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I havebeeninvolved in researchon ageingsincereceivingaUniversityof
QueenslandScholarshipto Oxford Universityin 1996whereI undertookresearchon
‘retirementamongBritishLeylandcarworkersandUK Civil Servants’.Mostrecently
I havespentconsiderabletimein longitudinalresearchonageingin Dubbo,since
1987,andin WesternSydneysince1995.

In this timeI havecreatedandadvocatedavisionto addressageingover thenext40
years,which is drivenby myresearchandderivedfrom thedatathat I havecollected.
In generalI amfar lessconcernedaboutdemographythanabouttheextensive
adjustmentsthatneedto bemadethroughoutAustralianinstitutionsin orderto make
them‘agefriendly’. I arguethatthemostimportantstrategiesto deliverthisresult
wouldneedto cover:

1. Improvingemploymentratesofolderworkers;
2. Managing‘assetandhealthdynamics’for olderAustralians,not costsof

ageing;
3. Rebuildingcommunityagedcare;
4. Interveningto promotehealthyageing;and
5. Exportingagedcareservices.

I will now commentontheselong-termstrategiesin detail.

1. OLDER WORKERS

An AccessEconomicsreportto Minister Bishopin 2001,theNationalStrategyfor an
AgeingAustralia (2002),aHouseofRepresentativesInquiry andthe
IntergenerationalReport(2002)haveall addressedthis issue. Theyhaveexaminedin
detailAustralia’sageingworkforceandtheinitiativesbeingeitherexploredor
implementedby thepublicandprivatesectorsto removethebarriersto continuing
employmentbeyondthetraditionalretirementage. ThePrimeMinistermadea
commitmentto workto increasetheparticipationofolderworkersaged55 to 64 years
by 10 to 15 percent(TheAge,30 July2002).The currentparticipationis around49
percentandthePrimeMinisterproposeda targetof59 to 63 percentto match
internationallevels.This is achievablegivenratesin Scandinaviancountriesandin
Japan.

TheJapaneseexample
While Australiastruggleswith theolderworkerissue,ourPacificneighbour,Japan,
hasmaintainedhighlevelsofworkparticipationofolderworkers.This is under
currentthreatwith thedecliningJapaneseeconomybutremainshighdespitethis.
Japaneseparticipationratesareapproximatelydoublefor thoseaged60 to 64 years,
treblefor thoseaged65 to 69, andevenhigherfor thoseaged70 yearsandover. The
figure showsacomparisonofolderworkers’participationin AustraliaandJapan.
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Figure:A comparisonofolderworkers’participationin AustraliaandJapan
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Thehigh Japaneseparticipationratesarebasedon anumberoffeaturesoftheir
employmentpracticesandpensionpolicies. Japanesetalk aboutwork in old ageas
partof ‘ikigai’, the ‘meaningoflife’. Theyhaveagerelatedjob change,called
‘teinen,’ which means‘job changefrom senioritywagepositionsnot completely
stoppingwork’. Japaneseworkerswho havebeenthroughteinenjob changecanget
thepensionandstill work becauseoflargestepsin themeanstest. In Australia,after
afree limit, thereis 40 centswithdrawnfor every$1 earned.Most olderJapanesedo
low income,menialjobsbut somehigh level managersexperience‘amakudari’,
which literally means‘descentfromheaven’. This meansthat aseniornational
bureaucratwill moveto arelatedsmallercompany.An Australianexamplewouldbe
BernieFraser’smovefrom theheadof Treasuryto anindependentpensionfund.
Thesearereformsthatneedto beput ‘on thetable’ in Australianpolicy debates.

Thereis anotherinnovativedevelopmentin Japanin theirSilverHumanResource
Centres.Thecentresprovide,not paidemploymentfor olderJapanese,but something
new,atransitionfrom work/corporationto communitycentredlife. This allowsa
choiceoftypeofwork andhours. Theseattracta low payratewith partofthe
earningsgoingto maintainthecentre. In 2001 Japanhad769 centreswith 460,000
membersandthewhole systemhasbeenprovensuccessfulover 10 to 20 yearsof
experience.Forexample,theShinagawaCentrein thesuburbsofTokyo has1,865
members,two aged97 years,outofa local governmentpopulationin thesuburbof
72,000peopleaged60 yearsandover. It recruited300newmembersin theprevious
threeyearsandreceivesY109,000,000from governmentswith aturnoverof
Y800,000,000plusperyear. While thereareafew examplesof suchorganisations
here,this is apotentialareafor newdevelopments.

Theissuesfor olderworkers
TheAustralianolderworkerproblemis: workforceparticipationatolder ages
continuesto declinefor men,andolderwomenarenot increasingtheirparticipation.

Australian Japanese Australian Japanese
women women men men
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Most olderAustraliansretire to live on theagepensionnot on theirsavingsor
superannuation,althoughin thefuturemanyretireeswill havetheiragepension
supplementedby theirsuperannuationandothersavings. Abouteightout of 10 older
Australiansareseverehandicapfreeaftertheir65thbirthday. And yet, ontheother
hand,physicalinactivity and socialisolation— oftenexperiencedduringretirement—
arerisk factorsfor diseaseanddisability. Thepublic interestin maintainingolder
peoplein workneedsto bematchedby employerinterest.

Therearepositivesignsofchangein employmentpractices. A 71-yearold advisor
hasbeenemployedby Centrelinkandchangesareevidentin multinational
corporationsaftermajorcrises:

• Bertelsmann,aGermanmediagiant, hasreplacedits ChiefExecutiveOfficer
with a60-yearold;

• Vivendi, theFrenchmediacompany,replacedtheirswith a 63-yearold;
• Xeroxhastakenon a 59 yearold ChiefExecutiveOfficer;and
• EDS,amajorUS serviceprovider,hasbroughtin a grandfather,JimDaley,as

its newChiefFinancialOfficer.

A numberofothercaseshavebeendocumented(AccessEconomics2001). In
Australia,for example,Westpacis lookingto realignits workforceto matchthe
demographicprofile of its customerbaseandthelabourmarket. It appearsto be
reactingto thefactthathalfof its customersareaged46 yearsandoverbutonly two
percentof its staffis overage56.

Researchconductedby Westpacsuggeststhattheircustomerswantto be servedby
peopleofsimilarcharacteristicsto themselves,whohavesimilarknowledgeoftheir
experiencesandtheissuestheyarefacing’. Theover55 yearspopulationis growing
andanincreasinglylargegroupofbabyboomersis lookingtowardsretirementand
wealthcreationservices. In orderfor Westpacto providethedesiredcustomer
experience,it is lookingto attractmorematureagepeopleto its workforce,who can
sharetheirexperienceswith customers.It is currentlydevelopingarangeof career
options,andsupportingtoolsandprocesses,to encourageexistingemployeesto
continueworkingbeyondtheageof55 years,andto attractamorediverserangeof
externalclientsto work in Westpac,includingolderworkers.

