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Introduction 

Let us assume that dependency is a real, observable, 

identifiable, measurable phenomenon - a characteristic that is 

part of the make up of all population groups within our society, 

but particularly observable as it relates to elderly people. 

Regardless of whether the dependency is physical or mental, 

related to the life cycle and life cycle relationships, whether 

it is politically or socially or economically created and 

structured, let us accept that it is part of our social reality. 

As sociologists we need to be able to understand what it is, 

where it came from, and what our society's response to it might 

be. 

In the simplest of terms, all members of a society aspire to an 

adequate standard of living, an adequate set of community 

infrastructure supports and adequate human interaction. 

Basically what people all want are tangible resources, effective 

support services, and close companionship. With satisfactory 

provision of or access to these three, dependency is radically 

recast, and substantially reduced. 

Tangible resources, fective services and close companionship 

can be provided in a variety of ways by a variety of operators 

the state, community service agencies, commercial enterprises, 

families and friends and acquaintances. In very crude terms we 

can identify four service sectors which deliver these the public 

sector, the community sector (often called the "voluntary" 

sector), the commercial market sector and the informal sector. 

Responses to dependency depend largely on the capacity and 

willingness of these agencies to provide their wares. But, 

leaving the market aside for the time being, we can note that 

governments, community service providers and families are all 

under very great pressure. 
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It can be argued that governments which mostly deliver tangible 

resources in this context are faced with an overload of demands. 

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, and responding involves severe political 

and social choices, and as well as alleviation of some 

dependencies, the creation of other dependencies. 

Non government community and service agencies which deliver most 

community and social services are under pressure because their 

tasks are continually being redefined, because their financial 

resources base is quite insecure, and because their membership 

structure can never be taken for granted. 

Close companionship is basically the purview of families, and 

due to demographic and labour force changes, as well as changing 

socio-cultural expectations and relationships, the family is 

under a great deal of pressure. The abilities of families to 

care for their members depend not only on material resources but 

also on human resources. 

In most industrial societies we are faced with an explosion of 

the need for care, and we can see tne traditional care providing 

organisations all facing different sorts of pressures. 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, or the same needs are met by 

different systems for different groups of people. 

Each of these three - governments, services 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. It 

could be hypothesised that there is an inverse relationship 

between capacity and willingness. If we think of governments, 

agencies, and families as in some sort of capacity hierarchy, we 
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can argue that willingness is inversely related to capacity, and 

that as one moves down the hierarchy the operator in question is 

less and less able to deflect or reject the claims made. 

Government with its eligibility requirements can quite 

dispassionately send claims which it cannot meet onto 

non government agencies and families. The agencies likewise can 

draw lines and pass the excess onto families. Families are the 

providers both of first and last resort - as extensive research 

shows, a repository of willingness, but often lacking in 

capacity. (This analysis is developed further in Graycar and 

Jamrozik, 1989.) 

An understanding of these concepts helps in the analysis of the 

structuring of dependency and societal responses to it. 

Australia's Older Population 

Australia's older population is growing more rapidly than the 

population as a whole. In fact all older age groups will have 

increased between 1988-2021 at more than double the rate of the 

population as a whole. 

At June 1988 Australia's total population was 16,531,929 of 

which 4,036,877, or 24.4%, was made up of people 50 years and 

over. For 2021, the projected total is 24,724,400 with the 50+ 

age group at 8,688,700, that is 35.1%, of all Australians. 

Today, almost one in four Australians is aged 50 or over; in 

2021 one in three will be 50+. 

We also need to note the rate of increase in the ''old" elderly 

cohorts. Though their numbers are relatively small, they are 

significant in planning aged care. In 1988 there were 140,237 

people aged 85+, by 2021 they are expected to triple their 

numbers to 417,300. (See Table 1.) 

Defining "elderly" is a difficult task. What do people over 50 

and people over 85 have in common? Certainly there are different 

needs, hopes, expectations and aspirations. 
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One common thread is that a form of socially structured 

dependency can be a feature in both groups. 

However one_projects, Australia's elderly population is not 

expected over the next 35 years to reach the proportions 

prevalent in Europe today. There is no evidence to support the 

"geriatric tidal wave 11 theory. 

But we do need to take note of a life cycle change that has 

implications for social planning. Many more people are surviving 

to older age, 75, 80, 85+. 

