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Foreword 

Women's health in Australia has received considerable attention since the fmalization 
of the National Women's Health Policy in 1989. The Policy recognizes that women's 
health is an integral part of their social and economic environment, and identifies seven 
health priorities for action, including reproductive health and sexuality; the health of 
aging women; women's emotional and mental health; violence against women; 
occupational health and safety; health needs of women as carers; and the health 
effects of sex-role stereotyping on women. The five key action areas identified are: 
improvements in health services for women; provision of health information for women; 
research and data collection on women's health; women's participation in decision
making in health; and training of health care providers. 

This profile, one of a series, is part of a project to collect data on women's health in 
the Western Pacific Region of the World Health Organization, in anticipation of the 
Fourth World Conference on Women in Beijing, China, in September 1995. Activities 
to improve women's health and studies to investigate social, cultural, legal, religious or 
economic constraints to the advancement of women, should continue also in the 
aftermath of the Conference. The countries included in this initial project were 
Australia, Philippines and Viet Nam. The project used existing data and was coordinated 
by the Key Centre for Women's Health, University of Melbourne, which is a World 
Health Organization Collaborating Centre for Women's Health. Funding for the project 
came from the International Development Research Centre of Canada. 

It is hoped that this initial project to prepare women's health profiles will constitute a 
stimulus for other research in the future, and will provide examples for other countries 
to follow. 

S.T. Han, MD, Ph.D. 
Regional Director 
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Introduction 

Australian women, in general, have 
levels of health that compare favourably 
with those experienced by women 
elsewhere in the Western Pacific 
Region. Australia's largely urbanized 
population has adequate food supplies, 
universal education and Western living 
standards. Life expectancy has 
increased for both sexes - but especially 
for women - to among the highest in 
the world. lIDs high life expectancy is 
reflected in patterns of morbidity and 
mortality where malignant neoplasms 
and ischaemic heart disease are major 
causes of ill-health and death. The 
transition to low fertility (which began 
in Australia a century ago) has 
contributed to the low rates of maternal 
as well as infant mortality and 
morbidity. 

Differentials in the health status of 
Australian women are also, in general, 
comparatively small. The concentration 
of most of the population in the urban 
fringes of the continent, together with 
Australia's great size, has meant that 
rural health services are few and far 
between and rural women have 
somewhat greater health problems. 

Some differences in health status, and 
in the use of health services, also exist 
between women of different ethnic 
groups (especially between those of 
English- and non-English-speaking 
backgrounds). Despite this, immigrant 
women have a slightly higher life 
expectancy than Australian-born 
women, probably as a result of the 
immigration selection process. 

One group of women in Australia 
remains significantly disadvantaged. 
Aboriginal and Torres Straits Islands 
women are estimated to have mortality 
rates more than three times above those 
of other women. Maternal mortality 
remains a major cause of death, along 
with circulatory and respiratory diseases 
and deaths from external.. causes. 
Similarly, their health status, as 
measured by almost every other health 
indicator (where such exist), lags 
notably behind that of other Australian 
women. 

Data on the health of Aboriginal and 
Islander women has been, until recently, 
particularly limited. But data on the 
health of all Australian women remains 
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less than adequate in some important 
areas; the shortage of data on 
reproductive health is one example. In 
addition, there are a number of other 
areas in which women's health needs 
have yet to be fully met. Perhaps the 
most significant demand is for the 
realignment of mainstream health 
services to reflect the social and 
economic dimensions of health. Despite 
their greater longevity, women continue 
to experience more health impairment 
than men, especially during the middle 
and later years. Their vulnerability is 
not simply to particular diseases or 
conditions, but to a combination of many 
factors including relative poverty, their 
roles as carers for children or the elderly, 
their lack of autonomy and domestic 
violence. Aging is one area in which 
the need for a more holistic health 
approach, one that recognizes the 
economic and social environment of 
elderly women, is evident; another such 
area is mental health. 

Demographic 
Background 

There are 17.7 million people in 
Australia, of whom 8.9 million (50.2 per 
cent) are women. The arid nature of 
the continent's interior means that over 
80 per cent of the population is 
concentrated in a narrow corridor along 
the east, south-east and south-western 
coastal regions. Cities of over one 
million people account for 72 per cent 

of the population; 85 per cent live in 
urban areas of at least 1000 people 
(Bureau of Immigration and Population 
Research (BIPR), 1994). 

There are some 140 000 indigenous 
women of Aboriginal or Torres Straits 
Islands background, accounting for 1.6 
per cent of Australian women. Over a 
fifth of the remaining women in 
Australia were born overseas, and 13 
per cent were born in non-English
speaking countries. Fewer women than 
men achieve good proficiency in English: 
those with poor proficiency come 
predominantly from Greece, Hong Kong 
Italy, the former Yugoslav republics, the 
Philippines and Viet Nam. 

Fertility levels are low: the crude birth 
rate in 1993 was 14.7 per 1000 and the 
current total fertility rate is 1.87, 
although completed family size among 
women aged 40 to 59 years is somewhat 
larger. In 1992, 10 per cent of such 
women had one child, 32 per cent had 
borne two children; 27 per cent had 
three, while 24 per cent had four or 
more. Just over 10 per cent of women 
aged 40 to 59 years remained childless. 
Aboriginal and Islander women have 
total fertility rates of about 3.1 children, 
although the difference in family size 
between them and other Australian 
women is narrowing. 

Age-specific fertility rates, the number 
of live births occurring to women of a 
particular age group per year per 1000 
women are given in Figure 1. 
Indigenous women give birth at younger 
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Figure 1. Age-specific fertility rates(a), Australia, 1991 

•• - - - • All women 

---Aboriginal and 
Torres Stratt Islander 
women 

15-19 20-24' 25-29 30-34 35-39 40-44 45-49 

Age group (years) 

(oj The estimates for Aboriginal and Torres Strait Islander women are averages for the five-year peiod 
ending at the census date. 

Source: Office of the Status of Women and Australian Bureau of Statistics (1994) 
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ages than other Australian women, and 
the most marked differences are for 
those aged 15 to 19 years. Rural 
women also have fertility rates which 
are, at 2.194 children born, 25 per cent 
higher than those of women in the major 
conurbations. Women born overseas 
have only marginally higher numbers of 
children than women of Australian origin 
(TFRs of 1.909 compared with 1.849). 

While the rate of natural increase in 
Australia's population is only 0.8 per 
cent, immigration increases the total 
growth rate to around 1.5 per cent. 

In 1993,24.9 per cent of all births were 
to unmarried women, and the trend 
towards births outside marriage is rising. 
Four-fifths of such births were 
registered by both parents. The 
proportion of registered marriages 
preceded by a period of cohabitation 
has increased, from 27 per cent in 1983 
to 56 per cent in 1992. The marriage 
rate for women (per 1000 unmarried 
females aged 15 lind above) is 37.8. 
The median age of first marriage is 
rising and is currently 24.7 years for 
women and 26.9 years for men (Shu et 
al, 1994). The divorce rate is 12.1 per 
1000 married couples. 

The crude death rate for women is 6.4 
per 1000 population and life expectancy 
at birth for both women and men is 
high, at 80.9 and 75 years respectively 
(Figure 2). Life expectancy of 
immigrant women and men is generally 
slightly higher than that of native-born 
Australians, probably as a result of the 

-~ 

selection process (Donovan et aI., 
1992). However, indigenous peoples 
have much poorer prospects; while no 
national data are available, it is estimated 
from various surveys that, during 1990 
to 1992, Aboriginal and Islander women 
had mortality rates more than three 
times higher than those of other women, 
and life expectancy for indigenous 
women in Western Australia was 62 
years. 

Socioeconomic and 
Political Situation 

The total weekly earnings offull-time 
adult non-managerial women workers 
are, on average, 84.4 per cent of what 
their male colleagues eam. Differences 
in overtime earnings - due to both 
occupational segregation and women's 
greater family responsibilities - account 
for almost half of this differential. 
Ordinary time worked by both sexes 
was similar at just under 38 hours per 
week, but women's ordinary-time 
earnings were only 91 per cent of those 
of men. 

Women have a lower labour force 
participation rate (52 per cent) than do 
men (74 per cent) and, while only 10 
per cent of employed men work part
time, 42 per cent of working women 
are part-time workers. Unemployment 
rates are lower for women, at 10 per 
cent, than for men (10.9 per cent). 
Among those not in the labour force, 
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Figure 2. Expectation of life at birth for males and females, 
Australia, 1972-1992 
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Source: Bureau of Immigration and Population Research (1994) 
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Table 1. Average hours per week spent on 
paid and unpaid work, Australia, 1992 

Activity Women Men 

Employed Not Employed Not 
employed employed 

hours hours hours hours 

Domestic activities 17.6 25.6 9.5 16.2 
Food preparation, clean up 6.4 10.1 2.2 3.8 
Laundry, ironing, clothes care 3.5 4.4 0.4 0.6 
Cleaning 3.9 5.8 0.8 1.6 
Gardening, pool and pet care 1.9 3.3 2.6 5.4 
Home maintenance and car care 0.5 0.5 2.1 2.9 

Shopping 6.1 6.7 3.4 5.3 
Child care/minding 5.0 6.4 1.9 1.1 
Voluntary work 2.0 2.4 1.6 3.1 
Total unpaid work 30.7 41.1 16.5 25.6 
Total paid work 29.B 0.7 45.5 2.5 

Source: Office of the Status of Women and Australian Bureau of Statistics (1994) 

69 per cent of women, but only 7 per 
cent of men, were engaged in home 
duties and/or child care. A further 15 
per cent of women not in the labour 
force were attending an educational 
institution; while this percentage has 
increased in recent years, it is still less 
than half the proportion of non-working 
men (32 per cent) whose main activity 
was education. 

