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1 • 

100 years ago life expectancy at birth was 47 years for 

males and 51 years for females. Today it is around 70 for males 

and 77 for females. At age 60 it is 11 years for men and 23 for 

women. In some circles this increase in life expectancy is seen 

as a calamity for society - but I think it would be more 

reasonable to regard it as a major achievement. There is, 

however, a price to be paid for the privilege of living longer 

and that price is paid in the terms of an increase in the nature 

of degenerative diseases. The rates of chronic illness in all 

industrial societies are very high and Australia is no 

exception. What becomes important is trying to understand the 

network of the services - statutory and non-statutory - formal 

and informal - what can be blended together to improve the 

quality of life of the person suffering from chronic illness, 

and to ensure that those who care for these people have their 

needs met as well. 

Not surprisingly, chronic conditions increase in incidence, 

with age. For every 100 Australians 45 experience some sort of 

chronic condition. For every 100 Australians over the age of 

65, 77 experience some chronic condition. What is even more 

interesting is that these 77 people out of every 100 experience 

between them about 180 chronic conditions. Whereas for every 

100 Australians there are 80 reported chronic conditions, for 

every 100 elderly people there are 180 reported chronic 

conditions. Not all chronic conditions are themselves limiting 

and not all create social problems. 



2. 

The diversity of the elderly population is enormous. About 

two thirds of those over 65 are under 75, that is most elderly 

people are of an age where people are usually physically healthy 

and mentally alert. Their main problems relate to adjusting to 

retirement, and in most cases the associated income reduction. 

For them, income maintenance and preventive health services 

are of great importance. About one third of people over 65 are 

over 75, and thus of an age where most people need more than 

average levels of support from the community. In addition to 

economic and social dependencies, physical limitations and 

disabilitie~ become part of the lives of many people. 

Dependencies increase with age and we have noted two 

significant features. The rate of institutionalisation for 

people aged 75 and over is more than double that of those aged 

65-74. And second, the incidence of dementia increases with 

age. Today it has been estimated that there are about 10,000 

people in S.A. suffering from dementia - this is equivalent to 

the population of a city like Port Pirie. As the structure of 

the elderly population changes, so too will the incidence of 

dementia - from one in 20 of people over 65 to one in 5 of 

people over 80 - we are on the verge of an explosion of care. 

Who is going to respond? Who is going to be able to assess 

the needs and know what services are most appropriate? Who is 

going to deliver these services? Who is going to pay for them? 



3. 

Of the 4 delivery systems we know that government is not 

able to respond to all pressures placed on it. We know that the 

voluntary sector has difficulty raising non-government funds and 

most of its services depend on government funding. We know that 

commercial entrepreneurs will move into any area if there is a 

dollar to be made - but there are serious questions about health 

and welfare services being bought and sold at market prices, 

like used cars or soap powder. We know that families, the main 

providers of tending, care and support are stretched to the 

limit, and generally have the willingness but not the capacity 

to provide care. Families as care givers, are under enormous 

pressure - ~ut the pressure falls almost entirely on women. 

The overwhelming majority of elderly people live in private 

households. In its 1981 Handicapped Persons Survey, the 

Australian Bureau of Statistics identified Australia wide, 

450,700 people over 65 as having handicaps, and of these 82 per 

cent live in private households and 18 per cent in 

institutions. Again age was significant. Of those aged 65-74 

92 per cent of those with handicaps live in private dwellings 

while for those aged 75 and over, 72 per cent of those with 

handicaps live in private dwellings and 27 per cent in 

institutions. Therefore, not only do the overwhelming majority 

of elderly people live in private households, the overwhelming 

majority of elderly people with handicaps live in private 

dwellings. And most are women, mostly living alone. 



4. 

This highlights beyond any element of doubt that the 

development and maintenance of high quality, professional home 

care services has a high place on our policy agenda. Through 

the Home and Community Care Program (HACC) we are starting to 

address the issues coherently as we tackle the overwhelming 

problems of devising a set of home care services that are 

efficient, flexible, accountable, acceptable, comprehensive, 

accessible, co-ordinated and equitably allocated. We can't go 

for anything less, especially now that the Commonwealth has 

instituted growth controls on nursing home development. 