Thechangeagendarequiredto promoteparticipationofolderworkersin Australia
requiresreformat thelevel oftheworker,theemployerandtheworkorganisation,as
well aswith nationalpolicies. In this laterareaJapanprovidesasuccessfulmodel for
change.Thereis substantialworkdoneinternationallyonworkersandemployers,
andofparticularnotearethe28 recommendationsthatweremadeby theFinnish
InstituteofOccupationalHealth(1999),whichwereadoptedby theEuropeanUnion.
Thefocusneedsto beuponthe ‘work ability’ ofolderworkersnamely‘the resultof
the interactionbetweenindividual resourcesandwork’ (Ilmarinen1999:46).
Individual resourcesincludehealth,functionalcapacity,educationandvariouskinds
ofworkknow-how. Theimportantmessageis thatgoodresourcesdo not transform
into goodwork ability unlessthecontentofthework, thework communityandthe
workenvironmentprovidetheproperconditionsfor theolderworker.

1 Westpacbrochure(in print). Westpacthanksyoufor your interest.
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Somepriority issuesfor Australiaare:

(i) Occupationalhealthandsafety:
Thereis significantincreasein incidenceofdiseases,for examplearthritis and
cardiovasculardisease,in thelast 15 yearsofworking life. Suchprevalent
diseasesneedprevention,treatmentandchangedworkmethodsandpractices,
which allowpeoplewith chronicdiseasesto continueto workwithout
disadvantagecausedby thework environment.It is estimatedthatworkplace
changesareneededfor aboutathirdofworkersaged55 yearsandoverto
preventthemleavingwork becauseofpreventable,health-relateddiseases.

(ii) Insuranceofolderworkers:
Thereis an increasedinsurancerisk andcostassociatedwith olderworkersbut
it is notaslargeasmightbe expected.While olderworkersdo faceincreased
healthriskstheytendto bemorecarefulandmorereliablethanyounger
workers. It is importantthatparticularlysensitivegroupsofolderworkersare
protectedagainstthepredictablerisksthattheyfaceby continuingto work.
Thereis adangerofgeneralisationabouttheabilities andneedsofolder
workers. Any individual olderworkermayneedquite specificsupportto cope
with increasingjob demandsarisingfrom newtechnologiesandorganisational
practices.

(iii) Changesto superannuation,agepensionsandotherformsofincomesupport:
An immediaterisk to theincreaseoftheparticipationofolderworkersin the
labourforce is theaccesstheyhaveto superannuationat age55 years.
Measuressuchasgraduallyincreasingthepensionagefor womensothatit is
thesameasformen,andgraduallyincreasingthesuperannuationpreservation
ageto 60 (for thosebornafterJune1964)will easetheburdenoffuture
pensionoutlays. Increasedratesof superannuationcoverage,via the
superannuationguaranteescheme,will alsoassistin thisregard.

TheCommonwealthGovernmenthasrecentlyintroducedthepensionbonus
scheme,whichenableseligible peopleof agepensionageto accrueabonusif
theychooseto deferclaimingtheagepensionwhile continuingto work.
Howeverthetake-upratesfor thisarecurrentlylow.

(iv) Theidentificationof ageasabonafideoccupationalqual~fIcation:
Agecanberelevantfor exclusionfrom someoccupations.While airlinepilots
ofjumbojetsmaybeconsideredtoo greatarisk atolderageswherea
catastrophichealtheventwill putmanyothersatrisk, universityacademics
wouldharmno oneif theysufferedthesamefate. However,theadvancesin
work technologiesandhealthmonitoringandmaintenancebeginto challenge
conventionalassumptionsaboutworkability relatedto age.

(v) Agediscriminationin employment:
The WorkplaceRelationAct1996providesthatan employermustnot
terminateaperson’semploymentbecauseofageunlessit canbeproventhat
maximumageretirementis an ‘inherent’ requirement’ofthejob. The
CommonwealthGovernmenthasabolishedthecompulsoryretirementageof
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65 yearsfor Commonwealthstatutoryofficeholdersandfor otherpublic
servants.A numberofstategovernmentshavealsointroducedanti-
discriminationlegislationandthe abolitionof compulsoryretirementage.
Theevidenceis that suchchanges,ofthemselves,haveno impacton
participationrates.

Theagediscriminationthatmanymatureageworkersencounterin thework
forcealsoneedsto be addressedvia awarenessandeducationcampaigns.The
mediahasaroleto playhere,andsomeoftheprogramsofferedby state
governments— suchastheprovisionoftrainingandeducationservicesthat
provideinformationto employersandadvocacygroupsonagediscrimination
andcompulsoryretirementmattersandtheofferingofbestpracticeawards
promotingmatureageemployment— couldbeevaluatedwith aview to
expandingthemto otherstates.

(vi) Complexpatternsofemployment,part-time,casual,sharedjobsetc:
The CommonwealthGovernmenthasintroducedflexibility into the Workplace
RelationsAct1996,whichcanbeaccessedby employeesandemployersto
developphasedretirementapproachesandotherflexiblearrangementsto meet
theneedsofolderworkers. Thiswill enablematureageworkersto combine
aspectsoftheiremploymentandincomeearningwith family involvementand
caringresponsibilities.If theparticipationofolderwomenis to increase,more
flexibleworkpatternswill needto bedeveloped,whichfit betterwith the
family commitmentsofolderwomen.

(vii) Governmentincentives:
In orderto overcomethedifficulties thatolderpeopleexperiencein re-
enteringtheworkforce,thegovernmentneedsto provideincentivesandoffer
programsto removesomeofthebarriers. An exampleofoneprogramis the
initiative introducedin 1991by theCommonwealthGovernmententitledA
Fair Gofor Older Workers. Theprogramis designedto assistolderjobless
peopleby providingadditionalplacesin employment,disability, education,
trainingandtransitionalprograms.Somestategovernmentsalsoprovide
fundingfor computerequipmentandprogramsto assistunemployedpeopleto
upgradeskills orobtainnewskills, andto motivatedisadvantagedjob seekers,
includingolderpeople,by boostingselfconfidenceand selfesteemsoasto
increaseemploymentprospects.