Among the Australian population, only 
53.2 per cent of all women have 
attended the highest level of schooling, 
compared to 62.7 per cent of men. 
While 38 per cent of women, and 49 
per cent of men, have post-school 

qualifications, only 8.5 per cent of 
women and II per cent of men have a 
degree or postgraduate degree. 

However, this situation is changing. 
Retention rates to Year 12 in schooling 
have almost doubled for both sexes 
during the past decade, and more 
females (81.4 per cent) than rriaIes (71.9 
per cent) now complete full schooling. 
Since 1988, more females than males 
have been undertaking higher education; 
in 1993, 308 000 females were enrolled 
students compared to 268 000 males. 
Women still lag behind as postgraduate 
students, especially at PhD and post
doctoral levels. 



Introduction 

Both women who are employed and 
those who are not spend considerably 
more hours each week in unpaid 
activities than do men (Table 1). Recent 
calculations by the Australian Bureau 
of Statistics, which assigned values to 
unpaid work according to the costs of 
hiring a market replacement for each 

Social security benefits available in 
Australia include unemployment, sole 
parent support, disability support and age 
pensions (Table 3). The proportion of 
men receiving unemployment benefits 
is higher than that of women because 
men are more likely to be in the labour 
force, and social security payments are 

Tobie 2. Estimoted volue(a) 01 unpoid work, Austrolio, 1992 

Type of unpaid work Women Men 

Employed Not Employed Not Total 
employed employed 

A$OOO million A$OOO million A$OOO million A$OOO million A$OOO million 

Unpaid household work 56.9 82.5 40.3 30.0 209.7 
Married 44.7 58.2 31.9 21.1 155.9 
Not married 12.2 24.3 8.4 8.9 53.8 
Volunteer and 

community work 4.0 5.3 4.6 4.2 18.1 
Total 60.9 87.8 44.9 34.2 227.8 

(I) using the individual function replacement cost method. 

Source: Office of the' Status of Women and Australian Bureau of Statistics (1994) 

individual function, indicate that 
women's unpaid work had a total value 
of A$ 148.700 million, or almost twice 
as much as the value contributed by 
men (A$79.100 million). The total value 
of unpaid work by both sexes, estimated 
at A$ 227.8 billion, had a ratio to GDP 
of 58 per cent (Table 2). 

Some eight per cent of all Australian 
households consist of lone mothers 
(367 400 women) with dependent 
children. 

structured to reflect this. More men 
than women also receive disability 
support pensions, primarily because 
women have, until recently, qualified for 
an old age pension at 60 years of age 
while men have to wait until 65 years 
of age. By contrast, men make up less 
than six per cent of all sole parent 
pensioners. Just under half of all women 
in receipt of a sole parent pension had 
one dependent child, and a further 33 
per cent had two children. Among these 
women, the majority were separated or 
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Table 3, Income Support, Australia, 1988-1993 

Income support 1988 1989 1990 1991 1992 1993 
(0001 (000) (000) (000) (000) (000) 

Unemployment beneficiaries 
Women 128.5 106.6 111.0 167.7 216.9 243.9 
Men 342.3 272.8 295.0 483.2 614.2 645.7 

Disability support pensioners 
Women 77.7 80.5 83.5 89.5 104.9 115.1 
Men 219.2 227.3 223.3 244.7 273.7 291.5 

Sole parent pensioners 
Women 228.7 229.3 237.6 252.1 270.8 280.9 
Men 9.9 10.2 11.3 13.6 16.4 17.5 

Age pensioners 
Women 923.9 931.0 936.0 957.5 998.3 1034.5 
Men 404.9 403.3 404.5 418.4 447.9 481.2 

Source: Office of the Status of Women and Australian Bureau of Statistics (1994) 

divorced, though 19 per cent had never 
married. Women also make up a 
majority of those receiving an old-age 
pension, partly because of earlier 
retirement and greater life expectancy, 

i 

but also because they have fewer 
alternative sources of security in old 
age. 

In October 1994, there were 841 
members of Commonwealth and State 
parliaments across Australia and, of 
these, 16 per cent were women. 
Overall, the number of women 
parliamentarians has doubled since 1983, 
with the largest increases occurring at 
state levels. Among employed women, 
nine per cent are managers or 
administrators, compared with 16 per 
cent of working men. 

Between 1981 and 1991, the percentage 
of graduating doctors who were women 
increased from 34 to 42 per cent. But 
in 1991, only 30 per cent of general 
practitioners and only 25 per cent of 
medical specialists were women. 
According to the 1991 census, women 
made up 35 per cent of general 
managers (e.g. managing directors, 
hospital administrators) in the health 
sector. Women general managers were 
concentrated primarily in hospitals and 
community health centres; 84 per cent 
of Directors of Nursing are female 
(Australian Bureau of Statistics (ABS), 
1995) 

--



Nutrition 

The major nutritional problems of 
Australian women are more often those 
of high or inappropriate consumpti on 
than those of deficiencies or under
nutrition 

A National Dietary Survey of Adults 
was conducted in 1983 and showed an 
average daily energy intake of 7410 kJ 
for women and 11 010 kJ for men. 
The energy intake by women was less 
than men for all nutrients (Figure 3). 
Other surveys undertaken in more 
recent years suggest that women 
generally have healthier eating habits 
than men, and thaF more women than 
men are making healthy changes to their 
diets, such as eating more vegetables 
and fruits while decreasing the amounts 
of fatty or fried foods. 

The 1989··90 National Health Survey 
indicated (Figure 4) that 21 per cent of 
women aged 18 and over were 
overweight and a further nine per cent 

in this age group were obese; 17 per 
cent were underweight. Aboriginal and 
Torres Straits Islander women showed 
higher levels of overweight (29 per cent) 
and obesity (20 per cent). By contrast, 
43 per cent of Australian men were 
overweight or obese, .but only six per 
cent were underweight. 

Unfortunately, no national data are 
available on eating disorders such as 
anorexia or bulimianervosa Small-scale 
studies suggest that such disorders are 
found across all groups in society and 
primarily affect women. 

Plasma cholesterol levels of 
5.5 mmoIlL or more are found in 39 
per cent of women and 47 per cent of 
men. Fewer women (14 per cent) than 
men (16 per cent) had levels of 6.5 
mmollL or more, although the 
prevalence among women aged 25 to 
29 years who were not using oral 
contraception was relatively high at 17 
per cent. 
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Figure 3, Persons aged 25 years and over: average daily nutrient 
intake by sex, Australia, 1983 

Protein Starch Sugars Fat 

Nutrient 

Source: Australian Bureau of Statistics (1994) 



Nutrition 

Figure 4. Body mass index of indigenous women and all women 

aged 18 years and overlal, Australia, 1989-1990 
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Body mass index 

(e) Excluding the 15 per cent of indigenous women and 5 per cent of all women who did not provide 
details of their height and weight. 

Source: Australian Bureau of Statistics (1994) 



Reproductive Health 

Maternal age at child-bearing increased 
throughout the 1980s and early 1990s 
so that, by 1993, the median age of 
motherhood was 28.9 years. Only five 
per cent of all mothers give birth before 
they reach 20 years of age (Figure 5). 
Teenage births, however, account for 
almost a third of all births to Aboriginal 
mothers. Data from seven Queensland 
Aboriginal communities showed that, 
between 1972 and 1988, an average of 
18.4 per cent of births were defmed as 
low-birth-weight (below 2500 g); babies 
born to teenage mothers have a higher 
risk of low birth-weight (Streatfield et 
al., 1990). 

The proportion of births which involve 
a caesarean section is quite high in 
Australia Incomplete statistics, which 
can only be taken as a guide, suggest 
a range of from 15 per cent in 
Tasmania to 2l.5 per cent in South 
Australia in 1990. Comparatively few 
women choose to give birth at home; 
the proportion of pi armed, attended 
homebirths between 1988 and 1990 was 
0.5 per cent of all births. Women 
plarming homebirths tended to be older 
than the national average for all 
mothers; 74 per cent were aged 25 to 

34, compared with 69.3 per cent for 
total births. Almost 72 per cent of these 
women had previously given birth one 
or more times. A national Alternative 
Birthing Services programme to offer 
incenti ves to the states and territories 
to provide a range of alternative birthing 
options is currently being ftmded by the 
Commonwealth. There is no statutory 
national provision of paid maternity 
leave; each State has its own provision 
for public service employees and various 
industries have negotiated leave 
provisions. 

The 1989-90 National Health Survey 
found that 77 per cent of women who 
had a child or children aged five years 
or less had breast-fed or were breast
feeding their children. However, only 
half of indigenous women hlJd breast
fed, or were breast-feeding, their 
children. Overall, the youngest (18 to 
24 years) and oldest mothers (45 to 50 
years) were less likely to breast-feed. 
Full-time employment somewhat 
reduced the possibility of breast-feeding, 
but the group of women least likely to 
have breast-fed a child were those who 
were unemployed and looking for work 
(Table 4). 
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Figure 5, Births to women in selected age groups, Australia, 
1983 and 1993 

Under 20-24 
20 

25-29 30-34 

Age group (years) 

35-39 40 
and 
over 

Source: Australian Bureau of Statistics (1994) 
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Table 4. Mothers aged 18-50 years: Employment status by whether 
breast-fed/breast-feeding child(ren), Australia, 1989-1990 

Has breast-fedl Has not 
is breast-feeding breast-fed 

child(ren) child(ren) Total 

Employment Number 
status of mother (000) 

Employed full-time 105.4 
Employed part-time 25S.5 
Unemployed looking for 
full-time work 21.2 
Unemployed looking for 
part-time work 30.1 
Not in the labour force 397.1 

Total 812.4 

Source: Australian Bureau of Statistics (1994) 

There are, unfortunately, no 
comprehensive Australian data on 
contraceptive use, and no data 
whatsoever on bamer methods, despite 

I 

official attempts to promote condom use 
as a protection against HIV / AIDS. The 
National Health Survey 1989-90 found 
27 per cent of Australian women aged 
18 to 50 years were using oral 
contraception, though use declined 
progressively with age. Almost half (48 
per cent) of all women in the 18 to 24 
age group used oral contraceptives, but 
only 13 per cent of women aged 35 to 
44 years did so. Only three per cent of 
women reported being fitted with an 
intrauterine device; use was most 

Per Number Per Number Per 
cent (000) cent (000) cent 

71.9 41.2 2S.1 146.6 13.9 
SO.7 62.0 19.3 320.5 30.4 

66.0 10.9 34.0 32.1 3.0 

76.2 9.4 23.S 39.5 3.7 
76.9 119.5 23.1 516.6 4S.9 

77.0 243.0 23.0 1 055.3 100.0 

common among women aged 35 to 44 
years. In 1993-1994, some 12 000 
female sterilizations were reported 
under Medicare statistics, which 
exclude services performed free of 
charge in public hospitals. 

