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EXECUTIVE SUMMARY
1. This report covers the six-month period from June until December 2005. Major
project activities during this period have been the completion of Survey 4 of the
Older cohort, and piloting of Survey 4 of the Younger cohort, to be administered to
the main cohort in 2006. Other major activities during this period have included
the launch of the Project Achievement Reports and the celebration of the first ten
years of the Survey. We have seen some changes in staffing but have been able to
maintain continuity and ensure smooth transitions as we enter our second decade.
2. Survey 4 of the Older cohort was administered in 2005. By the end of October we
had responses from 81% of all Older women who began the project in 1996
(excluding those who are known to have died, or have actively withdrawn or
become ineligible). Considering that these women are now aged between 8- and
85, nd many now have major physical limitations or serious medical diagnoses,
this is an outstanding achievement. It suggests that the women themselves see the
content of the surveys as relevant and their potential contribution to policy as
worthwhile.
3. We continue to work extensively on methods and measurement. Two substudies
are currently being conducted to assess the validity of some of the self-report
items. One involves visiting Mid-age women at their homes or workplaces and
measuring height and weight, in order to assess the general validity of survey selfreport. These women are also invited to use pedometers in order to validate our
self-report physical activity items. A second substudy involves contacting Older
women and administering standardized psychometric interviews by telephone, to
obtain independent professional validation of self-reported anxiety, depression and
age-related memory changes.
4. Analytic work with existing projects continues. This report details analyses which
examine inequalities in use of health services; alcohol use and health in all three
age cohorts; a range of aspects of paid and unpaid work, women’s strategies for
managing time, and the health correlates of these variables; and a range of other
policy-relevant topics.
5. A total of 20 papers have been published or accepted for publication in national
and international scientific journals during the reporting period, while 14
conference papers have been presented to scientific and professional audiences
both in Australia and internationally, and research staff also presented a full-day
workshop for epidemiologists on longitudinal survey methods. One postgraduate
student completed her thesis during this reporting period, with another 15 currently
working on aspects of the project. Postgraduate students are an investment in the
future of health research and evaluation in Australia. Supported by scholarships
and grants from other sources, they add to the project and its outcomes without
significant cost to core funds.
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1. COLLABORATIVE RESEARCH ACTIVITIES
1.1. SCIENTIFIC MEETINGS AND TELECONFERENCES AMONG RESEARCH
TEAM
The Steering Committee is responsible for the overall direction of activities and resources
to ensure that timelines and deliverables are met. Meetings and teleconferences are
conducted at least once a month among the Steering Committee, with agendas, notes and
minutes circulated to all Investigators. In addition to this, a monthly update is provided to
all Investigators, staff, students, associates and others with an interest in the progress of
the project. Steering Committee membership is flexible and decided on an annual basis, so
that a group of about six Investigators are involved at this level at any one time. Current
Steering Committee members are:
x Professor Annette Dobson (Chair)
x Professor Wendy Brown
x Professor Lois Bryson
x Professor Julie Byles
x Professor Christina Lee
x Dr Deborah Loxton
x Dr Penny Warner Smith
x Dr Anne Young.
Steering Committee meetings during the reporting period have been held by
teleconference on 2nd June, 7th July, 11th August, 1st September, 4th October, 24th October,
and 1st December, as well as face-to-face meetings in Brisbane on 7th July and in
Newcastle on 14th November.
The Data Management Group takes responsibility for all technical issues involving data
quality, derivation of variables, checking and cleaning of data sets, linkage, and archiving.
This group is chaired by Dr Anne Young, and current members include Investigators
Professor Annette Dobson, Professor Christina Lee and Dr Penny Warner-Smith, as well
as staff members Jean Ball (Data Manager- UN – resigned in October 2005), Anne Russell
(Data Manager – UQ), Anna Graves (Data Management Assistant – UN), Jenny Powers,
Helen Gramotnev, Richard Hockey (Statisticians), Virginia Wheway, Andrew Hampson,
Angela Wood (Assistant Statisticians). The group meets monthly by teleconference, and
also held an all-day meeting in Brisbane on 15th June.
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1.2. KEY NEW RESEARCH FINDINGS
1.2.1. Projects completed and in progress by ALSWH investigators and collaborators

Project:
ALSWH Investigators:
Funding Source:

Use of Enhanced Primary Care services by Older
Australian Women
Professor Julie Byles, Dr Anne Young, Dr Virginia
Wheway
None

In November 1999, the Australian government introduced Medical Benefits Schedule
items for Enhanced Primary Care. These items included case conferencing, complex care
plans, and health assessments for those aged 75 years and over. The assessment is
designed to be repeated at annual intervals. This research explores the uptake of health
assessments by women aged 75 years and over, who were participating in the ALSWH.
Using self-reported survey data on socio-demographic variables, access to care and health
service use, linked with Medicare records from November 1999 to December 2003, we
have been able to measure the uptake of health assessments and to describe the health and
sociodemographic characteristics of the users and non-users. Women who lived in an
urban area, made more visits to general practitioners, were taking more prescribed
medications, and were more satisfied with their last visit to a general practitioner, were
more likely to have had a health assessment. The characteristics of early adopters were
also examined and in the next stage of the project, the health outcomes for women who
have health assessments will be compared with those who do not.

Project:
ALSWH Investigators:
Funding Source:

Characteristics of frequent attenders at general practice
Dr Anne Young & Dr Virginia Wheway
None

Literature reviews on health service use show that the study of frequent attenders to
general practitioners is an important but understudied area of research. ALSWH has an
opportunity to conduct research in this area because of the large sample of community
dwelling women, the extensive range of health and sociodemographic variables available,
the Medicare health service use data, and the longitudinal nature of the study.
Progress to date has involved creating new measures of being a frequent attender.
Frequent attenders have been defined as being in the top 5% or the top 10% of attenders to
general practice, for each cohort for each year 1997-2003. The longitudinal nature of the
data has been exploited to create health service use strings, whereby the long-term
frequent attenders can be distinguished from the intermittent or short-term frequent
attenders. We are currently looking at how the ‘long-term’ frequent attenders differ from
other frequent attenders and other women their age. Sociodemographic variables of
interest include education, area of residence, and holding a health concession card.
Lifestyle and health related variables of interest include SF-36 self-rated health, smoking,
alcohol consumption, BMI, comorbid conditions, symptoms, mental health (anxiety,
depression etc), and social interaction. Datasets for 2004 have just been prepared by HIC
and will be incorporated into the analysis over the coming months.
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Project:
ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Charges and use of bulk billing by specialists in urban and
rural areas of Australia.
Dr Anne Young & Dr Penny Warner-Smith
Professor Peter Jones (Department of Rural Health,
University of Newcastle)
None

The aim of this study is to examine the use of bulk billing and the out of pocket costs for
specialists consultations for women in ALSWH. Preliminary analysis of ALSWH survey
data linked with Medicare data for 1997-2001 showed that there tended to be lower rates
of bulk billing and higher out of pocket costs for specialists’ consultations in urban areas
compared to rural areas for younger and mid age women (and no differences by area for
older women). This year the data for 2002 and 2003 were received and the findings were
updated. Trends over time in use of services and charges showed that there has been
considerable change in out of pocket costs in recent years, with costs increasing and the
rural-urban differences diminishing.
Project:

ALSWH Investigators:
Collaborative Investigators:

Funding Source:

Diet quality and health service use in the Mid-age
cohort of the Australian Longitudinal Study of
Women’s Health
Dr Anne Young
Dr Clare Collins (Nutrition and Dietetics, University
of Newcastle) & Dr Alison Hodge (Cancer
Epidemiology Centre, The Cancer Council Victoria)
Outside Study Programs (OSPRO), University of
Newcastle, in 2004; currently no funding.

Over the last decade, increasing attention has been given to developing methods to assess
the whole diet. Available and widely used methods include the Diet Quality Index, the
Healthy Eating Index, the Dietary Diversity Score, and the Recommended Food Score. In
Australia, there have been only two studies that calculated an overall diet quality score and
related it to health or disease, and both these studies have their methodological limitations,
while neither is representative of the adult Australian population. The objectives of this
research were to develop a diet-related summary health score to use within the ALSWH
and to examine associations with health service use data. The hypothesis being tested is
that women in the lower quintiles of a diet quality score (DQS) are higher self-reported
users of health services, compared to those in the upper quintiles.
In summary, women in the highest quintile of DQS were more likely to have higher
education (p<0.001), be more physically active (p<0.001), and be non-smokers (p<0.001).
In contrast, lower DQS was associated with increased health service utilisation. We have
found that completing a Diet Quality Score tool is an efficient way of examining diet
quality at the population level. Diet quality scores for women can be ranked and
associations with morbidity, mortality and health service use can be investigated.
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Project:
ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Characteristics of Complementary and Alternative
Medicine (CAM) users according to type of practitioner.
Dr Anne Young
Dr Jon Adams & Dr David Sibbritt (Centre for Clinical
Epidemiology and Biostatistics, University of Newcastle)
None

This project builds on our previous CAM research by extending the analysis to incorporate
the Mid 3 dataset. This survey asked about use of CAM practitioners and specified various
types of practitioners. We are conducting an analysis of the characteristics of CAM users,
by type of practitioner, and examining the associated symptoms and conditions of users. A
manuscript describing the characteristics of mid-aged Australian women who consult
acupuncturists has been submitted for publication and a second manuscript on mid-aged
Australian women’s use of naturopaths and herbalists has been prepared. Now that there
are four time points available for the mid-age women, we aim to incorporate some more
sophisticated statistical analyses (eg. GEEs or mixed models) of longitudinal use of CAM
and test hypotheses relating to the longer term associations with health related quality of
life.
Australian women and alcohol consumption.
Project:
ALSWH Investigators:
Funding Source:

Dr Anne Young & Jennifer Powers
None

The ALSWH provides the opportunity to monitor changes over time in the health and
well-being of Australian women, their social circumstances, and their health behaviours,
including alcohol consumption. Currently, papers based on the findings in the alcohol
report are in preparation, one in collaboration with researchers at Turning Point in
Melbourne. The collaborative paper uses data from Younger, Mid-age and Older women
who were aged 18-23 years, 45-50 years and 70-75 years in 1996. Frequency and quantity
of alcohol consumption are used to define alcohol consumption of the women in terms of
‘long-term’ and ‘short-term’ risk. The categories for ‘long-term’ risk based on National
Health and Medical Research Council guidelines are defined as non-drinker, low risk (up
to 2 drinks per day), risky (3 to 4 drinks per day) and high risk (5 or more drinks per day).
‘Short-term’ risk was defined as five or more drinks on any one day. Transitions in ‘longterm’ and ‘short-term’ risk are described for Younger, Mid-age and Older women.
Another project examines whether the level of alcohol consumption of mid-age women
was associated with changes in their self-rated health over the five year period between
1996 and 2001. The analyses were adjusted for potential confounders (age, area of
residence, highest educational level achieved, smoking status, body mass index and
whether the woman had ever been diagnosed with a chronic disease such as diabetes, heart
disease or cancer). Two longitudinal analysis methods were used (random coefficient
models and general estimating equations) and the second of these methods was repeated
after multiple imputation to investigate the potential effects of missing data. Survival
analyses comparing non-respondents with respondents at Surveys 2 and 3 were conducted
to determine any biases amongst the different alcohol consumption groups due to nonresponse.
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Project:
ALSWH Investigators:
Collaborative Investigators:

Funding Source:

Older women's use of alcohol and their health-related
quality of life.
Professor Julie Byles & Dr Anne Young
Dr Hiroyuki Furuya (Tokai School of Medicine) & Dr
Lynne Parkinson (Centre for Research and Education in
Ageing, University of Newcastle)
Hunter Medical Research Institute

Data on the older cohort of ALSWH from 1996 to 2002 have been analysed to examine
the effects of alcohol consumption on mortality and health. Alcohol consumption was the
factor of interest and the main outcome measures were survival and health-related quality
of life, with adjustment for potential confounders. In summary, compared with the women
in the low risk reference category, women who did not consume alcohol or who drank
rarely were more likely to die or if they survived, they had lower health related quality of
life scores on General Health and Physical Functioning SF-36 subscales after adjustment
for smoking, comorbidity, education, body mass index (BMI) and area of residence. Nondrinkers also scored lower on the Mental Health and the Social Functioning subscales.

Project:
ALSWH Investigators:
Collaborative Investigators:

Funding Source:

Weight Control Practices of Mid-age Women: Social
Determinants and Health Impacts
Dr Anne Young & Dr Virginia Wheway
Dr Lauren Williams (Nutrition and Dietetics,
University of Newcastle) & Dr John Germov (Social
Sciences, University of Newcastle)
2005: RGC, University of Newcastle

Weight control is promoted in response to the rising epidemic of obesity, yet few
Australian studies have examined the actual weight control practices used by women. The
study is a cross-sectional analysis of ALSWH data collected in 1998 in Survey 2 of the
Mid-age cohort. This survey included a questionnaire that allowed the categorisation of
various weight control practices. This project investigates the type of practices used and
their effectiveness, socio-demographic characteristics associated with these choices, and
the associated health outcomes. The literature review for the research has been completed
and analysis is currently in process.

Project:
ALSWH Investigators:
Collaborative Investigators:
Funding source:

Long term health effects of using the Oral
Contraceptive Pill (OCP)
Dr Anne Young and Ms Angie Wood
A/Professor Gillian Heller ( Macquarie University,
College of Commerce, Department of Statistics)
None

A review of the literature showed there are very few recent publications on the
relationship between the use of the oral contraceptive pill (OCP) and the long term health
and well-being of young Australian women. The ALSWH provides the opportunity to
examine this research topic with seven years of follow-up on the Younger cohort since
1996.
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As a first step in this project, the profile of women who did and did not use contraception
at Survey 1 was constructed, according to their demographic factors, health, health service
use and health behaviours. In the second stage of the exploratory data analysis, women at
Survey 3 were classified into four groups according to their current use of contraception:
OCP only; OCP plus other methods; other methods; no contraception. Having described
the results of these first two stages, the analysis has now moved on to the major aim of this
study, to determine the long term health effects of OCP on health, incorporating a
longitudinal analysis of the SF-36 subscale scores for younger women in Survey 1, Survey
2 and Survey 3. This analysis will be restricted to women who have not had a baby and the
women will be classified by their OCP use at each survey. For example, long term users,
never users, intermittent users and those who either started using the OCP or stopped using
it.

Project:

ALSWH Investigators:
Collaborative Investigators:

Funding Source:

The validity of self reported height, weight,
and physical activity among mid aged
women
Professors Wendy Brown and Annette Dobson
Dr Nicola Burton, Dr Yvette Miller and Dr Alison
Marshall (School of Human Movement Studies,
University of Queensland)
ALSWH and NHMRC program grant

Height, weight, and physical activity are of interest both as study and outcome variables.
Self-report is a common means by which to collect data on these variables from large
population-based samples, as in the case of the ALSWH. Self-report data is however,
vulnerable to mis-estimation, whether intentional or unintentional. This mis-estimation
may be associated with specific sociodemographic characteristics, such as gender, age,
body mass index (BMI), health status, and socioeconomic position, as well as physical
activity level and weight management intentions. The questionable accuracy of selfreported height and weight data is a potential limitation of this method of data collection.
More objective forms of data collection are however, more costly and resource intensive,
and less pragmatic for large population-based samples. There is a need therefore, to
compare self-reported and objective measures of height, weight, and physical activity.
This project aims to compare self-reported height, weight and physical activity (PA) with
objective measurements, and to determine the extent of 'misclassification' of these
variables in relation to body mass index (BMI), health status, and sociodemographic
characteristics. A secondary aim of the project was to obtain data on key PA indicators,
such as the average number of steps per day (weekdays and weekends) taken, frequency of
incidental PA, and average time spent sitting per day.
Progress To Date
This study was limited to ALSWH participants living in Brisbane. Recruitment is
complete, and data collection (which involved telephone recruitment, mail surveys, and
personalised visits to deliver PA monitors and logbooks, as well as to assess height and
weight) is being finalised for 230 participants. Data entry and cleaning is underway, and
participants with missing data are being followed up by telephone. Interim data analyses
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(N=114) of selected PA indicators indicated that 40% of the sample were meeting national
guidelines for PA participation and 36% were achieving at least 10,000 steps per day.
Individuals categorised as insufficiently active were more likely to have a high body mass
index, and less likely to recall any PA promotion in the last month. The average number
of steps taken per day was 8839, and the average time spent sitting per day was 500
minutes. The most common type of incidental PA was using the stairs instead of the
lift/escalator. Data analyses with the full sample to compare self-reported and objective
measures will commence in October 2005.

