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100 yeais ago life expectancy at birth was 47 years for 

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

77 for females. At age 60 it is 18 years for men and 23 for 

women. As you are all aware, over the next 25 years Australia's 

population will increase by about 29%, yet the population aged 

85 and over will increase by around 145% (from around 123,000 in 

1986 to around 303,000 in 2011). As we look back over the last 

15 years (to 1971) we can see a notable mortality drop for those 

aged 85 and over. Mortality per thousand above age 85 dropped 

from 194 to 156 for females, and from 236 to 204 for males -

drops of 20% and 14% respectively for females and males. For 

the 80-84 and 75-79 age groups the drops were more pronounced -

around 30% for females for example. 

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 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. 
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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 having handicaps, and of these 62 per 

cent lived 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 lived in private dwellings 

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

handicaps lived 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. 

Almost half (45.2%) of Australia's 75,000 nursing home 

residents are over the age of 85, and all indicators point to an 

even higher proportion over 85 in years to come. As we look 

forward to those years, those who will be over 85 over the next 

25 years are all with us today, already over the age of 60 with 

established diet and exercise patterns. 

In our society, as ages go up, so too does the proportion of 

women. At age 65, for every 100 men there are 113 women; at age 

75 there are 136 women for every 100 men, and among the over 80s 

there are more than twice as many women - 219 women for every 

100 men. Most elderly men have a spouse, but most elderly women 

do not have a spouse, and having a spouse, according to 

researchers working in the field is the greatest defence against 

social isolation, public dependence and poverty. 
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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 60 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 

disabilities 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 ~hose 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 den~ntia - 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. 

In brief we have greater life expectancy at birth and at all 

advanced ages, substantial drops in age specific mortality rates 

at higher ages, high rates of chronicity, a surplus of women at 

higher age groups, most of whom have no spouse, nearly all older 

people living in private dwellings, nearly all older people with 



4. 

handicaps living in private dwellings, a nursing home population 

with a median age approaching 85 and a situation soon in which 

half of our over 65s will be over 75. 

When translated into good$ and services and social 

facilities and supports our changing population structure 

warrants careful policy attention. Elderly people require a 

wide range of supports, mostly income support, but also health 

services. 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? 

It seems crass perhaps to ask who's going to pay. It is an 

important question. Australia's 2½ million people aged 60 and 

over, including the million people over 70 and the 300,000 over 

80, are part of our largest industry. More Commonwealth 

Government dollars to into age and veterans' pensions than into 

anything else. Our pension bill, at 9 billion dollars is 1½ 

billion dollars greater than our whole defence budget. The 

amount we put into nursing homes and hostels exceeds our whole 

Foreign Affairs and Overseas Aid budgets. 

Our older population is very much differentiated by age, by 

sex, by class, by ethnicity, by spatial location, and by health 

status. 

It is important to remember that most older people are not 

sick, are not disabled, are not desperately poor, are reasonably 

well housed and like the locations they live in. There are 
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however significant numbers that do have difficulties in many 

areas. The message I keep stressing is that we must discard the 

totally inappropriate stereotype that older people~ problems, 

and concentrate instead, on the problems they have. To do so 

requires good policy analysis, strong community responsiveness 

and very importantly, the elimination or unrealistic, 

patronising and unhelpful stereotypes. 

There are two types of difficulties that I am confronted 

with: difficulties that individuals have, and difficulties that 

arise from poor policy response to observed needs, conditions 

and problems. As a person involved in problem seeking as mucl1 

as problem solving, as somebody involved in policy I can reel 

off a string of problems facing policy makers in ageing. 

We have problems working out equitably and efficiently how 

to convert 40 years of earnings into over 70 to 80 years of 

life. We have problems with concepts like "double dipping", 

"tax treatments", "income and assets", "taxpayers' 

capacity", and so on. 

We have problems restructuring a nursing home system which 

seems to have lost its way as rising expectations of nursing 

home care have created a larger than warranted population 

anticipating ultimate nursing home admission. This is a 

billion dollar Government financed industry which strains 

basic concepts of equity, and leaves many people grossly 

unsatisfied. 
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We have problems with our transport systems which cannot 

cope with elderly people both with and without mobility 

limitations and thus confine too many people to home, 

magnifying their exclusion from fruitful community 

integration. 

We have problems expecting families to play roles that are 

considerably in excess of their capacity to support older 

people, particularly those who are severely physically 

disabled or the burgeoning number suffering from some of the 

dementias. 

We have problems with a health care system which has been in 

the political spotlight for most of the last 15 years and 

which is not sure how to handle the balooning costs, the 

changing technologies nor how to treat with appropriate 

respect, not only the clientele, but the many professionals 

who have always taken a back seat to and been patronised by 

doctors. 

