new agency should promote national collections, giving prior-
ity to:

- hospital and nursing home use

- health labour force

- a three-yearly census of patients and facilities

- risk factor surveys relating to diet, smoking. alcohol and
illegal drugs

~ cancer Statistics

- perinatal statistics

- health expenditure

- surveillance of injuries

- disability surveillance

- standard data items for disaggregation

- record linkage

The new agency should also initiate a comprehensive review of
the state of health statistics, and develop a plan and work program
for the development and integration of national health statistics.
Full use should be made of existing administrative data, giving
first attention to collections requiring the least resources to bring
them to national coverage.

These recommendations were endorsed by the NCHVS and
accepted by the Australian Health Ministers’ Conference, The
Institute has adopted them as the basis of its work program in
health statistics.

In preparation for the national workshop, an inventory of
health-related data collections and stauistics was prepared, and the
Institute, in co-operation with the Bureau of Statistics, is now
planning a second, more comprehensive inventory.
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Developments to December 1987
HEALTH SERVICES DIVISION

Major Functions

The Health Services Division is responsible for developing statis-
tical and information systems on health services, and for under-
taking research into the provision and use of health services.

Overview of activities
The following is a listing of the division’s major activities.

One-off statistical collections

Hospital utilisation and costs

Under the auspices of AHMAC, the Institute collected, for the
year 1985-86, information on the use and costs of all acute
hospitals funded under the Medicare Agreements, as well as
available information on private hospitals, nursing homes and
hostels. The report was presented at AHMAC in December 1987.
AHMAC has asked the Institute to repeat the study for the
1987-8R financial year.

Medical labour force

An analysm was conducted for 1986 of a sample of 3001 medical
practitioners selected from the Central Register of Medical
Practitioners held by the then Commonwealth Department of
Health. Practitioners were classified as ‘active® and ‘Inactive’, and
by age, sex and specialty. The results were submitied to the
Inquiry into the Medical Workforce and will be published in
1988.

Pharmaceutical drugs

Two studies about the use of pharmaceuticals were conducted by
the Institute in 1986. The first surveyed pharmaceutical drugs
stored in households and the second analysed the use of
Pharmaceutical Benefits Scheme prescription drugs in two small
areas in Australia.

Quality assurance

Under the auspices of AHMAC, the Institute surveyed all public
and private hospitals in Australia to establish the organisational
details and extent of their quality assurance activities. A report
will be presented to AHMAC in late 1988.




Continuing statistical collections

Labour force statistics

The Division has a contnuing program of analysing Census
information as it becomes available. The 1981 and 1986 Censuses
have been analysed for the composition and patterns of
employment for registered health professional groups. The Dental
Statistics Research Unit at the University of Adelaide, which is
supported by the Institute, also contributes to the development of
dental labour force statistics. '

Health expenditure information

The Institute gathers information on health expenditure in
Australia—the sources of funds, and the institutions and services
that are funded. The data are being reviewed, and the contents
and format of the Institute’s Australian Health Expenditure
publication will be revised in late 1988. The Institute also collects
and analyses information on health expenditure in other developed
countries.

Systems development
Much of the work on development of major systems is being
conducted under the auspices of AHMAC.

Taskforce on National Hospital Statistics and the

Development of a National Minimum Data Set

After the Hospital Utilisation and Cost Study was completed,
AHMAC established the Taskforce on Hospital Statistics to review
current health services collections and requirements for national
statistics, and to make recommendations on the development of a
national statistics system covering health and health related
institutions. Most of the Taskforce’s work was completed by
December 1987.

The Taskforce reported to the March 1988 meeting of AHMAC.
This meeting endorsed the development of a national minimum
data set which will include a list of information to be collected
and definitions of these items. The data set is to be developed by
the Institute in conjunction with the National Committee on
Health and Vital Statistics. The Institute will present a final report
to the first meeting of AHMAC in 1989.

National Core Labour Force Data Collection

At the request of AHMAC, the Institute is preparing a paper on
the development of a National Core Labour Force Data Collection.
The report is to be presented to the October 1988 meeting of
AHMAC.
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Uniform Statistics for Procedures in Medicine
The Institute is developing a system to produce uniform statistics
on procedures in medicine. This involves combining statistics from
hospital morbidity collections of the State and Territory health
authorities with staustics from the Health Insurance Commission.