Therearemarketforcesthat will assistthegrowth in employmentof older workers.
Hence,with attentionto the abovereformagenda,the increasepromotedby thePrime
Minister will most likely be achieved.However thereare two issuesof ‘collateral
damage’which will needconsideration,namely:

The first issueis that thosewho needwork can’t get it and thosewho don’t can!
Unskilled malesand somedivorcedwomenwho needto work tendnot to havethe
skills that arein demandin an olderworkforce.Theywill be thepeoplewho will want
to work. Ontheotherhandtradespersonsandprofessionalswill bein demandbutwill
not have strong financial incentives to continue employment. They will have
substantialsavings, real estateassetsand superannuationand a tastefor leisure.
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Specific programs will need to be directed to those workers who are already
disadvantagedandwho areseekingwork.

Thesecondissuewill beolderworkersversusyoungerworkertrade-offs.While the
generalcasefor substitutionis not supportablein economicargument,thereis already
someanecdotalevidencefrom Sydneyrecruitmentfirms thattheycanselltheolder
workerasanoption in comparisonto relativelypoorly skilled youngerworkersfrom
areaslike WesternSydney,Wollongong andthenearNorthCoast.Thepossibilitythat
wesolveoneissueofaccessby creatinganotherneedsattentionearlyin this process.
Thereareoptionsfor specialprogramsfor disadvantagedyoungerworkersaswell as
programslike thatrunby GoldenCircle, whichmatchesyoungerworkerswith
experiencedolderworkersso thatbothgroupsareadvantaged.Otherexamples,like
olderGPsmaintainingservicesto olderclientswithin amuchreducedworkload
wouldbeneutralin its impactsonyoungerworkersand,therefore,needto be
encouraged.

In conclusionthekeyagegroupshapingthefutureoftheworkforcefor thenextfew
decadesarenot youngerpeople,but thebabyboomers.An ageingAustraliahasa
problemwith workat olderagesbut Japandoesn’t,sowecanlearnfrom international
bestpracticein thisarea.Therearepolicy reformsthatneedto beconsideredto
improvemotivationto work andto removedisincentivesto remainingatwork. As
well workplacepracticesneedto bedevelopedto enhancethe ‘work ability’ ofolder
workers,suchasthosealreadybeingconsideredby theEuropeanUnion. Thekey
issueis employmentgrowthfor all ages,whichwill generateincreasedeconomic
growthandprosperity.We will needto dealwith at leasttwo possiblenegative
consequencesrelatedto this. If Australiais successfulin continuingto reduceits
unemploymentratefor all agegroups,andparticularlyunemploymentand
involuntaryretirementfor theolderagegroups,this will impactpositivelyon the
community’scapacityto financeAustralia’sageingpopulation.
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2. ASSETAND HEALTH DYNAMICS IN THE OLDER POPULATION

I arguethatweneedto re-thinkthedebateoverfundingofourageingpopulationby
examiningit in anewcontextnamelythe assetandhealthdynamicsofageing.Our
new,longitudinal studyofthehealthandeconomicbehaviourofvery old people
(AHEAD - Asset& HealthDynamicsamongthe ‘old’ old 70+)hascollected
longitudinaldataaboutresourcesofthreetypes:economic,publicprogramsand
families.Economicresourcesarethosefrom pastandpresentemployment,
consumptionandsavingdecisionsofindividualsandhouseholdsincludinghousing
equity, superannuationandconsumerdurables.Publicprogramscoverindividual
claimsonageandveterans’pensions,healthandagedcare(particularlyMedicareand
PharmaceuticalBenefitsfundedservices),andothergovernmentprograms.Family
resourcesarethecombinedstocksoftime,skills andfinancialreservesheldby the
olderperson’sextendedfamily. FormanyolderAustraliansthecombinationof
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publicprogramentitlementslike agepensions,MedicareandPBSalongwith their
informal careresourceswill bemuchmorevaluablethantheiractualfinancialassets.

In AHEAD wehavemeasuredcurrentamountsandsourcesofincome,assets,
housing,andemployment;useofhealthandagedcareservices,out-of-pocket
expenses,healthandlong-termcareinsurance;andagepension,primaryhealthcare
andotherprogramusethroughlinkageto administrativedata(subjectto privacy
constraints),from theHealthInsuranceCommission(HIC) andtheDepartmentof
HealthandAgeing (DHA), DepartmentofFamily andCommunityServices(DFaCS)
andDepartmentofVeterans’Affairs (DVA). Wearealsoexaminingdatafrom the
ProbateRegistryforpeoplein thestudywho havediedsinceit beganin 1988.

In AHEAD wetestthe generalhypothesisthatthecourseofage-relatedchangesin
healthcanbeoffsetby threebroadtypesof “resources”:economicresourceswhich
resultfrom pastemployment,consumption,andsavings;claims on structured
programssuchasAgePensions,Medicare,andpublicly fundedagedcareprograms;
andfamily resourcesoftimeandmoneywhichcanbemadeavailableto an older
relativefor caregivingorthepurchaseof services.AHEAD providesdatato addressa
broadrangeofscientificquestionsfocusedon theinterplayofresourcesandlatelife
healthtransitions.Theseinclude:thecostsof illnessborneby thefamily; differences
in how resourcesareusedto offsetcognitive,physical,andfunctionallosses;the
effectivenessofvariouscarearrangementsin preservingfunctionanddelaying
institutionalisation;theextentto whichtransfersfrom family buffer theassetsofolder
personsandslow transitionsto latelife impoverishment;andthepatternofincome
flows andtheextentandmechanismsfor dissavingand ‘spenddown’.

A majorfeatureofthisprojectis theextensivecollaborationbetweentheUniversity
of WesternSydney,fourmajorUniversities(UNSW,ANU, Michigan and Tokyo)
andfourpublic andprivateindustrystakeholders.Thestrategicimportanceofthe
projectto thepartnersindicatestheywill benefitfrom earlyaccessto surveydatai.e.
it is not just an academicexercise.Briefly, thelinkageofsurveydatawith their
administrativedatasetswill enhancethecapabilitiesoftheDepartmentofHealth
and Ageing and the Departmentof Family andCommunityServicesto formulate
effectivepoliciesfor theageingAustralianpopulation;andSouthern Cross Homes
arecommittedto ensuringtheir facilities andservicesareresponsiveto theneedsand
expectationsofolderAustralians.

TheAHEADStudy

WehaveconductedAustralia’sfirst majorlongitudinal studyoftheagedsincelate
1987. It coverseveryonein thetown ofDubbobornbeforetheyear1930,2805
individuals.Thefirst WaveoftheAHEAD-AustraliaStudywascompletedin 2001
andWave2 will becompletein April-May 2003. In Wave 1 weinterviewed the1490
residents(out ofapossible1,794)ofwhomabout400 completedshortinterviews.Of
these,1086gaveconsentto arangeofrecordlinkagesto Medicare/PBSandpension
data.