The range of contraceptives available 
is rather narrow, due to.a very 
conservati ve drug and appliance 
approval policy, and to the limited appeal 
of the small Australian market to 
manufacturers. The third-generation 
oral contraceptive Marvelon was 
approved only in 1993. Norplant and 
RU 486 remain unavailable. The 
injectable contraceptive Depo-Provera 
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has only been made fully available within 
the past year; its use remains very 
limited. 

Under Medicare, most or all of the costs 
of contraceptive advice, prescriptions 
for the oral contraceptive pill and 
contraceptive operations from a general 
practitioner are reimbursed, operations 
in public hospitals are also covered. 
Nongovernmental family planning 
organizations operate in each State 
capital and in a small number of other 
locations and offer free advice. 
Contraceptive supplies, however, have 
to be paid for by the individual 
consumer. 

South Australia is the only state in 
Australia that collects comprehensive 
data on induced abortion. Abortion as 
a proportion of abortions plus live births 
has remained stable for the past decade, 
at around 0.19. It is consistently highest 
for very young women and older 
women. In 1991, approximately 45 per 
cent of pregnanciesi of women aged 15 
to 19 years, and 37 per cent of 
pregnancies among women aged 40 to 
44 years, ended in abortion. More than 
95 per cent of all abortions were 
performed within 14 weeks gestation 
and by vacuum aspiration. Of those 
women who had a termination, 60 per 
cent were never married and 26 per 
cent had undergone a previous abortion. 

Subfertility services are offered by 
specialist clinics and family planning 
organizations, as well as by the health 
services. Australia has also been a 
major contributor to the development 
of techniques of invitro fertilization (NF) 
and gamete intrafallopian transfer 
(GIFT). In 1989, Australian units 
accounted for 19 per cent of the world 
total of 9125 births resulting from 
assisted conception. 

The maternal mortality ratio is 5.84 
deaths per 100 000 live births. Major 
causes of maternal death include 
haemorrhage, caesarean section and/or 
associated anaesthetics, and heart 
disease. 

The National Health and Medical 
Research Council reports 86 maternal 
deaths between 1985 and 1987, including 
incidental deaths during pregnancy from 
road accidents and other causes. Of 
these, there were 13 maternal deaths 
to indigenous women, five of which 
were due to accidents. Maternal deaths 
among Aboriginal and Torres Straits 
Islanders accounted for 15 per cent of 
all maternal deaths, despite the fact that 
such women constituted only 1.5 per 
cent of the female population in 1986. 

Among maternal deaths, five were 
associated with either spontaneous or 
induced abortion. The number of 
maternal deaths associated with abortion 
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has fallen rapidly since abortion became 
readily available in the early 1970s 
(Figure 6). Despite the availability of 
induced abortion services and of 
Medicare coverage for women using 
them, the precise legal status of abortion 
in the various Australian states and 
territories excluding South Australia is 
complex and subj ect to frequent 
challenges from extreme religious 
groups. There is currently a move by 
various women's groups to have the 
regulation of abortion removed from the 
criminal law so that it is simply treated 
as a medical procedure. 

As has already been indicated by the 
high proportion of pre-nuptial 
cohabitations and the high age at 
marriage, sexual activity outside 
marriage is quite widespread. No 
information is available on subgroups 
within the population who may not know 
where to find - or have difficulty in 
obtaining access to - services for family 
planning or unwanted pregnancies. It 
is thought that lack ofknowledge may 
be a problem for some of the women 
from non-English-speaking backgrounds 

and for Aboriginal women in some 
regions. However, a more important 
problem may be that of access to 
services, which are extremely limited 
in the more remote areas of Australia 
In addition, not only in the remote areas 
but in the smaller townships of 1000 
people or more, there is little choice of 
medical practitioners, female 
practitioners may not be available, and 
questions of confidentiality may restrict 
the willingness of young women, in 
particular, to use such services as do 
exist. For those women from a non
English-speaking background, language 
problems may make access difficult 
even to the more extensive services 
available in the large conurbations. 

As this section has indicated, collecting 
information on women's reproductive 
health in Australia has been greatly 
neglected. In its recent pUblication, 
Women's Health, the Australian Bureau 
of Statistics has an appendix identifying 
major data gaps and deficiencies, 
considerably more than half of those 
identified relate to the single topic of 
women's reproductive health. 
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Figure 6, Reported maternal deaths associated with abortion, 
Australia, 1964-1987 
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Health consequences 
of violence 

In a national Crime and Safety Survey 
in 1993, 1.8 per cent of women, and 
3.3 per cent of men, reported having 
been victims of assault (excluding sexual 
assault) within the previous 12 months. 
Young people of both sexes were most 
likely to have been the victims of 
assaults, more than two-fifths were in 
the age group 15 to 24 years. A much 
higher proportion of women (42 per 
cent) than men (15 per cent) were 
assaulted in their home. 

Questions about sexual assault were 
only asked of women aged 18 years 
and above. Among/such women, 6 in 
every 1000 had been victims of sexual 
assault during the previous 12 months. 
Those aged 18 to 24 years were at the 
greatest risk, 2.5 per cent had suffered 
sexual assault and they accounted for 
60 per cent of all women reporting 
sexual assault Among the victims, 68.4 
per cent knew their attacker(s). Only 
one in four women had reported the 
sexual assault to the police. In Victoria, 
a study of rape cases that had been 
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reported to the police over the three
year period 1987- 1989 found that more 
than half (53 per cent) of cases 
occurred in a home and a further 11 
per cent in a car. 

Public awareness of the traumatic 
significance of assaults - sexual or 
otherwise - on women has increased 
considerably over the past decade. As 
a result, judges who have appeared to 
condone, or to take insufficiently 
seriously, cases of assault have been 
widely criticized in the media and 
elsewhere, and the police are more 
willing to intervene in situations of 
domestic violence than before. 
However, the continuing underreporting 
of, for example, rape (estimates of the 
proportions reported range fro!D one in 
ten to four in ten) suggest that assault 
remains a difficult area for women. 
Lack of confidence in the legal system, 
continuing stigma attached to the victims 
of sexual assault, and threats offurther 
violence are issues that have not yet 
been fully addressed. 



Aging 

People aged 65 years and above make 
up almost 12 per cent of the population 
and more than half (57 per cent) of this 
group are women. Current projections 
assume that by 2041 the elderly will 
make up approximately 21 or 22 per 
cent of the total population (Shu et al., 
1994). While there has been some 
discussion of the aging of the population, 
the rate of increase of the elderly 
proportion in Australia is less than that 
of many other countries and it has not 
been viewed as a maj or concern. 
However, in recent years the 
government has made considerable 
efforts to increase th6 numbers involved 
in superannuation or other pension 
schemes, so as to reduce the potential 
burden of the (means tested) national 
old-age pension provision. 

Unfortunately, despite the fact that 
women fonn the majority of the elderly 
(a majority which increases in each age 
group above 65 years) and, as already 
indicated, are the largest beneficiaries 
of the old-age pension, their financial 

circumstances have not been adequately 
addressed. It is still frequently assumed 
- regardless of demographic and social 
change - that older women will be 
provided for by their husbands. Existing 
superannuation schemes do not reflect 
the interruptions to a woman's working 
life due to bearing and rearing children, 
or the periods of part-time work. As a 
result, poverty is - and is likely to 
continue to be - a disproportionate 
problem for elderly women. 
Nevertheless, health care costs for such 
women are fully covered under 
Medicare. 

There has been increasing recognition 
that aging is a gradual process. Over 
the past decade, the notion that 
menopause marked the end of a 
woman's 'real' life and roles lias come 
under widespread attack. Gains in life 
expectancy, together with a marked 
increase in the numbers of people who 
choose (and are financially able) to 
retire from work in their early 60s 
(Ruzicka, 1986), have led to the 
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development of a range of activities, 
from tourism to the' University of the 
Third Age' or the Australian Executive 
Service Overseas Programme, targeted 
at older (but still fit and capable) people. 

The 1989-90 National Health Survey 
found that 60 per cent of women aged 
65 to 74 years reported their health 
status as being either 'excellent' or 
'good', while only 10 per cent described 
it as poor. Even among women aged 
75 years and over, more than half (52.5) 
per cent claimed excellent or good 
health. Despite this, a 1993 survey of 
disability, aging and carers found that 
over half (54.3 per cent) of women aged 
65 years and over suffered from some 
disability and 48.5 were handicapped. 
'Disabilities' were defined as one or 
more limitations, restrictions or 
impairments that lasted more than six 
months; 'handicaps' involved those 
disabilities that limited a person's ability 
to perform certain tasks. A higher 
proportion of women than men were , 
classified as severely or profoundly 
handicapped; this was partly a function 
of women's longevity. Thus women 
aged 75 years or more made up 
44.4 per cent of those with a profound 
handicap, while only 27.9 per cent of 
handicapped men were in that age 
group. Arthritis was the main disabling 
condition for elderly women, with 30 
per cent suffering from it. 