HEALTH STATUS DiVISION

Major Functions

The Health Status Division monitors and reports on the health of
the Australian people. It collects and analyses national data on
the health of the population as a whole, with special attention to
certain groups. '

Overview of activities
The following is a listing of the Division’s major activities. The

" Division is involved also with two of the Institute’s external

activities—the Perinatal Statistics Unit at the University of Sydney
and the National Injury Surveillance and Prevention Project.

National Death Index

The Institute is working on a National Death Index, which was
agreed to by AHMAC in 1984. [t will provide at a single location
an index of all deaths that have occurred in Australia, It will

- give detaills of the individual—as recorded on the death

notification—and the certified cause of death. It will aid large-
scale epidemiological studies which involve either follow-up of
individuals to determine their vital status and, if dead, the cause,
or the idenufication of individuals certified 10 have died of a
particular cause,

National cancer statistics
The National Cancer Staustics Clearing House is a co-operative
undertaking of the Institute and the Australasian Association of
Cancer Registries (AACR). The Clearing House i1s being
established to provide national statistics of cancer incidence and
mortality, to assist the Registrars in following up individuals who
move interstate, and to facilitate epidemiological studies. The
Clearing House will begin from the 1982 incidence year. The
Institute has already received data from a number of the States.
An annual report on cancer incidence and mortality will be

. produced. A five-yearly in-depth review of national levels and

trends is planned also. The first report, Cancer in Australia 1982
{Giles, Armstrong and Smith), was published by the AACR and
the Instirute in 1987.




The Screening Evaluation Co-ordination Unit

The unit is responsible for the quanutative evaluation of breast
and cervical cancer screening pilot projects throughout Australia.
The evaluation encompasses epidemiological, economic, social and
behavioural aspects. SECU is also assisting in the development of
strategy options for national screening programs for breast and
cervical cancer.

Nosology

The National Nosology Reference Centre, which is the designated
contact point with the World Health Organization on matters
relating to the classification of diseases, is located in the AIH.
During the second half of 1987 it co-ordinated the Australian
response to WHO’s proposal for the 10th revision of the
International Classification of Diseases. The Reference Centre also
has a clearing house and educational responsibility.

Aboriginal health

The Institute has responsibility for the development of a national
system of Aboriginal health statistics under an agreement between
the Ministers for Health and Aboriginal Affairs and the Treasurer.
This will include the creation of a national Aboriginal health data
base, The Institute undertakes the co-ordination and secretariat
functions for the Working Party on Aboriginal Health Statistics
and supports State and Territory attempts to improve Aboriginal
health statistical collecion. Recently this included the
administration of a $300 000 Community Employment Program
grant to provide temporary research officers in each State and
Territory health authority.

The current and planned research undertakings include a
detailed study of Aboriginal fertility and mortality in the north
coast region of New South Wales, general monitoring of Aboriginal
mortality, including infant mortality, an assessment of tuberculosis
among Aborigines and an analysis of hospitalisation and disabilities
in the north coast region of New South Wales.

Jointly with the Australian Institute of Aboriginal Studies and
the Nauonal Health and Medical Research Council, the Unit
maintains an Abornginal Health Bibliography which is available
on-line from the Nauonal Library; a printed version will be
published soon.

Health differentials project

The Institute has embarked on a major study of levels and trends
in the heaith of the population. It is analysing differentials in
health to identify which groups should be the target of prevention
programs, and the reasons why some groups have better healh.
As well as a thorough review of the national and international
literature, and of potential Australian data sources, an extensive
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analysis will be undertaken of ABS data from the Australian
Health Survey, the Disability Survey and death data, and the
National Heart Foundation risk-factor surveys. The results of this
work were an important part of the 1987 Public Health Association
Conference on the theme of Just Health and were published in
Health Differentials for Working Age: Australians (Lee, Smith,
d’Espaignet and Thomson, AIH, 1987).

Surveillance of impairments, disabilities and handicaps

The Institute has funded a pilot project to demonstrate the
possibility of establishing surveillance systems for disabilities via
voluntary organisations and rehabilitation units. The pilot project
is to establish a national spinal injury disability surveillance system.
The National Council of Australian Council for the Rehabilitation

“of the Disabled (ACROD) is assisting by providing a research

officer to compile an inventory of data held by ACROD’s member
organisations.

HEALTH TECHNOLOGY UNIT

Major Functions

The Health Technology Unit promotes, undertakes and co-
ordinates assessments of new and established health-care
technologies, with particular regard to their cost effectiveness. The
Unit provides support for the National Health Technology
Advisory Panel (NHTAP), which is chaired by the Unit head.