If we look at table 2 it shows that during this century the 

number of people surviving to the age of 75 has doubled, the 

number of people surviving to 85 has almost quadrupled, while 

those surviving to the age of 95 has increased by a factor of 

ten. 

In 1901 only 48% of males and 56% of females survived to age 65, 

the traditional retirement age. What the table shows is that 

ageing is not an activity experienced by only a few. Most people 

now survive beyond the age of 75. As table 3 shows at age 75 

life expectancy for males is a furth~r 9 years while for females 

it is almost 12 years. 

This increasing older population has to be put in a broader 

social context. 

While age may in fact say little about an individual's 

dependency on the state, apart from eligibility for income 

support, the dependency ratio as currently used, is purely age 

determined. Dependency ratios are calculated on the assumption 

that workforce age people (15 to 64) support those younger and 

those older. 

Even as a purely economic measure of dependency, the ratio is a 

pretty rough tool. How many 16 year olds are independent by this 

definition? And at the other end, many people are retiring 

earlier than 65. 
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As it stands, the ratio's message is that a decreasing number of 

wage earners will be supporting an increasing number of 

dependents. In 1901, for every 100 of workforce age, there were 

58 children and 6 elderly adults, a total of 64 dependents. By 

1947 the 100 workers were supporting 37 children and 12 aged 

adults. In 1986 the proportions were 35 children and 16 aged. At 

the beginning of the century, children outnumbered older people 

by about 10 to l; at the end of the century by contrast had 

diminished to about 2 to 1. (See table 4.) 

It is important to recognise the changing age profile of the 

dependency "burden". The dependency ratio has in fact decreased 

from 64 to 51 so far this century, and will rise slightly to 53 

in 30 years time. 

In working towards an "aged care" definition of dependency, we 

need to consider whether a person is living alone. 

More than 90% of people over the age of 65 live in private 

dwellings. There are high rates of home ownership among elderly 

people; about three quarters own or are purchasing their 

dwelling. Of persons aged 65 and over living in rented dwellings 

almost one half live in public hous1·ng. Some elderly people 

leave their long standing residences and move into purpose built 

smaller units or retirement villages, and some move into 

accommodation arrangements that provide some form of care and 

support, such as a hostel or a nursing home. 

Of the 8% of elderly people in non private dwellings (nursing 

homes, hostels, hospitals) most are aged 75 years and over, and 

about 40% of persons aged 85 years and over live in non private 

dwellings. 

Multigenerational living is not a characteristic of Australian 

household formation. There never has been a time when most older 

Australians lived with their children. Most older men over 75 in 
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private residences live with their spouse (about 60%) and 

roughly equal numbers (about 20%) live alone or with relatives. 

With regard to women over 75 in private residences the picture 

is the reverse: few live with a spouse (about 16%) and roughly 

equal numbers live along or with other relatives. 

Notwithstanding the comment about multigenerational living, 

there are more older people in Australia who live with their 

adult children than live in nursing homes and hostels. 

Dependence/Independence 

We perceive most old people as independent and it is necessary 

for government and community, including families who respond, to 

break down the stereotypes. 

Although the community ethos is to promote independence, many of 

our programs treat aged people as dependents. 

Elderli people are a differentiated group requiring a wide range 

of policies in response to different kinds of dependency. As 

with the rest of the population, older people are differentiated 

on the basis of income, class, gender, ethnicity, housing type 

and location, health status, etc. 

Dependency is an ambiguous term and means different things to 

different people: it has a specific meaning in demography; a 

very different meaning in the biomedical world and again a 

different meaning in terms of social constructs. In a social or 

medical service sense Bruce Ford (1979) has defined dependency 
I 

as "the necessity to seek the assistance of some of the services 

our society provides". This is a useful, but limited 

understanding. It takes dependency as a fait accompli and 

relates to services after the event as it were. 

A broader understanding comes from a British social scientist, 

Alan Walker, who in examining the causes of dependency among the 

elderly identifies four types of dependency (Walker, 1982): 



7 . 

* Life cycle dependency which relates to the exclusion from 

productive and paid work. This could be examined in terms 

of retirement policies and demographics. 