We have problems devising a set of home care services that 

are efficient, flexible, accountable, acceptable, 

comprehensive, accessible, co-ordinated and equitably 

allocated. 

We have problems ensuring that those who choose to enter 

resident funded retirement villages have the appropriate 

legal protections and that those retirement villages meet 

suitable standards of design and accessibility. 
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We have problems providing suitable accommodation for the 

most severely disadvantaged - those 50,000 elderly people, 

three quarters of whom are women, who rent in the private 

market. 

We in South Australia have problems of relativity in that on 

ABS projections, S.A. will have notably higher proportions 

of older people than every other State in every age cohort 

and on each projection series right through to the year 

2021. This poses long term planning challenges and will 

require special negotiations with the Commonwealth. 

Service policies for elderly people in Australia are 

splattered across an expansive canvas and the major players pop 

up all over the place with policies and regulations, constraints 

and limitations, aspirations and hopes. Service policies for 

elderly people involve activity by all three levels of 

government, non-government welfare organisations (of whom about 

6,000 in Australia are involved with the welfare of elderly 

people), private entrepreneurs, developers, and professionals, 

to name a few. At the Commonwealth Government level we have at 

least five main departments deeply concerned with policies for 

elderly people - Community Services, Social Security, Health, 

Housing and Construction and Veterans Affairs. Several others 

are marginally concerned with these issues. It would be trite 

of me to list the various roles of the numerous State and local 

government involvements. 
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There has been some debate in assessing the relative and 

rightful shares of public support going to both young and old. 

Some commentators have begun to argue that the common view of 

older people as poor, frail, and more deserving of help than 

some other groups is no longer valid. Given notable 

improvements in tlIB economic status of the elderly, the aged are 

increasingly perceived as well-off. When these improvements are 

juxtaposed with current budgetary concerns and demographic 

projections of an aging population, the conclusion often reached 

is that we have done enough for the elderly - and sometimes that 

we have done too much. 

The real poor they argue are children,and it is to that 

group that we should be turning our attention and our dollars. 

I believe the massive increase in child poverty in the past 

decade is a tragic indictment on our inadequate social policy 

skills, but the solution does not lie in developing a zero-sum 

situation thus polarising and dichotomising young and old. I 

reject the spurious debate about young versus old, but accept 

the need to examine comparative Federal and State 

responsibilities and expenditures. 

The major piece of intensive work here was done by the 

Social Welfare Policy Secretariat in examining 1980/1 

expenditures-

Looking at combined Commonwealth and State outlays, roughly 

the same amounts were spent on the young as were spent on the 

old. The ratio of State outlays on the young to State outlays 
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on the aged were almost 5:1. The ratio of Commonwealth outlays 

on the aged to Commonwealth outlays on the young was 2:1. For 

every $1 the Commonwealth spent on the young, the States spent 

$1.50. For every $1 the States spent on the aged, the 

Commonwealth spent $6.80; or for every $1 the Commonwealth spent 

on the aged the States spent 14 cents. 

Just reading the table of contents of Kendig and McCallum's 

Greying Australia gives an idea of the catalogue of issues:

Family and social life; Housing; Work and retirement; 

Retirement income and expenditure; Some lifestyle implications 

of population ageing; Longer life and better health?; 

Community care, Impact on public expenditure. 

In ensuring a suitable environment for our older population 

we have to sieze the planning initiative, develop our allocative 

mechanisms along credible and humane lines and ensure we have a 

good theoretical and empirical basis for social activity and 

interventionist practices affecting the lives of older people. 

Grasping the initiative is important. For too long governments 

have responded rather than initiated - our whole nursing home 

crisis can be attributed to a "you hatch it, we'll match it" 

philosophy on the part of government, rather than a more 

structured and planned approach. 

Outputs in ageing are developed and delivered by three main 

actors - governments, voluntary agencies, and families and 

informal support systems. Each plays significfant roles. These 

actors are able to generate three types of outputs - tangible 

resources, effective services, and close companionship. It is 
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the combination of these three things - tangible resources, 

effective services, and close companionship - to which our 

welfare futures must increasingly be geared. The balance and 

the best delivery system for each is a matter of passionate 

debate. 

Each of these three, governments, voluntary agencies and 

families are under great pressure and one operationally 

heuristic tool might be to examine issues of capacity and 

willingness of the various major actors and delivery systems. 

Government is not going to be able to meet all of the 

demands from the community or even deal with all of the 

legitimate claims placed on it. The non-government sector 

likewise is under pressure, as too is the family as a major care 

provider. What is very obvious is that no one sector alone can 

provide all that has to be provided. Certainly not government -

certainly not voluntary agencies - certainly not families. 

Different needs are met by different support systems. 

The conundrum of federal/state relations confounds us all. 