Overview of activities

The Unit>s largest current project is the Magnetic Resonance
Imaging (MRI) Assessment Program, co-ordinated by the NHTAP
MRI Technical Committee. The Unit is analysing utilisation,
clinical and cost data collected from five MRI units installed in
teaching hospitals in Australia.

The NHTAP has recently completed reports on endoscopy,
oxygen concentrators, developments in lithotripsy technology,
mammography screening services and CT scanning. Reports on
NHTAP studies on gallstone lithotripsy, angioplasty, cardiac
imaging, high energy radiotherapy, digital radiography, isokinetic
dynamometry and computerised perimetry are being compiled.

The Non-laboratory Testing Committee of NHTAP has co-
ordinated trials of the use of dry chemistry pathology equipment
in hospital wards and general practices.




EXTERNAL ACTIVITIES

The Institute also provides funds for a number of activities
undertaken externally. At present, these comprise the National
Perinatal Statistics Unit at the University of Sydney, the Dental
Statistics Research Unit at the University of Adelaide and the
National Injury Surveillance and Prevention Project.

The Perinatal Statistics Unit

The unit collects national data on perinatal health and mortality,
and congenital anomalies. It also conducts epidemiological studies
in this field. The scope of its activities include analytical studies
of selected congenital malformations, Cesarean births and IVF
pregnancies as well as developing descriptive perinatal data systems
and a national congenital malformation monitoring system.

National Injury Surveillance and Prevention Project

In co-operation with other Commonwealth Authorities, the States
and the Child Accident Prevention Foundation of Australia, the
Institute is conducting a pilot project to demonstrate the use of
hospital based reporting on injuries as a basis for prevention
programs. It is aimed at identifying preventable injuries by the
use of detailed recording of the sequence of events leading to
injuries seen in accident and emergency departments in selected
hospitals in South Australia, Queensland, Western Australia and
New South Wales.

Dental Statistice Research Unit

The unit was established to develop the collection of information
and statistics on the dental labour force and on dental health
status. It is negotiating with the Dental Registration Boards in
States and Territories to gain access to relevant information. The
Unit will also gather information on the dental health status of
Australians.

<2

INSTITUTE COMMITTEES

The following standing committees assist the Institute in the
development of health-related information and statistics.

National Committee on Health and Vital Statistics

This former Committee of AHMAC is being transferred to the
Institute with the agreement of AHMAC and will, for the next
two years, continue to report to AHMAC as well as to the
Insurute. Its major functions are to:
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¢ assist the co-ordination of national health and vital statistics
from Commonwealth, State and Territory governments and
other sources; and

» advise the Insutute on matters relating to the priorities for,
status, of and action required for the development of national
health and vital statistics.

The Australian Institute of Health Ethics Committee
This Committee, which is being formalised, will review all

~ proposals for research to be undertaken by staff of the Institute,

as well as research projects initated or conducted externally which
seek access to data ‘held by the Institute or other forms of
assistance approved by the Institute. Its principal functions will
be to:
*» develop ‘criteria against which to assess the ethical standards
of proposed research projects;
» consider, in the light of the criteria developed, the ethical
implications of all projects referred to the Committee;
» advise the Institute whether projects satisfy these criteria;
¢ provide for surveillance of research projects until completion;
* maintain a register .of all applications submmed tc the
Committee for ethical review.

The National Health Technology Advisory Panel.
The functions of this committee have been explained in the
section on the Health Technology Unit.

References and further reading
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AIPIP[ENDI[X B

Instltutlonal serV1ces in
Australia

Origin of State differences

The history of each State since colonisation echoes through its
health system. Vicioria, established by free settlers, placed and
continues to place a greater emphasis on community involvement
in the organisation of health and welfare services than New South
Wales, which was run by naval governors for many years. Until
the 1970s, public hospitals and a number of welfare services in
Victoria were run by the Hospitals and Charities Commission.

Recent social and political factors also influence attitudes and
methods of services delivery. Events of the 1930s and 1940s saw
the Queensland Government committed to free access to public
hospitals and to medical services being provided by salarted and
sessionally paid medical staff. In the mid-1940s the Commonwealth
Labor Government sought to introduce a nanonal health scheme
which incorporated these features, With the defeat of that
Governmeni, all States except Queensland continued to apply
means tests to people seeking public reatment.

Geographic factors may also affect the delivery of health services.
The supply of hospital beds is much higher in country areas and
in large States with low population densities, than in the city
areas or in smaller States.

Philosophical differences have led to a diversity of services for
people with mental and intellectual disabilities, and the aged.