As a co~~ept, community care has been described as being all 

things to all politicians and policy makers' (Walker 1982:19). 

Certainly it plays an important role in the rhetoric of 

politicians at both ends of the political spectrum. For 

conservatives, the community care of frail or handicapped people 

combines a shift away from expensive institutions and other 

state services with families and neighbours fulfilling their 

'rightful' roles rather than relying on the so-called 'nanny 

state'. For some groups on the left, community care has an 

appeal in that it connotes a more caring, more localised, more 

personal environment, without the inhumane effects of large 

scale institutions. 



s. 

The confusion over the meaning and implications of the term 

has been recognised for some time. 

'To the politician, "community care" is a useful piece 

of rhetoric; to the sociologist, it is a stick to beat 

institutional care with; to the civil servant, it is a 

cheap alternative to institutional care which can be 

passed to the local authorities for action - or 

inaction; to the visionary, it is a dream of the new 

society in which people really do care; to social 

services departments, it is a nightmare of heightened 

public expectations and inadequate resources to meet 

th~~- We are only just beginning to find out what it 

means to the old, the chronic sick and the 

handicapped. ' (Jones et al. 1978:114) 

Many more frail or disabled people receive support 

informally - from family, friends and neighbours - than receive 

formal caring services. Moreover, especially for the more basic 

and essential needs, such as meals, washing, personal care and 

nursing, it is women who perform the majority of these caring 

tasks. There seems little to suggest that this will change, 

even given additional resourcing of domiciliary services or more 

comprehensive assessment procedures. 

The ABS Family Survey found that, of elderly people who 

received help with domestic tasks, far more received help from 

visiting relatives (45.8%) than from voluntary organisations 

(9.9%) or government agencies (9.3%) (ABS 1984:33). 



6. 

On this evidence it appears that for elderly people an 

increased emphasis on community care means an increase in (or a 

continuation of) existing informal support and assistance rather 

than any additional statutory services. Such assistance may 

well be suitable and even desirable for those who receive it. 

However, it does lead to some concern about those who are not 

linked into an informal network: those without spouses, 

children or other familiy members, or people who have moved 

recently into unfamiliar and unsupportive neighbourhoods. 

There is also the question of the adequacy and acceptability 

of informal,_ provision. Both in terms of skill required and of 

time and energy available, family and other informal carers may 

not have sufficient resources to look after those in need 

appropriately. This situation is exacerbated by the attitude of 

some service providers that elderly people who are married or 

living with or near to younger relatives are adequately cared 

for and do not require ·formal support. 

A further point concerns the quality of family care. Even 

in cases where family members embrace the role enthusiastically, 

it cannot always be assumed that the care given to the elderly 

person is adequate or appropriate for their needs. This is not 

to denigrate the efforts of the respondents or any other carers, 

but it is a consideration which must be kept in mind throughout 

discussions of family care of elderly people. 
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Clearly, the growing policy emphasis on community care 

affects groups other than elderly people. There is mounting 

evidence from a number of countries that when people with severe 

disabilities live at home - whether or not there is an explicit 

policy of community care - the great majority of care and 

support is provided informally rather than by statutory 

services. Thus, spouses and family members, both those living 

in the same household and elsewhere and, to a lesser extent, 

friends and neighbours are responsible for the bulk of the 

assistance provided to those in need. 

Bearing , __ in mind the diversity of needs we are responding 

with HACC. HACC of course is not able to provide all the 

support required. Four types of support can be clearly 

identified: 

a) emotional support - confidence, love, empathy, intimacy; 

b) appraisal support - acceptance, positive feedback, the 

stimulation of positive self-help and self-concept; 

c) informational support - helping people to help themselves, 

helping them to make use of health and social services; 

d) instrumental support - the exchange of practical help, 

effective practical help which meets a need, tangible 

services. 

It is the last two of these - informational support and 

instrumental support that we are addressing with HACC. 
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