Ourearlyresultsshowsomeofthedynamicsof assets/incomeandhealthandthe
importanceofthis level of detail forplanningagedcareservices.For example,less
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than10%receivedincomefrom superannuationwhileaquarterhadsomeasset
incomes.Generallythegrouphadahighdependencyon theagepension:

• 55% ofpeoplereceivedmoneyonly from theagepension;
• 6.3%ofpeoplereceivedsomeincomefrom currentsuperannuation;
• 24.9%ofpeoplereceivedsomeincomefrom savingsandassets,mostlysmall

amounts;and
• 2.2%ofpeoplereceivedsomeincomefrom theirbusiness(es).

Despiterelativelylow incomemostpeopleagreethattheyareableto manageon their
currentincome.This frugalitymaynotcontinuefornewgenerationsofolderpeople.

Question: “I would like to askyouaboutmanagingyourmoney.”

I canmanagemy moneysoI do
nothaveproblemsliving dayto
day

No. %
Stronglyagree 234 22.4
Agree 774 74.1
Neitheragreeordisagree 4 0.4
Disagree 22 2.1
Stronglydisagree 3 0.3
Don’t know 3 0.3
TOTAL 1040 100

I candecideon theamountof
moneyI spendoverandabove
daily living expenses

No. %
Stronglyagree 233 22.3
Agree 751 71.9
Neitheragreeordisagree 12 1.1
Disagree 32 3.1
Stronglydisagree 4 0.4
Don’t know 8 0.8
TOTAL 1040 100

I amfinanciallypreparedfor
caringandmedicalexpenses

No. %
Stronglyagree 201 19.2
Agree 737 70.5
Neitheragreeordisagree 27 2.6
Disagree 56 5.4
Stronglydisagree 5 0.5
Don’t Know 14 1.3
TOTAL 1040 100

While nearlyall peopleseemto beableto manageon theagepensionwefoundthat
peoplewhohaveincomeotherthanthepensionaremorelikely to score‘strongly
agree’33%ofall peoplewith pensionplusotherincomecomparedtojust above10%
for peoplewho haveonly thepensionincome.Howeverabout90%ofbothgroups
agreethattheyarecopingon theircurrentincome.Thiswasquiteoftenreportedwith
resignatione.g. ‘youjusthaveto, don’t you’.A few peopledid expressconsiderable
financialdistress.

Wecangeta senseofthedynamicsofassetsandhealthfrom theresultsto questions
aboutlife changesacrossthe 12 yearsofthestudy.
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Question: “We’re interestedin someofthe thingsthat mayhavehappenedto you
since1988. Haveyou ...“

Question Yes/No Wereyouworseoff
financiallybecauseof
it?

Did youneedto
spendsavingsor
assets?

a. moved
house?

N. % N. % N. %
Yes 320 30.6 Yes 37 11.6 Yes 51 15.9
No 725 69.4 No 282 88.1 No 268 83.8

-7 1 0.3 -7 1 0.3
Total 1045 100 Total 320 100 Total 320 100

b.hadamajor
healthchange?

No. % No. % No. %
Yes 590 56.5 Yes 79 13.4 Yes 66 11.2
No 455 43.5 No 510 86.4 No 523 88.6

-7 1 0.2 -7 1 0.2
Total 1045 100 Total 590 100 Total 590 100

c. hada spouse
go into care?

No. % No. % No. %
Yes 27 2.6 Yes 6 22.2 Yes 4 14.8
No 1017 97.3 No 21 77.8 No 23 85.2
-8 1 0.1

Total 1045 100 Total 27 100 Total 27 100
d. hadamajor
family crisis
excluding
widowed?

No. % see data below
Yes 318 30.4
No 727 69.6

Total 1045 100
e. movedto
live with our
family?

No. % No. % No. %
Yes 24 Yes 2 8.3 Yes 2 8.3
No 1021 No 22 91.7 No 22 91.7

Total 1045 100 Total 24 100 Total 24 100
f. hadfamily
movein with
you?

No. % No. % No. %
Yes 60 5.7 Yes 8 13.3 Yes 10 16.7
No 985 94.3 No 52 86.7 No 50 83.3

Total 1045 100 Total 60 100 Total 60 100

Comparingthe results of survivors in the two surveys 1988 and 2001 we have
documentedmajorhealthandsensorychangesin additionto theselife changes.For
example,theworstself-ratedhealthratings‘fair’ and‘poor’ areup by 30%; disability
rates increaseby 75%; urinaryincontinenceratesdouble; self-reportedfracturerates
increase30-50%;hearingaid ratestreblebut hearingis worse.So healthchangesare
on averagenegative and major sensorylossesoccur for hearing which are not
correctedby hearingaids.

As well widowhoodandliving aloneratesmorethandoublebetween1988 and2001.
Howevercontrastto theseriskswefound strongevidencethat socialsupportbuffers
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social lossesfor manypeople.We found that frequencyof club visits, contactwith
children, supportivenessof family all increasedfor the survivors. As well, contact
with friends, feeling loved,visits remainrelatively stable.In summarysometypesof
supportincrease,someremainstablein thefaceof isolatinglife eventslike ill-health
andwidowhood.This is a very importantnew finding if we canconfirm it in more
detailedanalyses.

As was expectedfrom PBS data, self prescribedpain and laxative medications
increasedbut sleepmedicationandantacidsdeclined.Prescribedmedicationincreases
generallywith only prescribedsleepmedicinebeing stable.There are substantial
increasesin cardiovascularmedicationuseandothermajor drugcategories.Arthritis
medicationremainsstable but therehave been changesin the medicationsused
without increasingratesof use, unlike cholesterollowering medicationwhich has
increasedfrom a very low base.Generalincreasesareat leastin part due to greater
need, but new drugs increaseuse with only moderating effects from changed
prescribingbehaviouraroundsleepingpills and arthritismedication.

Symptomsof psychologicaldistressratings also increasedby a small degreeon
average,probablydue to illness and frequencyof distressinglife events.While life
satisfactionscoresalsodeclined,thiswasalmostentirelydueto decreasesin reporting
of ‘thesearethebestyearsofmy life’. ‘Expectingan interestingfuture’ and ‘general
satisfactionwith life’ wererelativelystablesowecansaythat survivors’well-beingis
relativelystabledespitesomedramaticandrisky changesassociatedwith age.