Whereas the national trends referred to in Chapter 7 are largely
reflected across individual States and Territories, there are often
significant differences in some specific areas which reflect history,
geography, politics and philosophy.

Current differences
The following outline has been drawn mainly from Mathers and
Harvey, AIH (1988). For further information, see Grant and
Lapsley (1987).

Hospital services in particular are characterised by considerable
diversity in organisation, structure and degree of integration with
other health care services. The States differ in the degree 10 which
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recognised public hospitals, public psychiatric hospitals, geriatric
hospitals and other specialised hospitals (such as dental, drug and.
alcohol) enjoy common and co-ordinated administration. There
are also variations in the size and level of service of the private

“sector. This_.diversity makes it difficult 10 compare the use and
. costs of ‘hospital- systems between the States and to interpret

differences.

Commonwealth hospital services
Hospitals of the armed services are organised separately from

"those of the Department of Veterans® Affairs, which operates a

repatriation general hospital (RGH) in“the capital city of each
State. These provide a full range“of medical, surgical and specialist
facilities. There are also three- smaller repatriation auxiliary
hospitals. The repatriation hospitals also contribute to each State’s
available services by treating civilian (community) patients where
possible. In 1985-86, community patients accounted for 18% of
total bed-days in repatriation hospitals. There were 0.76 million

. bed-days .in repamnation hospitals in 1985-86 and entitled

beneficiaries accounted for a total of 1.19 million bed-days in
repatnanon and acute hospitals in 1985-86.

A major review of the repatriation hospital system was carried
out in 1984 with a final report:(see the Brand Report} published
in June 1985. In 1986, the Governmert endorsed the report’s
major recommendatlons, mcludmg

* eligible veterans be given the choice of using the repatriation

hospitals or the State hospital system;

+ effective rationalisation take place between the repatnatlon

hospital system and the State hospttal systems;

¢ the two systems be ultimately integrated; and

* the RGH’s aim for an increase in occupied bed-days for

community patients reaching about 30% by 1990 and 40%
by 1995 in each hospital.

New South Wales

"The New South Wales Department of Heahh’s services and

functions are divided into 11 regions, each regional office having
considerable authority to administer health services.

The. Department has recently introduced area health services
under the Area Health Services Act 1986. They co-ordinate and

integrate hospital and community health services for defined

geographic areas, replacing separate managements in the major
urban areas of New South Wales (Sydney, Hunter and Illawarra).
Hospital boards remain in the rest of the State.

A dispute with the medical profession in 1985 resulted in .
considerable loss of services, especially certain specialties, in
metropolitan non-teaching hospitals. As part of the settlement of
the dispute, there was a substantial increase in the sessional rate




of remuneration for doctors in public hospitals and the availability
of modified fee-for-service in all but the teaching hospitals.

Private hospitals and nursing homes must be licensed subject
to the approval of the Secretary of the Department. Licensees are
required to comply with regulations as to structure, management
and inspection of premises. Applicauons for private hospital
licences are considered subject to a planning guideline of no more
than four acute beds per thousand population.

Victoria

The regionalisation of administration of health services in Victoria
was phased in from 1983 to 1986. Three metropolitan and five
country regions were established, each containing district health
councils representing about 100 000 people. The Councils are
responsible for monitoring health services available in the district
and adwvising the regional directors.

Executive responsibility is in the hands of the regional directors,
who have authority over all day-to-day activities of the Health
Department .including budget, staff and capital works. The
provision of .public hospital services and roles is determined
regionally. The State’s public hospitals are largely independent in
day-to-day operation under hospital boards of management which
negotiate agreements with regional directors. These boards can
authorise the short-term opening or closure of wards, enter into
contracts with’ private enterprise, and determine staff levels and
mix of staff within their total budget and staff/patient ratios.
Departmental approval is required for major capital works,
introduction of new services or long-term closure of services.

Hospital agreements are currently being negotiated between
the Health Department and each health care facility. As of early
1987,.agreements had been signed with four major hospitals. The
agreements specify services that are to be provided within a given
budget.

Public hospitals may use private hospital facilities and lease
beds in private hospitals. These arrangements are made at hospital
level by the board of management.

Psychiatric_services are controlled by the Department.

Queensland -

All aspects of Queensland’s provision of public health, hospital
and medical services are under the control of the Department of
Health. It directly controls three psychiatric hospitals and two
alcoholism rehabilitation clinics.