While insufficient data are available on 
the prevalence of osteoporosis, it has 
been suggested that by the age of 70, 
as many as one quarter of all Australian 
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women will have had a hospital 
admission for a fracture of the spine or 
a limb. 

Women's greater life expectancy does 
not necessarily bring good health with 
it. By the age of 65, disability-free life 
expectancy for Australian women is 
calculated to be 9.0 years, compared 
with 6.4 years for men. In addition, 
women can expect a further 10.2, and 
men a further 9.0, years of life with 
disability. 

Not surprisingly, the elderly - and 
particularly elderly women - are the 
major users of the government's Home 
and Community Care Programme. In 
1990, 80 per cent of its clients were 65 
years old or above, and three quarters 
of those elderly clients were women. 
The services mainly used by the elderly 
were home meals, home maintenance, 
home help, home nursing and meals 
taken at a special centre. 

In addition, women comprised 72.5 per 
cent of all the residents in registered 
nursing homes, which are supported 
from a government nursing home 
payments scheme. From the age of 70 
upwards, women were more likely than 
men to be in a nursing home (Figure 
7). Since spouses are the major care 
givers for the handicapped at home 
(58.6 per cent of all principal carers), 
women's propensity to marry older men, 
combined ,vith the lower life expectancy 
of men, explains much of their use of 
nursing homes. A further factor is their 
extreme old age, with its accompanying 
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Figure 7. Proportion of the population aged 70 years and over who are residents 

of nursing homes(al: by age and sex, Australia, 1990-1991 
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needs. The number of sons and 
daughters - overwhelmingly daughters 
- who are the principal carers for a 
parent in the home peaks in the carers' 
age group 45 to 59 years (when a parent 
might be between approximately 70 and 
85 years old) and dwindles rapidly 
thereafter. The contribution of other 
relatives or friends as carers also peaks 
in the carers' age group of 45 to 59 
years (Table 5). 

The elderly - particularly women - have 
traditionally had a major role in caring 
for grandchildren. The expansion of 
government support for child care 
services led to increased use of formal 
child care services between 1987 and 

1993, but did little to change the demand 
for informal care. Just over three-fifths 
(61 per cent) ofinforrnaI child care was 
provided by relatives other than older 
siblings of the child involved; 
grandparents (particularly 
grandmothers) were the miYor providers 
within that group. The main reaso.ns 
given by parents for using informal care 
were work-related (46 per cent) or 
related to parental activities such as 
sport, shopping or giving parents a rest 
(42 per cent) Informal child care was 
the most popular choice when the child 
was less than four years old, or four to 
five years and attending school, as well 
as for children aged fmm 6 to 11 years 
(Table 6). 

Table 5. All principal carers of usual residents: relationship of carer to 
main reCipient by age of carer, Australia, 1993 (000) 

Relationship of Age of carer (years) 
carer to main 
recipient 15-29 3044 45-59 60-74 75+ Total 

Wifelfemale partner '6.1 14.0 30.1 37.9 18.9 107.1 
Husband/male partner '7.9 27.2 32.5 36.5 16.7 120.8 
Mother '5.5 47.7 17.8 *7.6 80.1 
Father '3.0 *6.8 
Daughter '6.6 '6.0 17.5 '7.0 37.1 
Son '6.5 '2.6 *3.8 14.3 
Other relative/friend 
female '4.2 *3.0 *5.3 14.7 
male *3.4 8.1 

Total 38.0 104.5 110.2 96,6 39.7 388.9 

* Numbers unreliable. 

Source: Australian Bureau of Statistics (1994) 
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Aging 

Table 6. Use of child care, Australia, June 1993 

Age group (years) Formal Formal Informal No 
care and care only care 
only informal 

care 
per cent per cent per cent per cent 

Less than 4 14.1 10.5 30.4 45.0 
4 to 5 and not attending school 42.6 34.2 8.7 14.5 
4 to 5 and attending school 4.5 3.8 31.5 60.2 
6 to 11 3.6 2.5 32.5 61.3 

Source: Office of the Status of Women and Australian Bureau of Statistics (1994) 
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Lifestyle-related 
health conditions 

Human immunodeficiency virus! AIDS 
has not so far become a major health 
problem in Australia and has been 
predominantly found in males. Between 
October 1991 and September 1992, 
only 83 (6.8 per cent) of the 1216 
people newly-diagnosed as infected with 
the HIV virus were women, and most 
contracted the virus through 
heterosexual intercourse. Women made 
up only 3.6 per cent of the 604 people 
newly-diagnosed with AIDS during the 
same period, and only two per cent of 
the 491 people who died of AIDS (fable 
7). There are no national support 
programmes for the rather small 
numbers of women with AIDS, but 
various organizations provide targeted 
local support services for such women, 
as well as for those with a partner 
diagnosed as HIV positive. All blood 
units taken from blood donors are tested 
for HIV. 

Women are more comprehensively 
represented in the reported cases of 
other selected sexually transmitted 
diseases, accounting for 47.5 per cent 
of reported syphilis cases, 37 per cent 
of reported hepatitis cases and 28.3 per 

cent of reported gonococcal infections 
(Table 8). Among women attending 
family planning organizations' clinics in 
1983-1984, approximately 0.5 per cent 
were suffering from pelvic inflammatory 
disease. 

Among women aged 15 to 24 years, 
the Australian Bureau of Statistics 
(ABS) National Health Survey found 
that in 1989-90 almost nine per cent 
were not immunized against rubella or 
were unsure of their immunization 
status. The proportion was higher, at 
nearly 16 per cent, among women aged 
25 to 34 years. There has been concern 
about recent declines in rates of 
immunization against a range of 
diseases; such declines are thought to 
result from complacency fas the 
diseases become less common and their 
potential dangers less well appreciated) 
together with fears of the possible side
effects of particular immunizations. 
Thus while 86 per cent of children aged 
0-6 years had been fully immunized 
against diphtheria and tetanus, fewer 
than 72 per cent had been immunized 
against either whooping cough or 
poliomyelitis. 
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Table 7. Number of AIDS deaths(a) and new HIV diagnoses: 
exposure category by sex, Australia, 1990-1991 and 1991-1992 

Number of AIDS deaths(·) Number of new HIV diagnoses 

1/10/90- 1/10/91 1f10f90 
30/9f91 30f9f92 30f9f91 

Exposure category F M F M F M 

Male homosexual! 
bisexual contact n/a 417 n/a 426 n/a 772 

Male homosexual! 
bisexual contact and 
injecting drug use n/a 11 n/a 12 n/a 26 

Injecting drug use 4 2 4 9 7 40 

Heterosexual contact 1 7 3 15 39 86 

Haemophilia/coagulation 
disorder n/a 9 n/a 7 n/a 5 

Receipt of blood 
transfusion, blood 
components, 
or tissue 5 10 2 4 3 13 

Child of mother with/at 
risk for HIV 
infection 1 0 0 0 3 3 

Other/Undertemined(b) 1 13 1 8 37 306 

Total 12 469 10 481 89 1251 

nla = not applicable 

(.) The nwnber of people who are notified as having AIDS who have died. 
(b) Includes 16 people whose sex was reported as transexual 

80=: Australian Bureau of Statistics (1994) 

1f10f91 
30f9f92 

F M 

n/a 698 

n/a 33 

9 36 

46 82 

n/a 2 

5 3 

1 2 

22 277 

83 1133 
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Table 8. Reported cases of selected sexually transmitted diseases: 
State/territory by type of disease and sex, Australia, 1991 

Type of disease 

Gonococcal(a) Syphilis(b) Hepatitis(c) 

State Female Male Female Male Female Male 

New South Wales 85 298 290 247 1050 1894 

Victoria 20 138 16 11 1463 2248 

Queensland 159 334 259 256 1411 2174 

South Australia 33 34 75 122 36 108 

Western Australia 191 458 110 142 301 463 

Tasmania 0 4 3 2 36 62 

Northern Territory 211 449 202 214 57 55 

Australian Capital 
Territory 3 7 2 3 52 79 

Australia(d) 702 1722 957 997 4406 7083 

(a) Gonococcal refers to conditions related to or caused by gonococci, the organism causing gonorrhoea. 
Sex was not stated in 58 cases. 

(b) Sex was not stated in 62 cases. 
(0) Includes figures fori hepatitis A, B, C and cases where the category was not stated. Figures for 

Hepatitis C were n9t available for South Australia or Western Australia. Sex was not stated in 
435 cases. 

(d) Excludes 58 cases of gonococcal, 62 cases of syphilis and 435 cases of hepatitis where sex was 
not stated. 

Source: Australian Bureau of Statistics (1994) 
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In the week prior to interview in the 
National Health Survey 1989-90,52 per 
cent of all women (but only 38 per cent 
of indigenous women) and 74 per cent 
of men aged 18 years and over had 
drunk alcohol. Average daily 
consumption was 13.2 ml for women 

and 31 rnl for men; the highest daily 
average intake was reported by those 
aged 18 to 24 years. Only three per 
cent of all women consumed alcohol to 
a high health risk level, while almost 
ten per cent of men did so (Table 9). 