Thereare a wide variety of other family changes,not just healthand widowhood
changes,occurringacross4 generationsoffamily, for example:

• Divorced husbandafter 52 years of marriage,brothermurdered,husband
dementia,lostmother+sister+brothersin sameyear;

• Daughterdiedfrom breastcancer,communicationbreakdownwith fatherand
daughter,son’ssuicide;

• Grandsondepression,granddaughter’scustodycase,grandsonkilled in a car
accident,granddaughterdied5 daysold; and

• all savings lost in businessfailure, property sale causedspousesnervous
breakdown,homeinvasionand assault,family farm passedto sonwith much
upset.

Figure Family Event Ratesby Generation
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You canretirefrom workbutnot from life! As well asthetableaboveindicated,these
eventshavefinancial implicationsfor older peoplewho spenddowntheir assetsto
dealwith them.

Wealsohavenewevidenceofcurrentexpectationsin theexpressedpreferencesof
olderpeoplebornbefore70+ for carewith acomparisonbetweenAustraliaandJapan.

TableAustralia-JapanComparisonofCarePreferences:Agegroupbypreferred
careoption(Japan ‘J’, Australia ‘A’)
Question:“What wouldyoupreferto happen(fyouwereunableto carefor yourself?
Youranswerdoesnotneedto reflectwhatwouldactuallyhappen.”

Agegroup(years)

70-74 75-79 80-84 85+ Total
Preferredoption

Don’tknow~J] 10.9% 10.9% 12.1% 9.6% 11%
[A] 6.4% 6.0% 6.2% 4.7% 5.9%

Familyathome~J] 16.7% 19% 13.6% 30.1% 17.7%
[A] 5.5% 5% 8.5% 4.7% 5.1%

FormalHomeCare[J] 21.3% 21.6% 19.7% 20.5% 21.1%
[A] 58.3% 63.3% 58.0% 51.5% 59.0%

Hospital{J] 32.4% 33.3% 35.9% 31.5% 33.1%
[A] .5% .4% .2%

parent’s generation
E~isamegeneration
• children’s generation
E~Jgrandchildren’s gen.
~ external events

generation

ResidentialCare[J] 17.8% 14.8% 17.7% 8.2% 16.4%
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[A] 28.4% 22.9% 26.8% 38.6% 27.6%

Other~J] .8% .5% 1% 0 0.7%
[A] .9% 2.5% 2.7% .6% 1.9%

Japan [No.] 713 421 198 73 1405
Australia~No.] 218 397 256 171 1042

Note options provided were:
1. I wouldlike to be takencareofby myfamily in myown home*
2. I would like myfamily to carefor mein theirhome*

3. I would like to be takencareofat homewithoutsidehelpfor houseworkand
personalcareservices

4. I would like to be admittedto a hospital
5. Iwouldlike to residein a nursinghome/hostel*
6. Other
7. Don ‘t know

Thesourcesaswell astheAHEAD StudyweretheparallelTokyo Metropolitan
InstituteofGerontologydatafrom Japanproducedherewith permissionofProfessor
Hide Sugisawaandtheresearchgroup.

OlderJapanesepreferinformal family andhospital servicesaheadof formalagedcare
servicesin contrastto olderAustralianswho preferformalhomedeliveredservices
andto amuchlesserextent,residentialcare.Suchpreferencesarestronglypredicated
on family structures,suchas3 and4 generationco-resident families in Japan where
the potential for support is greater than in single generationhouseholdsin Australia,
andvaluessuchastheshameful,‘poorlaw’ associationsof formalagedcareservices
in Japan.WemightexpecttheproportionsofolderAustralianspreferringflexible
servicesdeliveredto hometo increaseasnewgenerationsenterold age.Regardlessof
thesedirectionsaprofessionalagedcareserviceindustrywill bemuchmoreclosely
focusedonconsumerneedsandtastes.

The early resultsfrom our AHEAD study indicatethat 64% of peopleborn before
1930 survived13 years,theirhealthgetsworseandhearingis a majorissuebut that
informal supportbecomesa buffer for isolating life eventsand psychologicalwell-
beingremainsfairly stable.Medicationuseincreaseswith somesmall signsof better
prescribingbehavioure.g. sleepingpills and assetsand savings are spent on 4
generationsoffamiliesto manageprevalentfamily crises.In shortpeople70+manage
well throughlife changesacross12 yearsrich with socialand health changes.This
work providesessentialdatafor the current generationsof people 70+ which will
allow us to model future experiencesfor babyboomers.It is also desirablenow to
surveythebabyboomgenerationas it passesthroughto retirementages.This would
allow real time monitoring of changesin behaviourfrom the patternspreviously
establishedin theAHEAD work. It is thedynamicsofthethreetypesof resourcesthat
weneedto understandif weareto managethecostsofanageingpopulation.

AHEAD References:
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McCallumJ,BotsmanP,ClarkeA, PearseW, andKeogh5, EnsuringQuality of
LaterL~fè.FinancingAgedCare Servicesin theContextofan AgeingSociety.
Campbelltown:Centrefor HealthOutcomesandInnovationsResearch,SouthWest
HealthPapersNo. 2, September1998.

McCallumJ.AustralianAgeing: PolicyImplicationsof GrowingOld in aYoung
Society.JournalofSociology& SocialWelfare,1999,26: 87-106.

McCallumJ, Healthin anAgeingSociety:CostRhetoricversusServiceReform,In
A.L.Bloom(ed) HealthSectorReformin Australia& New Zealand..Melbourne:
OxfordUniversityPress,2000pp 325-337.

McCallumJ,& Geiselhart,K. Australia’sNewAged.Issuesfor Young& Old. 1996.
Sydney:Allen & Unwin.

McCallumJ,et alAgeing& Families 7 YearsAfter: Datafrom a 7-YearFollow-up of
Older Australians. 1991.Canberra:A joint NCEPH/LincolnGerontologyCentre
Monograph.

3. REBUILDING COMMUNITY AGED CARE

I havebeenastrongpublic advocateofre-organisingandexpandingourcommunity
agedcareservices.Despitethepolicy emphasison communitycare,since1993
residentialcarefundingrelativeto ‘need’ hasstayedstablearound74%ofthetotal
long-termcarepercapitabudgetwhile Homeand CommunityCarehasdeclined
slightly in sharefrom 23%to 21%(Tablebelow).Residentialcarehasmaintainedits
proportionbutwith an internalshift towardslow intensitycare.The fastestgrowthhas
beenin communitypackageswhichhaveincreasedin funding,from alow base,by
9.8 timesoveronly 4 years.Howevertheystill constituteanalmostnegligiblefraction
ofthetotal long-termcarebudget.If therehasbeenashift in relativesharesit appears
to be from HACC to CACPs.OntheotherhandthegrowthofCACPsdemonstrates
thepotentialfor changeif residentialcaresharecanbeshiftedornewfundsfound.