The recoghised public hospitals are arranged in 12 nominal
regions, each with a base hospital. The hospirtals in each region
are grouped into districts, each of which is administered by a
district hospitals board. There are 61 hospitals boards controiiing
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138 hospitals, 27 outpatient clinics and 21 nursing homes
throughout the State. The Queensland Radium Institute, with
headquarters at Royal Brisbane Hospital, provides free
radiotherapy treatment at major hospirtals in Queensland.

There are numerous small hospitals ‘and outpatient centres in
rural Queensland. Medical services are provided by resident
medical superintendents who have private practice rights, visiting
medical staff and the Royal Flying Doctor Service.

Queensland has had a free public hospital service without means
test since 1944, The honorary system was abolished in 1944 and
replaced by a sessionally paid.service. The Queensland hospital
service has thus differed substantially from those of other States
for some time and has developed a strongly centralised
administration. -

The Department has a strong degree of control over hospital
boards, particularly over budgets, staff levels and provision of
specialist services. The Departmient and the Commonwealth Grants
Commission believe this is a major factor for Queensland public
hospital costs being considerably lower than those of the other
States and Territories. ;

The proportion of medical services provided by salaried rather
than wisiting medical officers i1s higher than in the other States.
Visiting medical officers are paid on a-sessional rather than fee-
for-service basis. Admission procedures are said to be stricter than
in other States because of screening of patients by hospital doctors.

Private hospnals and nursing homes are licensed subject to
annual renewal and inspected periodically by departmental officers.

Western Australia
The previous Departments of Public Health, Mental Health and
Hospital and Allied Services were amalgamated into the Western
Australian Health Deparument from 1 July 1984. Many of the
public acute hospitals are controlled directly by the Department,
although the major metropolitan public hospitals have their own
boards of management. The Alcoho! and Drug Authority remains
a separate statutory authority operarning two small hospitals.

Western Australia has a geographically dispersed population
and a relauvely high proportion of Aborigines. Because of the
lack of regional centres of sufficient size and the difficulty of
attracting specialist staff to rural centres, all superspecialty and
most specialty services are confined to the metropolitan teaching
hospitals. Western Australia is the largest State and rural hospitals
are often hundreds of kilometres apart. This means that patients
are often required to travel considerable distances for treatment
and that hospitalisation is often the only feasible option.

Private hospitals are licensed through the Commissioner of
Health and the State controls bed numbers, patient numbers,
staffing and facility standards.-.




South Australia

The South Australian Health Commission is responsible for
hospitals, mental, dental and community health, and a wide range
of other health services. It is also responsible for licensing private
hospitals. Local boards of health are responsible for licensing rest
homes and nursing homes.

The original Health Commission Act envisaged regionalisation
of commission activities. Instead, in 1982, a system of sectorisation
was introduced as a more viable method of decentralising
administration. Sectors have now been abolished. Public hospitals
are autonomous in the sense that they have independent boards
of management with their own constitution. They are given global
budget allocations by the relevant Sector Offices of the Commission,
which also oversees administration and funding.

The Uhrig (1986) review of metropolitan hospirtals recommended
that the metropolitan hospital system be integrated under a single
metropolitan hospital board and that planning and budgeting be
performed in relation to clinical programs and hospital support
services rather than individual hospitals. A program-based funding
allocation model is being investigated with the intention of adopting
it for all major hospitals for the 1987-88 financial year. It 1s
intended to introduce activity-based funding and co-ordinated
clinical programs for all metropolitan hospitals by 1991-92.

Tasmania

Three bodies administer Tasmania’s health services: the
Department of Health Services, the Tasmanian Ambulance Service
and the Mental Health Services Commission. The Department
administers public acute hospitals and other public health services.
Hospitals are administered by hospital boards of eight to 10
people, five of them appointed by the Minister.

Royal Hobart Hospital is the major teaching hospital for the
State and provides State-wide superspecialty services. Launcesion
General Hospital is a regional base hospital and there are two
area ‘base hospitals on the north-west coast. District hospital
services are provided in most of the significant population centres
and district nursing centres are maintained in smaller population
centres.

Private hospitals are controlled in relation to bed numbers,
physical facilities and staff levels under the provisions of the
Hospirals Act 1918.

Northern Territory

Health services became the responsibility of the Northern Territory
Government on 1 January 1979. The Territory’s Department of
Health and Community Services operates five public hospitals—the
Royal Darwin and Alice Springs hospitals provide specialist referral
services for the three smaller hospitals.
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The Northern Territory has a much smaller private health
sector than the rest of Australia. Royal Darwin Hospital has
allocated 60 beds for private use, until the Territory’s first private
hospital is opened in the second half of 1988. There are no
psychiatric hospitals.