Project:
ALSWH Investigators:
Collaborative Investigators:

Funding Source:

Validation of survey measures of depression, anxiety
and cognitive impairment in an older cohort.
Professor Christina Lee & Dr Nancy Pachana
Mr Christopher Hart & Ms Carmen Tang (Master of
Clinical Psychology students, School of Psychology,
University of Queensland)
Applied for a Rotary Medical Research Grant
(awaiting outcome)

Most older Australians live independently and want to stay that way. Mild, sub-clinical
levels of depression, anxiety and cognitive impairment make it harder for older people to
maintain their independent living, by making it less likely they can comply with health
recommendations, take their medications correctly, and participate in the community.
However, very little is known about the extent of mental health problems among older
non-institutionalized Australians. Understanding the extent of mental health problems in
the older community is essential to developing strategies to prevent and – where possible treat problems before institutionalization becomes necessary.
We have been working for 10 years now with the Older cohort of the ALSWH, and have
self-report survey data from over 8,000 women who were aged 70-75 in 1996 when the
survey began and are now 79-84. While this provides valuable insights from the women
themselves, our reliance on self-report raises issues about the validity of the data we use to
categorise women as experiencing depression, anxiety or cognitive changes association
with age. The aim of this substudy is to establish how their self-reported depression,
anxiety and memory changes are related to objective indicators of mental illness. Thus, we
plan to use standardised telephone interviews, conducted by mental health professionals,
with two groups of women form the Older cohort - 150 who report depression, anxiety or
memory changes, and 150 who do not – to assess the extent to which the self-report data
accurately reflect clinical diagnoses.
We plan to administer a brief self-report postal survey incorporating our standard selfreport measures of depression, anxiety and cognitive change. This includes the SF-36,
GADS and MAC-Q, as well as self-reported doctor diagnoses, symptoms and use of
medications relevant to these conditions. Women who return the substudy survey will be
telephoned within a fortnight, and a standardised telephone interview will be used to
administer the Structured Clinical Interview for Diagnostic Disorders-I (Research Version)
or SCID-I and the Telephone Interview of Cognitive Status – Modified (TICS-M).
Christopher Hart and Carmen Tang are Master of Clinical Psychology students who will
collect the data under supervision, conduct analyses, and prepare their theses on aspects of
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the topic. We currently plan to use ROC analysis to assess the sensitivity and specificity of
the self-report measures as well as multivariate techniques in order to assess the potential
moderating role of demographic variables (country of birth level of education) on the
validity of self-report.
This project is in the planning stages. We have applied to Rotary Australia for funding and
are seeking ethics approval.
Project:

ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Omega 3 fatty acid intake and its effect on health
outcomes in a representative sample of Young
Australian women
Dr Virginia Wheway
Dr Lesley MacDonald-Wicks
None

Intake of fatty acid (omega 3) influences health outcomes such as depression, diabetes,
respiratory problems, cancer. Using FFQ data from the Younger cohort at Survey 3, we
propose to relate the quintiles of fatty acid (omega 3) intake to the quintiles of health
outcomes (in particular depression, diabetes, respiratory illness and cancer). A second step
in the analysis will be to perform logistic regression on health outcomes versus fatty acid
intake and ratios of fatty intake, adjusting for socio-demographic variables as required.
Since the FFQ is notorious for under reporting, we have applied the Goldberg cut-off with
a parameter of 1.27 to determine which responses entail a ‘valid’ energy intake. In
addition, we used a new anthropometrical database prepared by the WHA data manager.
This database contains only one height for each mid and younger woman involved in the
ALSWH. Applying these methods for ‘valid’ energy intake reduced the sample size by
over 60% and may affect the internal validity of our study.
We now propose to rank the omega 3 fatty acid intake rather than use it as an absolute
scale. This will increase our sample size and is in alignment with recommendations made
by the FFQ tool’s developers that it only be used as a ranking tool rather than determining
absolute nutrient intake.

Project:
ALSWH Investigators:
Collaborative Investigators:

Funding Source:

The effect of energy cut-off points on reporting dietary
outcomes
Dr Anne Young, Dr Virginia Wheway, Anne Russell
Dr Lesley MacDonald-Wicks; Dr Clare Collins; Dr
Lauren Williams (Nutrition and Dietetics, University
of Newcastle)
None

Self reported dietary intake from food frequency questionnaires (FFQ) has been shown in
previous studies to be affected by under reporting of total energy intake. It is important to
identify under reporting of energy and to control for this is any subsequent data analysis.
Several methods to determine cut off points that indicate a valid estimate of energy intake
are being examined and applied to ALSWH FFQ data for the Younger and Mid-age
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cohorts. Basal Metabolic Rate (BMR) was calculated using the Schofield equation, with
energy cut-off points being based on activity level factors ranging from 1.27 to 2.1. Two
fundamental dietary intake research questions were then posed on two groups of women:
1) all women in the sample and 2) those women with valid estimates of energy intake.
Dietary research questions involving absolute measures of nutrient intake tended to show
substantial differences in outcome between the two groups, whereas dietary intake
questions based on ranking intake resulted in similar answers being obtained for both
groups of women. Further research will incorporate using other methods for determining
cut-offs.
Project:
ALSWH Investigators:
Funding Source:

Magnitude, patterns and correlates of attrition in the
Australian Longitudinal Study on Women’s Health
Dr Anne Young & Jennifer Powers
None

One of the difficulties associated with longitudinal studies is attrition or the loss of study
participants. Information on the types and possible correlates of attrition is important for a
proper interpretation of the results of longitudinal analyses. The aim of this paper was to
describe the risk factors for various types of attrition in the three age cohorts of the
ALSWH and to discuss strategies to minimise attrition. Demographic, health and social
risk factors for attrition between Surveys 1 and 2 were examined using multivariate
analyses. Attrition was highest amongst younger women. In all cohorts, women who were
lost to the study were more likely to report having less education, being born in a nonEnglish speaking country and being a current smoker. Mid-age and older non-respondents
reported poorer health at Survey 1. Further work on the correlates of attrition for each of
the age cohorts at later surveys is in progress.

Project:
ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Health of casual workers
Prof. Christina Lee, Dr. Penny Warner-Smith
Kristy Sanderson, School of Public Health, QUT
NHMRC Postdoctoral Research Fellowship

Background: There is some evidence that depression is more prevalent among nonpermanent (“atypical”) workers than permanent, but the factors contributing to this
association are not well understood. This study investigates the contribution of worker and
work characteristics to the association of one form of atypical employment, casual work,
with depression in young adult women.
Methods: We used Survey 2 of the ALSWH (aged 22-27, N= 7268) to investigate the
cross-sectional association of depression (Center for Epidemiologic Studies Depression
Scale, Short Form) with employment contract (permanent only, casual only, and mixed –
concurrent permanent and casual), and the contribution of various characteristics of
workers (sociodemographic, behavioural) and their work (e.g. occupation, working
patterns, recent work experiences) to this association.
Results: In comparison to permanent employment, depression was more likely among
women in casual only (OR=1.22, 95%CI=1.06 to 1.40) and mixed (OR=1.26, 95%CI=1.04
to 1.53) employment. This association was no longer present after adjusting for
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characteristics of casual workers and the nature of their work. Significant correlates of
depression in the final model, which were more likely among casual workers, included not
being married, no post-school qualifications, smoking, wanting to work more hours, low
income, dissatisfaction with work and career achievement, and recent job loss.
Discussion: In this large national sample of young adult women, the observed higher
prevalence of depression among casual workers was associated with both the
characteristics of women in casual employment and the nature of their work. Such
evidence can inform community-based mental health promotion and prevention activities.
Project title:

ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Women consider retirement: a critical investigation
of attitudes towards work, ageing and retirement in
three generations of Australian women
Dr Penny Warner-Smith, Professor Julie Byles, Dr
Anne Young
Dr Christine Everingham, Dr Deborah Stevenson, Dr
Lynne Parkinson
ARC Discovery Project grant

The study takes a generational perspective on women and retirement. In 2004, qualitative
data were collected from non-ALSWH women and these data are being used to build
models of women’s retirement which will be tested against ALSWH data.
Analyses of mid-age women’s paid and unpaid work experiences, and their intentions and
expectations of retirement, are now being carried out with the data collected in the fourth
main survey of the ALSWH mid-age cohort in 2004. What is clear is that retirement is a
problematic concept for women. Almost half of the women who are not retired did not
know when they expected to retire, and about a third were not sure when they would like
to retire. Although many women in this age cohort have increased their attachment to the
labour market in their 40s and 50s, these results show that retirement for women is not the
doorway that many men of this generation automatically expect to pass through when they
turn 65.
Factors which could be important in women’s decision-making about retirement were
ranked. The two most important factors were their own health and their financial security.
These were followed by being able to access their superannuation, only slightly ahead of
whether they wanted a lifestyle change. The fifth factor was needing to provide care for a
family member Other issues which were of some importance would be losing interest in
their job, or if their job became very stressful. Then in order of importance, partner’s
retirement was followed by being able to access various benefits, becoming eligible for the
pension, and the number of people dependent on their income. Being retrenched from
one’s job was ranked as the least important of all of these factors.
Respondents were categorised according to those who expected to access some form of
government provision - an age pension or a widow’s pension – and those who expected to
have some other form of income, labelled ‘non-government provision’. About 45% of all
of the women who were not retired expected to be on a pension. Those in lower status
occupations are more likely to be reliant on a government pension to fund their retirement,
while the majority of those in the higher status professional and managerial occupations
have other sources of retirement income. It also seems that women who have had a partner
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at some time in the past, but are now separated, divorced or widowed will be more likely
to be reliant on the state than those who are currently partnered, or those who have never
had a partner.
Women with partners and children are likely to have had fragmented employment
histories and those who have had a weak attachment to the labour market when they were
younger are likely to face difficulties getting back in to paid work in the middle and older
years. The challenge for policymakers is to think about how women can be freed of their
obligations to pursue the kind of work in their older years which they find satisfying while
maintaining their physical, emotional and economic wellbeing.

Project title:
ALSWH Investigator:
Collaborative Investigators:

Funding Source:

Work-life tensions: time pressure, leisure and
wellbeing among dual-earner parents in Australia
Dr Penny Warner-Smith, Professor Lois Bryson
Professor Peter Brown and Roby Synnott (Griffith
University), A/Prof Duncan Ironmonger (Melbourne
University), Leanne Fray (Newcastle University)
ARC Discovery Project grant

In order to investigate how time is managed in dual-earner households, data for this
project are being collected in three phases:
1) Ten focus groups were conducted with 54 working parents in urban and rural locations
in NSW and Queensland in 2003.
2) In 2004 fifty Younger women and their partners were recruited from the Australian
Longitudinal Study on Women's Health. In 2005 a further fifty women and partners were
recruited from the Mid-age cohort. Time use information was collected from the
participants via the 'experience sampling method' (ESM) using palm pilots (PDAs), or
hand held computers. Statistical analyses of these data are underway.
3) In-depth telephone interviews with the participants who took part in phase 2 were
carried out in 2004 and 2005 by two PhD students. All interviews with the Younger
participants have been transcribed and thematically analysed, and transcription and
analysis of the Mid-age interviews is ongoing.

Project:

ALSWH Investigators:
Collaborative Investigators:
Funding Source:

The physical, social and economic health and
wellbeing of women with dependent children
following relationship breakdown.
Dr Deborah Loxton, Dr Penny Warner-Smith, Dr Lois
Bryson
Office for Women

From 2003 to 2004 a series of cross sectional and longitudinal analyses were conducted
with data from the Younger cohort Surveys 1, 2 and 3, and the Mid-age cohort Surveys 1,
2 and 3. The quantitative analyses were used to compare the economic, health,
demographic and social characteristics of women who were unpartnered with children
(sole mothers) with: unpartnered women without children; partnered women with
children; and partnered women without children.
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Findings indicated that sole mothers were more financially stressed and less able to
manage on their available income than other women, and were more likely to experience
mental health problems, particularly depression. Sole mothers were also more likely to
have experienced partner violence and were less likely to have available social support.
More detailed analyses revealed that paid work participation and higher levels of
education may have acted to improve sole mothers’ financial situation, but even when paid
work and education were taken into account, sole mothers were more likely to experience
financial stress than other women. Furthermore, financial stress was found to contribute to
poorer mental health among sole mothers. The analyses were supplemented by focus
groups conducted with women who were not ALSWH participants. The full details of this
project were accepted by the Office for Women in July 2005, in a report entitled, ‘The
physical, social and economic health of women with dependent children, following
relationship breakdown.’

Project title:
ALSWH Investigator:
Collaborative Investigators:
Funding Source:

Patterns of use and satisfaction with child care
Dr Penny Warner-Smith, Professor Lois Bryson
Professor Peter Brown (Griffith University)
ARC Discovery Project grant: ‘Work-life Tensions’.

Data from the third survey of the Younger cohort were analysed to provide a ‘map’ of who
is using childcare, and associations between satisfaction with child care and the health of
mothers were then investigated. The data show a wide variation in the amount and type of
child care used by different groups of women, but also demonstrate a significant
association between satisfaction with child care and mothers’ mental health.
The majority of mothers in the ALSWH used some child care. While the most common
type of care was that provided by family and friends, almost half used some form of paid
care. Mothers in the study are generally satisfied with their child care use. Those mothers
who are not satisfied are more likely to struggle on their income. They are additionally
likely to have below average mental health, while satisfied mothers have above average
mental health.
Barriers to child care provision potentially have far reaching effects on women’s health. In
the context of current debates around Australia’s falling birth rate, there is some evidence
that women who wish to work but have problems accessing appropriate childcare may
think twice before they have another child. ALSWH data have also shown that women
who are able to work the number of hours they prefer are likely to have better self-rated
health than women who would like more hours or fewer hours of paid work.
The young women in the ALSWH will complete their fourth survey in 2006 (aged 28-32).
Many more women in this age group will have children and the mothers in this study will
have older and perhaps more children. As they move through their childbearing years we
will be able to develop a picture of the way Australian mothers use child care, and a better
understanding of associations between patterns of child care use, employment and health.
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ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Coping with New Motherhood
Professor Christina Lee
Ms Helen Gramotnev
None

Women who become mothers at an early age are characterized by socioeconomic
disadvantage and unhealthy lifestyles; however, some cope extremely well. This analysis
used data from Surveys 1 and 2 of the Younger cohort to identify factors which predict
coping well with young motherhood. The Younger cohort of the Australian Longitudinal
Study of Women’s Health was used to identify 1064 young women who became mothers
between Survey 1 and Survey 2, and a median age of 22. These women were categorized
on the basis of the Mental Health Index of the SF-36 as having High, Normal or Low
mental health. Survey 1 data were used to examine predictors, and Survey 2 data to
examine correlates, of mental health. Surprisingly, few sociodemographic or health-related
variables predict level of coping with early motherhood. Women who would have High
mental health as mothers were likely to be in paid work, had few symptoms, and had low
levels of stress before their transition to motherhood. They were least likely to have a
history of miscarriage and most likely to use contraception. There were no significant
effects for other sociodemographic factors, or health-related behaviours. In the longer
term, however, all young mothers may suffer an increasing level of disadvantage and
distress relative to their peers.

Project:

ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Resilience and Coping: Predicting positive well-being
following life transitions and major life events among
young Australian women
Professor Christina Lee and Dr Nancy Pachana
Ms Helen Gramotnev
ARC Discovery Grant to Lee & Pachana

We are conducting a number of analyses within the broad rubric of understanding the
processes of emerging adulthood, focusing particularly on transitions in the life domains
of residential independence, study and work, romantic relationships, and motherhood.
One completed analysis has used longitudinal analysis to examine life transitions among
young Australian women across these four domains. Changes over three years, in healthrelated quality of life, optimism, depressive symptoms, stress, and life satisfaction, were
examined in relation to transitions in each of these domains, among 7,619 participants in
the Younger cohort, using data from Survey 2 and Survey 3. Positive changes in mental
health were found for women moving into cohabitation and marriage, while significant
reductions in mental health were observed for those experiencing marital separation or
divorce, and those taking on or remaining in traditionally “feminine” roles (out of the
workforce, motherhood). The data suggest that most women cope well with major life
changes, despite the huge practical disruptions involved, if they are normal and desirable
transitions at this life stage, but transitions are likely to be emotionally disruptive if they
are unwanted or off-time relative to peers.
A second analysis, currently in progress, is exploring mental health following relationship
breakdown among both Younger and Mid-age cohorts.
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Project:
ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Perceived control: How is it associated with
socioeconomic status and with health?
Professor Christina Lee
Ms Jess Ford, Ms Helen Gramotnev
None

There is strong evidence linking level of perceived control to various indicators of
cardiovascular health, as well as to mental health, absenteeism, and other indicators of
coping. The majority of this work involves occupation-based samples and focuses on job
control, using the Karasek Job Content Questionnaire.
Use of this measure of control is, however, inappropriate for people without paid work. In
seeking to understand the relationship between perceived control and health in Survey 3 of
the Mid-age sample, it was necessary to take into account that approximately one-third
had no paid work while another third worked on a part-time basis. Simultaneously, the
majority of middle-aged women combine any paid work roles (full- or part-time) with
family responsibilities. Sense of control, even among those who have full-time paid work,
is likely to be affected by these other roles and thus measuring sense of control in the jobrelated context only may not be appropriate for any middle-aged women. More recently,
Bobak et al. developed the Life Control Scale. This is designed to measure the extent to
which an individual believes that he or she has control over all aspects of life, and may be
more appropriate for the Mid-age sample.
This analysis examines the psychometric properties of the Life Control Scale among the
Mid-age cohort at Survey 3. It then relates scores on this variable cross-sectionally, to a
number of measures of socioeconomic status and of health. Preliminary analysis shows
that the Life Control Scale is unifactorial, with moderate internal reliability (alpha = 0.71)
and a valid scale score could be computed for 99.1% of the respondents.
Perceived control varied across ten out of twelve selected indicators of socioeconomic
status. At the univariate level, higher perceived control was associated with being
currently married or partnered, better educated, self-categorised as upper or middle class,
having English as their first language, in higher-status occupations, in full-time work, not
eligible for a health care card, managing on their income, and reporting a higher weekly
personal or household income than others. Perceived control was not related to rurality of
residence (RRMA) or to country of birth. Multivariate analysis showed that these
measures of SES explained 12.7% of the variance in perceived control.
With regard to physical health, there were significant effects on all nine selected variables.
Higher perceived control was associated with lower numbers of GP visits, greater
likelihood of Pap and mammogram screening, fewer major diagnoses and symptoms,
greater likelihood of being a non-smoker, higher levels of physical activity, healthier BMI,
and higher PCS. Together these variables explained 11.5% of the variance in perceived
control.
There were also significant effects on all six selected indicators of mental health. Higher
perceived control was associated with higher MCS and optimism, lower endorsement of
feeling that life was not worth living or reports of deliberate self-harm, lower stress, and
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lower depression. Together these variables explained 38.9% of the variance in perceived
control.