* Physical and mental dependency which relates to physical, 

social and psychological incapacity. There are arguments 

about the extent to which an impairment or disability may 

be a handicap but, overall, dependency is a social 

relationship the exact form and degree of which rests on 

interaction with at least one other person, but sometimes 

also with physical objects. 

* Political dependency which is a curtailment or restriction 

of freedom of the individual to determine his or her own 

course of action. This is based on unequal power relations 

between one person and another. 

* Financial and economic dependency which involves reliance 

wholly or partly on the state for financial support (over 

80 percent of the aged in Australia list social security 

benefits as their main source of income). 

Dependency is not a new phenomenon,-but it is highlighted today 

because in the past many people did not live long enough to be 

dependent. Dependency has now been imposed, encouraged and 

sustained by social relations and social developments. 

Restriction of access to a wide range of social resources, 

including income, status and power, not to mention physical 

wellbeing, imposes a reduced social status on elderly people. 

The categories of dependency distinguished here are structural 

rather than personal or psychological. The equation of 

dependency with natural stages of the life cycle legitimises the 

social construction of dependent status among elderly people. 

Dependencies on family and state bring forth a variety of policy 

responses and these responses are dependent on socio-cultural, 

political-structural and economic issues. They cover virtually 

the full spectrum of public policy. 
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Community Responses 

While government provide major formal supports - pensions and 

health - it is still left to the community to manage the 

informal care activities. There is an increasing push to use 

community care - usually family care. 

Pressures on our formal care giving institutions have tended to 

throw the spotlight on the informal care giving activities of 

relatives - mostly female and often middle aged. But 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 considerable in the past decade so that 55% 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 45-59, in 1901, 22% were never married. Today the 

proportion is only 4.8%. 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% had four 

or more children. Of those presently in their 70s, only 25% have 

had four or more children and furthermore, about 30% have no 

children or only one child. 

An even greater trend in this direction is noticeable in Great 

Britain where David Eversley has calculated that a typical 

British couple married in the 1920s and still alive today has 42 

living female relatives, of whom 14 are not working. In contrast 

the typical couple married in 1950 are likely, when they reach 

80, to have only 11 living female relatives, of whom only three 

will not be in paid jobs, but few of these relatives will live 

near enough to be able to provide care (cited in Hadley and 

Hatch, 1981: 90). 
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Family care, or more accurately care by women, can be seen as a 

cheap alternative, a means by which families can provide at 

little or no cost to the state, services otherwise financed by 

the taxpayer. With the obvious diminution in the pool of 

potential caretakers, any suggestion of developing care policies 

based on the presumption that in the future women can provide 

care for their relatives because they will in any case be at 

home, financially dependent on a man, is a shaky basis upon 

which to plan the expansion of care (Finch and Groves, 1980: 

506) • 

The tensions between informal, voluntary and statutory care 

highlight the dependencies which exist and the various responses 

to them (Graycar, 1983). Many families simply do not have the 

capacity to provide care for elderly relatives. (Considerable 

empirical work has shown that they have the willingness, if not 

the capacity - Kinnear and Graycar, 1983 and 1984. 

Policy Responses 

The big issues for government confronting issues of dependency 

are pensions and health. While these are mostly federal 

responsibilities, we also have ageing strategies at state 

levels. 

In my State the ageing strategy is built on a number of service 

principles that are common throughout the state government and 

which are consistent with other services within the 

health/welfare spectrum. These include: 

* the best possible access to quality services for people in 

greatest need; 

* high quality service delivery, within available resources; 

* a stronger emphasis on effective prevention of ill health, 

poverty and social disadvantage; 
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* more opportunities for people to be involved and to 

influence the policies of their own health and welfare 

services; 

* better co-ordination of all health and welfare resources, 

government, non government and private. 

In specific terms the South Australian ageing strategy considers 

goals, objectives and strategies in relation to: 

1. community services/social health 

2. life enrichment/recreation/leisure 

3. consumer issues/rights 

4. money 

5. transport/road safety 

6. crime/safety 

7. discrimination 

8. information 

9. accommodation 

Within this framework issues of social justice, social change, 

ethnicity and geographic distribution cut across and influence 

these areas. 

All these goals are aimed at promoting and prolonging the 

independence of our aged population. But that is not how they 

necessarily are seen by the recipients. 

