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Welcome to the sixth edition of Australia’s Health, the two-yearly summary of
information on health in Australia. It is now regarded as Australia’s most authoritative
source on patterns of health and illness, the supply and use of health services, and their
cost and performance.

The present edition reports specifically on Australia’s five national health priority areas:
cancer control, cardiovascular health, injury prevention and control, mental health and
diabetes.

Australia’s Health 1998 continues to report Australia’s high health status overall, but also
continuing poor Indigenous health and the lower health status of people living in rural
and remote areas.

Australia’s Health and its companion, Australia’s Welfare, are the cornerstones of
information on current health and welfare issues in Australia. The Institute is required
by law to produce these reports every 2 years, as part of its mission to inform
community discussion and policy debate on health and welfare issues in Australia. The
Institute intends to keep these publications at the forefront of its work, so that public
debate can take place against a background of factual and objective information.

Health and health care is always the subject of vigorous debate in Australia. Some
commentators argue that Australia’s health services are of very high quality by world
standards and are accessible to those who need them. Others express concern about
waiting time, about the frequency of quality lapses, or whether current practice is
sufficiently based on scientific evidence. There is debate about the role and
relationships between institutional and community-based services and about the
contribution of public health action. Arguments about who should pay are always part
of these debates. These matters are as pertinent to individual consumers as they are to
health professionals, planners and purchasers, funders and service providers.

Australia’s Health cannot of itself deliver answers on these issues. But the facts it
contains hopefully will be equally useful to all parties and so make a major contribution
to ‘healthy” debate.

The 1998 edition is the product of the hard work of many in the Institute and some from
other organisations. My thanks to all of them. Tony Wood, as editor, had the task of
bringing the many contributions together and deserves special thanks.

Richard Madden
Director
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Australia is one of the healthiest countries in the world and Australians are becoming
even healthier. This is shown by declining death rates, increasing life expectancy, a low
rate of life-threatening infectious diseases and, for most people, ready access to health
care when needed. But there is still room for improvement; good health is not enjoyed
by all, and the health of Aboriginal and Torres Strait Islander peoples is poor by any
standard.

This first chapter discusses what health is, what determines it, and the need for good
information on the causes and patterns of health and illness in the community.
Chapter 2 outlines how long Australians live, the major diseases they die from, illnesses
reported and levels of disability and handicap. In chapter 3, the health and ill-health of
special populations are discussed. Chapter 4 looks at the actions taken and progress
made in improving the health of Australians in the priority areas of cardiovascular
health, cancer control, injury prevention and control, mental health and diabetes
mellitus. Chapter 5 focuses on other diseases and risk factors that are amenable to
public health action. The cost of health services, employment in the health industry, and
the provision and performance of institutional health services are examined in
chapter 6. Chapter 7 discusses the question of access to and use of hospital, medical and
other health services. The final chapter looks at current developments in health infor-
mation, and identifies some of the gaps and deficiencies in health statistics.

A wide range of statistical tables is included after chapter 8. These tables include data
on population and fertility as well as health-related information. Many of the tables
provide time series information, as well as comparing Australia with other countries.
Tables have also been included for some of the figures in the report, for the benefit of
readers who may wish to examine the data in more detail.

What is health?

In 1946 the World Health Organization (WHO) defined health as ‘a state of complete
physical, mental and social well-being and not merely the absence of disease or
infirmity’ (WHO 1946). This definition remains widely used. It emphasises health as a
positive experience and places it in a broad social context.

Concepts and measures of health vary depending on the frames of reference used by
consumers, different groups of health professionals, health economists and others
(Noack 1997). Biomedical concepts of health are concerned with the biological processes
of health and ill-health. Clinical and epidemiological approaches consider mainly death,
disease, disability, life expectancy, and years of healthy life. The social sciences focus
more on social, emotional and material wellbeing as well as the quality of life. Some



measures are of everyday factors, such as whether people feel good, energetic or
resilient. The understanding and measurement of health, therefore, needs to take
account of the processes of disease, the management of illness, and the many factors
which lead to improved health and wellbeing.