Project:
ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Partner violence and gynaecological health of midaged women.
Dr Deborah Loxton & Ms Jennifer Powers
None
None

Few investigations have examined associations between partner violence and health using
community samples of women. This study investigates associations between partner
violence and gynaecological health, including use of preventive services, in a
representative sample of mid-age women. For the current study, data come from 10,903
women aged 53-58 years who answered ALSWH Survey 4 during 2004. Logistic
regression models were used to determine relationships between partner violence and Pap
smears, mammograms, clinical and self breast-examinations, after adjusting for a number
of demographic and health factors.
Women who had experienced partner violence were less likely than other women to have
undertaken preventive screening, including Pap smears, mammograms, and clinical and
self breast examinations, even after adjusting for demographic and economic variables,
and after taking into account the relationship between partner violence and surgical
menopause.
Preliminary analyses of gynaecological and breast health variables revealed a significant
association between partner violence and hysterectomy: 42% of women who had lived
with a violent partner had undergone a hysterectomy compared to 30% of women who had
not lived with a violent partner. Similarly, partner violence and abnormal Pap smear
results were significantly associated, with 29% of women who had experienced partner
violence compared to 22% of women who had not experienced partner violence reporting
an abnormal Pap smear. Further analyses are currently being conducted.
The current study builds on prior research among the ALSWH younger cohort (then aged
18-23 years) that showed relationships between partner violence and poorer reproductive
health. Early results suggest that partner violence may have a long lasting effect on
women’s gynaecological and breast health.

Project:
ALSWH Investigators:
Collaborative Investigators:
Funding Source:

Sexual Orientation and Women’s Incomes: Evidence
from Australia
Deb Loxton
Christopher Carpenter, PhD, Paul Merage School of
Business, University of California, Irvine, USA
None

A growing literature suggests that sexual minority women in the United States earn much
higher incomes than heterosexual women, on the order of 30 percent. Yet studies of
women in the Netherlands show a much smaller income differential, of about 3 percent,
and a recent experiment in Austria with analogue job applications showed much lower
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call-back rates for women who indicated affiliation with a lesbian themed organization..
Clearly, there is no consensus on the role of sexual orientation in affecting women’s
labour market outcomes.
The main goal of this study is to provide new evidence on this question using data from
the ALSWH. The project will make use of both the Younger women’s cohort and the
Mid-age cohort. Multivariate regressions of women’s income have been conducted for the
Younger women’s cohort, and preliminary results indicate that sexual minority women
earn less than their heterosexual counterparts. This finding appears robust to inclusion of
controls for demographic characteristics such as human capital accumulation (education),
marital status, and health.
Currently, additional analyses of the Younger women’s cohort are being explored by using
different outcome variables such as job stress, job loss, and difficulty in finding a job. The
Mid-age survey data will be analysed next year.

Project:
ALSWH Investigator:
Collaborative Investigator:
Funding Source:

Qualitative data: Coding and study of material related
to childbirth
Dr Deborah Loxton
Dr. Ann Taylor, School of Social Sciences, University
of Newcastle
University of Newcastle Equity Fellowship

This project is based on the ALSWH qualitative data, that is the comments added at the
end of the questionnaires in response to the question, Have we missed anything? If there is
anything else you would like to tell us please write on the lines below. The comments are
being converted into N6 format accompanied by non-identifying information (ID alias,
area of residence and level of education). QSR N6 is a computer programme which allows
small and large segments of text to be tagged with verbal descriptive codes and arranged
in a hierarchical database. The analysis is proceeding from a grounded theory approach
and includes qualitative analysis of everything that women have chosen to write to the
women’s health researchers.
All comments are being coded in line with Commonwealth health priority and crosscutting themes: chronic disease; health services and systems; social factors in health and
well-being; methodology; rural and remote; intergenerational issues; tobacco, alcohol and
other drugs; weight, nutrition and physical activity; mental health. Qualitative coding
schemes grow and alter in response to the material which is found. Starting with the
thematic areas, the coding scheme is being developed on Younger Survey 3 and adapted to
code Younger Surveys 2 and 1. This can be used as a template for the coding schemes for
the Mid-aged and Older surveys, which could also be put into N6 format. An estimate of
the amount of time the process takes for each database will be finalised after the analysis
of Younger Surveys 3, 2 and 1 has been completed.
For the surveys which are completely coded, a report will be produced on the number of
text units which relate to each sub-theme and the distribution of particular types of
comments broken down by area of residence and level of education. Material relating to
themes will be easily retrievable in N6 and/or can be recoded by future qualitative
researchers. N6 can generate tables which can be converted to Access and Excel formats
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and the qualitative comments may be linked to the quantitative data via the ID alias. Other
variables can be imported into N6 and coded automatically as required for future projects.
Comments relating to childbirth are being collected in a subsection of the database and
will be further analysed as the basis for a research paper.
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1.2.2. Completed postgraduate thesis
Project:
Honours Candidate:
Supervisors:
Funding Source:
Date of Submission:

Young Australian women’s aspirations for work, marriage and
family
Nicole Arthur (School of Psychology, University of
Queensland)
Professor Christina Lee
None
17th October 2005

Currently there is little research into the life aspirations of young Australian women. The
aim of this study is to explore young Australian women’s plans for, and expectations of,
future roles and to identify possible relationships between these perceived future
aspirations and selected socio-demographic and psychological variables. Two studies
were conducted. In Study 1, data from a selected sample of N = 6251 from the Younger
cohort of the Australian Longitudinal Study on Women’s Health (ALSWH) were
quantitatively analysed. In Study 2, qualitative data from 13 semi-structured interviews
with single, childless, female students aged 18-25 from the University of Queensland,
Australia were analysed. Study 1 indicated that future employment, relationship and
motherhood aspirations could be used to categorize the majority of the young women into
two dominant groups. A Modern group, who envisaged to be working full-time, in a
stable relationship and have a maximum of two children by the age of 35; and a
Traditional group, who wanted to be working part-time, married and have at least two
children. Multivariate analysis of variance showed significant differences between the two
groups on the selected variables of area of residence, educational level, physical health,
stress, depression, optimism and life satisfaction, but effect sizes were negligible.
Thematic analysis of the qualitative data indicated that a young Australian woman’s ideal
family model and past family influences were highly influential in determining her future
life aspirations. Young Australian women indicate that their future partners will be a
significant variable in the successful attainment of their future life aspirations and wellbeing. Overall, the study suggested that social, historical and contextual factors were more
important than individual psychological characteristics in differentiating between young
Australian women of differing future life aspirations.
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Project:

MPH Candidate:
Supervisors:
Funding Source:
Expected Completion:

Epidemiology of Osteoporosis in Australian Women
Mrs Karen Furlong (School of Population Health,
University of Queensland)
Professor Annette Dobson (School of Population
Health, University of Queensland)
None
November 2005

The goal of this study is to examine factors associated with the diagnosis of osteoporosis
by examining data from the older cohort of Australian women from ALSWH to
characterize those who report a doctor-diagnosis of osteoporosis compared to the rest of
the cohort, in relation to a range of variables such as health behaviours and reproductive
factors.
Osteoporosis is characterized by increased bone fragility and susceptibility to fracture with
the most common type being hip, spine, wrist, forearm and humerus. It is an escalating
problem worldwide with the ageing of the population. It involves a large burden in terms
of morbidity, mortality and costs. A better understanding of the epidemiology of
osteoporosis especially in Australian women may contribute to better targeting of
interventions for those women who are at risk.
This project involves secondary analysis of data from women in the older cohort of the
Australian Longitudinal Study on Women’s Health who were aged 70-75 in 1996. The
first stage is to conduct a baseline exploratory analysis on the Older cohort, comparing
those women who have reported doctor-diagnosed osteoporosis at Survey 1 (prevalent
cases) with those who have not.
The second stage is to look at Surveys 2 and 3, examining incident cases, looking for
associations with a range of demographic, health behaviour and reproductive factors.
Exercise, BMI, smoking, alcohol, falls, fractures, age and HRT use will be assessed to
determine the relative importance of these risk factors for the prevalent and incident cases.
The study has shown a prevalence of 20% for self-reported osteoporosis in Australian
women aged 70-76 years. Overall, the results support the findings of many other studies in
relation to risk factors for osteoporosis. For example, it found a higher risk of osteoporosis
in those women who sustain broken bones, live in urban areas, smoke cigarettes, are
asthma sufferers and are underweight. There was also a reduction of osteoporosis risk with
higher levels of physical activity, but no association in relation to alcohol consumption,
country of birth, highest qualification or occupation.
This study did, however, result in conflicting findings with relation to HRT use, which is
usually found to be protective for osteoporosis. In this cohort of Australian women, there
was a higher rate of osteoporosis in both current and past users of HRT and the reasons for
this are being investigated.
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Funding source:

“Battling the Black Dog: an exploration of the
strategies used by young Australian women coping
with depression.”
Catherine France
Professor Christina Lee (School of Psychology,
University of Queensland0, Dr. Sue Outram (School of
Medical Practice and Population Health, University of
Newcastle)
APA postgraduate award

Expected completion:

February 2006

Project Title:

PhD candidate:
Supervisors:

Aims
The overall aim of the project is to identify strategies that women use to pass successfully
through periods of depressed mood, in order to make recommendations for treatment.
The project plans:
(1) to explore correlates and predictors of depressed mood among the Younger cohort,
addressed through analyses of Survey 2 and Survey 3 data.
(2) to identify those coping styles and strategies associated with successfully passing
through periods of depressed mood.
Methods
The first part of the project has been addressed through analyses of the main survey data
collected in 2000 and 2003. Regression analyses have been used to examine correlates and
predictors of “depression”, defined in this instance as a score of 10 or greater on the 10item CES-D. The second aim was addressed through a substudy (Coping Survey) sent to
1200 participants in July 2004.
In the cross-sectional analysis, approximately 30% of young women indicated that they
were experiencing depressive symptoms, as indicated by the CES-D 10. After adjusting
for age and rurality of residence, depressive symptoms were related to the following
demographic variables: low income, low educational qualifications, a history of
unemployment, not being in a relationship, and living arrangements other than living with
a partner. Those health-related variables which were significantly associated with
depressive symptoms included frequent visits to doctors and medical specialists, and a
higher number of physical symptoms experienced and diagnoses made. More illicit drug
use, higher use of cigarettes and alcohol, and lower exercise status were also significantly
associated with depressive symptoms.
Data from Survey 3, completed three years later, showed that approximately 25% of
young women scored 10 or over on the CES-D 10. Comparing data from 2000 and 2003,
four ‘depressed’ transition status categories were determined: ‘never depressed’; ‘no
longer depressed’; ‘became depressed’; ‘remained depressed’. For the longitudinal
analysis, it was possible to track transitions in explanatory variables which have been
shown to impact upon women’s mental health. It was logical to compare ‘never depressed’
with ‘became depressed’, and ‘remained depressed’ with ‘no longer depressed’. In this
way, the specific research questions for the two sets of analyses were: “What changes are
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associated with becoming ‘depressed’?” and “What changes are associated with recovery
from ‘depression’?”
After adjusting for all the transition variables in the model, compared with those who were
‘never depressed’, women were more likely to be categorised as ‘became depressed’ if
they reported the following: becoming unpartnered, having an increase in the number of
major life events, having a decrease in social support, and becoming less physically active.
They were also more likely to be in this group if they reported an increase in the number
of physical symptoms, and if they had any change in the number of physical diagnoses
they have received, compared with Survey 2. The only transition variable significantly
associated with lower likelihood of ‘becoming depressed’ in the adjusted model, was
reporting a change in income in either direction.
After taking all transition variables into account, compared with those who ‘remained
depressed’, women were more likely to be ‘no longer depressed’ if they reported:
decreases in income, number of life events and physical symptoms experienced. The only
significant variables in the adjusted model for a reduced likelihood of being ‘no longer
depressed’ were the reporting of a decrease in social support, and a change – increase or
decrease – in the number of visits to medical specialists.
These results support the view that depression is one aspect of a multifactorial cluster of
negative conditions across several domains of functioning, including physical ill-health,
risky behaviours, and marginal social status. The complex interactions between these
conditions, of which depression is only one, underscore the difficulties which arise in the
treatment of depression and support the value of preventive interventions as an important
public health strategy.
The second part of the project has been addressed through analyses of the Coping Survey.
1200 surveys were sent to women, randomly selected from each of the four ‘depressed’
transition groups: 300 for each group. Data collection phase ended in February 2005. The
data were verified through a system of double-entry, and analyses began the following
month. The high response rate indicates that young women are willing to share their
stories about struggles with depression. Preliminary results indicate that, while these
women view depression as a medical condition, they are highly resourceful and employ a
wide variety of strategies to cope with depressive symptoms. The overall implication for
practice is that many younger women are searching for non-pharmacological treatments,
and that they may benefit from validation of strategies which they used successfully in the
past.
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Project:
PhD Candidate:
Supervisors:

Funding Source:
Expected
Completion:

Mental health: a longitudinal analysis of the self-reported mental
health of Australian women
Ms Nadine Smith (School of Population Health, University of
Queensland)
Professor Annette Dobson (School of Population Health,
University of Queensland) and Dr Nancy Pachana (School of
Psychology, University of Queensland)
NHMRC Public Health Postgraduate Research Scholarship
March 2006

Background
Poor mental health is one of the largest contributors to non-fatal morbidity in Australia.
Levels of mental health are not static and fluctuate over extended periods of time. Poor
mental health interferes with work and family roles, leisure and quality of life. The cost of
poor mental health is high in personal, social, healthcare and economic terms.
Aim
The aim of this thesis was to determine the nature of the relationships between mental
health, physical health and social disadvantage including cross-sectional associates and
longitudinal predictors. This was done partly by looking at the outcomes and partly by
looking at methodological concerns.
Methods
This research analysed data collected for the Australian Longitudinal Study on Women’s
Health (ALSWH) from Surveys 1 and 2 of the Younger cohort and Surveys 1, 2 and 3 of
the Mid-age and Older cohorts.
Results
The importance of investigating the psychometric issues related to the measurement of
mental health, life events and more generally any self-report items was highlighted.
Firstly, the multiple indicators of mental health used in the ALSWH had approximately
equivalent abilities for detecting depression and anxiety outcomes. Secondly, mental
health and errors of recall impacted on the reporting of life events.
Considerable change in depression across time was found within subgroups based on
demographic, health behaviours and physical health. The cross-sectional and longitudinal
analyses were consistent in showing that depressed women were more likely than others
not to be partnered, to have difficulty managing on their income, be inactive, smoke and
reported more symptoms of physical illness and GP visits. Furthermore, declining mental
health was also associated with going from being physically active to inactive, from being
partnered to not partnered, and from having few to many physical symptoms.
Conclusions
The findings of this thesis drew attention to the complex pattern of interaction between
mental health status, social disadvantage, physical ill-health and unhealthy lifestyles. This
study also highlighted the methodological issues related to the measurement and analysis
of self-reported data, particularly for research on mental health.
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Project:

Childlessness and the Role of Choice in Childless Women’s
Reproductive Outcome

PhD Candidate:

Ms Heather McKay, Key Centre for Women’s Health in Society,
University of Melbourne
Dr Jane Fisher (Key Centre for Women’s Health n Society,
University of Melbourne), Professor Christina Lee (School of
Psychology, University of Queensland)

Supervisors:

Funding Source:

Expected
Completion:

University of Melbourne Research Scholarship. The Victorian
component of data collection for this study is supported by a
grant from the Helen Macpherson Smith Trust.
April 2006