Let me tell you a story: 

Miss Wis 80 years of age, has never been married, and lives 

alone in her own home. She has been living there for over 40 

years. She is socially isolated, having no close relatives and 

only one friend - she admits to being a loner since the death of 

her mother 25 years ago, with whom she shared her house. 

Miss Wis a highly intelligent woman who values her independence 

but is suffering from short term memory loss and confusion and 

is finding it hard to manage on her own. 
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For example, her diet is poor and her standards of hygiene 

inadequate; when first visited by a social worker her house was 

extremely untidy. Her electricity "sort of works'' but things 

like blown light bulbs are not replaced; she has very few 

contacts; her physical state is poor - she falls frequently and 

has giddy spells; her eyes need testing and she doesn't hear 

well; she was recently knocked down by a car. She was not badly 

hurt and was able to walk home. In other words, Miss W has 

difficulty coping with those things that are a normal part of 

daily living, and that the rest of us take for granted. 

Miss W's vulnerability came to light when she was approached by 

a real estate agent. He suggested she sell her house and she 

signed a legal document authorising the agent to proceed. 

However, because of her short term memory loss, Miss W denies 

that she agreed to the sale and in any event doesn't want to 

move. She is presently being sued by the agent. Dissatisfied 

with advice sought from a community legal service, Miss W 

approached my office and was subsequently referred to 

Domiciliary Care. 

Although she asked for help, Miss W now feels angry and betrayed 

because her financial affairs have been taken over by the Public 

Trustee and her legal problems have not been solved. She 

believes everyone, including her one close friend and her social 

worker, is conspiring against her. 

How did this situation come about? Was the State the right 

instrument to deal with her dependency? Did the State get it 

wrong? 

In an attempt to deal with her dependency she was referred to 

the Domiciliary Care Service which assessed her as requiring 

paramedical aid to come twice a week to help her bathe; home 

help to clean and tidy her house; a dental assessment; and 

occupational therapy to assess her ability to manage on her own 

in the bathroom. The social worker assigned to her case felt 
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that she could not handle her own financial or legal affairs, 

she was therefore referred to the Guardianship Board with the 

recommendation that the Public Trustee intervene with regard to 

handling her financial matters. 

Miss W was also enrolled to attend a day care centre in order to 

resocialise and to enable her to receive hair care and podiatry. 

As she has no friends and no relatives and a limited isolated 

social life she was encouraged to attend the local senior 

citizens' club. She also had very little food at home and 

therefore was enrolled in the Meals on Wheels service. If, 

however, her dependency was greater in that she were recovering 

from an illness, accident or perhaps a stroke she would have 

been entitled to have received regular visits from a district 

nurse or a health care worker. 

Her financial dependency is dealt with by receiving the age 

pension, and being an age pensioner and having a pensioner 

health benefit card she is entitled to a wide range of 

government concessions - especially in relation to transport and 

local government rates and taxes and electricity as well as 

motor vehicle and driver's licence concessions. Being a PHB card 

holder she has eligibility to services that look after her 

teeth, her eyes and her hearing. 

As she lives alone the local council could arrange for a 

security door to be placed on her house and the repair work is 

done under a local government/state government home assistance 

scheme which also is available to do other associated repairs. 

We know that Miss W owns her own home. However, if she did not 

she would be eligible, assuming she were fit and healthy, to 

apply for special public housing and in so doing would be 

eligible for rent relief. 
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If all of those and many more a great deal of effort has gone 

into trying to ensure that Miss W can remain at home in her own 

home and not move into some form of supported accommodation such 

as a nursing home or a hostel. Nothwithstanding, the very large 

range of costs involved in keeping her in her own home these are 

almost minute when compared to the costs of institutional care. 

With this very wide range of services what, in reality, did 

Miss W actually accept. 

* On being offered a dental assessment she informed the 

social worker that she was seeing her own private dentist. 

* She has no hearing aid, therefore has not made use of the 

concession offered by the National Acoustic Laboratories. 

* She only attends day care centre when it suits her to make 

use of its services such as hair care and podiatry - she 

"doesn't like that sort of thing" because it is "too 

regimented", and besides "she is not the type of person who 

needs their help". 

* A Domiciliary Care worker was Visiting her twice a week to 

give her a bath. This service has ceased because Miss W 

maintains that she can manage on her own. 

* She arranged to have her telephone cut off in order to make 

it more difficult for people such as her social worker, her 

solicitor, or the Guardianship Board to get in touch with 

her. 