People can often feel perfectly fit and well despite underlying disease processes that
will in time show up dramatically, and often suddenly, as serious illness such as heart
attack or cancer. The factors that often play a major role in these processes, such as
cigarette smoking and high blood cholesterol, are known as risk factors because they
increase the risk of certain diseases. For these reasons many experts now see a truly
healthy person as one who is not only symptom-free but also free of those risk factors
that can be quietly “hatching’ disease. However, as discussed below, health is ultimately
determined by many factors, not just physiological and behavioural risk factors.

Despite the broad context of health described above, much of the information available
(and reported in this volume) is concerned with ill-health. This reflects the difficulty of
measuring such concepts as ‘wellbeing” and ‘quality of life’.

What determines health?

Ideas about what determines health owe much to the evolution of epidemiology —the
study of the causes and distribution of health and illness in populations. Epidemiology
arose in the seventeenth century from a concern to improve public health and to reduce
inequalities in mortality across society (Susser & Susser 1996). In the nineteenth century,
the Sanitary Movement in England drew attention to the toll of sickness and death
linked with industrial and urban living. Advances in microbiology led to the single-
cause germ theory of disease, which dominated medical and public health sciences well
into the twentieth century. The rise of chronic diseases in modern times forced a
departure from the specific-cause model of the germ theory.

A multicausal framework is now generally used to explain population patterns of
health and disease, sometimes referred to as the “‘web of causation” (Krieger 1994). Some
twenty years ago, a major Canadian government report depicted disease as an outcome
of the interaction of human biology, lifestyle and environmental factors, as well as being
modified by health care (Lalonde 1974). An analysis of factors contributing to the
10 leading causes of death in the United States attributed 50% of premature mortality to
unhealthy behaviour and lifestyles, 20% to human biology, 20% to the physical
environment and 10% to inadequate health care (Centers for Disease Control 1977).

Syme (1986) noted that there was a graded association between socioeconomic status
and a range of health outcome measures. He suggested the need to consider environ-
mental risk factors in understanding the causes of disease, and that these factors should
be built into prevention programs. Psychological, cultural, educational and economic
factors are important elements of the social environment for health and disease.
Occupation, sex, marital status, major life events, social networks and social support are
some of the other important related aspects. Health and economic wellbeing are related
in that economic prosperity generally contributes to the health of the population.

The Ottawa Charter (WHO 1986) reflected these developing views by emphasising the
need for broad health promotion strategies to improve the physical, social and
economic environment. It recognised that for public policy to have the best influence on



health, action was needed from a range of sectors, not just the traditional ‘health
systems’.

The Ottawa Charter also recognised that the capacity of individuals to alter their
behaviour is greatly influenced by social and cultural factors. One of the health
promotion strategies suggested was to help individuals develop personal skills to
exercise more control over their own health and environments and to make healthy
choices.

Figure 1.1 presents a simple model of health.

Determinants of > Health and wellbeing
health 7y yy

Environmental
Physical Disease Disability Resources
Chemical Impairments (functional (inputs)
Biological Symptoms | limitations) P
Social Injuries d Information
Economic Financial
Cultural T T Material
Political Human
individual Interventions
Genetic contribution . .

. ) — Prevention and health promotion 4—|
t\.tftltutdles an;lbberlile@ Treatment and care

iestyle and behaviour Rehabilitation

Risk factors

Figure 1.1: A conceptual framework for health

Large changes in global health patterns and technology (particularly in molecular
biology and information technology) have broadened thinking about health even
further (Susser & Susser 1996). Krieger (1994) proposed an ‘ecosocial’ framework that
integrated biomedical and social approaches to understanding health. It was recognised
that combating new infections such as HIV (human immunodeficiency virus) need
efforts on many fronts, from research on the infecting agent and processes at the
molecular level, to the behaviour of individuals and the societies they live in, through to
the interactions among societies on a global scale. Developments in global communica-
tions, which provide instant access to health and social data stored around the world,
have opened new possibilities for understanding and controlling disease, subject to
privacy safeguards.