Table: Agedcarerecurrent agedcareexpenditure per personaged65+with a
profound or severecoreactivity restriction, in constantprices 1993-4to 1997-8

1993-4 1994-5 1995-6 1996-7 1997-8
HACC 1,481(22.7%

)
1,551(22.8%

)
1,601(21.9%

)
1,654(21.4%

)
1,700(21.1%

)
CACPs 18(003%) 41(.006%) 74(.010%) 112(.015%) 176(.022%)
Residentia
1

4,807(73.9%
)

5,008(73.6%
)

5,406(74.1%
)

5,732(74.3%
)

5,971(74.0%
)

TOTAL 6,507 6,805 7,293 7,717 8,074

Note from Australian Institute of Health and Welfare and note that smaller
expenditureitemsarenot includedin the list.

Similarly recentexpenditureanalysisby theProductivityCommissionshowsthat
averagerealHACC expenditureperrecipientpermonthdeclinedfrom $254 in 1993-
4 to $224 in 1999-2000.HACC servicesappearto havereachedagrowingproportion
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ofthetargetpopulationbutthis hasledto adeclinein expenditureperclient.By
contrastrealaveragehostelexpenditureincreased67%overtheperiod 1989/90to
1996/7whilenursinghomeexpenditureswererelativelystable.Thesepatterns
suggestthat withoutpolicy emphasison communitycaretheresidentialcareshare
couldhavebeenhigher.It is surprising,nonetheless,that thepublicperceptionof
greatershareforthecommunitycaresector,whichhasbeenpartofthepolicy rhetoric
aroundpolicies suchas‘ageingin place’ is notyet apparentin theevidenceof
expendituresrelativeto need.

Table 1: AverageRealExpenditure per personin $199617

Nursing Home Hostel HACC
1989/90 32,843 4,750
1990/1 34,032 5,318
1991/2 32,650 5,846
1992/3 32,009 6,158
1993/4 31,000 6,381 254
1994/5 31,014 6,923 252
1995/6 32,342 7,366 244
1996/7 33,853 7,956 244
1997/8 243
1998/9 233
1999/2000 224

Madge,A. (2000).Long-termagedcare:Expendituretrendsandprojections.
(ProductivityCommissionStaffResearchPaper).Canberra:ProductivityCommission

Australianpolicy separatesfundingarrangementsfor long-termcarefrom acutecare
andcommunitycare. Planningandfundingresidentialaged-careserviceshas
traditionallybeentheresponsibilityandprerogativeofthe Commonwealth
Government.Communitycareservices,from 1985,havebeenjointly fundedwith
StateGovernments,within anationalpolicy framework. Stategovernmentsarethe
principal fundersofacutehealthservicesfor olderpeople,largelywith resources
providedthroughtheAustralianHealthCareAgreement,derivedfrombothatax-
basednationalhealthinsurancepaymentandpartlyfrom generalrevenue.Separate
CommonwealthGovernmentprogramsfund generalpractitionerandspecialist
medicalservicesandprovidesubsidizedpharmaceuticalservices.

Table 2: Australian Expenditure on Older People1996/7

$m1996/7 %LTC %GDP

Nursing Homes $3,149 53.92% 0.59%
Hostels $1,225 20.97% 0.23%
HACC $ 927 15.87% 0.17%
CACPs $ 57 0.97% 0.01%
CarersSupport $ 130 2.23% 0.02%

Madge,A. (2000).Long-termagedcare:Expendituretrendsandprojections.
(ProductivityCommissionStaffResearchPaper).Canberra:ProductivityCommission



)
16

Theresidentialcaresectoraccountsfor 75%oftheexpenditureson long-termcare,
comparedto 16%forHACC andveryminor amountson CACPsandcarersupport.
All expendituresaccountfor just over 1 percentagepointofGDP. Moreoverthe
projectedincreasein long-termagedcarecostsis relativelymodestfrom 1.1%of
GDP in 1996/7to 1.38%in 2031.By contrastagedpensionsareexpectedto grow
from 3%ofGDP in1999to 4%in 2031. Nursinghomesareabouthalfthecostsof
hospitalcarefor olderpeopleandtotalhealthcarecostsareapproximatelydoublethe
long-termcareproportionofGDP (Madge,2000).

Thescaleofhealthservicesrelativeto long-termcare,approximatelytwo times
larger,is creatingnewissuesfor long-termandcommunitycareasacuteandsub-
acutemedicalcareis shiftedfrom hospitalsinto thehome.Thereis arapidly
emergingneedto reorganisetherelationshipsbetweenhealthandcommunityaged
care.On theotherhandtheresidentialcarecomponenthasremainedstablein its long-
termcaresharecontinuingto capturemorethan3/4 ofthe long-termcarebudget.This
scalecreatesadilemmafor change:intensiveresidentialcareis theobvious areato
targetfor costcuttingbut it is solargethatthepolitical rationaletendsto movefrom
servicingclientswith agedcareneedsto servicingpowerful serviceproviders.The
keyproblemis thatresidentialcarehasbeenestablished,sincethe 195Os, asthe
centralpointoftheprovisionofagedcareservicesandhomeand communitycare
hasnotgained statusasthefocusfor long-termcareprovision.

Themostrecentreforms,arisingfrom theimplementationoftheAgedCareAct 1997,
havecontinuedthefocuson residentialcarein theprovisionoflongtermcareto
Australia’sfrail anddisabledolderpeoplewhilst beginningan importantredefinition
oftherole oftheaccommodationsetting. “Ageing in place”hasdescribedthepolicy
shift to enablecareprovisionto matchtheneedsofolderresidentswithoutrequiring
residentsto relocateto accessthelevelofcareappropriateto theiremergingneeds.
Both theresidentialandcommunitycareservicesystemsnow havethecapacityto
respondto increasingillness,frailty ordisabilitywithin aperson’sownhomeor
within theresidentialsettingin whichtheyreside. Changesto theboundariesofthese
programshavealsoenabledtheprovisionofservicesto supportincreasingneed
withoutalwaysrequiringpersonsto relocateto accessthelevelof carethatis
appropriate.