* She has no hot water in her bathroom because the heater is 

broken and she refuses to have it repaired due to her 

belief that she may lose her house, so why spend the money. 

* Her social worker calls in to see her every fortnight, 

however, she sometimes refuses to let him in. 
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* She accepts Meals on Wheels five days per week, and home 

help once a fortnight to tidy and clean her house. 

How can we analyse dependency in this situation? Is it real? 

Does it matter? Did the State get it right by having the range 

of services on offer? Did the State get it wrong? Would it have 

been easier, neater and perhaps even cheaper to have had Miss W 

institutionalised? What about her human rights? Her dignity? 

While the State might have a range of mechanisms in place to try 

to alleviate the dependency, did it create the dependency in he 

first place? 

As social scientists we have to understand the issues clearly 

and within a broader social context. We have to understand need, 

hopes and aspirations, as well as capacity and willingness. 

We have to have a fairly good idea of what is personal and 

idiosyncratic, and what is broadly based and generalisable. How 

many of Miss W's problems are exclusively hers and how many are 

common to many older people? 

Developing a service structure to deal with all of these 

requires a matrix of needs by services by providers. 

Planning and developing programs for a diverse elderly 

population clearly requires good data and dynamic knowledge of 

relevant indicators. 

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 

overwhelming. We have a crowded policy agenda. 

The policy spectrum before us is complex and convoluted. So as 

we move further to understanding and limiting dependency we are 

faced with challenges in planning, structuring and delivering 

policies and services which will have to be relevant, effective 

and compassionate and these challenges are spectacular, 

formidable and unprecedented. 
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age 50-59 50+ 

TABLE 1 

OFFICE OF THE COMMISSIONER FOR THE AGEING 

P.O. Box 70, Rundle Mall, 
Adelaide, South Australia 5000 

Telephone: (08) 226 7050 
Facsimile: (08) 226 6864 

AUSTRALIA'S OLDER POPULATION 

1988 - 2021 

55+ 60-69 60+ 65+ 70-79 70+ 75+ 80+ 
Total 

85+ population ------------------------------ - ----------------------------------------------------------------------------------1988 
estimatrd 
resident 
population 

i. of total 
population 

M 
F 
p 

p 

769154 
739174 

1508328 

1891771 
2145106 
4036877 

1497523 
1768251' 
3265774 

652407 
699424 

1351831 

1122617 
1405932 
2528549 

763086 
1036762 
1799848 

357047 
475328 
812375 

470210 
706508 

1176718 

257739 
439039 
696778 

113163 
231180 
344343 

38755 
101482 
140237 16531929 

- - --- --- - -------------------------------------~-----------------------------------------------------------
9.1 24.4 19.8 8.2 15.3 10.9 5.0 7.1 4.2 2.1 0.8 

-------------------------------------------------------------------------------------------------------------------------------
2001 
projected 

i. of total 
population 

2011 
projected 

i. of total 
population 

2021 
projected 

i. of total 
population 

M 
F 
p 

1180200 
1153200 
2333400 

2635200 
2906000 
5541200 

1970600 
2255400 
4226000 

734500 
757900 

1492400 

1455000 
1752800 
3207800 

1048700 
1344000 
2392700 

515100 
627700 

1142800 

720500 
994900 

1715400 

426300 
660400 

1086700 

205400 
367200 
572600 

80800 
169700 
250500 20042800 

-----------------------------------------------------------------------------------------------------------------
p 

M 
F 
p 

p 

M 
F 
p 

p 

11.6 

1444300 
1452100 
2896400 

12.9 

1629700 
1631400 
3261100 

13.2 

27.6 

3359600 
3722900 
7082500 

31.5 

4096400 
4592300 
8688700 

35.1 

21.1 

2589200 
2956600 
5545800 

24.7 

3252100 
3754700 
7006800 

28.3 

7.4 

1077400 
11-19400 
2196800 

9.8 

1318100 
1403500 
2721600 

11.0 

16.0 

1915300 
2270800 
4186100 

18.6 

2466700 
2960900 
5427600 

22.0 . 