Despite the prediction that between 20 and 25% of Australian women will not give birth to
a child, and the suggestion that increasing numbers of women are choosing this
reproductive outcome, we know little about women’s experience of childlessness. The
current study aims to investigate why women remain biologically childless, the role of
choice in this reproductive outcome, and its impact on women’s lives. In doing so it also
seeks to develop and enhance knowledge of voluntary childlessness.
ALSWH participants from the Mid-age cohort were chosen for the study because although
their childless status is unchangeable, they are young enough to have lived their
childbearing years after the baby boom (1961). This period represents a time of enormous
economic, political and social changes in Australia, including the availability of the
contraceptive pill. As a result women experienced expanding opportunities, new
possibilities and a greater ability to control their own lives including, for the first time, the
option for married women to choose childlessness. It also represents a time when fertility
patterns in Australia changed significantly. This includes a decline in the fertility rate with
more women having fewer children, and more women remaining childless.
Data for the project were obtained in two ways: firstly via a sub-study survey sent to a
subset of the ALSWH participants who indicated in Survey 1 that they had never given
birth to a child, and secondly via analysis of existing relevant information collected as part
of the main ALSWH project.
Five hundred and thirty five sub-study surveys were sent with a response rate of 80%.
Analysis of this data is well underway including significant examination of women’s
views about their choice in, and reasons for, remaining childless. The secondary analysis
phase has been completed. Comparisons were made between mothers and childless
women in the areas of residential location, marital status, education, workforce
participation, and well-being (measured as self rated life satisfaction and health).
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Project Aims
To explore the relationship between physical activity and perceived cognitive decline in
the older cohort. To identify the variables which may mediate that relationship.
Preliminary Analyses/Exclusions
Women from the older cohort who did not have complete responses to the physical
activity and memory items at Surveys 2 and 3 were excluded from the sample (6018
excluded). Women who reported diagnosed psychological or neurological conditions, or
the use of psychological or neurological medications, were also excluded (4407 excluded).
These conditions and medications are known to be detrimental to cognitive functioning.
Stage One Analyses
Univariate relationships between physical activity (defined as Exercise Status at Survey
3), perceived cognitive decline (as measured by self-report on the MACQ at Survey 3),
and a range of health, demographic, lifestyle, and psychological variables were explored.
Physical activity levels and scores on the MACQ were found to be associated, with highly
active women reporting significantly less cognitive decline than less active women. Both
physical activity levels and scores on the MACQ were found to be associated with
optimism, mental health, health-related hardiness, alcohol consumption, and indicators of
heart disease. Higher scores on measures of optimism, mental health, and hardiness were
associated with higher levels of physical activity and reduced reporting of cognitive
decline. Presence of heart disease was associated with low levels of physical activity and
high levels of perceived cognitive decline. Low to moderate consumption of alcohol was
associated with reduced reporting of cognitive decline and higher levels of physical
activity, relative to frequent drinking.
Stage Two Analysis (in progress)
Those variables that were associated at the univariate level with both physical activity and
scores on the MACQ will be included in the regression model. Preliminary examinations
of the model indicate a small but significant relationship between physical activity and
perceived cognitive decline, which appears to be mediated by the psychological and health
variables. This would be consistent with current research and theory on both self-report
and measured cognitive decline.
Stage Three Analysis
Stage Three of the Analysis will commence when Survey 4 data from the Older cohort are
available. This analysis will explore the relationship between changes over time in
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physical activity levels and changes over time in self-reported cognitive decline. Any
mediating variables identified in Stage Two will also be included in this analysis
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(School of Population Health, University of Queensland)
NHMRC Project Grant
December 2006

Purpose of the study
The purpose of this substudy is to investigate the appropriateness of treatment of older
women with Acute Coronary Syndrome (ACS) and chronic heart failure (CHF). The
project is based primarily on data collected from the Older cohort (i.e. women aged 7681). Using a self-report instrument, this study aims to determine the extent to which
management of women with cardiac conditions departs from the best practice guidelines
as set out by Heart Foundation Australia and the NHMRC. Hence the project will identify
opportunities for improvement of health services in terms of responsiveness and
appropriateness of treatment.
Background and significance of the study
Review of the relevant research indicates that there is a significant disparity between
males and females with cardiovascular disease in diagnosis, management and clinical
outcomes. While this discrepancy is due, in part, to the way in which women perceive and
present with cardiac anomalies, there is also evidence that women are not consistently
managed according to best practice guidelines.
2003 – Developing and refining the survey
x A self-report questionnaire was sent to approximately 60 women who have been
inpatients at The Prince Charles Hospital (PCH) with a clinically established
diagnosis of either ACS or CHF. Participants were asked to comment on the survey
and prompts were provided. Each participant was also given the option of being
involved in a focus group or phone interview.
x A series of focus groups was conducted for the purposes of refining the questionnaire
2004 – Data collection and analysis
x the survey was finalised and mailed to 1200 women in July 2004
x 1165 surveys were completed and returned
x data entry and cleansing commenced
2005 – Data analysis and Validation Study
x data entry and cleansing completed
x a ‘validation’ study to verify the self-reported diagnoses is in progress at The Prince
Charles Hospital
x Data analysis of validation study to be commenced
x Data analysis of main study in progress
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Aims and objectives
The broad aim of the research program is to identify the determinants of cigarette smoking
among young women aged 18 to 30 years.
More specifically, the objectives are to:
1.
describe the patterns of smoking adoption, maintenance of smoking and smoking
cessation among women aged 18 to 30 years
2. examine factors associated with the progression to regular smoking among young
women
3. examine factors associated with smoking adoption, maintenance of smoking and
smoking cessation as young women experience major life-stage transitions (leaving
home; employment, college/university; relationship/marriage; and parenthood)
4.
explore in more depth, factors and contexts associated with life-stage transitions and
their influence on smoking adoption, maintenance of smoking and smoking
cessation.
The study will examine smoking behaviour within Greene and colleagues’[1] framework
of life-stage transitions which identifies four major life transition events: 1) leaving home;
2) occupying an instrumental role (such as employment, college or university); 3)
marriage; and 4) parenthood. There are currently two main phases to the study:
Analyses of ALSWH data – patterns and predictors of smoking behaviour
Using data from the 1996, 2000 and 2003 surveys of the Younger cohort,
currently being conducted include: 1) a descriptive analysis of the patterns of
adoption, maintenance of smoking and smoking cessation among women aged
years; and, 2) an analysis of factors associated with the progression to regular
among young women.

analyses
smoking
18 to 30
smoking

Preliminary analysis examining changes in smoking behaviour among young women over
the four life transitions (leaving home; employment, college/university;
relationship/marriage; and parenthood) has been conducted and published [2]. As this
initial analysis examined changes in smoking behaviour between the first survey in 1996
(when the women were aged 18 to 23 years) and the second survey in 2000 (then aged 22
to 27 years), it is proposed to conduct a similar analysis which will examine changes in
smoking behaviour over life transitions between the second survey in 2000 and the third
survey in 2003 (then aged 25 to 30 years).
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Qualitative study – the role of life transition events in smoking behaviour
Exploratory qualitative research, which aimed to identify life-stage transition events
relevant to young women and how they related to smoking behaviour, has been completed.
The ALSWH sub-study examined the influence of life-stage transitions on the adoption of
cigarette smoking, maintenance of smoking and smoking cessation.
Eighty young women, aged between 24 and 29 years in 2002, were recruited from the
Younger cohort. Based on data from the 1996 baseline survey of these young women and
the first follow-up survey in 2000, the women were identified by four smoking behaviour
categories: 1) never smoked; 2) new adopter; 3) continuing smoker; and 4) quitter.
Standardised open-ended telephone interviews were conducted with participants. The
telephone interviews explored the participant’s experiences of the influence of each of the
major life transitions on their smoking behaviour. The interviews were audio-taped, and
transcribed and analysed using qualitative data analysis procedures. The results identified
the social context of smoking (socialising with other smokers, drinking alcohol and going
to pubs and clubs) as the predominant influence on smoking from the time young women
left home until they settled into a committed relationship or started their own family.
Stress was identified as an important factor as young women experienced lifestyle
changes. An increased sensitivity to the negative aspects of smoking after turning 21 was
reported, and around the mid 20’s they became concerned about the addictive nature of
cigarettes and future plans of having children. Motherhood was seen to carry increased
responsibilities to ensure children were not exposed to passive smoking and there was a
perceived importance of positive role modelling to protect children from becoming
smokers themselves.
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This project forms one part of a PhD on socioeconomic inequality in the use of health care
in Australia, and the impact on health outcomes. The purpose of this research is to
investigate whether or not there are inequalities in health care based on a person’s socioeconomic status (SES, as measured by income, occupational and educational status, as
well as area-level measures of SES). Using data from the Australian Longitudinal Study of
Women’s Health, this study will address three research questions. The first two questions
address socioeconomic inequality in the use of health care services (e.g. use of GP
services and specialist services), and the changes over time in the extent of any inequality.
A third question addresses whether or not there are SES-related inequalities in patients’
ratings of their access to care. The specific questions are:
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1. Is there socioeconomic inequality in the use of health services in the Australian
population once “need” is taken into account?
2. Has the magnitude of socioeconomic inequality in the use of health services
changed over time?
3. Is there socioeconomic inequality in patient ratings of access to health services?
Analysis of data from the Mid-Age Cohort is currently underway.
Project:
Doctorate Candidate:

Supervisors:

Funding Source:
Expected Completion:

A Functional Model of Fall Risk
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School of Health Sciences, Occupational Therapy, University
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Professor Julie Byles (CREA, University of Newcastle)
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Newcastle)
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Aim: This project explores a new conceptual model of health and function to the problem
of falls among older women. This newly developed model (International Classification of
Function) was developed by the World Health Organisation (WHO) and has been applied
to data collected as part of the older women’s cohort within the Australian Longitudinal
Study on Women’s Health (ALSWH) in order to identify medical, health, personal, social,
and environmental factors that are significantly associated with falls.
Methods & Results: This project collected data on falls from a sub-sample of women
from the Older cohort of the ALSWH, to allow in depth analysis of the influences of social
and environmental factors on falls risk among community living elder women, and the
interaction between these factors and established physical and medical risk factors. The
questionnaire included:
1. Six month period prevalence of slips and trips, falls with injury, and falls
requiring medical attention
2. Modified Falls Efficacy Scale (MFES)
3. Fear of Falling
4. Home Falls and Accidents Screening Tool (HOME FAST)
5. Lambeth Disability Scale
Of 650 surveys sent out, 568 were returned which shows a 86.5% response rate.
Preliminary analysis indicates that 22% of the sample had experienced a fall in the
previous six months. Qualitative responses indicated that these falls can prevent women
from continuing with some of their activities such as using ladder/steps, home making
activities, outdoor activities and walking. Further analysis will be conducted using
longitudinal data to understand the nature of falls risks, limitations in physical home
environment and their consequences.
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Aims and Research Questions
It is proposed that psychosocial variables, social support and life events contribute to
positive and negative affect and quality of life in women with chronic illness. It is further
proposed that depressive symptomatology will differ across ages and with time in women
with heart disease or cancer. Two main research questions will be investigated:
1) What factors predict psychological outcomes (positive and negative) and quality of life
in women with heart disease or cancer?
2) What is the natural course of depression in women with heart disease and cancer?
This study will aim to predict and describe the psychological outcomes of women with
chronic illnesses, namely heart disease and cancer. The study will further aim to identify
the psychosocial mediators and moderators contributing to the development of and
resistance to depression in such women. It is aimed that this study will ultimately be able
to develop models of depression, positive psychological outcomes and quality of life in
women with a chronic illness.
Outcomes and Implications
As psychosocial factors are a major concern in the development and recovery of chronic
illnesses such as cancer and heart disease, a study of this nature investigating the course of
depression over time will provide a greater understanding of appropriate times for
preventative interventions and treatments. The study will provide descriptive models of
the significant psychosocial factors that contribute to the development of depression and
those that protect against depression in this under studied population.
The research will also provide information regarding the natural course of depression and
positive psychological outcomes in women with a life threatening chronic illness such as
cancer and heart disease. It will be one of few Australian studies able to assess depression
in chronically ill Australian women over time. The three time points, over a period of
approximately 8-9 years, will provide information regarding periods of risk and resilience
in the development and course of depression in women with heart disease and cancer, and
over a greater length of time than most, if not all, psychosocial studies of this nature in
Australia.
Current Status of Project
Access to the data was achieved in August 2005. Analysis of the data is proposed to begin
in December 2005 and continue throughout 2006.
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The aim of this project is to investigate the reproductive experiences and expectations of
young women (aged 18-32 years), with particular reference to how women situate their
reproductive choices in relation to the numerous reproductive technologies available in
today’s society. The research is located within current governmental and societal concern
surrounding Australia’s falling birth rate and the consequent ageing of the population, and
ongoing feminist debates regarding the impact technology has on women’s reproductive
lives.
Phase one involved the analysis of existing qualitative data gathered from the Younger
cohort (n = 14,247) of the Australian Longitudinal Study on Women’s Health (ALSWH).
This research investigated the qualitative data collected from the comments page of
Younger Surveys 1 (1996), 2 (2000), and 3 (2003) when participants were aged between
18 and 30 years of age. The analysis examined over 6,600 separate snapshots of data in
total (Younger Survey 1 n= 2,423; Younger Survey 2 n= 1,948; Younger Survey 3 n=
2,266).
Phase two entailed original qualitative data collection through the conduct of a series of
focus group discussions with young women aged 18 to 30 years about their reproductive
decision-making. Focus group participants were recruited through public advertisement
and word of mouth from several areas in urban NSW, and were, therefore, not participants
in the ALSWH. The flyers invited women to take part in a discussion on their reproductive
beliefs, experiences and decision-making behaviour, and to complete a demographic
survey. Themes found from Phase 1 of the project informed the focus group schedule.
Twenty-four women participated in six focus groups and one interview. The discussions
were audio taped and have been transcribed.
Both the ALSWH comments and focus group transcripts have been descriptively and
thematically coded and analysed using the qualitative software package N6.
Preliminary findings from phases one and two suggest that in general both ALSWH and
focus group participants would like to have children. When to have children appears to
pose a far more complex question, with the desire for motherhood frequently influenced
by factors such as continuing education, establishing a career, economic stability, overseas
travel, and finding a partner. This often results in women delaying motherhood, despite
many holding strong views on the ‘ideal’ age to have children (usually before 35 years
old) and expressing concerns about age-related infertility.
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The majority of these women use reproductive technologies to assist them in achieving
their reproductive choices. Reproductive technology is reported as being used to both
delay and accomplish the motherhood ideal and reconcile any unplanned reproductive
experiences, in terms of both the timing of children, through the use of contraceptives and
abortions, and becoming a mother in the face of fertility problems, using assisted
reproductive technologies, such as In Vitro Fertilisation (IVF). However, despite the
extent to which reproductive technologies are part of most young women’s lives many
participants articulated a rather ambivalent relationship with them, Most expressed a lack
of trust toward the different technologies, disliked the interference with their bodies and
daily lives, and held general concerns about the side effects and costs involved.
Phase three of the research has been informed by these preliminary findings and is
currently in progress. A sample of the Younger ALSWH cohort, now aged 27-32 years,
who do not already have children and are either married or living in de facto relationships,
have been invited to participate in a written survey and semi-structured telephone
interview about their reproductive decision-making. The interview schedule and survey
have been informed by both phases one and two of the project. 200 participants have been
invited to participate, with an anticipated completion rate of 25%. It will be possible to
link the survey and interview responses gathered from participants during phase three of
the project with their previous survey responses.
The qualitative analyses will be supported by a number of cross sectional quantitative
analyses of the existing ALSWH data. The representativeness of the participant sample at
phase one and phase three of the project will be assessed. Specific reproductive
experiences will be investigated, including, an exploration of the relationship between
contraceptive use, socio-demographic background, motherhood aspirations and
reproductive experiences.
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Purpose of the Study: The project is situated within a larger study investigating time use
and work/family conflict in contemporary Australian society. The aim of the project is to
explore how children’s structured leisure activities have changed over the past 50 years.
The research will investigate the social and cultural influences which have shaped
participation in structured leisure activities for children and their parents.
Phase One: The first phase of the study involved ten focus groups which were conducted
in both urban and rural regions of NSW and QLD. The focus groups were transcribed and
thematically coded using the qualitative software package Nvivo. Themes identified in the
focus groups were used to inform phase two of the study, which involved semi-structured
telephone interviews.
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Phase Two: Participants from both the Younger cohort (N= 88) and the Mid-age cohort
(N=82) from ALSWH were recruited to participate in phase two of the study. Participants
from the younger cohort and their partners were interviewed in 2004, while participants
from the mid age cohort and their partners are currently being interviewed. All interviews
will be transcribed and thematically coded using Nvivo.
Preliminary findings suggest that contemporary children not only have the opportunity to
participate in a greater range of activities, but are doing so at a much younger age than
their parents or grandparents. Modern-day children are also highly influenced by their
parents and their peers and structured leisure activities are seen to be an arena where
children are taught to be successful. Children participating in structured leisure activities
during the 1950s and 1960s were more likely to be involved via their own volition.
Leisure for children during this time seemed to be characterised by a distinct lack of
parental involvement, compared to contemporary children whose parents appear to be
much more involved. These preliminary themes and others including but not limited to
the cultural context of each time period, social movements, gender, parental involvement,
family car ownership, location (i.e. urban, regional, rural) will be explored when
examining the underlying social and cultural influences that have changed the context and
meaning of children’s structured leisure activities over the past fifty years.
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This project aims to investigate the predictors and outcomes of miscarriage among young
women, to determine who copes well with miscarriage. There are currently two stages to
this project.
Stage 1
This quantitative research examined, both cross-sectionally and longitudinally, the
correlates and outcomes of miscarriage among young women. Secondary analyses were
conducted using existing data from Surveys 1, 2 and 3 of the younger cohort of the
ALSWH. Cross-sectional analyses examined which demographic, social, gynaecological,
and psychological and lifestyles factors were associated with miscarriage at each Survey.
Subsequent cross-sectional analyses using data from Survey 3 were then conducted to
explore the correlates and outcomes of miscarriage. These two analyses examined whether
correlates of miscarriage differed for miscarrying women who did, and did not have
children, and which factors were associated with low, normal and high mental health
among miscarrying women. Longitudinal analyses examined which demographic, social,
gynaecological, and psychological and lifestyles factors predicted miscarriage. Univariate
analyses were used to examine the differences among the groups identified at each
analysis. In order to examine the significant univariate effects more closely, and to take
account intercorrelations among the variables, stepwise logistic regressions were then
conducted. Overall, the results showed that demographic, social and gynaecological
variables were the most significant correlates and predictors of miscarriage. Motherhood
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appeared to be the strongest correlate and predictor of miscarriage, suggesting that the
variables associated with miscarriage are generally those associated with a stage of life at
which motherhood is likely. Social support was shown to be a predictor of high mental
health for miscarrying women. However, the other significant survey variables did not
appear to be useful in identifying what might help women cope with miscarriage. Thus,
the quantitative analyses revealed relatively little regarding the psychological predictors
and outcomes of miscarriage, and what predicts coping well with miscarriage.
Stage 2
Since the quantitative analyses revealed relatively little about the emotional impact of
miscarriage and how this affects coping, this qualitative study proposes to explore the
specific coping strategies that women use after miscarriage. Further qualitative research is
proposed to identify who does, and does not cope well with miscarriage, and what predicts
coping well. The qualitative research will be undertaken by conducting interviews with
young women, from the Brisbane community, who have miscarried.
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Aims of the research
x To investigate the statistical methods used to account for death in longitudinal studies;
x To apply the current statistical methods to ALSWH data for the older cohort and
evaluate the advantages and disadvantages of the methods;
x To determine whether there is a need to improve current statistical methods and apply
and assess new strategies if applicable.
x To examine the impact of diabetes on quality of life among older women - adjusting
for deaths by applying the methods developed.
Progress
Stage 1: A literature review to examine the methods that are currently in use to account
for dropout due to death has been conducted.
Stage 2: A method proposed by Diehr and colleagues has been applied to ALSWH data.
The method transforms the physical component score (PCS) of the SF-36 to a new score
which estimates the probability of being healthy at the next time point. A value of zero is
assigned to participants at time points when they have missing data due to death. The
method has been applied to the three phases of survey data for the ALSWH older cohort.
In a further stage of the method, missing values not resulting from death are imputed, so
that the values for deaths are not overly influential. The methodology has been developed
using Survey 1 and Survey 2 data and validated by applying the derived transformation
equation to the Survey 2 and Survey 3 of the Older cohort.
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Stage 3: We are currently applying the above methodology to the ALSWH older cohort
data to determine the impact of diabetes on quality of life among the older cohort over the
first six years of follow-up. It is important to adjust for deaths in this analysis as death is
strongly related to a diagnosis of diabetes.
Outcomes: A presentation titled “Transforming the SF-36 to account for death in
longitudinal studies: does length of time between surveys and cohort composition matter?”
was given at the 14th Australian Epidemiological Association Conference in Newcastle on
6th October 2005. A manuscript was submitted to Medical Care in August 2005 and the
revisions that were requested are being made.
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Aims, Methods and Outcomes
The current PhD project consists of 4 studies. Study 1 uses the ALSWH Mid-age data and
aims to determine quality of life differences between women who do versus do not have
breast cancer (BC) and identify risk factors for poor outcome. The results from Study 1
influence the direction taken in subsequent studies (which do not use ALSWH data).
Study 1
Data analysis for the first study is currently being completed. This study involved
examining three waves of ALSWH data from the mid-aged women. Four non-overlapping
groups of women were derived based on their response to the question “Have you ever
been told by a doctor that you have breast cancer?” Women who did not reply to this
question or who replied inconsistently over the three time periods were not included in the
study, resulting in a final sample size of 10,543 women. First, Non-Cases included
women who reported never having had breast cancer at all time points (97.2%). Second,
BC-T1 consisted of women who reported having breast cancer at T1 (1.5%). The third
group, BC-T2 consisted of women who developed breast cancer between T1 and T2
(0.5%). Fourth, BC-T3 were women who developed breast cancer between T2 and T3
(0.9%).
The four groups of women were statistically compared over time for each of the eight
quality of life outcomes from the SF-36. Significant interactions were found for body pain,
general health, role physical and a trend towards significance was found for social
functioning suggesting that changes in functioning over time differed between groups.
Further examination suggested that each BC group experienced significantly worse QOL
functioning at the respective time points they had been diagnosed with BC compared to
women who had never been diagnosed.
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A series of linear regressions within the collapsed BC-T2 and BC-T3 groups was initially
run to determine significant prospective univariate predictors of each T3 SF-36 outcome,
controlling for the respective SF-36 T1 outcome. Longitudinal modelling was then used
to test the prospective (pre-BC) relationship between life events, stress and change over
time in the eight SF-36 QOL domains. Stress was found to mediate the relationship
between baseline life events and change over time in role physical, role emotional and
social functioning. Pre-BC life events and, particularly, stress have therefore been
identified as important predictive factors for poorer outcomes following diagnosis of BC.
We are currently writing up these findings for publication. From this research, we will be
developing an intervention workbook to assist women in dealing with these (and other
psychological) issues following BC diagnosis and treatment.
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2. CONDUCT OF SURVEYS
2.1. OLDER SURVEY 4
Following the process of development and piloting described in Report 23 (December
2004), Survey 4 of the Older cohort was finalised in late December 2004. University of
Newcastle Human Research Ethics Committee approval was obtained and the surveys
were mailed out according to the timetable in Table 2.1. Table 2.2 gives the response rates
at 13 October 2005. As usual with this cohort, returns were relatively quick and the
response rate has been high, though the number of surveys with missed questions
increased significantly. In accordance with ALSWH policy, all surveys have been hand
checked by Project Assistants at the University of Newcastle, and the majority of returns
were sent to NCS in Melbourne for scanning in October. A second batch, of later surveys,
is expected to be sent to NCS early in 2006.
Table 2.1. Timetable for Older Survey 4 (at 13 October 2005)
Date
15 March 2005