Table 9. Persons aged 18 years and over who drank alcohol in the week 
prior to interview: average daily alcohol consumption, 
by type of alcoholic drink consumed, by age and sex, 

Type of 
alcoholic drink 
consumed 

Beer - extra/special light 
Beer - low alcohol 
Beer - full strength 
Wine 
Spirits 
Fortified wine 
other 
Total who drank 
alcohol 

Beer - extra/special light 
Beer - low alcohol 
Beer - full strength 
Wine 
Spirits 
Fortified wine 
Other 
Total who drank 
alcohol 

Australia, 1989-1990, (ml) 

Age group (years) 

18-24 25-44 65-74 

FEMALES 

2.5 1.9 2.0 2.4 
2.9 4.6 6.5 4.4 

14.1 12.7 16.8 15.3 
8.7 10.4 10.8 10.7 

11.3 7.3 7.1 9.1 
5.0 5.4 8.9 8.8 

10.6 7.3 5.8 2.1 

15.8 12.7 13.1 12.9 

MALES 

4.6 3.9 4.7 3.6 
7.0 10.7 11.7 10.2 

33.8 32.4 33.7 29.7 
9.5 12.8 16.1 14.4 

17.9 12.8 12.6 13.7 
8.7 8.5 12.9 14.1 

12.8 11.1 13.7 13.5 

36.3 31.7 30.5 24.6 

Source: Australian Bureau of Statistics (1994) 
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75 Total 
and 

over 

0.9 2.0 
3.7 5.1 
9.0 14.0 
7.1 10.2 
8.6 8.5 

10.3 7.2 
•• 8.0 

9.5 13.2 

4.2 4.2 
5.6 10.6 

18.8 32.6 
13.3 13.8 
10.0 14.0 
10.9 10.6 
•• 11.9 

16.2 31.0 
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Information on the use of illicit drugs 
was collected in a national survey in 
1991, but the data may suffer from 
under-reporting. Only 11 per cent of 
women, compared with 19 per cent of 

men, admitted using illicit substances; 
use was highest in the age group 14 to 
24 years, and marijuana was 
overwhelmingly the most commonly 
used drug (Table 10). 

Table 10. Percentage of persons aged 14 years and over who have used 
illicit drugs in the past year: type of illicit drug by age and sex, 

Australia, 1991 

Age group (years) 

Type of 14-24 25-39 40 Total 
illicit drug 

FEMALES 

Marijuana 20 13 2 9 
Amphetamines 6 1 2 
Barbiturates 2 1 2 2 
Cocaine/crack 1 1 1 
Hallucinogens 3 1 -
Heroin 2 * 1 
Inhalants 2 * 1 1 
Ecstasy/designer drugs 2 - 1 -
Injected illicit drugs 1 * · 
Total illicit drugs· 24 14 4 11 

MALES 

Marijuana 38 25 3 17 
Amphetamines 11 5 4 
Barbiturates 3 3 1 2 
Cocaine/crack 3 2 * 1 
Hallucinogens 9 3 • 3 
Heroin * 2 • 
Inhalants 5 1 • 1 
Ecstasy/designer drugs 4 2 2 
Injected illicit drugs 2 1 1 
Total illicit drugs· 41 25 4 19 

• Numbers unreliable. 

Source: Australian Bureau of Statistics (1994) 
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One quarter of women aged 18 and 
over are smokers, compared with almos 
a third of men. Among Aborigina 
women, however, 42 per cent smoke 
While in most age groups men had tht 
highest proportion of smokers, among 
those aged 18 to 24 years the 
proportions were equal. Women 
smoked fewer cigarettes per day than 
men (28.4 per cent of women, and 4l.6 

per cent of men, smoked 20 or more a 
day) and used cigarettes with a lower 
tar content (16 per cent of women, but 
28 per cent of men, smoked cigarettes 
with a tar content of more than 14 mg). 
While fewer women than men began 
to smoke before they reach the age of 
15, the age at which smoking starts 
appears to be declining for women as 
well as for men (Table 11). 

Table 11. Persons who are current cigarette smokers and ex-cigarette 
smokers: age commenced smoking regularly by current age and sex, 

Australia, 1989-1990 (per cent) 

Age group (years) 

Age commenced 
smoking regularly 65 and 
(years) 18-24 2544 45-64 over Total 

Females 

Less than 15 22.3 11.4 6.6 5.4 11.3 

15-19 73.9 66.6 48.1 34.5 59.5 

20-24 3.8 16.4 24.5 26.2 17.4 

25 and over 5.6 20.7 33.9 11.8 

Total 100.0 100.0 100.0 100,0 100.0 

Males 

Less than 15 21.9 17.3 20.2 21.4 19.3 

15-19 72.8 63.2 55.1 47.6 59.5 

20-24 5.3 15.3 18.2 21.2 15.9 

25 and over 4.2 6.5 9.8 5.2 

Total 100.0 100.0 100.0 100.0 100.00 

Source: Australian Bureau of Statistics (1994) 
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Like women in other countries, 
Australian women have much lower 
suicide rates than men, and the age 
pattern of suicide is also different (fable 
12). Suicide rates for men typically 
rise with age; those for women show 
an inverted U-shape, with a peak in the 
age group 50 to 59 years. In the decade 
1981-1990, suicide deaths increased for 
teenage girls as well as for women aged 
30 to 39 and those 80 years and over. 

At other ages the rates were stable or 
even declined slightly, so that overall 
suicide mortality did not change 
significantly for women. By contrast, 
overall male suicide mortality increased, 
especially among young men under 20 
years (Ruzicka and Choi, 1993). The 
records of self-inflicted injury are 
fragmentary, but hospital data show 
para-suicides as much more frequent 
among women. 

Table 12. Suicides and 'open verdict' deaths, age and 
sex specific death rates, Australia, 1979-1981 

(rates per 100 000 population) 

Age A. Adjusted rate(a) B. Unadjusted rate Sex ratio M/F 

(years) Males Females Males Females A B 

10-19 6.39 1.63 5.88 1.50 3.9 3.9 

20-29 25.00 7.51 23.70 6.99 3.3 3.4 

30-39 22.51 8.12 21.87 7.39 2.8 3.0 

40-49 26.78 11.17 25.86 10.25 2.4 2.5 

50-59 25.57 11.90 24.21 11.05 2.1 2.2 

60-69 23.93 9.34 23.30 8.55 2.6 2.7 

70-79 25.87 8.60 23.80 8.06 3.0 3.0 

80+ 40.24 6.51 35.43 6.31 6.2 5.6 

Total 10+ 20.97 7.60 19.98 7.02 2.8 2.8 

(0) Adjusted rate is based on the number of officially recorded suicide deaths plus 'open verdict' deaths. 

Source: Australian Bureau of Statistics (1994) 
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Patterns of physical activity require 
more research. Existing data on 
'exercise' refer to physical exercise 
undertaken for recreation, sport or 
health/fitness in the two weeks prior to 
interview. Very similar proportions of 
women (65 per cent) and men (66 per 
cent) reported taking exercise; however, 
fewer women exercised vigorously and 
more cited walking (Table 13). 
However, such a defmition of exercise 

does not include physical actIvIty 
undertaken in the course of work or 
domestic activities. Such a distinction 
may be particularly inappropriate in any 
assessment of women's physical 
activity. Table 2 showed that women 
spent considerably more time than men 
in domestic activities, and many of their 
tasks (e.g. laundry, cleaning, shopping 
and child care) may involve substantial 
physical exertion. 

Table 13, Persons aged 15 years and over: type of exercise <aJ, 
by sex, Australia, 1989-1990 

(per cent) 

Type of Females Males Persons 
exercise <oj 

Vigorous exercise 13.2 22.8 17.9 

Moderate exercise 30.1 35.2 32.6 

Walking exercise 48.9 40.3 44.7 

Total reporting exercise 64.8 65.9 65.4 

(.) in the two weeks prior to interview as reported by respondents. 

Source: Australian Bureau of Statistics (1994) 
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... 



Work environment 

There are no comprehensive national 
data on employment injuries, and very 
limited data on occupational illness and 
health. Figures for New South Wales, 
based on administrative by-product data 
generated under workers' compensation 
legislation, indicate that women 
accounted for just over one-fifth of all 
employment injuries, and under one
tenth of fatal injuries. A third of all 
workplace injuries to women were 
sprains and strains to the back; body 
stressing (including lifting and carrying) 
was the most common cause of 
workplace Injury to women. 
Approximately half of'1he total incidence 

of occupational diseases for women 
involved occupational overuse syndrome, 
formerly known as repetitive strain 
injury. The 1989-1990 National Health 
Survey asked employed women about 
most recent accidents resulting in injury 
or illness. Regardless of occupational 
group, women reported more accidents 
taking place away from, rather than at, 
work. Access to occupational health 
services is also a State rather than 
Commonwealth matter; provision for 
state public servants, and the extent to 
which private industry is required to 
offer these services, varies. No national 
data exist on diseases and other adverse 
effects of water, air or soil pollution. 



Health 

The principal causes of death in 
Australia are presented in Table 14. 
Age standardized death rates are lower 
for women than for men. Malignant 
neoplasms and ischaemic heart disease 
together account for approximately half 
of all deaths for both sexes. 

For broad age groups, the leading causes 
of death are shown in Table 15. For 
women under 25 years of age, accidents, 
poisoning and violence (including 
suicide) are the principal causes of 
death, from 25 to 64 years malignant 
neoplasms are the major cause, while 
from then on diseasE;s of the circulatory 
system take over. 

Accidents, poisoning and violence 
accounted for 17.2 per cent of years of 
potential life lost (yPLL) for females 
aged 0-65 years in 1992, although the 
rates in each age group have decreased 
in the last decade. Suicide is discussed 
elsewhere; together with motor vehicle 
accidents it accounted for almost half 
(49 per cent) of all deaths under the 

status 

heading 'accidents, poisoning and 
violence', with suicide contributing 4.7 
per cent and motor vehicle accidents 
7.4 per cent to YPLL. Motor vehicle 
accidents show their greatest impact in 
the age group 15 to 24 years, when 
they account for 27 per cent of all 
female deaths; they are also significant 
(15 per cent) causes of death among 
girls aged 1 to 14 years. Although young 
men are considerably more likely than 
young women to die in motor vehicle 
accidents, male mortality rates have 
fallen faster than those of females. 

