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‘Health is clearly one of the most significant ingredients of social inequity, both 

within societies…. and between societies…’1

Despite having a universal health system that is the envy of the world, where you 

are born in Australia, the sort of work you do, where you live, and whether you’re 

Indigenous or male or female will impact on how long you live and the quality of 

your health during your life. 

If you are well off and in a reasonably advantaged position in society you can 

expect to live longer and be less likely to end up in hospital for illnesses like 

asthma, diabetes, high blood pressure, heart disease and lung cancer.2

If you are poor, you are less likely to survive cancer than if you are rich.  

And if you are one of the 2.5% of Indigenous Australians, then on any given day 

you are ‘roughly twice as likely to die as a non-Indigenous person of the same  

age and gender’.3

Just as disadvantage contributes to poor health and high mortality, poor health 

itself can compound social disadvantage. Few people have the resilience to break 

the cycle of unemployment or poverty when they are unwell. It is usually healthy 

people who move up the social ladder while the less healthy experience downward 

social mobility.4

This chapter looks at recent research establishing the link between socio-

economic disadvantage and poor health. It shows that people’s health and 

well-being is greatly influenced by factors that can contribute to inequality, such 

as age, sex, geographical area and disability. Some dimensions of inequality 

are ‘unavoidable’ (such as age), while others are due to differences in material 
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GHI&JK<LMG&NO&KLPQLR&SNT@&NP&HILRGH
A number of Australian studies have shown that death rates for most conditions 

are higher for people employed in manual blue collar jobs than for those employed 

in managerial, administrative and professional occupations.15 

Blue collar male workers had a 55% higher death rate from all forms of cancers, 

compared with managers, administrators and professionals, and both male and 

female blue collar workers had a much higher rate of death due to diseases of the 

circulatory, respiratory or disgestive system. This trend continues for other causes 

of death, such as accident, injury and suicide.16

In all, if death rates of blue collar workers were the same as those for managers, 

administrators and professional groups, then 5,642 deaths would have been 

avoided from 1998–2000.17

NQT&KIPGLR&JRRPI''&TLGI'&LTI&JPMTIL'JPU&
The 2007 National Survey of Health and Wellbeing found that nearly half of all 

Australian people (7.3 million) had experienced anxiety, affective or substance  

use disorder at some stage in their lifetime. 

The survey did not draw strong conclusions about the impact of social and 

demographic characteristics on mental health, but it did find that factors such as 

not being married or in a de-facto relationship, not being in the labour force, and 

low education all contributed to poorer mental health outcomes.

Certain groups appear more prone to particular mental health problems. Women 

were more likely to experience anxiety disorder, and for this to last for a period 

of 12 months; while men had twice the rate of substance abuse disorders that 

women had. Young females had a higher prevalence of suicidal thoughts than 

other groups, while homeless people were two and a half times more likely to 

experience mental disorders than the general population18 (see Hollows and 

Keenan’s chapter ‘Homelessness’ in this report).

The worsening state of our mental health has seen a steep rise in disability 

benefit receipt for mental illness — with almost 30% of new recipients of disability 

benefits in Australia reporting that they have a mental illness. 

The Organisation for Economic Co-operation and Development (OECD) found 

that working can improve mental health, but the ‘mental-health payoff from 

employment’ depends on working conditions and the type of employment contract. 

There was an improvement in mental health among men who returned to work, 

only when returning to a very secure job after sickness. There is no evidence that 

returning to work has a negative impact on mental health for either men or women.19

GHI&HILRGH&NO&NQT&HILRGH&MLTI&'V'GIK
Our expectations of our health system are high and support for improved funding 

for health services remains strong. Countless polls have shown that people would 

prefer to forego personal tax cuts so that funds can be channeled into increased 

funding for health services along with education. 

resources including access to education, safe working conditions and healthy 

living conditions in childhood. As most of these are amenable to intervention, they 

should be avoidable.5

JPIWQLRJGV&LPX&<TIYIPGL/RI&XILGH'
In Australia the link between higher rates of death and disadvantage has 

persisted even though our overall health status has improved. The proportion of 

overall public spending on health has increased from 7.5% of the gross domestic 

product in 1995–06 to 9.0% of the gross domestic product in 2005–06 (totalling 

$86,879 million,)6 but this has not closed the gap in health inequality. 

For Indigenous Australians the gap in life expectancy has widened. And across the 

board the impact of social disadvantage on higher mortality rates has worsened 

for men, and not improved for women in the decade to 1998–2000. 

Tens of thousands of preventable deaths are caused by disadvantage. In 1998–2000 

this involved: 1,197 deaths of infants under one year old, 1,491 deaths among  

0–14-year-olds, 1,550 deaths among those aged 15–24 years and 18,999 deaths 

among working age adults (25 to 64 years).7

Significantly mortality rates increase commensurate with the level of 

disadvantage. That is, as ‘the circumstances in which people live and work 

are more detrimental’, this leads to greater health risks and worsening health 

outcomes, including higher mortality.8 

This not only adds to health costs, it has a profound social cost on families and 

communities, as well as a loss of economically productive people to society.9

IWQLR&LMMI''&GN&HILRGH&'ITYJMI'&ONT&TQTLR&MNKKQPJGJI'
Inequality in health outcomes is yet to traverse the great divide between urban 

and regional Australians. People in rural and regional areas generally have shorter 