Mailout
Mailout 1

Items
Package mailed including survey, replypaid envelope, letter of invitation and
change of details card
Thank you/reminder leaflet mailed to all
in Mailout 1, except recent withdrawals

12 April 2005

Mailout 2

4 May 2005

Mailout 3

Reminder leaflet to all non-responders

August October 2005

Extra
Mailouts

June – August
2005

Phone
reminder

Packages mailed (as Mailout 1) to:
x those previously not sent surveys
because of no current contact details,
who have since given new contact
details;
x those who elected to have telephone
interviews;
x those who rang to say they received a
reminder but did not receive the first
survey;
x those who have been tracked
following return-to-sender
Reminder phone calls to all nonrespondents was carried out

Number
8,614 mailed
8,375 mailed
2,179 mailed
757 mailed

2,577 phoned
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Table 2.2. Response Rates from Older Survey 4 (at 13 October 2005)
Completed surveys
Deceased
Withdrawn
Not this time
No response
Total

N
7022
195
557
73
918
8765

%
80.1
2.2
6.4
0.8
10.5
100

2.2. YOUNGER SURVEY 4 (PILOT)
The fourth survey of the Younger cohort is scheduled to take place from March 2006,
when the younger women will be aged between 28 and 33. Preparation for Survey 4 of the
Younger Cohort began in February 2005, and a meeting of the research team and
stakeholders was held on 14th April 2005 to make decisions about possible changes for the
survey. Restrictions on modification include the necessity of maintaining consistency for
longitudinal analysis; a perception that a longer survey might be unacceptable to many
respondents; and additional costs for printing and postage of a longer survey. At the same
time, it appeared clear that there was a need to make some modifications to acknowledge
the changing life circumstances that women in this age group will be experiencing,
particularly as the younger cohort reach the age at which women are most likely to have
children.
In recognition of these younger women’s changing lives, new questions were included
about childbirth experiences. A number of existing questions, including those addressing
childcare arrangements, paid employment and social support, were expanded. Several
items were added to reflect the distinction between physical and mental health problems.
In light of the worldwide need for more longitudinal information about the health impact
of intimate partner abuse, a validated abuse questionnaire has been included in the
Younger Survey 4 pilot. Other items were maintained in order to ensure continuity across
surveys. Table 2.3 lists all items included in the Pilot version of Younger Survey 4,
showing their sources and their relationship with previous surveys of the Younger cohort.
Approval for pilot testing of Survey 4 was obtained from the University of Newcastle
Human Research Ethics Committee on 21st June 2005. The pilot survey was mailed to 262
women who comprise the Younger Pilot cohort and have also served as pilot test
participants for Younger Surveys 1, 2 and 3. Copies of the survey, the letter sent to pilot
participants, the feedback form asking for comments, and the reminder card, appear in
Appendix 1. Table 2.4 outlines the timeline for Younger Survey 4, and Table 2.5
summarises response rate at 13 October 2005.

Consultations
(GP, allied health etc)

Alternative Therapies
Hospital admissions

GP Visits

GP Satisfaction

Female GP

Health care
satisfaction

Health care card

Private health
insurance
Diagnoses

1

2
3

4

5

6

7

8

9-10

11

Topic

Item No

Modified from Australian Bureau of Statistics
(1991) 1989-1990 National health survey users'
guide. Canberra: ABS. Cat No. 4363.0

WHA - AUHS

Modified from Davies, A.R., & Ware, J.E.J.
(1991). GHAA's consumer satisfaction survey and
user's manual (2nd Ed). Washington DC: The
Group Health Association of America (GHAA).
WHA

Modified from Davies, A.R., & Ware, J.E.J.
(1991). GHAA's consumer satisfaction survey and
user's manual (2nd Ed). Washington DC: The
Group Health Association of America (GHAA).
WHA

WHA

WHA

Source

Y2
Y3
Y2
Y3
Y2 (similar)
Y3

Y1
Y2
Y3
Y2
Y3

Y1 (similar)
Y2
Y3
Y2
Y3
Y2
Y3

Was item in
previous Young
surveys?

Sources of Items, Additions, Deletions

Polycystic ovarian
syndrome added,
major illness
separated into
‘physical’ and
‘mental’

Yes. Several items
were deleted

Has the item
changed since
Y3? Why?

Table 2.3 ALSWH 4th Survey for Younger Women 2005/6

Replacing separate
GP, Specialist and
Allied health items

Is it replacing an
item?

Yes.

Is it an additional
item?
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Topic

Symptoms

SF-36

Need for care

Fruit and Veges
Sexual Orientation

Pap Test

Abnormal pap test

Fertility

Current contraception

Not using
contraception

Pill (total years)

Emergency
contraception

Item No

12

13-23

24

25-26
27

28

29

30

31

32

33

34-35

WHA

WHA

WHA

Modified from Australian Bureau of Statistics
(1991) 1989-1990 National health survey users'
guide. Canberra: ABS. Cat No. 4363.0
WHA

WHA

Ware, J.E., & Sherbourne, C.D. (1992) The MOS
36-Item Short-Form Health Survey (SF-36):1.
Conceptual framework and item selection,
Medical Care, 30(6): 473-483.
Modified from Australian Bureau of Statistics
(1993) Disability, Aging and Carers Australia.
Canberra: ABS. Cat. No. 4432.0

WHA

Source

Y2
Y3
Y1
Y2
Y3
Y1
Y2
Y3
Y2
Y3
Y1 (similar)
Y2 (similar)
Y3
Y1 (similar)
Y2 (similar)
Y3
Y1 (resp. differ)
Y2 (resp. differ)
Y3

Y1
Y2
Y3

Y1
Y2
Y3

Was item in
previous Young
surveys?
Y2 (resp. differ)
Y3

Don’t know option
added at Y3

Time divisions
changed

Has the item
changed since
Y3? Why?
‘Other mental
health problems’
added

Replacing FFQ

Is it replacing an
item?

Yes

Is it an additional
item?
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Topic

Currently pregnant

Childbirth, miscarriage

DOB Children

Childbirth
complications
Breastfeeding
Maternity Leave
Children living with you

Childcare

Height

Weight

Like to weigh/ diet/
satisfaction

Item No

36

37

38

39

40
41-44
45-46

47-51

52

53

54-56

Modified from French, SA, Story, M, Downes, B,
Resnick, MD, Blum, RW (1995). Frequent dieting
among adolescents: psychosocial and health
behaviour correlates. American Journal of Public
Health, 85(5): 695-701.

WHA

WHA

WHA

WHA

WHA

Source

Y1
Y2
Y3
Y1
Y2
Y3
Y1 (similar)
Y2
Y3

Y1 (similar)
Y2( similar)
Y3
Y2
Y3

Y3

Y1 (similar)
Y2 (similar)
Y3

Was item in
previous Young
surveys?
Y1
Y2
Y3

Yes. Added
instructions for
pregnancy.

Yes. Divided for
formal and informal
care. Asks about
‘usual week’ not
‘last week’

Skip question
added

Has the item
changed since
Y3? Why?
Yes. Response
options changed to
determine how
many months
pregnant.
Termination divided
for medical or other
reasons, Ectopic
pregnancy added
Two more boxes
added to allow for
maximum at Y3

Is it replacing an
item?

Yes
Yes

Yes

Is it an additional
item?
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Topic

Medications

Smoking

Alcohol

DOB

Sense of well-being
Drugs

Physical Activity

Sitting

PA in main job
PA other activities
Approach to life

Item No

57

58-63

64-66

67

68
69

70

71

72
73
74

Revised and reduced Revised Life Orientation
Test (LOT-R)
Scheier M.F., Carver, C.S., Bridges, M.W. (1994).
Distinguishing optimism from neuroticism (and
trait anxiety, self-mastery, and self esteem): a
reevaluation of the life orientation test. Journal of
Personality and Social Psychology, 67, 10631078.

Active Australia Armstrong, T, Bauman A, Davies
J. Physical activity patterns of Australian
adults: results of the 1999 National Physical
Activity Survey. AIHW Canberra 2000

National Drug Strategy household survey

Modified from Australian Institute of Health and
Welfare (AIHW) (1997) National Health Data
Dictionary, Version 6.0. Standard questions on
the use of tobacco among adults.
Modified from National Heart Foundation of
Australia (1990). Risk factor prevalence study
Survey no. 3 1989. National Heart Foundation of
Australia and Australian Institute of Health.

WHA

Source

Y2
Y3

Y2
Y3

Y1 (similar)
Y2
Y3

Y2 (extra q’s)
Y3

Y1
Y2
Y3

Y1 (similar)
Y2
Y3

Was item in
previous Young
surveys?
Y1 (similar)
Y2 (similar)
Y3
Y1 (similar)
Y2
Y3

Specific needle
sharing and drug
combining
questions removed
Separate frequency
and time questions
combined

Has the item
changed since
Y3? Why?
Example meds
updated

Is it replacing an
item?

Yes
Yes

Yes

Is it an additional
item?
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Topic

Stress

Life events

GADS

CES-D

Life isn’t worth living/
Self harm

Time use

Employment

Job security

Item No

75

76

77

78

79

81

82

83

WHA

Last item added by WHA.
Modified from Beck A, Schuyler D & Herman, I.
(1974) Development of the Suicide Intent Scale.
In AT Beck, HLP Resnick, & DJ Lettieri (Eds.) The
prediction of suicide. Bowie, MD: Charles Press
Publishers.
Modified from Australian Bureau of Statistics
(1993) Time use survey, Australia, 1992: user's
guide. Canberra: ABS. Cat No. 4150.0.
WHA

Anxiety and depression scales from: Goldberg,
D., Bridges, K., Duncan-Jones, P., & Grayson, D.
(1988). Detecting anxiety and depression in
general medical settings. British Medical Journal,
297, 897-899.
Andresen, E.M., Carter, W.B., Malmgren, J.A., &
Patrick, D.L. (1994). Screening for depression in
well older adults: Evaluation of a short form of the
CES-D. American Journal of Preventative
Medicine, 10(2), 77-82.

Modified from Norbeck, J.S. (1984). Modification
of live event questionnaires for use with female
respondents. Research in Nursing and Health, 7,
61-71.

WHA

Source

Y1 (similar)
Y2
Y3
Y1 (similar)
Y2
Y3
Y3

Y2
Y3

Y2
Y3

Y3

Was item in
previous Young
surveys?
Y1 (similar)
Y2
Y3
Y1 (similar)
Y2
Y3

Yes. Items added

Yes. Looking after
children added

Birth of first, and
additional children
items substituted
with one item.
‘leaving home for
first time’ item
deleted.

Has the item
changed since
Y3? Why?

Is it replacing an
item?

Is it an additional
item?
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Topic

Happy with job hours

Care for others

Share of activities

Managing time

Marital status

Main form transport
Who lives with you

Social support

DSSI

Health related
hardiness

Item No

84

85

86

87

88

89
90

91

92-94

95

Modified from ABS (1994) Australian Housing
Survey: User Guide. Canberra: ABS. Cat No.
4180.0
Sherbourne, C.D., & Stewart, A.L. (1991). The
MOS social support survey. Social Science and
Medicine, 32(6), 705-714.
Modified from Koenig, H.G., Westlund, R.E.,
George, L.K., Hughes, D.C., Blazer, D.G., &
Hybels, C. (1993). Abbreviating the Duke Social
Support Index for use in chronically ill elderly
individuals. Psychosomatics, 34, 61-69.
Pollock, S.E., & Duffy, M.E. (1990). The HealthRelated Hardiness Scale: Development and
Psychometric Analysis. Nursing Research, 39(4),
218-222.