Implications for interventions

A better understanding of the determinants of good health has widened the scope for
improvement. Rather than simply responding to immediate needs, it is now possible,
through health promotion and control of risk factors, to ensure sustainable improve-
ments in health and a better quality of life—at least for the population as a whole.



Chapter 4 looks at developments and progress in those areas of public health chosen as
priorities for action. For maximum improvements, the health sector must develop
partnerships with a wide range of other sectors to develop health-related activities that
ensure the best use of limited resources. It must also ensure that other sectors take into
account the possible health impact of their decisions.

Reorienting health care services along these lines remains central to public health
policy. Australia’s approach to the planning and delivery of health care is changing.
Governments are faced with growing demands on treatment and care services.
Population growth and ageing, the introduction of new technologies, uneven distri-
bution of doctors, changing patterns of medical practice and patient expectations are all
affecting service supply and demand. Responses to these pressures, such as the intro-
duction of output-based funding for hospitals in some States and coordinated care
trials, have tried to achieve efficiency gains without compromising the effectiveness of
health care for individuals.

Also, since much illness and injury in the community is potentially preventable, it is a
major challenge to develop approaches that get the right balance between treatment
and prevention when allocating scarce resources within the health system.

Since the 1980s, Australia has implemented a series of national public health strategies
and programs to tackle health problems in society, including HIV/AIDS, breast and
cervical cancer, alcohol, tobacco and illicit drugs, immunisation, and mental health.
These programs have involved a broad range of stakeholders (in both the health sector
and the broader community) and have focused on health outcomes as a measure of
their effectiveness. The discussion paper Health Australia (NHMRC 1995) has suggested
the key factors in the success of these strategies are technical capacity, policy and
strategic direction, and supportive structures. These lessons now need to be applied
across the whole of the public health system.

Ultimately, a strong partnership between public health and clinical medical care is
necessary to achieve and maintain the best health status of the population. Public health
can help the health of all people, including those in medical care. Similarly, medical care
has an important role in all aspects of prevention that operate at the individual level.

Reliable information on the determinants of health, the causes of ill-health, and the
patterns and trends of health and illness in populations is fundamental to developing
effective health policies and programs. In the area of public health, information is
required to:

* monitor trends in the health and wellbeing of the community;
* help determine priorities for public health initiatives;
* identify emerging issues that require action;

* contribute to the design (or re-design) and management of public health activities;
and

e monitor the effects of those activities.



Public health information is required for a range of target populations and to cover both
population health activities and clinical medical care (especially primary health care).
Valid and reliable data on prevalence, trends in a range of health outcomes, behavioural
and environmental risk factors, and quality, cost and effectiveness of strategies are
needed to support effective health system development as well as to further the broad
research and development effort (WHO 1996).

Later sections of this report use health information to indicate the effectiveness of some
of the public health strategies. For example, there has been a continuing decline in the
death rate for cardiovascular disease associated with improved blood pressure levels
among the population and a fall in smoking rates. There have also been declines in
death rates for lung cancer among males and colorectal cancer among both males and
females. The effectiveness of injury prevention and control programs is shown by the
continuing decline in the injury death rate.

However, information also shows areas where further action is required. For example,
more Australians are becoming overweight, smoking among young adults remains at a
high level, suicide among young males is about three times the rate in 1960, and higher
rates of childhood immunisation are required to achieve population immunity. Also,
little progress has been made in reducing the gap between the health of Aboriginal and
Torres Strait Islander populations and other Australians.