Malignant neoplasms contributed the 
largest component ofYPLL for women 
in 1992, accounting for 30.7 per cent of 
YPLL for women aged 65 years or 
less. The most common m,lllignant 
neoplasm for women was breast 
cancer, followed by cancer of the 
trachea, bronchus and lung, and then 
colon cancer. Breast cancer mortality 
has not declined over the past 50 years. 
From 1980 to 1990, rates have increased 
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Table 14, Principal causes of death(a), by sex, 
Australia, 1993 

Deaths 

Females 

Stand-
Cause of ardized 
death and Per death 
ICD(b) code Number cent rate(o) Number 

Malignant neoplasms 
(140-208) 14212 25.1 134.5 18479 

Ischaemic heart disease 
(410-414) 13424 23.8 108.8 16335 

Cerebrovascular 
disease (430-438) 7319 13.0 57.0 4818 

Chronic obstructive 
pulmonary disease and 
allied conditions 
(490-496)(0) 2364 4.2 21.3 3974 

Accidents (E800-E949) 1 433 2.5 14.1 3081 

Diseases of the 
arteries, arterioles 
and capillaries (440-448) (.) 1 442 2.6 11.2 1 628 

Diseases of the 
nervous system and 
sense organs (320-389) 1 398 2.5 11.9 1 396 

Diabetes mellitus (250) 1 290 2.3 11.1 1 278 

Mental disorders (290-319) 1 343 2.4 10.3 1 001 

Pneumonia and 
influenza (480-487) 855 1.5 6.6 808 

All other causes 11 429 20.2 97.4 12287 

All causes 56 509 100.0 484.3 65085 

Males 

Stand-
ardized 

Per death 
cent rate(o) 

28.4 223.3 

25.1 202.8 

7.4 62.0 

6.1 49.8 

4.7 35.9 

2.5 20.8 

2.1 17.5 

2.0 15.8 

1.5 12.7 

1.2 10.6 

18.9 150.0 

100.0 801.2 

.) Excludes deaths of usual residents of Other Territories, comprising Jervis Bay, Christmas 
Islands and Cocos (Keeling) Islands. 

(b) International Classification of Diseases (ICD). 

(0) Per 100 000 population, standardized to 1986 total Australian population 

(0) Includes asthma, emphysema and bronchitis. 

(.) Includes atherosclerosis and aortic aneurism. 

SoW"Ce: Australian Bureau of Statistics (1994) 
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Table 15. Leading causes of death in each age group by sex, age-specific 
death rates and percentage of deaths in each age group, 

Australia, 1983 and 1993 

Age-specific death rat .. ,.J Percentage of 

deaths In the 
age group 

1983 1993 (1993) 

Cau.. of death 

and ICD cod. Female Male Female Male Femlle lIIale 

1·14 years 
Accidents, poisonings 
and violence (E800-E999) 12 19 7 13 37 49 

Motor vehicle traffic accidents 
(E810-E819) 5 8 3 4 15 15 

Malignant neoplasms (140-208) 3 5 4 4 18 13 
Congenital anomalies (740-759) 3 3 3 3 13 10 
Diseases of the nervous system 
and sense organs (320-389) 2 3 2 3 10 9 

All causes 25 38 20 27 100 100 

15·24 years 
Accidents, pOisonings 
and violence (EBOO-E999) 26 105 20 76 53 78 

Motor vehicle traffic accidents 
(E810-E819) 17 63 10 33 27 34 
Suicide (E950-E959) 3 19 4 25 11 25 

Malignant neoplasms (140-208) 5 8 5 4 14 4 
Diseases of the nervous system 
and sense organs (320-389) 2 4 2 3 5 4 
All causes 42 131 37 98 100 100 

25-44 years 
Malignant neoplasms (140-208) 29 24 28 24 40 16 
Accidents, poisonings and 
violence (EBOO-E999) 21 73 18 66 25 44 

Motor vehicle traffic accidents 
(E810-E819) 7 26 6 17 9 11 
Suicide (E950-E959) 7 22 6 25 8 17 

Diseases of the circulatory 
system (390-459) 12 30 8 20 12 13 
All causes n 152 69 150 100 100 

(a) Deaths per \00 000 population of the same age group and sex. 

continued overleaf 
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Cause of death 

and ICD code Female lIIale Female lIIale Female Male 

45-54 years 
Malignant neoplasms (140-208) 154 163 126 127 58 34 
Diseases of the 
circulatory system (390-459) 80 234 38 113 18 30 

Ischaemic heart diseases 
(410-414) 45 178 17 81 8 22 
Cerebrovascular disease 
(430-438) 21 26 12 13 5 3 

Accidents, poisonings and 
violence (EBOO-E999) 25 70 16 58 7 16 
All causes 317 563 218 371 100 100 

55-64 years 
Malignant neoplasms (140-208) 340 497 313 460 51 41 
Diseases of the circulatory 
system (390-459) 279 731 158 411 26 37 

Ischaemic heart disease 
(410-414) 169 546 94 297 15 26 
Cerebrovascular disease 
(430-438) 70 93 30 47 5 4 

Diseases of the respiratory 
system (460-519) 43 82 41 71 7 6 
All causes 781 1 535 615 1 122 100 100 

65-74 years 
Diseases of the 
circulatory system 
(390-459) 996 1 966 628 1277 39 43 

Ischaemic heart disease 
(410-414) 610 1 358 375 856 23 29 
Cerebrovascular disease 
(430-438) 228 324 136 198 8 7 

Malignant neoplasms (140-208) 581 1 099 599 1 064 37 36 
Diseases of the respiratory 
system (460-519) 121 351 140 272 9 9 
All causes 1 971 3820 1 614 2986 100 100 

75 years and over 
Diseases of the circulatory 
system (390-459) 5 125 5913 4097 4593 59 49 

Ischaemic heart disease 
(410-414) 2318 3311 1 961 2593 28 28 
Cerebrovascular disease 
(430-438) 1 551 1 362 1 178 1 009 17 11 

Malignant neoplasms 
(140-208) 1 075 2110 1 134 2197 16 24 
Diseases of Ihe respiratory 
system (460-519) 444 1 250 456 999 7 11 
All causes 7734 10613 7001 9298 100 100 

Source: Australian Bureau of Statistics (1994) 
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from 24.5 to 28.6 per 100 000 women 
(Table 16). By comparison, cancer of 
the cervix is not a major killer of 
Australian women and mortality rates 
have declined in recent decades (Table 
17), especially following the introduction 
of Pap smear tests in the 1960s. 

Mortality from both types of cancer is 
regarded as preventable. National 
screening policies have now been 
introduced, designed to increase the 
proportions in targeted groups screened 
and to reduce mortality. Pap smear 
screening policy is that screening should 
begin between the ages of 18 and 20 
years, or one to two years after first 
intercourse, whichever is the later, and 
should be carried out every two years. 
Information from the 1989-1990 
National Health Survey suggests that 
almost 86 per cent of women aged 18 
to 65 years had undergone a Pap test, 
almost all within the previous three 

years. Older women, and those who 
did not speak English at home, were less 
likely to have done so. Mammography 
for the early detection of breast cancer 
has now been introduced and is actively 
encouraged for women over the age of 
50 years, but is also offered to those 
over the age of 40. According to the 
Health Survey, in 1989 to 1990 only 
about 18 per cent of all women, and 11 
per cent of indigenous women, had 
undergone a mammogram. 

Between 1940 and 1993, the 
percentage of women's deaths from 
cancer which were attributed to lung 
cancer increased from 1.9 per cent to 
12.6 per cent. While men have 
historically been more likely to die of 
lung cancer, and this continues to be 
the case, the rate for women is 
increasing while that for males is 
declining. 

Table 16. Female breast cancer deaths: age-specific death rates(a), 
age by selected years, Australia, 1940-1990 

YEAR 
Age group (years) 1940 1950 1960 1970 1980 1990 

Less than 25 0.5 0.1 
25-34 2.5 2.5 3.4 3.1 2.9 2.4 
35-44 13.4 16.0 15.0 18.0 14.9 16.9 
45-54 45.5 41.7 38.9 39.4 42.1 45.9 
55-64 66.7 61.5 58.1 68.4 62.4 69.5 
65-74 98.1 105.3 85.0 91.8 90.2 96.6 
75-84 140.8 130.6 130.9 131.5 121.5 130.0 
85 and over 239.6 225.1 262.2 187.3 214.3 211.2 
All ages 22.4 23.8 22.4 23.9 24.5 28.6 

(a) Deaths per 100 000 of the female population of the same age groups. 

Source: Australian Bureau of Statistics (1994) 
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Table 17, Cancer of the cervix deaths: age-specific death rates('), age by 
selected years, Australia, 1960-1990 

YEAR 
Age group (years) 1960 1970 1980 1990 

Less than 25 0.1 
25-34 f2 0.9 1.4 1.7 
35-44 7.9 5.0 4.0 5.3 
45-54 14.1 12.6 6.1 6.1 
55-64 18.4 16.4 11.6 8.2 
65-74 25.1 22.9 14.7 11.3 
75-84 38.5 28.3 18.0 11.4 
85 and over 48.7 55.5 21.0 23.7 
All ages 7.4 6.2 4.2 4.0 

(I) Deaths per 100 000 of the female population of the same age group. 
Source: Australian Bureau of Statistics (1994) 

Among the diseases of the circulatory 
system, ischaemic heart disease in 
women accounts for nearly twice as 
many deaths as cerebrovascular disease 
(24 and 13 per cent of female deaths, 
respectively). Age-specific deaths rates 
of women due to ischaemic heart 
disease increase rapidly with age, 
especially above 74 years; they have, 
however, fallen quite'markedly in each 
age group over the past 25 years. 
Nevertheless, heart disease made the 
third largest contribution (10.9 per cent) 
to YPLL of women aged 65 or less, 
after cancers and motor vehicle 
accidents. 

There are no comprehensive national 
data on mental health services in 
Australia, or on the prevalence of mental 
disorders, apart from dementias. The 
prevalence of dementia increases only 
slowly in those below the age of 80 
years, from 1.42 per cent in the 
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population aged 65 to 69 years to 5.6 
per cent of those aged 75 to 79. From 
then on, the prevalence increases rapidly 
to include 23.6 per cent of the 
population aged 85 years and over. 