Modified from Statistics Canada, Housing Family
and Social Statistics Division (1987) General
social survey analysis series. Ottawa: Canadian
Government Publication Centre. ISSN 0836-043X
Modified from ABS (1993) 1996 Census of
population and housing: Nature and content of the
census. Canberra: ABS. Cat No. 2008.0.

Modified from Australian Bureau of Statistics
(1993) Time use survey, Australia, 1992: user's
guide. Canberra: ABS. Cat No. 4150.0.
Modified from Australian Bureau of Statistics
(1993) Disability, Aging and Carers Australia.
Canberra: ABS. Cat. No. 4432.0
WHA

Source

Y1
Y2 (similar)
Y3 (similar)
Y2
Y3

Y1
Y2 (similar)
Y3

Was item in
previous Young
surveys?
Y1 (similar)
Y2
Y3
Y1
Y2
Y3
Y1
Y3
Y1 (similar)
Y2
Y3

Full list of items
from original scale
added

Reverted to Y1

Yes. Separated de
facto as same or
opposite sex (as in
Y1)

Has the item
changed since
Y3? Why?

Is it replacing an
item?

Yes. Q93d added
by WHA to
incorporate new
communication
technology
Yes

Yes

Is it an additional
item?
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Topic

Abuse

Education

Occupation

Unemployed
Living overseas
Postcode

Income, manage on
income

People dependent on
income

Manage on income

Aspirations

Satisfaction

Item No

96-98

99

100

101
102-103
104

105

106

107

108-111

112

Modified from Hakim, C. (1991). Grateful slaves
and self-made women: in women's work
orientations. European Sociological Review, 7(2),
101-121.
WHA

Modified from ABS (1996) Census Dictionary.
Canberra: Australian Government Publishing
Service. Cat No 2901.0, p240
Modified from Australian Bureau of Statistics
(1996) Australian Social Trends 1996. Canberra:
ABS. Cat No. 4102.0.
WHA

Hegarty, K., Sheehan, M., & Schonfeld, C. (1999).
A multidimensional definition of partner abuse:
Development and preliminary validation of the
Composite Abuse Scale. Journal of Family
Violence, 14, 399-415.
Modified from ABS (1993) 1996 Census of
population and housing: Nature and content of the
census. Canberra: ABS. Cat No. 2008.0.
Modified from Mid Phase 2 and Australian
standard classification of occupations. Second
Edition. (1997). Catalogue No. 1220.0 (from the
web)
WHA
WHA

Source

Y1 (similar)
Y2
Y3

Y1
Y3
Y1 (resp. diff)
Y2
Y3

Y2
Y3

Y1
Y2
Y3
Y2
Y3

Y3

Y1
Y2
Y3
Y1 (similar)
Y2 (similar)
Y3

Was item in
previous Young
surveys?

Has the item
changed since
Y3? Why?
Yes. Replacing
previous abuse and
elder abuse scales

Is it replacing an
item?

Yes

Is it an additional
item?

48

49

Table 2.4. Timetable for Younger Pilot Survey 4 (at 13 October 2005)
Date
3 August 2005

Mailout
Mailout 1

Items
Package mailed including survey, replypaid envelope, letter of invitation and
change of details card
Thank you/reminder leaflet mailed to all
in Mailout 1, except recent withdrawals

Number
262

22 August
2005

Mailout 2

6 September
2005

Mailout 3

Reminder leaflet to all non-responders

156

27 September –
October 2005

Phone
Reminder

Reminder phone calls to all nonrespondents

124

251

Table 2.5. Response Rates from Younger Pilot Survey 4 (at 13 October 2005)
N
149
2
111
262

Completed Surveys
Not this time
No Response
Total

%
56.9
.8
42.3
100

Surveys from 146 women were sent for data entry 11 October 2005. Data from this first
batch will be returned for analysis by the end of October 2005. Three further completed
surveys have been returned since 11 October, and a further 35 surveys have been sent to
participants who were contacted during the phone reminder phase of follow-up. A second
batch of surveys will be sent for data entry in November. Once data are entered, the
frequency distributions will be checked for high rates of missing data, lack of variance, or
the potential need to re-define categories. Open-ended comments will be transcribed and
assessed. The final version of the fourth survey of the Younger cohort will be determined
by December 2005, when a call for tenders for the process of printing, mailing and
scanning the main Survey 4 of the Younger Cohort will take place. We expect to select a
sub-contractor and begin work on layout and production in January 2006.

ȱ

ȱ
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3. METHODOLOGICAL ISSUES: SOURCES AND DEVELOPMENT OF
INSTRUMENTS, RELIABILITY AND VALIDITY OF MEASURES

3.1. ANTHROPOMETRIC DATA
This section of the report outlines data cleaning and quality checking procedures which
have been developed for use with self-reported anthropometric data.
3.1.1. Self-Reported Weight and Height
When weight is reported in stones and pounds it is converted to kilograms; all weights in
kilograms are rounded to the nearest 0.2 of a kilogram. At each survey, heights were
reported in either feet and inches or centimetres, and were converted to centimetres men
(htcm); values were rounded to the nearest integer. It is clear that at least some weights
and heights are misreported. Table 3.1 shows the limits, set in April 2002, on plausible
values weight in each of the project cohorts.
Table 3.1. Limits on plausible values of body weight and height for each cohort of
women
Younger
30
140
120
200

ȱ

Lower limit Weight (kg)
Upper limit Weight (kg)
Lower limit Height (cm)ȱ
Upper limit Height (cm)

Mid-age
30
140
120
190

Older
30
120
120
190

Once these preliminary cleaning stages have been conducted, descriptive data can be
produced. Table 3.2 shows these data for height at Surveys 1, 2 and 3 of each cohort.
Table 3.2.
Height cm
(rounded)
Younger
Survey 1
Survey 2
Survey 3
Mid-age
Survey 1
Survey 2
Survey 3
Older
Survey 1
Survey 2
Survey 3

ȱ

Descriptive statistics for rounded height data.
Number

Mean

Std Dev

Median

Min

Max

13 494
8 779
7 802

165.97
165.80
165.89

7.63
7.58
7.48

165
165
165

120
120
126

198
198
196

13 655
10 905
10 550

163.07
163.03
162.92

6.89
6.91
7.06

163
163
163

122
122
122

190
188
188

12 362
9 704
7 987

161.18
160.51
159.67

6.91
7.34
7.56

160
160
160

120
120
122.

188
188
188

ȱ
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3.1.2. ‘Average Height’
Average height
An examination of reported heights at the first three surveys showed implausible
inconsistencies in all three age cohorts, with only 10.6% (n=1 439), 29.3% (n=4 005) and
16.4% (n=2 031) of Younger, Mid-age and Older women respectively reporting the same
height at all 3 surveys. Thus, rules were developed to determine the best estimate of height
for each woman, ‘average height’ (AvHt).
Consistency in reported heights
Differences in the height reported at each of the three surveys were calculated for each
woman, and a difference of 5cm or less was considered to be sufficiently consistent so as
to represent reporting of the same height. For example, reported heights of 175cm at
Survey 1 and 180cm at Survey 2 were considered consistent (difference of 5); however, a
height of 175cm at Survey 1 was considered inconsistent with a height of 183cm at Survey
2 (difference of 8cm). Table 3.3 outlines differences in reported height between surveys.
Table 3.3.

Descriptive statistics for differences in reported height between surveys

Difference in
Height
Younger
Surveys 1 & 2
Surveys 3 & 2
Surveys 3 & 1
Mid-age
Surveys 1 & 2
Surveys 3 & 2
Surveys 3 & 1
Older
Surveys 1 & 2
Surveys 3 & 2
Surveys 3 & 1

Number

Mean

Std Dev

Median

Min

Max

8 139
6 280
7 247

-0.111
-0.038
-0.236

4.49
4.39
4.27

0
0
0

-45
-39
-32

51
43
33

10 660
9 310
10 297

-0.112
-0.161
-0.252

3.24
3.60
3.62

0
0
0

-41
-33
-33

43
43
50

9 354
7 314
7 732

-0.753
-0.872
-1.680

4.95
5.90
5.44

0
0
0

-41
-43
-41

33
51
53

ȱ

Calculation of ‘average height’
‘Average height’ was calculated differently for different women, depending on the pattern
of inconsistencies and missing data. Table 3.4 shows the resultant ‘average height’ for
each cohort. Rules for the estimation of ‘average height’ were based on the patterns of
responses for height at Surveys 1, 2 and 3 and are detailed in Table 3..5. It was necessary
to assign a missing value for ’average height’ to three response patterns:
1. Height not reported at any of the first three surveys.
2. Height reported at only two of the first three surveys, and the two reports differ by
more than 5 cm.
3. Height reported at Surveys 1, 2 and 3, and the maximum of the differences
between them exceeds 10 cm.

ȱ

ȱ
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Table 3.4.
Average Height
Younger
Mid-age
Older

ȱ

Descriptive statistics for “average height” for each cohort
Number
13 600
13 764
12 227

Mean
165.89
163.03
160.87

ȱ

Std Dev
7.45
6.75
6.72

Median
165
163
160

Min
120
122
120

Max
198
188
185

ȱ

ȱ

Average height = Mean of reported heights
Height is reported at all 3 surveys
a. Height is reported at 3 surveys and all are equal.
b. Differences in reported heights do not exceed 5cm
o No differences exceed 5cm
o Difference between Surveys 1 & 2 does not exceed 5
cm
o Difference between Surveys 2 & 3 does not exceed 5
cm
o Difference between Surveys 1 & 3 does not exceed 5
cm
c. No differences in reported heights exceed 10cm
Average height = Mean of two equal heights
d. Two of three reported heights are equal.
o Heights reported at Surveys 1 & 2 are equal; height
reported at Survey 3 does not equal this value
o Heights reported at Surveys 1 & 3 are equal; height
reported at Survey 2 does not equal this value
o Heights reported at Surveys 2 & 3 are equal; height
reported at Survey 1 does not equal this value

%

1439
925
146
140
136
295

769
680
1269

6.3
1.0
1.0
0.9
2.0

5.2
4.6
8.6

N

9.7

Younger

9.9

8.6

10.5

1.4

0.4

0.4

0.6

4.3

28.4

%

Mid-age

1389

1212

1484

199

59

59

90

609

4005

N

10.6

6.3

11.0

2.9

1.0

0.9

1.4

4.6

15.7

%

Older

1372

812

1423

379

135

112

183

601

2031

N

Description, calculation, percent and frequency for each data pattern in calculation of ‘average height’.

Estimate of ‘Average Height’ applied to various data
patterns

Table 3.5.

53

ȱ

Total

ȱ

‘Average height’ = Mean of the 2 heights reported
Height is reported at 2 of 3 surveys and missing at 1 survey
a. The two heights reported are equal.
o Height reported at Surveys 2 & 3 (Survey 1 missing)
o Height reported at Surveys 1 & 3 (Survey 2 missing)
o Height reported at Surveys 1 & 2 (Survey 3 missing)
b. The two heights reported are within 5cm if one another.
o Height reported at Surveys 2 & 3 (Survey 1 missing)
o Height reported at Surveys 1 & 3 (Survey 2 missing)
o Height reported at Surveys 1 & 2 (Survey 3 missing)
‘Average height’ = The single height reported
Height is reported at only one of the three surveys
o Height reported at Survey 1 only
o Height reported at Survey 2 only
o Height reported at Survey 3 only
‘Average height’ not estimated. (Set to missing)
Inconsistencies – women not matching any of the above
patterns
All three heights are missing.

Estimate of ‘Average Height’ applied to various data
patterns

196
733
1159

3963
215
130
515
664

1.3
5.0
7.8

26.8
1.5
0.9
3.5
4.5

14779

120
489
796

N

0.8
3.3
5.4

%

Younger

0.6
3.5
4.3

0.5
4.1
6.0

1.5

0.9

13.0
0.5
0.5

%

211

124

1830
67
75

83
497
603

76
584
843

N

14099

Mid-age

0.6
2.4
7.5

0.6
1.5
7.7

4.1

1.4

18.4
1.1
0.40

%

Older

12940

533

180

2383
143
48

77
310
964

74
190
990

N
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3.1.3. Body Mass Index

Body mass index (BMI) is calculated as reported weight (kg) divided by the square of
‘average height’ (metres). In April 2002, limits were set on plausible values for BMI in
each of the project cohorts: for Younger and Mid-age women, 14 – 55; and for Older
women, 14 – 50.
Conventionally, BMI is categorised according to risk of morbidity; and Table 3.6
summarises two widely used systems.
Table 3.6. Classification systems for Body Mass Index
Classification
WHO1
Underweight
Normal range
Overweight:
Pre-obese
Obese class I
Obese class II
Obese class III
NHMRC2
Underweight
Healthy weight
Overweight
Obese

BMI

Risk of co-morbidities

<18.5

Low (but the risk of other clinical problems is
increased)
Average

18.5-24.99
≥25.00
25.00-29.99
30.00-34.99
35.00-39.99
≥40.00

Increased
Moderate
Severe
Very severe

<20
20 to 25
> 25 to 30
>30

The WHO report notes that:
x

Recommendations are based on the relationship between BMI and mortality, are
independent of age and apply to both men and women.

x

BMI may not be associated with the same level of adiposity in different
populations.

x

The cut-points reflect a simplistic relationship between BMI and the risk of comorbidity, which can also be affected by factors such as diet, ethnicity and
physical activity.

x

The risks associated with BMI begin at 25 and are continuous and graded.

x

Interpretation of risk categories may vary between populations.

x

Both BMI and a measure of fat distribution (such as waist circumference) are
important in calculating the risk of co-morbidities.

The ALSWH prefer to use the NHMRC classification of underweight, in line with the
majority of other Australian research.

ȱ
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3.1.4. References
1. WHO Consultation on Obesity (1999: Geneva, Switzerland) Obesity: preventing and
managing the global epidemic: report of a WHO consultation. (WHO technical report
series; 894)
2. National Health and Medical Research Council. Acting on Australia’s Weight: a
strategic plan for the prevention of overweight and obesity. Canberra: Australian
Government Publishing Service, 1997.
3.2. CODING OF MEDICATION DATA IN OLDER SURVEY 4
In Survey 4 of the Older cohort (2005), participants were asked to list all their
medications prescribed by a doctor (see Figure 3.1 for the question and a typical
response). This section of the report was prepared by Anne Young and Anne Graves.
Figure 3.1. Survey 4: Medication question and an example of a response from
Participant X.

A database was written to record the participant’s medications along with any extra
information that the participant provided. For example, Participant Y gave the following
information:
Prednisone Tablets 1mg
Fosamax once weekly 70mg
Mobic 7.5mg
Figure 3.2 shows how this case was recorded in the database.
Figure 3.2.
ID Medications_Name
Y prednisone
Y Fosamax
Y Mobic

Participant Y’s database entries.