A national partnership approach to public health information is being established in
Australia. This is a collaborative arrangement between the Commonwealth and the
States and Territories, whereby data are collected in a standard way and pooled to
produce national information. A nationwide linking of public health information with
that in personal health care would also provide a more strategic approach to public
health. The likely benefits of a national approach include greater:

* capacity to describe national public health problems and take concerted national
action;

* capacity to produce national information, and comparable State and Territory
information;

* capacity to observe and respond to emerging public health problems;
* pooling of information on rare events for epidemiological analysis;
* sharing of expertise across jurisdictions; and

* consistency and better coordination in tackling public health issues.
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Over the past 5 years there were approximately 125,000 deaths each year in Australia.
As Australia’s population continues to grow and to age (12% were aged more than
65 years in 1996), the numbers of deaths each year are expected to increase over the next
several decades. The pattern of these deaths in terms of cause, age, sex, population
group and geographical distribution, and their resource and community impact is of
interest to epidemiologists, health care personnel, and those working in health and
social policy, planning and administration.

Mortality is one of the best known measures of health or ill-health in the community,
and certainly the most widely available. Comparing mortality across population and
disease groups, nationally and internationally, helps answer questions such as: is the
mortality rate in one place lower or higher than in another?, is life expectancy in one
population group better or worse than in another?, is the risk of this disease increasing
or decreasing? However, mortality data do not answer questions directly about disease
incidence or severity or quality of life before death, but do, nevertheless, provide a basis
for investigating these issues. Often, mortality data are the only national information
available on particular diseases due to their rarity, or the inability of the health infor-
mation system to capture adequate diagnostic information at a reasonable cost.

Mortality patterns

Of the 128,719 deaths recorded in Australia in 1996, 68,206 were males and 60,513 were
females. For as long as mortality data have been collected in Australia, male mortality
rates have exceeded the female rates. For example, in 1921 males had a mortality rate
19% higher than females, and in 1996 this differential was 38%, having peaked in the
early 1970s at approximately 40%. The difference in mortality rates can be explained by
the differential impact of the various causes of death on each of the sexes.

Deaths of people aged 70 years and over account for 69% of all deaths, 21% occur at
ages 50-69, 8% at ages 20-49, and 2% at ages less than 20 years. The sex difference is
most marked in the age group 20-49, where the age-specific rate in males (166 per
100,000) is over twice that in females (77 per 100,000 population).

The major causes of death may be categorised in various ways. They are coded
according to the International Classification of Diseases (WHO 1977) system, and can be
grouped on the basis of similar disease groupings (e.g. infectious diseases or cancer), or
may be disaggregated into specific disease entities (e.g. tuberculosis or breast cancer).
Using the specific disease entity classification, five major causes of death stand out:
ischaemic heart disease, cerebrovascular disease (stroke), lung cancer, chronic
obstructive pulmonary disease, and colorectal cancer. These five causes of death affect
both men and women. To these can be added the two most common sex-specific causes



of death —cancer of the prostate in males and cancer of the breast in females. Together,
these seven causes accounted for approximately half of all deaths in Australia in 1996.

It is important to note that although these causes are the most common overall,
different causes of death are relatively more common in certain age groups. For those
aged 50 years and over, the most common causes of death are generally the same as for
the total population. However, causes of death in the younger age groups are signifi-
cantly different. Suicide, ischaemic heart disease, motor vehicle accidents, drugs of
dependence and breast cancer are the major causes of death in those aged 20-49. For the
adolescents (15-19 age group) deaths from suicide and motor vehicle accidents are the
most common. For children aged between 1 and 14 years, motor vehicle-related deaths,
drowning, congenital anomalies and brain cancers are the most important. Infant
deaths (aged less than 1 year) are comprised mostly of deaths attributable to congenital
anomalies, complications of low birthweight and sudden infant death syndrome.

Trends in death rates between 1987 and 1996 for the most common causes of death
indicate the following;:

* Ischaemic heart disease has continued its steady decline which began in the late
1960s and is currently declining at 3.6% per annum for males and 3.5% for females. In
1996 the mortality rate was 196 per 100,000 population for males (down from a peak

Box 2.1: Comparing death rates

Statistics relating to deaths are sometimes presented as crude death rates, that is, the
number of deaths in a year divided by the number in the corresponding population. For
example, the crude death rate in Australia in 1996 was 700 per 100,000 population.