Census data from 1986 produced in
patient rates of psychiatric hospitals or 
institutions of 7.7 per 10 000 for women 
and 11.1 for men. The rate of 
hospitalization rose from l.2 females per 
10 000 at ages 5 to 14 years, to 22.7 
females per 10 000 by age 75 or over. 

In the 1989-90 National Health Survey, 
5.8 per cent of women and 4 per cent 
of men reported mental disorders. 
'Nerves, tension, nervousness and 
emotional problems' were described by 
3.9 per cent of women and 2 per cent 
of men; depression was reported by a 
further 0.9 per cent of women and 0.4 
per cent of men. 
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Reporting oflong-term conditions in the 
same survey gave the proportion of 
those with hypertension as 9.4 per cent 
for women and 6.5 per cent for men; 
it was also the most commonly-reported 
recent illness for both sexes after the 
age of 55 years. Arthritis as a long
term condition was reported by 12.9 
per cent of women (and was the second 
most commonly-reported recent illness 
among those aged 55 years or above), 
and 8.3 per cent of men, while other 
muscuio-skeletaI problems affected 5.8 
and 5.7 per cent, respectively. Among 
respiratory conditions, asthma was the 
most significant, reported by 7.9 per 
cent of women and 8.2 per cent of 
men; by comparison, bronchitis and 
emphysema with 3.0 and 2.9 per cent 
respectively, were much less 
widespread. Equal proportions (1.6 per 
cent) reported having neoplasms. 

Information on the true prevalence of 
diabetes in Australia is not currently 
available. Estimates of Non-insulin 
Dependent Diabetes Mellitus and Insulin 
Dependent Diabetes Mellitus jointly 
range from crude prevalence rates of 
1.5 to 3.7 per cent; even the higher 
figure may be a considerable 
underestimate (Nutbeam et aI., 1993). 

While there are differences in the health 
status of Australians depending on urban 
or rural residence and by ethnic group 
(especially between those of English
and non-English-speaking backgr01.mds), 
they are comparatively small. Income 
differentials are possibly somewhat 
more important (see e.g. Lee et aI., 
1987, McClelland et aI., 1992) but the 
data for an analysis of any effects on 
women's health are not available. In 

Table 18. Aboriginal and Torres Strait Islander population and total popula
tion; age-specific death rates(O), age group by sex, Australia, 1988-1990 

Indigenous population"') Total Australia 

Age group (years) Females Males Females Males 

0-4 6.9 8.6 1.8 2.2 
5-14 0.7 0.8 0.2 0.2 
15-24 1.8 4.7 0.4 1.2 
25-34 3.6 8.1 0.5 1.4 
35-44 7.4 16.5 1.0 1.8 
45-54 17.2 27.6 2.6 4.4 
55-64 37.8 54.0 6.9 13.2 
65-74 53.3 73.6 18.0 33.9 
75 and over 108.1 142.5 75.1 100.1 

(.) Number of deaths per \000 persons of the same age, sex and population gronp. 
(b) Indigenous age-specific death rates were calculated using data from Western Australia, South 

Australia and the Northern Territory only. 

Source: Australian Bureau of Statistics (1994) -43 
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any event, these differentials pale into 
insignificance when they are compared 
with those relating to Aboriginal and 
Torres Straits Islander health as 
compared to that of the rest of the 
population. 

Age-specific death rates are very much 
higher among the indigenous population 

(Table IS), and for women the 
difference is most marked between the 
ages of 25 and 54 years, where death 
rates are seven times higher than among 
the Australian population as a whole. 

Table 19 shows the observed and 
expected death rates for the indigenous 
population by causes of death. For 

Table 19, Aboriginals and Torres Strait Islanders: observed and expected 
death rates(a), cause of death by sex and selected states/territory, 

Australia, 1988-1990 

Cause of South Australia Western Australia Northern Territory 
death Observed Expected Observed Expected Observed Expected 

FEMALES 

Circulatory diseases 211 80 210 94 250 74 
Neoplasms 80 53 71 58 102 55 
Injury and poisoning 89 22 71 22 97 22 

Respiratory diseases 84 13 66 14 170 12 
Endocrine, nutritional 21 5 56 6 73 5 
Digestive diseases 21 7 35 8 36 6 
Genitourinary disorders 13 3 31 4 48 3 
III-defined conditions 13 5 31 5 64 4 
Nervous system diseases 21 5 25 5 20 5 
Other conditions 46 25 61 25 125 22 

MALES 

Circulatory diseases 312 97 300 128 353 97 
Injury and poisoning 312 63 149 63 294 62 
Respiratory diseases 117 20 141 27 218 20 
Neoplasms 86 65 85 83 129 68 
Digestive diseases 59 9 66 11 36 9 
Mental disorders 36 6 52 6 40 5 
III-defined conditions 14 8 45 8 80 7 
Nervous system diseases 32 6 35 7 34 6 
Endocrine, nutritional 45 6 32 8 51 6 
Other conditions 108 27 70 29 156 25 

(.) Number of deaths per 100 000 persons of the same sex. 

Source: Australian Bureau of Statistics (1994). 
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women, the observed rates are higher 
in every category. Although the data 
are not comprehensive, the estimated 
infant mortality rates range from 15.6 
per 1000 live births in Queensland to 
31.2 in the Northern Territory; these 
compare with a national rate for the 
total Australian population of 8.3 infant 
deaths per 1000 live births. 

Among adult Aboriginal women in the 
Northern Territory, high proportions of 
the excess mortality can be attributed 

to deaths from external causes, 
circulatory and respiratory diseases 
(Table 19), as well as to excess 
pregnancy-related deaths (not shown). 
Among diseases of the circulatory 
system, chronic rheumatic fever was 
the most important cause of deaths in 
women aged 15 to 44 years. For all 
women aged 25 years and above, 
chronic obstructive airways disease was 
the largest single category of excess 
mortality due to respiratory disease 
(plant, 1990). 



Health 

In 1990-1991, health expenditure by 
Australian governments and individuals 
was almost A$3l 000 million, 
representing 8.1 per cent of GDP. 
Recurrent health expenditure accounted 
for around 93 per cent of total 
expenditure. 

services 

Bed availability in all types of health 
care institutions varies between States 
and Territories (Table 20). Overall, for 
acute hospital beds, people in major 
urban areas have a lower bed ratio (4.4 
beds per 1000 population) than those in 
other areas. Despite this, people in 

Table 20. Beds(a), States and Territories, Australia, 1989-1990 

Institution type NSW Vic Qld WA SA Tas ACT NT 

Hospitals 
Public acute (b) 3.6 3.1 3.9 4.0 4.0 4.3 3.1 3.8 
Public psychiatriC 0.5 0.6 0.4 0.3 0.5 0.5 0.0 0.0 
Private 1.1 1.4 1.5 1.2 1.5 1.3 (e) (e) 

Nursing homes for the elderlv 64.5 50.2 fil.7 59.4 59.7 59.5 53.7 67.3 
Hostels 32.4 32.4 42.3 41.5 45.2 24.7 43.8 33.8 

(a) Rates per I 000 population calculated using total population for hospitals and population aged 70 
and over for nursing homes and hostels. 

(b) Includes Department of Veterans' Affairs and auxiliary hospitals. 
(e) Inadequate cell size. 

NSW - New South Wales; Vic - Victoria; Qld - Queensland; WA - Western Australia; 
SA - South Australia; Tas - Tasmania; ACT - Australian Capital Territory; 
NT - Northern Territory. 

Source: Australian Institute of Health and Welfare (1992) 
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'other' areas have generally limited 
access to particular specialties and 
intensive care beds, and are more likely 
to require inter-hospital transfer at some 
stage of their hospital stay. 

The most common use of hospitals by 
women was for direct obstetric causes. 
These accounted for 29.7 hospital 
separations (stays ended by discharge, 
transfer or death) per 1000 female 
population. Diseases of the genital 
organs (22.5 separations), diseases of 
the musculo-skeletal system (13.6) and 
signs, symptoms and ill-defined 
conditions (13.5) were the next most 
frequent reasons for hospital stay. 

Use of medical services also varies 
substantially across the States and 
Territories, ranging from 7.5 services 
per person in Western Australia to 9.8 
in New South Wales and the Australian 
Capital Territory. Use of out-of-hospital 
services reflects similar variations 
between States, and, shows a strong 
relationship with the number of full-time 
medical practitioners in each (Figure 8) 
(AIHW 1992) 

Despite these variations, use of medical 
services is generally quite high, 
especially among women. In 1989-
1990, nearly one in four women had 
consulted a doctor in the two weeks 
prior to interview, and one in six men 
had done so. Just over one in every 
ten women had visited a health 
professional other than a doctor or 
dentist in the same period. Such health 
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professionals included chiropractors, 
osteopaths, naturopaths etc., as well as 
chemists, psychologists and social 
workers. 

There is, however, continuing 
dissatisfaction expressed by women 
about what they see as inadequate or 
inappropriate health service provisions. 
Widespread consultation with women's 
groups which preceded the development 
of the National Women's Health Policy 
(described in the next section) and the 
National Women's Health Programme 
identified several common threads to 
women's needs. These included a 
desire for a more holistic approach to 
women's health, recognizing the social 
context of health; a greater emphasis 
on health promotion and primary health 
care; greater involvement of women in 
the design, implementation and provision 
of health services for women; and 
increased services to address specific 
health needs of women. 