Dosage
Frequency
1mg
70mg
Once weekly
7.5mg

ExtraInfo
Tablets

As each medication was entered, it was checked against the recognized list of medications.
Each time a new medication term was found, it was checked to confirm that it really was a
ȱ

ȱ
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new medication (and not an alternative proprietary name or mis-spelling) by cross
referencing with MIMS, the Schedule of Pharmaceutical Benefits or the World Health
Organisation (WHO) Anatomical Therapeutic Chemical (ATC) list of Medications. New
items were then added into the table of medications.
In the longer term, we plan to link the self reported list of medications taken by a
participant with the Pharmaceutical Benefits Scheme (PBS) records for that participant.
While looking at the data from the surveys and the PBS coding scheme, it became
apparent that there was going to be difficulty with using the PBS coding for linking the
self reported data and the PBS data, which consists of PBS Codes.
ȱ

Pharmaceutical Benefit Scheme (PBS) Code
The PBS Code consists of five digits; the first four are numbers and the last digit a letter.
The four digit number is allocated according to the PBS Code Blocks as shown in Figure
3.3 (the colour of the pages refers to those in the Schedule of Pharmaceutical Benefits)
which indicates that PBS Codes are allocated on the basis of the purpose of the medication
(e.g. the patient’s diagnosis or prognosis) rather than its chemical composition.
Figure 3.3. Code Block allocations used for allocating PBS codes to medications
PBS Code Block Allocation
------------------------10 99
Extemporaneous non-standard formula .......
100 - 999
Extemporaneous ingredients ................
1000 - 3200 General ready-prepared ....................
3201 - 3249 Colostomy and Ileostomy Associations ......
3250 - 3299 Paraplegic and Quadriplegic Associations...
3300 - 3399 Dental ready-prepared .....................
3450 - 3499 Doctor's bag ..............................
3500 - 4000 Stoma Appliances ..........................
4001 - 4950 Repatriation ..............................
4951 - 4999 RPBS Therapeutic Group Premium exemption ..
5001 - 5300 Dental ....................................
5301 - 5800 Palliative Care............................
5801 - 5999 Section 100 chemotherapy scheme drugs .....
6100 - 6500 Section 100 ...............................
6501 - 7299 Combined codes for injectable/solvent pairs
(both general and dental)
7300 - 7999 Extemporaneous standard formula ...........
8000 - 8899 General ready-prepared ....................
8900 - 8999 PBS Therapeutic Group Premium exemption....
9000 - 9899 (reserved for future use)
9900 - 9999 Stoma Appliances ..........................
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green pages
green pages
white pages
not in book
not in book
white pages
white pages
not in book
buff pages
buff pages
pink pages
blue pages
not in book
orange pages

green pages
white pages
white pages
not in book

Figure 3.4 gives an example of an entry for one specific medication, Fosamax. This shows
that there are two PBS codes for Fosamax, 8511Y (for osteoporosis) and 8090T (for
Paget’s Disease), depending on whether the dosage was 70mg once weekly or 40mg. With
participant Y we can determine that the PBS code should be 8511Y, but for participant X
we have no extra information to tell us which dosage of Fosamax she is taking. We can
possibly get around this problem by using the Anatomical Therapeutic Chemical (ATC)
Code to classify the medications.
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Figure 3.4. An extract from the Schedule of Pharmaceutical Benefits

ATC Classification – Structure and Principles
The WHO uses the Anatomical Therapeutic Chemical (ATC) classification system and
this system is internationally recognized as the standard classification system for drug
consumption studies.
Structure
In the ATC classification system, the drugs are divided into different groups according to
the organ or system on which they act and their chemical, pharmacological and therapeutic
properties. Drugs are classified in groups at five different levels. The drugs are divided
into fourteen main groups (1st Level), with pharmacological/therapeutic subgroups (2nd
Level). The 3rd and 4th levels are chemical/pharmacological/therapeutic subgroups and
the 5th level is the chemical substance. The 2nd, 3rd and 4th levels are often used to
identify pharmacological subgroups when that is considered more appropriate than
therapeutic or chemical subgroups. For example, Fosamax is the brand name for
Alendronic acid and the complete classification of Alendronic acid (Figure 3.5) illustrates
the structure of the code. In the ATC system, all plain alendronic acid preparations are
given the code M05BA04.
Figure 3.5. ATC classification of Alendronic Acid
M
M05
M05B

Musculo-Skeletal System
(1st level, anatomical main group)
Drugs For Treatment Of Bone Diseases (2nd level, therapeutic subgroup)
Drugs Affecting Bone Structure And (3rd
level,
pharmacological
Mineralization
subgroup)
M05BA
Bisphosphonates
(4th level, chemical subgroup)
M05BA04 Alendronic acid
(5th level, chemical substance)
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Principles for classification
Medicinal products are classified according to the main therapeutic use of the main active
ingredient, on the basic principle of only one ATC code for each pharmaceutical
formulation (i.e. similar ingredients, strength and pharmaceutical form).
A medicinal product can be given more than one ATC code if it is available in two or
more strengths or formulations with clearly different therapeutic uses. A medicinal
product may be used for two or more equally important indications, and the main
therapeutic use of a drug may differ from one country to another. This will often give
several classification alternatives. Such drugs are usually only given one code, the main
indication being decided on the basis of the available literature.
The ATC system is not strictly a therapeutic classification system. At all ATC levels, ATC
codes can be assigned according to the pharmacology of the product. Subdivision on the
mechanism of action will, however, often be rather broad, since a too detailed
classification according to mode of action often will result in having only one substance
per subgroup, which as far as possible is avoided. Some ATC groups are subdivided in
both chemical and pharmacological groups. If a new substance fits in both a chemical and
pharmacological 4th level, the pharmacological group is normally chosen.
Using the ATC Code to Classify the Old 4 Medications Data
We will not always have sufficient information in the answer to the medication question in
the Old 4 survey to allocate a PBS Code for each medication listed by our participants, but
we can allocate an ATC Code instead.
The PBS data from HIC contains a PBS Code and so this PBS Code will be linked to a
matching ATC Code. HIC have supplied us with quarterly files which give ATC Codes for
each PBS Code along with other drug information, and we will use these files to link the
Older Survey 4 Medication Data to the PBS data (see Figure 3.6).
Figure 3.6. Diagram showing how Self-Reported Medication Data can be linked to
the PBS Data by using the ATC Code.

ATC Codes

eg M05BA04

PBS Data

Old 4 Medication
Data

eg 8511Y

eg Fosamax
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One advantage of using the ATC code to classify self-report medication data is that
researchers can use the classifications system to select a group of drugs which have a
particular therapeutic effect (e.g. the drugs with ATC code starting with M05 are drugs for
the treatment of bone diseases).
Some of the medications listed by our participants are herbal remedies. These do not have
ATC Codes or PBS Codes, but a framework for ATC classification of herbal remedies has
been developed and we will explore the possibility of using this scheme to classify them.
The PBS does not cover herbal remedies, so there will be no linkage to this database, but
the ATC herbal remedy classification could assist researchers in grouping and studying
these medications.
Self-Reported Medications in Older Survey 4: Preliminary Results
All self-reported medication use data have been entered by staff at the Newcastle office.
Table 3.7 summarises the responses from the first 3,032 respondents.
Table 3.7. Number of medications reported by women responding to Older Survey 4:
Preliminary Data (N=3,3032)
ȱ

No Medications
Taken

0
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
20
Total

N

%

359
209
331
354
410
382
287
220
172
115
78
49
29
16
10
3
2
2
3
1
3032

11.8
6.9
10.9
11.7
13.5
12.6
9.5
7.3
5.7
3.8
2.6
1.6
1.0
0.5
0.3
0.1
0.1
0.1
0.1
0.0
100

Of this preliminary sample, 11.8% indicated that they do not take any medications or did
not answer the question, while of those that do take medication the average number of
medications taken is 4.4 per person. Figure 3.7 lists the ten most frequently reported
medications in this age group.
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Figure 3.7. Most frequently reported medications: Older Survey 4, Preliminary Data
Top Ten Most Frequently Taken Medications
Medications_Name
Indication
lipitor
High cholesterol
panamax
Moderate to severe pain/fever
fosamax
Oesteoporosis/Paget’s disease
caltrate
Calcium deficiency/osteoporosis
astrix
Prevents blood clots
aspirin
Prevents blood clots
zocor
Treatment of high cholesterol
avapro
Treatment of high blood pressure
coversyl
Mild to moderate hypertension
noten
Hypertension, cardiac failure and angina

3.3. PRELIMINARY WORK WITH PBS DATA PROVIDED FROM HIC
Summary of PBS Data provided from HIC (2002, 2003)
Two files were provided by the Health Insurance Commission:
x PBSDATA02.txt : all PBS claims from consenting women in 2002 (299513 records)
x PBSDATA03.txt : all PBS claims from consenting women in 2003 (318013 records)
x PBSITEM.txt : gives full names for each PBS item code
x PBSMSP.txt : Gives name of specialties for referring providers
The two latter files (PBSITEM.txt and PBSMSP.txt) are used to link to the raw PBS
claims files for each year.
Variables included in PBSDATA02 and PBSDATA03 are as follows:
x Idfull (woman’s unique ID from ALSWH)
x postcode
x date prescribed (= date the original script was prescribed)
x date filled (=date the script was filled at the pharmacy)
x PBS item number
x Patient category (e.g. ordinary, safety net, RPBS, concessional etc.)
x Number of scripts
x Provider number (scrambled to preserve anonymity of providers)
x Provider speciality (links to PBSMSP.txt)
x Formtype (PBS form script type – e.g. doctor’s bag, concession, safety net)
x Number dispensed
x Number of repeats
x Number of previous (=number previously supplied)
x Full cost (=dispensed price full cost)
x Benefit (=benefit paid)
x Patient cost (=patient contribution)
x Card type used by customer (e.g. PBS concession card, pensioner, DVA.)
Age group distribution in PBS data
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The ALSWH consenters file contained IDs for 17,446 women, and a separate ALSWH file
contains IDs for withdrawn women, of which there are 220 women. This leaves 17226
women for whom the PBS database was queried. The PBS data contain records from all
three age cohorts: 4356 (25%) Younger, 7276 (42%) Mid-age and 5594 (32%) Older.(NB:
this does not represent the proportion of women surveyed who gave consent, but the
proportion of each age in the PBS data.)
Distribution of total number of claims by age group
Table 3.8 presents the distribution of total PBS claims by age group in 2002 and 2003. For
both years, over 70% of claims were made by Older women, with the younger women
accounting for fewer than 5% of all claims, and Mid-age women making approximately
24%.
Table 3.8. Breakdown of total number of PBS claims by age group: 2002 and 2003
Cohort
Younger
Mid-age
Older
TOTAL

2002
Number
12 792
72 809
220 128
305 729

2003
Number
12 498
80 523
231 137
324 158

Percent
4.2
23.8
72.0

Percent
3.9
24.8
71.3

PBSDATA - 2002
The PBSDATA02.txt file was merged with the IDs of the 17226 consenting women. This
results in a file with n = 305729 records. This file now includes records for those women
who consented to have their PBS data queried, but had no actual claims in the year 2002.
These records contain the woman’s ID number and the remaining fields are empty.
What percentage of women in each age group had no PBS claims in 2002?
Table 3.9 gives a breakdown of the number of women in each age group who did not have
any PBS claims in the year 2002.
Table 3.9. Percentage of women in each age group with and without PBS claims,
2002.
Cohort
Younger
Mid-age
Older
TOTAL

Claims
Number
Percent
1 528
35.0
4 154
57.1
5 328
95.2
11 010

No Claims
Number
Percent
2 828
65.0
3 122
42.9
266
4.8
6 216

TOTAL
4 356
7 276
5 594
17 226

What are the most highly prescribed medications for each age group in 2002? Figure
3.8 counts across ALL scripts dispensed, counting repeat prescriptions as multiple cases,
while Figure 3.9 counts by individuals, with repeats not included in the count.
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Figure 3.8. Top Ten prescriptions by volume, 2002: By Prescription.
PBS Code
Younger
08220P
01394J
02237R
02242B
02236Q
01214X
01392G
01215Y
08288F
08302Y
Mid-age
08333N
08440F
08472X
08214H
08213G
02242B
02012X
02236Q
08405J
08247C
Older
01746X
08333N
01081X
08511Y
08440F
02012X
08243W
01978D
08213G
02089Y
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Medication Name and Type

N

Rank

485
352

1
2

349
329
314
284
235

3
4
5
6
7

229
222
212

8
9
10

OMEPRAZOLE MAGNESIUM peptic ulcer
CELECOXIB arthritis (celebrex)
ROFECOXIB arthritis (Vioxx)
ATORVASTATIN CALCIUM lipid lowering
ATORVASTATIN CALCIUM lipid lowering
PAROXETINE HYDROCHLORIDE anti-depressant
SIMVASTATIN lipid lowering
SERTRALINE HYDROCHLORIDE anti-depressant
IRBESARTAN WITH HYDROCHLOROTHIAZIDE
heart
IRBESARTAN high blood pressure

2556
2207
1488
1412
1221
1056
1032
997
983

1
2
3
4
5
6
7
8
9

970

10

PARACETAMOL
OMEPRAZOLE MAGNESIUM peptic ulcer
ATENOLOL beta-blocking agent
ALENDRONATE SODIUM osteoporosis
CELECOXIB arthritis (celebrex)
SIMVASTATIN lipid lowering
LATANOPROST eye drops
RANITIDINE HYDROCHLORIDE peptic ulcer
ATORVASTATIN CALCIUM cholestorol
TEMAZEPAM sleeping tablets

6737
5734
5301
5241
4616
3903
3102
3052
2715
2664

1
2
3
4
5
6
7
8
9
10

CITALOPRAM HYDROBROMIDE anti-depressant
LEVONORGESTREL WITH ETHINYLOESTRADIOL
contraceptive pill
SERTRALINE HYDROCHLORIDE anti-depressant
PAROXETINE HYDROCHLORIDE anti-depressant
SERTRALINE HYDROCHLORIDE anti-depressant
CODEINE PHOSPHATE
LEVONORGESTREL WITH ETHINYLOESTRADIOL
contraceptive pill
CODEINE PHOSPHATE WITH PARACETAMOL
SALBUTAMOL SULFATE ventolin
VENLAFAXINE HYDROCHLORIDE anti-depressant
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Figure 3.9. Top Ten prescriptions by individuals, 2002: By Prescription
PBS Code
Younger
08487Q
01394J
01392G
01889K
01215Y
08220P
02236Q
08288F
03119E
02237R
Mid-Age
08440F
08333N
08472X
02852D
01215Y
01734G
08471W
01215Y
03119E
08288F
Older
01746X
03119E
02089Y
08440F
08333N
08202Q
01903E
03117C
01081X
08511Y
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Medication Name and Type
08487Q ETONOGESTREL contraceptive pill
LEVONORGESTREL WITH ETHINYLOESTRADIOL
contraceptive pill
LEVONORGESTREL WITH ETHINYLOESTRADIOL
contraceptive pill
01889K AMOXYCILLIN general antibiotic
CODEINE PHOSPHATE WITH PARACETAMOL
CITALOPRAM HYDROBROMIDE anti-depressant
SERTRALINE HYDROCHLORIDE anti-depressant
SALBUTAMOL SULFATE ventolin
CEPHALEXIN general antibiotic
SERTRALINE HYDROCHLORIDE antidepressant

Rank
1
2
3
4
5
6
7
8
9
10

CELECOXIB arthritis (celebrex)
OMEPRAZOLE MAGNESIUM peptic ulcer
ROFECOXIB arthritis (Vioxx)
INFLUENZA VACCINE
CODEINE PHOSPHATE WITH PARACETAMOL
OESTROGENS - CONJUGATED~(56) – HRT
ROFECOXIB arthritis (Vioxx)
CODEINE PHOSPHATE WITH PARACETAMOL
panadeine forte
CEPHALEXIN general antibiotic
SALBUTAMOL SULFATE ventolin

9
10

PARACETAMOL
CEPHALEXIN general antibiotic
TEMAZEPAM sleeping tablets
CELECOXIB arthritis (celebrex)
OMEPRAZOLE MAGNESIUM peptic ulcer
ASPIRIN
PNEUMOCOCCAL VACCINE
CALCIUM
ATENOLOL beta-blocking agent
ALENDRONATE SODIUM osteoporosis

1
2
3
4
5
6
7
8
9
10
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What is the distribution of the number of PBS claims for each woman (by age group)
in 2002?
In this analysis, repeats are counted as multiple claims. Table 3.10 shows some basic
statistics for the distribution of total number of PBS claims per woman, in each age group.
The median number of claims for young women is 0, for Mid-age is 2, and for Older
women 34. Maximum values may warrant further investigation as they may indicate
extreme outliers. Table 3.11 shows the same figures for unique medications (ie repeat
prescriptions are not included). The median number of unique medications is 0 for
Younger, 1 for the Mid-age and 8 for Older women.
Table 3.10. Descriptive statistics for total PBS claims, 2002, by age group
Cohort
Younger
Mid-Age
Older

Min
0
0
0

Q25
0
0
17

Median
0
2
34

Q75
1
12
56

Max
487
301
241

Table 3.11. Descriptive statistics for Unique Medication claims, 2002, by age group
Cohort
Younger
Mid-Age
Older

Min
0
0
0

Q25
0
0
5

Median
0
1
8

Q75
1
3
13

Max
25
58
59

The maximum values, even for unique prescriptions, seem very high. Further investigation
of a claim with 58 unique medications shows that the ‘same’ medication being counted
twice as it has more than one PBS item number. This may occur for different dosages of
the same medication, or different application methods of the same medication (e.g. cream
vs. pills).
To continue with more representative results for the distributions of number of
medications, the PBS data need to be merged with the ATC codes and considerable data
checking and cleaning will need to be carried out. This work is in progress.