lives and more illness than their city counterparts.10

Rural and remote families face a higher rate of maternal death, rural women have 

significantly higher rates of neonatal deaths and remote women have higher rates 

of foetal deaths.11 

Workforce shortages impact directly on people’s access to early intervention and 

treatment in rural and remote communities. The number of doctors per person 

in the city is estimated at two to one compared to those in rural areas.12 The 

Australian Nursing Federation (ANF) have calculated a shortage of 5,400 nurses 

and 600 midwives required to meet the demand in remote locations, out of a total 

nursing workforce shortage of 19,000.13

According to the ANF, nurses and midwifes ‘hold the fort’ in rural and remote 

health care; and creating a funding system that recognises this role would 

alleviate some of the health delivery problems, as would measures to improve 

nurse retention and professional development, such as scholarships, access to 

further education and locum support.14
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Commonwealth. Such a model would leave the States to address the social 

determinants of health.26 

Practitioners and policy makers alike have long recognised the contribution of social, 

economic and ecological factors to poor health outcomes and are committed to 

exploring new models of funding, service delivery and care to target disadvantage.

The nursing workforce makes up 55% of the total workforce in health — and 

has a vital role in delivering new models of services to tackle social exclusion.27 

This requires the removal of legislative, funding and regulatory barriers to 

nurses working to the full scope of their practice. According to the ANF nursing 

roles in primary health care are ‘fragmented and under-utilised’, and there are 

immense opportunities to integrate current roles across nursing and with other 

health professionals. An increase in the number of nurse practitioners will 

improve access to care, boost health outcomes, and assist in retention and job 

satisfaction among nurses.28 

RJOI'GVRI&JPGITYIPGJNP'\&<TIYIPGLGJYI&<TNUTLK'
A large swag of health prevention policy over the past decade has targeted 

individual behaviour or has blamed ‘lifestyle’ choices such as poor diet, obesity, 

smoking and alcohol use for the consequent poor health outcomes among 

disadvantaged groups. 

Evidence shows that community prevention programs and targeted interventions 

mostly succeed among more advantaged groups and have often failed to reach 

the most at risk groups who may make less use of preventative services. This 

suggests the need for a different approach.29 

GHI&<TJKLTV&HILRGH&MLTI&KNXIR
In New Zealand the model of Primary Health Organisations brings together 

doctors, nurses, allied health professions, counsellors, psychologists and 

dieticians to provide holistic, patient-centred care. There are now 81 PHOs and 

the minimum requirements for funding specify that PHOs give communities the 

opportunity to have a say about the services that are provided.30 A similar model in 

Australia is the Aboriginal Community Controlled Health Centre, which provides 

comprehensive care with community governance. Another is the Community 

Health Centre model in Victoria — a multi-disciplinary patient care approach that 

involves several health professionals.31

Health stakeholders have concluded that prevention will have ‘little impact if the 

social determinants of health are not considered, including factors which result 

in social exclusion’. Key among these are tackling poverty, disability, poor social 

support and lack of education and skills.32

Building communities where resilience and opportunity can flourish is central in 

tackling inequality in health. Thus, treating the causes of health inequality is about 

more than improving the treatment of illness. It’s about making sure all Australians 

can lead healthy lives, irrespective of where they live, the work they do, their 

income, wealth, or their cultural background.

Demand for services has been fuelled by an ageing population while per person 

expenditure has grown by an average of 3.8% per year in the decade to 2005–06. 

Australia now spends around $4,226 per person on average on health.20 

Increased costs have brought about an emphasis on new forms of care such  

as home care and assisted living supported by on-going basic medical services 

and medication.21 

UTNSGH&NO&GHI&HILRGH&LPX&MNKKQPJGV&'IMGNT
The workforce has experienced rapid growth with one in ten people now employed 

in the health and community sector. In the last five years, 163,700 additional jobs 

have been created in health and community services, with the largest area of 

growth in hospitals and nursing homes (46,900 new jobs). At the same time the 

demand for health services has risen dramatically with presentations to public 

and private hospitals increasing. 

Demand will only continue to grow as our population ages and the need for 

workers in health will rise in the next five years. Currently 46 per cent of all 

employees in health and community services are aged 45 years and over.22 

Between now and 2020 around 90,000 nurses will leave work as their age and the 

physical demands of their occupations reach a point where they can no longer 

perform their roles.23 

Health remains a vital area of the economy for women’s employment and 79 per cent 

of the industry workforce is female. This brings with it associated gender workforce 

and work organisation characteristics, a high part-time workforce, high turnover 

and under-valuation of skills — all of which is symptomatic of the low status of care 

in our economy (see Cooper and Baird’s chapter ‘Women’ in this report).

Australia’s ability to tackle inequitable health outcomes is greatly hampered by 

a complex health delivery system traversing Federal and State jurisdictions and 

private and public health services. In all there are nine departments of health in 

Australia for just 20 million people.24 

<TJYLGI&HILRGH&JP'QTLPMI
The Federal Government refunds 30 per cent of the cost of private health 

insurance. The costs of this scheme have increased from $2 billion a year in 1998 

to around $3 billion today, but according to health consultant Mark Ragg there has 

only been a small increase of people in private insurance in this period (from 43 to 

45 per cent). This scheme is funded from general revenue and so the cost is borne 

by everyone — not just those who have insurance.

Ragg shows that health funds are spending less per member than they were 

ten years ago, even though the funds have increased their financial reserves. 

Moreover, increased spending on private insurance hasn’t improved pressure on 

the public system for elective surgery waiting times.25

LP&JPGIUTLGIX&'ITYJMI&KNXIR
Health experts, such as Professor John Dwyer have highlighted the effect 

of jurisdictional inefficiency on the public system and have called for an 

integrated service model that is created and owned by both the States and the 
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