Because the populaton is widely dispersed, Government services
in each of the five health regions are designed as integrated area
health services with the focus on each tegional hospital. Primary
health care is provided by Aboriginal health workers, rural
community health nurses and district medical officers. Larger rural
centres have resident nursing staff and community clinics some of
which are equipped for short-term inpatient care. The larger
remote centres are also visited by some specialists. The Department
and rthe Royal Flying Doctor Service operate aircraft for patient
transport. The Northern Territory Health Aerial Medical Service
provides emergency cover to remote areas, including large areas
of South Australia and Western Austraha.

Aborigines, who comprise approximately 22% of the Territory’s
population, accounted for 35% of admissions 1o hospitals and 48%
of bed-days in the year ended October 1987. Patterns of Aboriginal
sickness and disease differ considerably from those of non-
Aborigines, with a much greater prevalence of infectious diseases,
respiratory diseases, and injuries and poisoning {sce Chapter 6).

Australian Capital Territory

The ACT has four public hospitals, two of which are run by the
ACT Community and Health Service (ACTCHS) and provide
major regional referral services, mcludmg specialist chnics. The
other wo are administered by private non-profit organisations
and are deficit-financed by the Commonwealth. The ACTCHS
determines overall bed planning and services, and approves staff
numbers and conditions. There are two private hospitals.

The ACT hospital systemn suffers from substanual diseconomies,
because of an excess of total hospital beds and because 1t provides
comprehensive specialty services to a relatively small population
{estimated at 400 000 to 500 000 including surrounding New
South Wales catchment population). Two of the four public
hospitals are major base hospitals compared with one in five in
New South Wales.

ACT hospitals provide substantial hospital and specialist referral
services to surrounding regions of New South Wales, In 1985-86,
New South Wales residents accounted for about 25% of bed-days
in ACT public hospitals. ACT residents are referred to Sydney
teaching hospitals for certain superspecialty services. In 1985-86,
these referrals corresponded to 2% of total bed-days in ACT
hospitals.
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APPENDIX

QualityY assurance

L

Although stringent accreditation processes exist for most health
care practitioners, once these have been met and a licence to
practise has been gained, few health professions have formal
programs to ensure that a high standard of care is maintained.
By and large, the provision of consistently high quality care is
left to individual practitioners and to pressure from peers and
(more recently) from consumers.

At the second stage of contact berween the public and the
health system, in hospitals, the same situation has existed. Re-
cently, however, there has been a growing interest by State and
Territory Governments in the procedures by which their hospitals
maintain quality of care, and many programs have been estab-
lished to develop some guarantee of quality care {quality assur-
ance). Private hospitals are also showing strong interest.

A voluntary accreditation scheme for hospitals has operated
since 1974, but it was not until 1987 that standards for quality
assurance were formulated. It has been traditional for teaching
hospitals to monitor various aspects of the quality of their services,
but their methods and standards have usually been hospital-
specific. Moreover the effectiveness of this monitoring has rarely,
if ever, been evaluated.

The Australian Institute of Health has conducted a national
survey of quality assurance in public and private hospitals (Ren-
wick and Harvey, AIH, 1988). Of the 74% of hospitals which
replied, 70% said that they had undertaken some form of quality
assurance in the preceding two years. How effective these activi-
ties were in ensuring high quality care is still to be examined.

Good patient records are essential for quality assurance and
while these featured as one of the most frequently reviewed
haspital resources, their incompleteness meant they were one of
the biggest problem areas.

One other frequently reported difficulty was the lack of re-
sources for quality assurance activities, This raises some important
questions:

e Does the problem lie in attitudes acquired during training or

in the pressure resulting from inadequate resourcing?
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* When staff/patient ratios are calculated by administrators, is
allowance made for documentation and review?

* Is the actual provision of care the only vital part of a health
professional’s duty, or is willingness to be held accountable
for that care equally essential?

" References and further reading

Renwick, M. and Harvey, D. R. (1988) Report of the quality assurance
survey. Australian Institute of Health, Canberra.
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Glossary

Aborigine/Torres 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).

ABS. Australian Bureau of Statistics.

acute hospitals. See hospitals and other health-care institutions.

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

ADEC. Australian Drug Evaluation Committee.

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

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

age standardised. 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 (Last 1983},

AHS. Australian Health Survey (conducted periodically by the
Australian Bureau of Statistics).

AIDS. Acquired Immune Deficiency Syndrome,

AIH. Australian Institute of Health.