In addition, the lack of an adequate 
database on women's health was 
criticized. Efforts to address this last 
issue have included the Australian 
Bureau of Statistics publIcation 
Women's Health (1994), with its 
identification of major areas of 
continuing data weaknesses, and the 
Department of Health's commissioning 
of a discussion paper on women's 
health research (Kane, 1991) and 
commitment of A$3 million to a 
Longitudinal Study of Women's Health 
beginning in 1995. 
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Preventive health services are largely 
the responsibility of individual State and 
Territory health authorities, although 
there are a few national programmes 
such as the National Better Health 
Programme, the National Women's 
Health Programme and the National 
Programme for the Early Detection of 
Breast Cancer. Expenditure on health 
promotion and disease prevention in 
1988-1989 was at least A$280 million, 
or 1.7 percent of total recurrent health 

expenditure by governments. Of this 
amount, State and Territory 
governments expended A$213 million 
and the Commonwealth A$67 million 
(AlHW 1992). The various national 
programmes focus primarily on 
achieving coordinated national policies 
and supplementing activities in support 
of agreed priorities in specified fields. 
Thus the National Women's Health 
Programme (NWH Programme) funds 
projects that address priority issues 

Figure 8. Relationship of use of out-of-hospital medical services per capita 
to number of full-time medical practitioners, Australia, 1989, 1990(0) 
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identified in the National Women's 
Health Policy, and particularly targets 
disadvantaged women. 

The NWH Programme is currently into 
its second round of four-year funding 
and is developing an agreed national 
database appropriate for the more than 
350 diverse projects 1hat it co-funds wi1h 
the various States and Territories. 

Differing state-level health programmes 
and local needs and priorities as well 
as differing interpretations of preventive 
heal1h mean that national data on heal1h 
promotion and primary health care 
activities are seldom available. 
However, projects supported by the 
NWH Programme frequently cover a 
wide range oflifestyle issues, including 
self-esteem, personal skills, stress 
management and social support, as well 
as addressing specific problems such 
as sexual health, the management of 
sexual abuse or violence against women 
and support for carers. Other national 
health promotion pr6grammes include 
the National Campmgn Against Drug 
Abuse, programmes directed to HIV / 
AIDS and the nutrition education , 
undertaken by the National Heart 
Foundation, as well as the 
Commonwealth Community Action 
Programme 'Stop Violence Against 
Women'. 

While such projects are funded by the 
Commonweal1h and State govemments, 
the majority are carried out by 
nongovernmental organizations that 

range in size and type from substantial 
national bodies to local community 
groups. Predominantly staffed and 
managed by women, these 
nongovernmental organizations have 
volunteer boards and, not infrequently, 
volunteer workers as well. Their 
structure helps to provide women
centred care that reflects women's 
needs; however, their nature is not 
always easy to reconcile with the 
demands of the funding bureaucracy 
(Broom, 1991). 

The National Programme for 1he Early 
Detection of Breast Cancer 
(NPEDBC) provides an example of 
how preventative and curative activities 
for women are integrated. Public or 
private screening centres and services 
are being established in all participating 
States and Territories and must be 
accredited and provide uniform data 
returns, as well as documented 
procedures to ensure appropriate follow
up for women with screen-detected 
abnormalities. Information, emotional 
support and counselling are also 
provided as required. Each woman is 
notified in writing of the results of her 
screening and, unless she requests 
otherwise, results are also 
communicated to her general 
practitioner. Public educational 
campaigns have been designed to 
encourage women to use 1hese services 
(NPEDBC, 1992). 



Policy 

The development of a National 
Women's Health Policy was first 
proposed at a National Women's Health 
Conference in 1985, International 
Women's Year. Government 
commitment to developing such a policy 
was announced shortly afterwards, and 
a discussion paper National Policy on 
Women's Health: a Framework for 
Change (Department of Community 
Services and Health 1988) was 
publi shed following widespread 
consultations with women. Reactions 
to its circulation and discussion among 
women throughout Australia led to the 
final document of the National 
Women's Health Policy (DCSH, 1989). 
As indicated in the previous section, the 
policy emphasized women's 
dissatisfaction with narrow biomedical 
models of health and a desire that ill
health be seen not as a set of symptoms, 
but as a condition inextricably entwined 
with its social and economic 
environment. 

development 

The policy identified seven health 
priorities that required action across the 
health system: 

• reproductive health and sexuality; 

• the health of aging women; 

• women's emotional and mental 
health; 

• violence against women; 

• occupational health and safety; 

• health needs of women as carers; 
and 

• health effects of sex-role 
stereotyping on women. 

It also identified five key action areas: 

• improvements in health services for 
women; 

• provision of health information for 
women; 
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• 

• 

• 

research and data collection on 
women's health; 

women's participation in decision-
making in health; and 

training of health care providers. 

A major response of the 
Commonwealth Government to the 
policy was the establishment of the 
National Women's Health Programme 
in the financial year 1989-90, with 
matched funding from each State, to 
supplement existing services and 
activities by implementing aspects of the 
policy. Objectives for the current 
funding cycle are to provide primary 
health care services for women most 
in need, and to promote the principles 
of the policy within mainstream health 
services, as well as to fund special 
projects with national applicability in 
areas such as the training of health 
professionals. 

A variety of other I10licy measures are 
designed to improve the environment 
for women. A National Agenda for 
Women 1993-2000, Women - Shaping 
and Sharing the Future, identified a 
number of key areas in which efforts 
needed to be made to improve the 
condition of women. One such area 
identified was the need for greater 
involvement by women in the decision
making processes, and the Office of 
the Status of Women has undertaken 
several strategies to address this. 

The National Action Plan for the 
Education of Girls 1993-1997 focuses 

particularly on the construction of 
gender, elimination of sex-based 
harassment, curriculum reform, 
improving educational outcomes for girls 
and the needs of girls at risk. Funding 
allocations to higher education 
institutions have been linked to the 
progress made towards achieving agreed 
equity goals. 

The 1984 Sex Discrimination Act and 
the Industrial Relations Reform Act 
1993 provide a legal framework to 
address sex discrimination and improve 
women's access to, and participation 
in, employment, by making it unlawful 
for an employer to discriminate on the 
grounds of sex, marital status, 
pregnancy or family responsibilities. 
The Jobs, Education and Training 
Programme provides assistance to sole
parent pensioners (largely women) 
entering or returning to the labour force, 
and Working Women's Centres are 
being established to provide women with 
guidance on workplace-related issues. 
In addition, reforms planned for 1995 
under the policy document Working 
Nation: White Paper on Employment 
and Growth, focus social .security 
measures on individual entitlements, not 
on dependency on a partner. 

Government support for child care 
services, first introduced in 1972, has 
been progressively expanded and a 
series of agreements between the 
Commonwealth and States and 
Tenitories aims at meeting the demand 
for work-related child care by 2001. 



Policy development 

Following an inquiry in 1993 by the 
Australian Law Reform Commission 
into the principle of equality before the 
law, which identified action required to 
remove any discriminatory effects on 
women of laws and legal procedures, 
the Access to Justice Advisory 
Commission was established in 1994 to 
consider reforms to the legal system. 

The complexity of the Australian 
constitutional system, which devolves 
many powers to the states, makes it 
particularly difficult to ensure universal 
policy implementation, and this is 
nowhere more apparent than in the area 
of women's broad health concerns. 
Each state has its own structures, 
policies and programmes and even 
national initiatives, such as the National 
Women's Health Programme, require 
state endorsement of particular activities 
for their joint funding. In addition, the 
states have the primary responsibility 
for the monitoring of such projects, and 
each has its own gata requirements. 
As has already been noted, the projects 
are frequently implemented by 
nongovernmental organizations which 
have their own agendas and 
philosophies. In addition, policy 
coordination involves not only 
Commonwealth and State Health 
Departments, but a range of other 
bodies from other areas of the 
bureaucracy and from researchers and 
research funders as well as medical 
schools and other educational 
institutions. There is some evidence 
(e.g. Kane, 1991) that such coordination 

has been only partially achieved, but 
further research is needed into the 
extent, and the efficiency, of 
mechanisms for policy coordination. 

Overall coordination is secured through 
the use of mechanisms such as the 
Australian Health Ministers Advisory 
Council (AHMAC), which involves 
ministers of each state and the 
Commonwealth. The AHMAC 
established a Subcommittee on Women 
and Health which, among other 
activities, produced a set of Health 
Goals and Targets for Australian 
Women in 1993. This document 
identified detailed targets for each of 
the priority health issues and key action 
areas of the National Women's Health 
Policy. In addition, it developed a set 
of suggested strategies to meet those 
targets. The strategies were arranged 
within the groupings of the revised 
National Health Goals and Targets: 

• preventable mortality and morbidity; 

• healthy lifestyles and risk factors; 

• health literacy and life skills; 

• healthy environments; and 

• the health care system. 

It is still too early to assess the progress 
made towards meeting the AHMAC
identified targets. The level of recent 
attention given to particular issues may, 
to some extent, suggest the birth of an 
action programme; if so, the Australian 
Bureau of Statistics 1993 Survey of 
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Disability, Aging and Carers may mean 
greater programme involvement with 
the health needs of elderly women and 
women carers, which were among the 
seven health priorities identified in the 
National Women's Health Policy. 
Similarly, the Australian Bureau of 
Statistics Aboriginal and Torres Straits 
Islander Survey of 1994, which included 
a number of health-related questions, 
may give greater impetus to the 
development of additional health 
programmes for this group. The data 
weaknesses noted in this report on the 
subjects of reproductive health and 
occupational health - other health 
priorities identified in the Policy - are 
less encouraging. 

The very active debates which preceded 
the formation of the National Women's 
Health Policy suggested that strongly
polarized views on women's health 
issues were largely confined to the 
subjects of abortion and in vitro 
reproduction. These areas continue to 
be controversial. A recent development 
of greater potential concern, however, 
is the emergence of a reaction against 
concerns with women's health. This 
reaction is evidenced in current 
demands by some male organizations 
in Australia for a national screening 
campaign for prostate cancer. It ignores 
the rationale of women's health policies 
- designed to redress the inequalities 
affecting women in service provision -
with the suggestion that the 
(comparatively small) resources devoted 
to women's health are not being 
matched by similar efforts to improve 
the health status of males. 
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