Since the risk of dying varies greatly with age and sex, even small differences in the age
and sex structure of populations may affect comparison of crude death rates. One way
around this difficulty is to compare age-specific death rates, that is, mortality at
particular ages for each sex, but this means that a separate comparison has to be made for
each of many age and sex groups.

Age-standardised death rates are summary measures that allow comparison of
populations with different age distributions, either different populations at the same time
or the same population at different times. They are usually presented separately for males
and females.

For comparisons of Australian death rates over time, rates have been standardised to the
Australian population at 30 June 1991 (ABS 1993a). AIHW and ABS have agreed to
adopt this as the national standard until population estimates for 2001 become available.
The standard used in Australia’s Health 1996 was 30 June 1991, whereas the 1992 and
1994 editions used the population at 30 June 1988 as a standard population for Australian
death rates. Although rates in this publication cannot be directly compared with those in
the 1992 and 1994 editions, the differences generally are small.

The WHO European standard population (\WHO 1995) has been used for calculating age-
standardised rates for international comparisons, as it was in previous editions of
Australia’s Health.



of 497 in 1968) and 106 per 100,000 for females (down from a peak of 250 in 1968). The
gap between the sexes in 1996 was the smallest it has been in the last 10 years. This
decline in mortality rates is believed to be due both to prevention, notably the fall in
smoking rates and the control of blood pressure, and to improved management of the
disease through the use of anti-hypertensive drugs and other medical interventions.

Cerebrovascular disease (stroke) has also shown a steady decline from its peak in the
late 1960s, and is currently declining at a rate of approximately 2.8% per annum in males
and 3.0% in females. In 1996 the mortality rate was 66 per 100,000 population for males
and 58 per 100,000 for females. This decline in mortality rates reflects the continuing
success of health promotion messages relating to blood pressure management through
anti-hypertensive drugs and a reduction in smoking levels (Hankey 1997).

Lung cancer mortality rates in males appear to have peaked in the early 1980s (69 per
100,000 population) and then fell to their lowest point in 1996 (55 per 100,000),
equivalent to rates experienced in the late 1960s. The recent decline has been at a rate
of 1.9% per annum. The trend in mortality rates for females is one of consistent
increase (3.4% per annum) with the highest rate occurring in 1996 (19 per 100,000),
having doubled since 1975. The largest increases in mortality rates have occurred in
women over the age of 65, although recent data indicate a significant increase in lung
cancer incidence rates in some States in women under age 35. The male to female
ratio of lung cancer mortality rates has fallen from being consistently above 5 in the
1970s and 1980s to its lowest in 1996 at 2.9. Smoking is the major known cause of lung
cancer, and mortality rates from lung cancer reflect the changing patterns in smoking
prevalence, lagged by around 20 years. Smoking in males has been falling
consistently since the 1970s, whereas the prevalence of female smokers has increased.

Chronic obstructive pulmonary disease (COPD) is a term for the combination of
bronchitis and emphysema-related conditions and for other chronic airways
obstructions (asthma is not included in this group, but is discussed elsewhere in this
report). Mortality from COPD has declined in males from 60 per 100,000 population
in 1987 to its lowest point of 47 per 100,000 in 1996. The greatest fall occurred in the
1987-1993 period, after which the reductions in the mortality rate have been modest.
In females, the mortality rate has been relatively stable over the 1987-1996 period,
just below 20 per 100,000. The mortality reductions in males have mostly been a
result of a reduction in the smoking rates in males, the most common risk factor, and
to a smaller degree better management of the disease. It will be important to monitor
the changes in mortality rates in females as the increased smoking rates in the last 10
years take effect.