However,thereformshavenot removedtheaccessbarrierscreatedby theremaining
programboundaries.Implementationofthe“ageingin place”policy hasbeenbased
onaclassificationscalethatestimatesthecareneedsofpersonsseekingorrequiring
residentialcare. Theascribedclassificationthendeterminestheentitlementto
fundingofthe individualwithin residentialcareandtheresidentialsettingofcareis
ableto bedeterminedon thebasisof availability. Theclassificationscaledoesnot,
however,embracethecareneedsof clientswho chooseorpreferto continueto live in
anon-institutionalenvironment:theirownhome,thatofarelativeor carer,orother
communityenvironment. As aresult,individualswith thesamelevel ofcareneed
haveaccessto differentiallevelsoffunding entitlementandofserviceprovision,
dependingon theenvironmentin whichtheyreceivecare.“Ageing in place”
unintentionallyretainsthepresumptionthatresidentialenvironmentsarethosemost
appropriateto theprovisionofhighdependencycare.Communitycareremainsa
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separateservicesystem,supportingtheneedsofpeoplewith limited careneedsor
high levelsof family support.

Otherreformsimplementedin 1997andpolicy initiativesannouncedin 1999,the
InternationalYearofOlderPeople,tendedto continuethepre-eminenceof residential
carewithin theAustralianagedcaresystem. More generally,thesemostrecent
reformsdrive a significantstructuralchangepresentin agedcareservicesfrom
governmentdrivenhealthandwelfarebenefitsto the constructionofasubstantial
serviceindustry,throughtheshift to higheruserpayments,self-regulation,and
governmentregulatedstandards.

In Australianlong-termcare,wenowhaveparallelservicesystemsproviding
residentialserviceprovisionandcommunitycareservices,with accessdetermined
largelyby thelevelofdependencyandoftentheavailability andcapacityoffamilial
carers.Consumersarefacedwith restrictedchoicesof careoptions,basedon their
careneeds.If theconsumerrequiresorchooseshigh-careresidentialfacilitiesthey
will haveall theiraccommodationandcareneedsmet. Alternativelyif theconsumer
prefersto orchoosesto live athomewith family supportevenwith highlevelsof
dependency,theydo notreceivesupportfor accommodationandmaynothaveall
theircareneedsmetin apressuredHomeandCommunityCaresystem.

The1997 reformsrecognisedtheneedandpotentialto providesupportservicesfor
olderpeoplewith high dependencycareneedswithin the communityratherthanin
institutions.Thereformsalsointroducedsomerecognitionofthechanginghealth
statusofolderpeople,particularlyin respectofthe increasingincidenceof dementia
in advancedolderageandofthe incidenceofchronicillnessin olderpeopleseeking
low dependencycarein residentialenvironments.Thesereforms,however,have
addedto theexistingcomplexityandoverlapwithin theAustralianlongtermcare
servicesystem- olderpeoplewith similarcareneedsarenowofferedan expanded
rangeofcareoptions;but,thosecareoptionsprovidesignificantlydifferentlevelsand
mixesof careservices.

As Australiahasfocusedon improvementsin residentialcare,wehave
simultaneouslyentrenchedagedcarepolicy debateswithin thenarrowframeworkof
thesupplyofthoseservices.Thenumberofbedsbecomes,aswehaveseenin recent
times,a critical policy focus- ratherthanthenumberofolderpeoplereceiving
support,thenumberofcarersreceivingsupport,andthequalityandquantityofthat
support. Rethinkingagedcarerequirestherecognitionthat almostall olderpeople
will, as theyexperienceadvancingage,seeksupportwith living at home,whereas
only 5.5%ofolderpeople,at anypointin time,will seekorrequireresidentialcare.It
hasproveddifficult howeverto fundcommunitycarerelativeto its actualimportance
in theagedcaresystem.

Whatcanbedoneaboutthis situation?A key characteristicofanageingsocietyis the
co-existenceofmanydiseasesin theonepersonandtherealisticexpectationof other
diseasesasdeathapproaches.HenceI arguethatwehaveenteredanew,complex
phaseoftheepidemiologicaltransition,the ageofcomorbidandsubstitutedisease.
Whenwepreventonediseaseordeath,otherdiseasesarein placereadyto reducethe
qualityoflife gainedorcanbeexpectedto berealrisks in thenearfuture.
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Fourkeyprinciplesunderpinaproposalfor arestructuringproposalfor healthand
agedcareproposedin McCallumet al (2001)to dealwith this newsituation:

1. Subsidiesfollow theclientbasedonassessedneeds;
2. Cleardistinctionbetweencareandaccommodationcostsin agedcare;
3. Flexibility andgreaterchoiceofcarelocationfor theclient; and
4. Recommendedcaresettingandcarepackagedeterminedthroughuniversal

assessment.

Themodelproposesashift awayfrom Australia’shistorical(current)systemfor
purchasinghealthandresidentialcarewherefundingis tiedto thebuildings.Care
wouldbepackagedaccordingto assessedneed,thelocationofcarewould,
subsequently,bedeterminedon aneedsbasis,andthequality ofcareprovidedwould
betransparentandcompetitive.

In this approach,afundingpool for a largelocal areawould beestablishedanddrawn
from collaboratinghealthandagedcareservicessuchas:

• theCommonwealthResidentialCareProgram(for residentialcareandCACP5);
• incometestedfees& residentcontributionsapplicablein residentialcare;
• Commonwealthfundingfor residentialrespitecare.
•

Andthepooiwouldbeaugmentedby fundingdrawnandpooledfrom:

• Statesubsidypaymentsfundingto public sectorresidentialcarebeds;
• StatepaymentsforNursingHomeTypePatients(NHTP) in acuteorsub-acute

facilities;
• Statefundingfor predominantlyagedcareservicesprovidedin hospitalssuchas

sub-acutecentres;and
• Statefundingfor CommunityCarePackages.

Thereis aneedto recognisethebenefitsofanewcommunityfocusedcareparadigm
in thefaceofanageingpopulationwith increasinglife span,andincreasing
expectations.We proposetheestablishmentofa ContinuousCareRestructuring
Program (CCRP)to testandimplementtheseideasandwouldbehappyto workwith
anynewgovernmentinitiatives in this area.Thebenefitsof achangedfocuswill be
costeffectiveserviceswith emphasison qualityofcaredrivenby increasedself-
determination,autonomyandchoicefor olderpeopleand otherpeoplewith chronic
disease.

Community Care Refrrences:

McCallumJ,et al (2001)Australianagedcareandthenewinternationalparadigm
AustralasianJournalonAgeing20(3): 5-14Supplement2.

McCallumJ, KobayashiR, CommunityAgedCare in JapanandAustralia.Tokyo:
InternationalLongevityCentre,March2000,58 pages[Japanese].