All Australian States provide roughly similar services to their 

elderly populations. In drawing up a catalogue of services we 

were able, in South Australia, to identify 30 statutory services 

for older people, of which 7 are Commonwealth funded, 15 are 

State funded and 8 receive a combination of Commonwealth and 

State fw1ding. The list is long and sometimes defies logic, but 

each part contributes to the well being of the whole and thus a 

shortfall in one area can have effects across a wide front. 

Developing such a catalogue identifies •bizarre irregularities. 
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For example, the State Government, through the Pensioner Dental 

Scheme and the S.A. Spectacles Scheme looked after pensioners' 

teeth and eyes, while the National Acoustic Laboratory tested 

hearing and provided hearing aids. We often contemplate the 

logic of eyes and teeth being a State responsibility, and ears 

being a Commonwealth one! 

What this quaint example highlights is the expendiency and 

the opportunism that characterises the service structure. Given 

limited resources it is always worth trying to get somebody else 

to fill the gap. There are never enough dollars, never the 

right planning and co-ordinating mechanisms, and one can 

describe federalism, originally a means of controlling power by 

dividing it, as the bane of planners, the euphoria of 

procrastinators and the indulgence of buck passers. Nowhere is 

this more obvious than planning for our older population -

securing the right mix of services and the right funding 

arrangements. 

As most older people with handicaps live in the community we 

often hear the call for families to play a greater role in 

care. Oh for the golden age, people often lament, when families 

did more for their older relatives than they do today! In 

reality there never was such a golden age when family care was 

more forthcoming than it is today. In general, people did not 

live long enough to become dependent, and work patterns in 

pre-industrial societies usually meant that one worked until one 

died. 
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While life expectancies have increased, the associated 

dependencies are more chronic than transitional, and families 

are less able to provide the supports required, and less able to 

cope. 

Changing demographic patterns demonstrate the limitations on 

the pool of potential caretakers. In Australia the middle aged 

unmarried woman, not in the labour force, who could be counted 

on to provide care is a disappearing species. Labour force 

participation rates for women have increased by 15 per cent in 

the past decade so that 44.4 per cent of married women aged 

45-54 are in the labour force. Furthermore, there are fewer 

"never marrieds' in Australia than ever before. Of women aged 

45-49, 22 per cent in 1901 were never married. Today the 

proportion is only 4.8 per cent. For every 100 elderly persons 

in 1901, there were 8.7 unmarried women aged 45-59. Today there 

are only 4.1. Of those forming families in the mid-19th 

century, 80 per cent had four or more children. Of those 

presently in their seventies, only 25 per cent have had four or 

more children and furthermore, about 30 per cent have no 

children or only one child. 

In a nutshell, in giving people more time to live, science 

and medicine have also given them more time to die. We have all 

seen technical changes of astounding, stunning and overwhelming 

consequence. We can find technical solutions to many of our 

problems. We can think the unthinkable and do the undoable -

yet are we a lot better off? We can do magic on our computers, 

land a person on the moon, analyse the gases surrounding 
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Jupiter, fire a probe into the nucleus of Halley's Comet. We 

have learned brilliantly the means of accomplishing scientific 

and technical advance. When we look at our present capacity to 

solve problems it is apparent that we do our best when the 

problems involve little or no social context. We're skilled in 

coping with problems with no human ingredient at all, as in the 

physical sciences or in the technologies. We can send people to 

the moon, yet we can't find jobs for our young people; or 

appropriate accommodation for all our older people, we can build 

in our big cities, gleaming skyscrapers with computer controlled 

talking elevators, yet we can't make traffic flow; we can keep 

people alive for twenty to twenty five years beyond retirement 

yet we can't ensure that they can live those years in dignity. 

To take an extreme example, when we compare the tasks 

involved with having landed a man on the moon with that of 

developing an equitable income security system or an effective 

nursing home system, was the technology of landing someone on 

the moon more simple, was the political cormnitment more easily 

realisable, was the management task easier? Absurd as it may 

seem, the answer to these questions is yes. 

Population ageing and demographic change push numerous 

policy issues to the fore. We have a lot of substantive 

knowledge, but at times the processes of achieving satisfactory 

outcomes are overhwelming. We have a crowded policy agenda and 

the items that stand out to me include suitable income security, 

efficient effective and equitable health care, issues of rights 

and discrimination, accessible social services, life enrichment 

and life enhancement, suitable housing and accommodation, 
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policies on work and leisure, communications and transport, 

issues of safety and consumer protection. 

The policy spectrum before us is complex and convoluted. So 

as we move into greater dependence on formal care we are all 

faced with challenges in planning, structuring and delivering 

services which will have to be relevant, effective and 

compassionate, and these challenges are spectacular, formidable 

and unprecedented. 