Colorectal cancer mortality rates in males increased between the 1960s and early
1980s (peaking at 32 per 100,000 population), but since 1987 have shown declines of
around 1% per annum to the 1996 rate of 29.2 per 100,000, a similar decline to that
found in incidence rates. Mortality rates in females have been falling consistently
since the mid 1940s (31 per 100,000) to their lowest point in 1996 of 19 per 100,000,
with recent falls at 2.2% per annum. The falls in colorectal mortality have been a
result of a combination of several factors: a reduction in disease risk through
improved diet (less fat, more cereals and vegetables, reduced alcohol (Ireland & Giles
1993)), a possibly improved diagnosis (colonoscopy) and improved clinical



management. There may be further potential reductions in mortality rates as a result
of asymptomatic screening using faecal occult blood testing, although the benefits in
a population-based approach are currently being debated, with recommendations
from the National Health and Medical Research Council (NHMRC) expected in 1998.

Mortality by State

In recent years, there have been substantial differences in death rates among the States
and Territories. Generally, mortality rates in New South Wales, Victoria, Queensland
and the Australian Capital Territory in both males and females are similar. Rates in
Tasmania are somewhat higher than this group by approximately 10%. Western
Australia and the Northern Territory have the lowest and highest mortality rates
respectively (Figure 2.1).
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Source: AIHW Mortality Database.

Figure 2.1: Age-standardised death rates, States and Territories, 1992-1996

Whereas death rates for many conditions have fallen in most States and the Australian
Capital Territory, the Northern Territory has gone against this general trend, and has
experienced increases in many death rates, most notably those from lung cancer and
stroke.

Table S19, page 266, shows age-standardised death rates for the major causes of death
for each of the States and Territories and the changes that have occurred over the two
most recent 5-year periods, 1987-1991 and 1992-1996. The most significant trends are:

* Ischaemic heart disease rates have fallen significantly for both males and females in
all States and Territories.
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* Mortality rates for stroke have fallen in all States and Territories except for the
Northern Territory and for males in the Australian Capital Territory.

* Lung cancer rates are highest in the Northern Territory. Whereas male rates have
fallen in all States and Territories, female rates have risen in all except the Australian
Capital Territory and Tasmania.

* The Northern Territory has the highest mortality rates for chronic obstructive
pulmonary disease in both sexes. The Australian Capital Territory and Queensland
have the lowest in males and females respectively. Male rates have fallen in all States
and Territories, and female rates have risen in all except the Australian Capital
Territory.

* Colorectal cancer mortality rates for males are highest in the Australian Capital
Territory and Tasmania, and for females are highest in the Northern Territory and
Tasmania. Colorectal mortality rates have fallen in New South Wales, Victoria and
Queensland for both males and females. There has been a sharp rise in rates for the
Northern Territory, particularly for females.

Life expectancy

Life expectancy is the average number of years of life remaining to a person at a
specified age if current age-specific mortality experience does not change during the
person’s lifetime.

An Australian boy born in 1996 could expect to live 75.4 years and a girl could expect to
live 81.1 years. By comparison, in the early 1920s, life expectancy at birth was 59.2 years
for boys and 63.3 years for girls.

Recent reductions in the death rates at the older ages, especially from diseases of the
circulatory system, have led to significant improvements in life expectancy of adults.
Between 1920-22 and 1960-62, the life expectancy of men aged 65 years increased from
12.0 to 12.5 years. This gain of 0.5 years over a 40-year period may be compared with a
gain of 3.2 years over the 35-year period from 1960-62 to 1996 when life expectancy for
men at age 65 reached 15.9 years.

For women, life expectancy at age 65 improved by 2.1 years between 1920-22 (when it
was 13.6 years) and 1960-62 (15.7 years). This compares with an increase in life
expectancy of 4.0 years in the period from 1960-62 to 1996, when life expectancy for
women at age 65 reached 19.5 years (Table S10, page 254).

Figure 2.2 (page 12) compares expectation of life in Australia in 1994 with that in a
number of other countries. Japan has the highest life expectancy at birth for females and
Iceland for males.

The 1995 National Health Survey (NHS), conducted by the Australian Bureau of
Statistics, is the principal source of information on overall health status and prevalence
of illness and injury in the community (see Box 2.2, page 13). Selected results from the
NHS are presented in this section. Specific diseases are examined in more detail in later
sections. Information on conditions treated in hospitals is in Section 7.1 (page 198).
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