McCallumJ, SimonsL, SimonsJ,Wilson, J. HospitalandHome.A Longitudinal
StudyofHospital,ResidentialandCommunityServiceUseby OlderPeopleLiving in
Dubbo, NSW.Sydney:Office on Ageing, 1994;35 pages.
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McCallum, J., J. Brown, L. Freeman,C. Hefferan and E. Garrigan, Geriatric
Assessmentand Home and Community Care: A Follow-up Study. Canberra:
AustralianGovernmentPublishingService,1991, 115pages.

McCallum J,andMathersC. AgedDisability and CommunityCarein Australia,
SouthernAfricanJournalofGerontology,September,1993,2(2): 10-16.

McCallumJ.DevelopingAgedCarePolicy: Evidence,OptionsandConstraints,In
CommunityHealthCare in AgeingSocieties.Kobe,Japan:WHO Centrefor Health
Development2001: 50-59.

4. HEALTHY AGEING

Thereis a largeandgrowingliteratureon promotinghealthyageing.In ourDubbo
work since1988wehaveprovidedsomeof fundamentaldatawhich canprovidethe
basisfor newinitiatives. I will briefly reviewsomeofthis evidenceandafull setof
publicationsfrom this longrunningstudy is attached.

TheDubboLongitudinal Studyis amajorhealthandsocialstudyof2805people,
1236menand1569womenliving athome,bornbefore1930.We surveyedthemin
1988andit is continuingin 2003with ourAHEAD studyaddedon.Therehavebeen
four coreteammembersover 12 years:ProfessorJohnMcCallumUWS (originally
ANU), A/ProfessorLeonSimonsandMs JudySimonsSt Vincents/UNSW,and
ProfessorYechielFriedlanderHebrewUniversity, Jerusalem.

Areolderpeoplein DubborepresentativeofAustralianageing?Dubbois better
describedasnon-metropolitanthanrural and the population is representative of
Australianswith only onemajorexception,namelyit has5%migrantsrather than
30%for thewholeofNSW. As aconsequencewefound,for example,thatDubbo
residents had highCVD ratesbut lowerratesoftreatedhypertensionthanthe
HonoluluHeart Study.Thishadaverysimpleresponsenamelyto treatthe
hypertension.Hencethereareanumberofhealthyageingissueswhich ourpeer-
reviewed,publishedworkhasaddressed.I will briefly reviewfactorswhichpredict
death,hospitalization,residentialcareadmissionanddisability.

Whatpredictsearlierdeath?In asurvival analysisofmortality thepredictorsof
survival were: age, marriage,smoking,alcohol,prior CHD, useofanti-hypertensive
medications,poorself-ratedhealth(womenonly), level ofdisability(menonly) and
moderatealcoholconsumption.Moderatealcohol is associatedwith significantly
longersurvival(cardiovascularand all cause),soweestimatethatwecangainextra
yearformenat $5700formen60-74andsomepleasureinto thebargain!It is
importantthatweworkwith themodifiablerisk factorsthatouranalysesidentifiedto
promotehealthyageing.

Do respondentsgo to hospitalbecausetheyaresickeror arethereinequalitiesin
hospitalaccess?Hospitaladmissionratesaresimilar for menandwomenataround
90% over 12 years.An analysisofhospitaladmissionsshowsthat thepredictors
were: age,smoking,prior CHD, poorself-ratedhealth,level ofdisabilityandother
healthfactors.Higher education,thebestmeasureof socialclassdifference,wasnot
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significant, due to the accessibility of publicly funded hospital services and effective
assessment in primary health and aged care services.

Nextweaskedwastheredifferential accessto residentialcare?Menhavea relatively
flat rate of institutionalisation by education level but women’s rates of
institutionalizationwerelower athighereducationlevels.Agewasthedominant
predictorofresidentialcareuseandtherewaslittle significanceofotherfactorsafter
wetookaccountof it. Therehavebeenhistoric changesacrosstheperiodofstudy in
hostelsandagedcare.

Wetookparticularinterestin discoveringwhatdelaysdisability?Welookedat
disability 1988 i.e. 2 ormoreActivities ofDaily Living thatpeople‘can’t do’. By
genderandeducation,primaryeducatedwomenhavemoredisabilitythanmenbut
tertiarywomenhavelessthanmen.Lookingatdiseaseanddisabilityafter8 years,we
foundthatpeoplewith 3+ admissions(normallevels)havedisability 5 yearsearlier
thanthosewith lessadmissions.Thatis wecanwork on loweringthereasonsfor
hospitaladmissionsandat thesametimedelaytheonsetof disability! Otherfactors
whichpredictedonsetof disabilityincluded:baselineage,disability,BodyMass
Index,poorPeakExpiratoryFlow, BloodPressuremedication,depression,stroke
predict 8 yeardisability.Excesscumulativedisabilitywasevidentfor all majorhealth
risks e.g.depression,stroke,soahealthyageingdiseasepreventionprogramis alsoa
disabilitypreventionprogram.Thesesynergiesareimportantalthoughthetaskis a
challengingone.
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5. EXPORTING AGED CARESERVICES

Finally I have been a long-term promoter of the opportunity for Australia in exporting
agedcareservices.I startedthis initiative with anarticlein theDepartmentofForeign
Affairs andTradeJournalin 1992 andI thenwasamajorplayerin a large
consultancyon the issue.MostrecentlyI headedup theAustralia-JapanPartnershipin
CommunityCare.

Myargumentis very simple.Ageingsocietiesall aroundtheworldrequirenewkinds
ofexpertise,servicesandproducts.Moreoverweneedto maintainlevelsofeconomic
growthso commerce andtradein theseareasis essential.For examplethe
establishmentofthenewlong-termcareinsurancesystemin Japancreatedmajornew
opportunities for Australianswith expertiseto sell there.My visit recentlyidentifieda
newagendaparticularlyaroundeducationandtrainingexchangesimproving quality
ofcare.Thisneedsto be focusedon careplanningandcareworkers,andaround
communitycare.Thereis alsomuchto be learnedfrom Japanaboutolderworkersas
indicatedabove.Manyothercountriesalsoprovideopportunitiesfor mutual
exchangesofexpertise,services andproductsthatarerequiredin elderlypopulations.
Wehaveanopportunityto becomealeaderin thisareaoftradewhich will needsome
furthernurturanceandsupportby governmentsat all levels.
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A FINAL NOTE:

I amhappy to expand on any of these views and to speak to the committee if required.



JohnMcCallum
Professor and Dean,
College of Social and Health Sciences
University of Western Sydney
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