11.9 

1295300 
1634100 
2929400 

13.0 

1746500 
2212100 
3958600 

16.0 

5.7 

559700 
668100 

1227800 

5.5 

828900 
991600 

1820500 

7.4 

8.6 

837900 
1151400 
1989300 

8.9 

1148600 
1557400 
2706000 

10.9 

5.4 

507900 
777700 

1285600 

5.7 

644500 
976900 

1621400 

6.6 

2.9 

278200 
483300 
761500 

3.4 

319700 
565800 
885500 

3.6 

1.2 

115500 
241400 
356900 22450600 

1. 7 

132500 
284800 
417300 

1.7 

24724400 

--------------------------------------------------------------------------------.----------------------------------------------
7. increase 
1988-2001 
1988-2011 
1988-2021 

p 
p 
p 

54.7 
92.0 

116.2 

37.3 
75.4 

115.2 

29.4 
73.1 

114.6 

10.4 
62.5 

101.3 

26.9 
65.6 

114.7 

32.9 
62.8 

119.9 

37.3 
53.5 

118.7 

45.8 
69.1 

130.0 

56.0 
84.5 

132.7 

66.3 
121. 1 
157.2 

78.6 
154.5 
197.6 

21.2 
35.8 
49.6 

------------------------------------------------------------------------------------------- ---------------------------- ---

• ,--; 
'-< 
Cf:; 

r-3 
?j 

• 
~ 
H 

• 

p 
0) 



Survivors 
to age 
(years) 

1901 
1966 
1986 

1901 
1966 
1986 

Age · 

55 
65 
75 
85 

17. 

TABLE 2 

Survivors· of 100,000 born 

55 

63,107 
83,925 
89,674 

68,199 
90,005 
94,119 

65 

Males·. 

48,670 
67,008 
77,509 

75 

25,962 
38,358 
53,115 

Females 

56,256 
80,513 
87,472 

34,479 
59,657 
71,573 

85 

5,995 
11,758 
20,537 

10,527 
24,909 
39,960 

Source: ABS, Life Tables (Various Years). 

TABLE 3 

Further life expectancy 
in years at selected ages 

95 

244 
742 

2,053 

687 
2,515 
6,747 

Average Years 
Males Females 

22.43 
14.85 
8.89 
4.78 

Source: ABS, Deaths South Australia 1987, 
Catalogue No. 3302.4. 

27.59 
18.99 
11.70 

6.11 



Year 

1901 

1 911 

1921 

1933 

1947 

1954 

1961 

1966 

1971 

1976 

1981 

1986 

1991 

2001 

2021 

18. 

TABLE 4 

DEPENDENT AGE GROUPS 

0-14 
15-64 

57.9 

49.5 

49.9 

41 . 7 

37.6 

3 2. 1 

49.4 

47.3 

45.8 

42.7 

38.0 

35.0 

33.0 

32.0 

29.0 

PERSONS 
--2..2.±. 
15-64 

6.6 

6. 7 

6.9 

9.8 

12. 0 

12.3 

13.9 

13. 8 

13. 3 

14.0 

15.0 

16. 0 

17. 0 

18. 0 

24.0 

0-14 & 65+ 
15-64 

64.5 

56.2 

56.8 

51. 5 

49.6 

41 . 4 

63.3 

61 . 1 

59.1 

56.7 

53.0 

51. 0 

50.0 

50.0 

53.0 

Source: ABS Cat No 3214.0, 3201.0; 1991-2021 Table 1.4 ABS Cat 
No 4101 .0 



Males 

Females 

Total 

% Fe.male 

Source: 

TABLE 5 

PERSONS AGED 65 AND OVER LIVING ALONE 
Australia, 1986 

Age 65 - 74 Age 75 and over 

in private living % in priv. 
residences alone living res. 

('000) ('000) alone (
1 000) 

462.7 54.8 · 10.6. 202.7 

551.6 176.6 .24.3 305.3 

1,014.3 231.4 18.6 508.0 

76.3 

ABS Internal Migration, Australia 1985-86 
Cat.No.3408.0 (unpublished data) 

living % 
alone living 

('000) alone 

42 .1 17.2 

147.3 32.5 

1 89. 4 27.1: 

77.8 

in priv. 
res. 

('000) 

665.4 

856.9 

1,522.3 

Total 

living % 
alone living 

('000) alone '. 

f--' 
c.o . 

96.9 13.2 

323.9 27.4 

420.8 21. 7 

77.0 