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 separations.

bed-day. The occupancy of a hospital bed by an inpatient for up
to 24 hours.

bulk bill. A doctor who bulk bills regularly sénds the bill for some
or all his/her patients direct 10 Medicare.

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

cardholder. Hoider of a pensioner heaith benefit or a health care -
card. Health care cards are issued to low-income earn-
ers—including the unemployed and special beneficiaries and
certain recipients of sheltered employment and rehabilitation
allowances—entitling them to receive a range of pharmaceuti-
cals at a concessional contribution rate of $2.50 an item.
Pensioner health benefit cards are issued to social security and
age pensioners on limited incomes, entitling them to receive a
range of pharmaceuticals free on prescription, as well as non-
heaith benefits.
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chronic. Persisting over a long period (Dorland’s 1965).

Congalton scale. Allocates people 10 one of four social classes
based on the prestige of their occupations.

crude death rate. Number of deaths in a specified period per
thousand total population.

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

cumulative rate per cemt. Cumulative rate expressed as per cent.

diagnosis related group (DRG). A means of classifying hospital
patients to provide a common basis for comparing cost effec-
tiveness and quality of care across hospitals. 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 chinical information. Each DRG rep-
resents a class of patient requiring similar hospital services.

disability. Any restriction or lack (resulting from an impairment)
of ability to perform an activity in the manner or within the
range considered normal for a human being.

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

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

episode of care. The time between the formal admission to hospital
and discharge, transfer to another health institution or death. If
a patient is readmitted 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 volume, female persons of any age.

fertility rate. See age specific feruility rate.

handicap. A disadvantage for a given individual, resulting from
an impairment or disability, that limits or prevents the fulfill-
ment of a role that is normal (depending on age, sex, and
social and cultural factors for that individual).

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

health maintenance organisation. An organisation which accepts
contractual responsibility to provide a range of health care
services to a voluntarily enrolled population of members in
exchange for a predetermined advance payment of a premium
by members or a third party (e.g. government or employer).
The amount of payment made by (or on behalf of) each




member is not affected by the frequency, extent or kind of
health services he or she requires.
health promotion. Education to improve health and prevent illness.
health. Several definitions are discussed in Chapter 2.
HIV. Human Immunodeficiency Virus, the virus which causes
AIDS.
hospitals and other health-care institutions.
acute hospitals, Public hospitals, repatriation hospitals and private
acute hospitals which provide services predominantly to
inpatients with acute or temporary ailments; the average stay
per admission is relatively short.
hostels. Residential establishments for aged or disabled persons
who cannot live independently but do not require nursing
care. Hostels may receive Commonwealth subsidies.
nursing homes. Institutions which are recognised by the
Commonwealth Government and provide long-term care
involving regular basic nursing care to chronically ill, frail or
disabled persons. In practice they cater mainly for the aged.
They are owned primarily by private organisations, of which
about half are profit seeking. Many receive some form of
Commonwealth funding.
private hospitals. Privately owned and operated imstitutions
approved by the Commonwealth Department of Health for
the payment of a bed-day subsidy during 1985-86 financial
year. 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.
psychiatric hospitals. Institutions which provide free treatment
and care for inpatients with psychiatric, mental or behavioural
disorders. In Australia they are almost entirely State operated.
Where possible, institutions for non-acute drug dependence,
developmental and intellectual disability are excluded from
this category. This cannot be done consistently for all States.
(See Mathers and Harvey, AIH (1988) Volume 2, Section
3.2, for details.)
public hospitals. Hospitals controlled by State and Territory
health authorities which provide acute care and are listed in
Schedule C of the Medicare Agreements. They provide free
shared-ward accommodation for all who require it and free
treatment there by a hospital-appointed doctor. In addition
they provide, to those who are prepared to pay for it (e.g.
through private insurance), private ward accommodation and
the doctor of choice. Thus public hospitals service much
private medical practice as well as public. There are variations
between States in the definition of public hospitals. (See
Mathers and Harvey, AIH (1988) Volume 2, Chapter 3.)
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publicly funded hospitals. In this volume, denotes recognised
public short-stay hospitals, repatriation hospitals and public
psychiatric hospitals.

repatriation hospitals. Acute care hospitals run by the
Commonwealth Department of Veterans’ Affairs originaily
set up to provide hospital weatment for eligible veterans and
their dependants at Commonwealth expense.

incidence. The number of instances of illness commencing, or of
persons falling ill, during a given period in a specified population
(Last 1983).

incubation period. The time interval between invasion by an
infectious agent and the appearance of the first sign or symptom
of the disease in quesuon {Last 1983).

infant death. Death of an infant within a year of birth.

infant mortality rate. Number of infant deaths per thousand live
births.

infectiousness. A characteristic of the disease that concerns the
relative ease with which it is transmitted to others {Last 1983).

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 multple
births.

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

IPD1 deflator. Index used to adjust institutional health costs 1o
allow for inflation. It is the ABS implicit price deflator for
government consumption expenditure on health, social security
and welfare. '

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. Less than 2500 grams.

male. In this volume, male persons of any age.

man. In this volume, adult male,

maternal  direct deaths. Deaths resuling from obstetric
complications of the pregnant state. See also total maternal
deaths. -

Medicare Benefits Schedule. A compilation of the professional
medical services which are subject to the payment of benefits
by Medicare against expenses incurred by Australian residents.
The Schedule is determnined by regulation. Known before
Medicare as the Medical Benefits Schedule. The Schedule fee
1s 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 2 maximum fee.




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

mortality. Death. '

neonatal death. Death of an infant within 28 days of birth.

neonatal mortality rate. Number of neonatal deaths per thousand
live births.

NH&MRC. National Health and Medical Research Council.

nursing home. See hospitals and other health care 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.

PBS. Pharmaceutical Benefits Scheme.

perinatal death. Stillbirths (fetal deaths) plus neonatal deaths.

perinatal mortality rate. Number of perinatal deaths per thousand
total births.

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

postneonatal mortality rate. Number of postneonatal deaths per
thousand live births.

potential years of life lost. Number of potential years of hfe lost
in a population as a result of premature death.

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

private hospital. See hospitals and other health-care institutions.

psychiatric hospital. See hospitals and other health-care institutions.

public health. One of the efforts organised by society to protect,
promote and restore the people’s health. It is the combination
of sciences, skills and beliefs that are directed to the maintenance.
and improvement of the health of all the people through
collective or 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
acuvities change with changing technology and social values,
but the goals remain the same: to reduce the amount of disease,
premature death, and disease-produced discomfort and disability
in the population. Public health is thus a social institution, a
discipline, and a practice (Last 1983).

public hospital. See hospitals and other health-care institutions.

publicly funded hospital. See hospitals and other health-care
institutions.

purchasing power parities. Indexes of relative national price levels.
They measure how prices in one country compare with prices
in another at a given time.
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quality adjusted life years (QALYs). A measure of the outcome
of actions (either individual or treatment interventions) in terms
of their health impact. If an acton gives a person an extra year
of healthy life expectancy, that counts as one QALY. If an
action gives a person an extra year of unhealthy life expectancy
{partly disabled or in some distress}), it has a value of less than
one. Death is rated at zero.

guality assurance. The process of providing, through a range of
mechanisms, a credible guarantee that the quality of health
services 1s at an optimum standard in the particular circumstance.

real cost. Cost expressed in terms which have been adjusted for
inflation (e.g. in 1984-85 dollars). This enables comparisons to
be made between expenditures in different years.

recurrent expenditure. Expenditure which recurs continually or
very frequently (e.g. salaries). It may be contrasted with capital
expenditure, such as the cost of hospital buildings and diagnostic
equipment, for which the expenditure is made infrequently.

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

repatriation hospital. See  hospitals and other health-care
institutions.

risk factor. An auribute 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 {Last
1983). ‘

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

Schedule fee. See Medicare Benefits Schedule.

separation (or discharge). Occurs when an inpatient leaves hospital
to return home, transfers 1o another institution, or dies.

separation rate. The number of separations in a year per thousand
total population,

sex ratio. Number of events occurring 1o males in the population
divided by the number of similar events occurring to females
in the same population.

singleton birth. An offspring born singly; not a twin or one of any
multiple pregnancy.

STD. Sexually transmitted disease.

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

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

symptom. Any functional evidence of disease or of a pauents
condition (Dorland’s 1965).

Torres Strait Islander. See 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.

total maternal deaths. Direct deaths plus indirect deaths (those
resulting from pre-existing disease or disease that developed
during pregnancy but not due to direct obstetric causes).

WHO. World Health Organization.

woman. In this volume, adult female.

yaws. An infectious disease carried by bacteria which enter through
cuts and abrasions. It is transmitted mainly from person to
person, although flies could possibly be vectors. If left untreated,
yaws destroys skin and bone in its late stages.

$ denotes the Australian dollar, unless otherwise indicated.
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