3.4. PROTOCOLS FOR THE USE OF QUALITATIVE DATA
This section summarises a document which was compiled to unify the ways in which
qualitative data collected by the ALSWH are processed and used. The qualitative data are
primarily the comments included by participants in response to the final question on each
survey (Have we forgotten anything?) and also include responses to any open-ended
questions that may be asked in the future. These guidelines were referred to the ALSWH
Steering Committee and the ALSWH Data Management Group and have been revised in
accordance with decisions reached during the Steering Committee meeting 5/5/2005 and
DMG meeting 15/6/2005.
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Qualitative processing 1996-2004
The following steps were undertaken with data for Survey 1:
1. Potentially identifying comments (e.g. someone’s name, addresses etc) were
whited out on the original survey.
2. The qualitative data, without this information, were entered into Access by
ALSWH project assistants.
3. At the same time, the data were coded into the main themes and keywords that
arose according to the frequency of topics mentioned in Survey 1.
4. To check the reliability of these themes and keywords, about one in twenty surveys
was checked by another operator.
Surveys 2 and 3, and Mid-Age Survey 4, data were entered in the following way:
1. During the editing process, potentially identifying comments were whited out on
the original survey.
2. The data were scanned and entered by the data company (with the exception of
Older Survey 2, which was entered by ALSWH staff), without the whited out
material. The data were then read into Access. There has been no consistent
notation to indicate where material has been omitted.
Surveys 2 and 3, and Mid-Age Survey 4, were not coded for content.
In 2004, concerns were raised over the difficulties that were experienced with being
unable to access data that had been whited out. Whiting out was stopped at this time.
Current qualitative processing
As of 2005, and starting with Older Survey 4, data are being processed as follows:
1. All qualitative comments are left as is except for names and addresses. Changes of
names and addresses are whited out and replaced with {change name} and {change
address}. Where women include their own name and address for other purposes,
these are whited out. Names are replaced with {name}, and addresses with
{address}.
2. Data will be scanned and entered by the data company without whited out names
and addresses. As in previous years, the data will then be read into Access.
Anonymising procedures
In this document, the term ‘anonymise’ is used to describe the process whereby qualitative
data (i.e. participant comments) are altered so that participants cannot be identified.
Collaborators
Anonymising of all qualitative data, including those collected prior to 2005, will be the
responsibility of the ALSWH investigator who is named in the Memorandum of
Understanding.
Data must be anonymised by the ALSWH investigator before being passed on to any
collaborator/s. The following process is required:
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1. The ALSWH investigator provides keywords to the research peron responsible
(currently located at ALSWH Newcastle), who will extract the relevant quotes and
forward to the investigator.
2. The ALSWH investigator then anonymises those comments before sending them
to the collaborator/s.
Publications and presentations
The ALSWH investigator who requests qualitative data will be responsible for
anonymising the data prior to the data being used:
 in articles that will be submitted for publication
 in presentations at conferences or seminars
 in any forum through any media whose audience is not solely
comprised of ALSWH investigators or staff
Suggested general guidelines for anonymising
Anonymising procedures may differ depending on the focus of particular research
projects. The following guidelines are suggestions as to how data may generally be
anonymised.
All names, places and potentially identifying information can be replaced as follows:
Names can be replaced with the person’s relationship to the participant or their title. For
example:
{son}
{mother}
{family member}
{friend}
{family doctor}
{solicitor}
Town and suburb names can be replaced with short descriptors as per the five RRMA
categories. Place names can therefore be replaced with:
{capital city}
{other metropolitan}
{large rural}
{small rural}
{remote}
Place names can be replaced by a short descriptor in braces. For example:
Royal Newcastle Hospital replaced by {regional centre hospital}
Sydney District Courthouse replaced by {capital city courthouse}
Other less general potential identifiers have been noted, such as unique characteristics (eg.
awards) and specific disabilities involving multiple family members. These types of
identifiers can be anonymised by changing the characteristics involved, family make-up or
other details in ways that do not affect the nature of the analysis being conducted.
The principle behind these proposals is that data will not be permanently deleted but
anything which is potentially identifiable will be removed before data are made available
to collaborators or presented in public.
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4. MAINTENANCE OF COHORTS, RESPONSE RATES,
REPRESENTATIVENESS
4.1 UPDATE OF SAMPLE AND RESPONSE RATES
4.1.1. Survey 1 1996
More than 40,000 women responded to Survey 1 of the main cohorts in 1996.
Because of uncertainties about the accuracy of the Medicare database (which was used as
the sampling frame for the stratified random samples), response rates cannot be exactly
specified. We have estimated that 41%-42%, 53-56%, and 37-40% of the Younger, Midage, and Older women, respectively, responded to the initial invitation to participate.
Confidentiality restrictions meant that the names of the selected women were unknown to
researchers. Usual methods of encouraging participation such as by telephone could not be
used. The response rates were pleasing given that the invitation included a request for
women to participate in the longitudinal study for up to 20 years.
In light of these response rates, it is important to assess any response bias so that
the generalizability of the study findings can be determined. A comparison of the
demographic characteristics of respondents and nonrespondents was not possible because
privacy guidelines prevented the researchers from having any information about women
who were selected to receive an invitation but did not respond. We were able, however, to
obtain aggregate data for nonrespondents’ use of health services (from the Australian
Medicare database). These data suggest that there are small differences in use of health
services among respondents and nonrespondents, with nonrespondents less likely, for
example, to have visited a medical specialist in the last 2 years (Mid-age, 49% versus
54%; Older, 65% versus 72%). There was not a significant difference in health service use
between respondents and nonrespondents from the younger age group.
A proportion of this difference may be explained by the fact that some women who
were selected may no longer be living in Australia or may have died, as the Medicare
database is not routinely linked to emigration records or the National Death Index in
Australia.
Although we were not able to ascertain reasons for nonresponse (because we were
not allowed to know any details about the selected women), we were able, through
comparison with the 1996 census data, to confirm that the participants in each of the
cohorts are reasonably representative of the general population of women of the same age
in Australia (see Table 4.1). There is some response bias in terms of overrepresentation of
women with tertiary education and underrepresentation of some groups of immigrant
women.
This information, and Table 4.1, are taken from Brown, W. J., Dobson, A. J.,
Bryson, L., & Byles, J. E. (1999). Women's Health Australia: on the progress of the main
cohort studies. Journal of Women's Health & Gender-Based Medicine, 8(5), 681-688.
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Table 4.1. Socio-demographic characteristics of the Younger, Mid-age and Older
respondents and for women of the same age in the general population (ABS
Census, 1996)
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4.1.2. Sample for the longitudinal study
Retention and representativeness of the sample
Some women only completed Survey 1 in 1996 and did not provide any contact details
(532 younger women, 383 mid-age women and 508 older women). Hence, the numbers of
women actually enrolled in the Australian Longitudinal Study on Women’s Health
(ALSWH) were 14,247 Younger women, 13,716 Mid-age women and 12,432 Older
women.
Younger cohort
Details of retention and attrition of 14,247 younger women who enrolled in the ALSWH
in 1996 are shown in Table 4.2.
Table 4.2. Retention and attrition of younger women at Survey 2 and Survey 3

Eligible at previous survey
Ineligible
deceased between surveys
unable to complete further surveys
(e.g. illness, trauma, travelling)
Eligible*
Non-respondents

Survey 2 Survey 3
14247
14199
48
85
22
10
26
75
14199

14114

withdrawn from the project

211

433

contacted but did not return

1312

653

unable to contact participant

2986

3954

9690

9074

Respondents
completed survey

Retention rate as % eligible
68.2%
64.3%
* number eligible at previous survey minus those who died since
last survey or unable to complete further surveys
At Survey 2 and Survey 3, the main reason for non-response was due to not being able to
contact the participants (21% and 28%). Response bias was similar to Survey 1 with some
over representation of more educated women and under representation of immigrant
women. In addition, non-respondents were more likely to be smokers.
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Mid-age cohort
Details of retention of 13,716 mid age women who enrolled in the ALSWH in 1996 are
shown in Table 4.3.
Table 4.3. Retention and attrition of Mid-age women at Survey 2 and Survey 3
Survey 2 Survey 3
Eligible at previous survey
13719
13641
Ineligible
75
107
deceased between surveys
50
65
unable to complete further surveys
25
43
(e.g. stroke, dementia, trauma,
travelling)
Total Eligible*
13641
13534
Non-respondents
withdrawn from the project
193
381
contacted but did not return survey
253
1000
unable to contact participant
857
924
Respondents
completed survey
12338
11229
Retention rate as % eligible
90.4%
83.0%
* number eligible at previous survey minus those who died since
last survey or unable to complete further surveys.
At Survey 2 and Survey 3, the main reasons for non-response were not being able to
contact the participants (6% and 7%) and non-return of Survey 3 (7%). Response bias was
similar to Survey 1 with some over representation of more educated women and under
representation of immigrant women. In addition, non-respondents were more likely to be
smokers.
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Older cohort
Details of retention of 12,432 older women who enrolled in the ALSWH in 1996 are
shown in Table 4.4..
Table 4.4. Retention and attrition of older women at Survey 2 and Survey 3
Survey 2 Survey 3
Eligible at previous survey
12432
11733
Ineligible
699
946
deceased between surveys
505
568
unable to complete further surveys (e.g.
194
378
stroke, dementia, trauma, travelling)
Total Eligible*
11733
10787
Non-respondents
withdrawn from the project
793
969
contacted but did not return survey
782
863
unable to contact participant
325
308
Respondents
completed survey
10433
8647
Retention rate as % eligible
88.9%
80.2%
* number eligible at previous survey minus those who died since
last survey or unable to complete further surveys
At Survey 2 and Survey 3, the main reasons for non-response were withdrawal (5% and
8%), non-return of surveys (4% and 7%) and death between surveys (4% and 5%).
Response bias was similar to Survey 1 with some over representation of more educated
women and under representation of immigrant women. In addition, non-respondents were
more likely to be smokers, and respondents were apparently healthier than nonrespondents.
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5. DATA LINKAGE
A summary of progress on developing ethically appropriate strategies for linking all
survey participants’ data with Medicare unit records prospectively from 2005 was
presented to the Project Advisory Committee meeting in August 2005. In summary, the
main points were:
x

Linkage between survey data from the Australian Longitudinal Study on Women’s
Health (ALSWH) and Health Insurance Commission (HIC) data was a design feature
of the ALSWH. This was one of the features that lead to the present research team
being awarded the contract in 1995 to conduct the Study for the Australian
Government Department of Health and Ageing (DoHA). The sampling frame for the
Study was the name and address database of HIC. HIC selected the random sample of
participants. HIC has the critical data file that maps the unique Study ID for the
ALSWH with the Medicare PINs for the participants (with a back-up copy held by
DoHA).

x

The capability to link survey data to HIC data (for MBS and PBS) for all participants
in the Study will considerably add to the value of ALSWH which is funded by DoHA
particularly to inform public policy. The linked data will enable the evaluation of
policy initiatives to improve health services to women throughout Australia.

x

Participants have already been in the Study for 10 years and the majority has at some
time given consent to linkage of the survey data and HIC data. The problem is that
only a minority has given this consent continuously since the beginning of the Study.
This situation is believed to have occurred because participants believe they have
already given consent (and hence do not need to act further).

x

All participants were informed via the ALSWH newsletter in December 2004 of a
proposal to link these data unless the participant asked for this not to happen. They
were asked to contact the study team if they had any concerns – only one woman out
of more than 30,000 did so and once the plan was explained in more detail she said she
had no further concerns.

x

A notice about the new arrangement, once approved, will be included in every annual
newsletter from now on and women will be offered the option of opting out.

x

Each proposal to analyse the linked data will be submitted to the HIC for approval.

According to the suggested plan for implementation, researchers who are granted
permission to analyse the linked survey data (a reduced or summarised version of the
ALSWH survey data linked to the HIC data) will only see an alternate ID and will have
no way to determine the original study ID or any identifying information about individual
participants. All researchers will be required to sign confidentiality statements annually.
All data will be securely archived in separate password-protected files at the appropriate
sites. Each group within the project will coordinate one stage of the process and no group
will be able to recreate the original study ID from the HIC data.
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The suggested plan for implementation has been reviewed by a consultant for the
Department of Health and Ageing, Dr Chris Kelman, and the document is being revised in
preparation for further discussions with the HIC and DoHA. Participants will be informed
of the proposed new arrangements in the 2005 newsletter and once again given the
opportunity to obtain more information and/or to opt out of this process. 
We note that on 1st October 2005 the Health Insurance Commission (HIC) transitioned to
become a prescribed agency under the Financial Management and Accountability Act
1997 and a statutory agency under the Public Service Act 1999, within the Department of
Human Services. On that date, HIC was also renamed Medicare Australia. Over the next
few months we will be exploring what, if any, implications this change may have for our
continuing relationships with Medicare Australia.

6. DISSEMINATION OF STUDY FINDINGS
6.1. WEBSITE
The Study web site, maintained at the University of Newcastle, was substantially revised
and updated during 2004, and can be viewed at http://www.newcastle.edu.au/centre/wha
or at http://www.sph.uq.edu/alswh. Each month the website content is updated with
current lists of collaborators, ongoing and completed analyses, reports, and all accepted
and published papers. The ‘Collaborators’ and ‘Investigators and Staff’ sections of the
website are also routinely revised with minutes of meetings, project notes and other
internal documents. Frequent users are now directed to newly updated information via the
‘current events’ and ‘latest updates’ menus on the front page of the website.
6.2. PUBLICATIONS
6.2.1. Papers published
Lee C. Introduction: Policy, women’s lives, women’s futures. Editorial. Just Policy
Special Issue 1 Australian Women Facing the Future: Is the Intergenerational Report
Gender Neutral?, 2005; 35: 4.
No abstract available
Wade T & Lee C. The impact of breast cancer on the lives of middle-aged women:
Results from the Australian Longitudinal Study of Women’s Health. Health
Psychology, 2005; 24(3): 246-251.
This article investigated the impact of breast cancer (BC) in middle-aged Australian
women (45–50 years). Two waves of data collected 2 years apart from a longitudinal
survey of 12,177 women identified 3 groups: (a) 11,933 (98%) who reported never having
had BC, (b) 181 (1.5%) who reported a diagnosis of BC at Time 1, and (c) 63 (0.5%) who
reported onset of BC between Time 1 and Time 2. Repeated measures analysis of variance
was used to compare the 3 groups. Women with recent onset of BC experienced
significant changes across a range of functioning compared with the other 2 groups.
Compared with women with no BC, women with longer established onset of BC had
significantly worse health and social outcomes, but these were associated with small effect
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sizes. Both groups of women with BC reported less impact on mental and emotional health
than on other areas of functioning.
McNair R, Kavanagh A, Agius P & Tong B. The mental health status of young adult
and mid-life non-heterosexual Australian women. Australian New Zealand Journal of
Public Health, 2005; 29(3): 265-271.
Objectives: To compare the mental health status of early adult and mid-life Australian
women according to sexual orientation.
Methods and sample: Cross-sectional analyses of the Australian Longitudinal Study on
Women’s Health (ALSWH) surveys for the younger (22-27 years) and mid-age (50-55
years) cohorts. Women were classified into one of four groups: exclusively heterosexual,
mainly heterosexual, bisexual and lesbian. Regression analyses were used to examine the
effects of sexual orientation on mental health after adjusting for age, region of residence
and education and to assess the potential mediating roles of stress, abuse and social
support.
Results: Younger mainly heterosexual, bisexual and lesbian women had poorer mental
health outcomes than exclusively heterosexual women on all outcome measures except
anxiety in lesbian women, even after adjustment for age, region and education. Mid-age
mainly heterosexual women had poorer mental health on all outcomes except for
medically diagnosed anxiety and bisexual women had significantly higher odds of selfharm than exclusively heterosexual women. All non-heterosexual women in both cohorts
reported higher levels of stress and lifetime abuse. Controlling for stress, abuse and social
support attenuated the mental health findings.
Conclusions: The poorer mental health in young non-heterosexual women and mid-life
mainly heterosexual women highlights the need for health care providers to be particularly
sensitive to mental health issues in these women. Stress, social support and lifetime abuse
may play a role in explaining the poorer mental health and discrimination may also be
important
Implications: Longitudinal studies are needed to ascertain whether the differences seen in
the two age cohorts are a cohort effect or result from changes with age. Improved
sexuality measures are needed to understand whether women select ‘mainly heterosexual’
on the basis of their identity or sexual behaviour, to start to understand how membership
of this category influences mental health.
Khan A, Hussain R, Schofield M. Correlates of sexually transmitted infections in
young Australian women. International Journal of STD & AIDS, 2005; 16(7): 482487.
The study examined correlates of three common sexually transmitted infections (STIs)
among Australian women. The sample comprised 9582 women aged 22-27 years who took
part in the second postal survey in 2000, of the young cohort of the Australian
Longitudinal Study on Women’s Health.
Self-reported rates of diagnosis in past four years were: chlamydia 1.47% (n=141), genital
herpes 1.75% (n= 168), genital warts 3.45% (n= 331). Multivariate analyses revealed that
the odds of all three STIs increased with number of male sexual partners and illicit drug
use. Younger and rural women had higher odds of being diagnosed with Chlamydia. The
odds of both genital herpes and genital warts were higher with longer oral contraceptive
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pill use and higher stress, while women who had experienced violence were found to have
higher odds of herpes.
The identification of factors associated with common STIs among young Australian
women will inform better targeted health promotion and disease prevention programs.
Adamson L, Chojenta C & Lee C. Letter to the Editor: Telephone contact of existing
participants in longitudinal surveys. Australian and New Zealand Journal of Public
Health, 2005; 29(2): 188.
No abstract available.
Miller-Lewis L, Wade T & Lee C. Risk factors for pregnancy and childbearing in
single young women: Evidence from the Australian Longitudinal Study on Women’s
Health. International Journal of Behavioural Development, 2005; 29(4): 292-303.
This study investigated psychosocial predictors of early pregnancy and childbearing in
single young women, consistent with the Eriksonian developmental perspective. Two-mail
out surveys assessing reproductive
behaviour and socio-demographic,
education/competence, psychosocial well-being, and aspiration factors, were completed
four years apart by 2635 young women, aged 18 to 20 when first surveyed. Young women
in the ‘emerging adulthood’ developmental period were selected from the Australian
Longitudinal Study of Women’s Health. Longitudinally, lower investment in education
over low-status paid work, experiencing unemployment, greater psychosocial distress,
stress and alcohol use, and high family aspirations combined with low vocational
aspirations were risk factors for early single pregnancy and childbearing. Several
mediational relationships also existed between these predictor variables. It was concluded
that psychosocial factors play an important role in understanding early pregnancy and
childbearing in single young Australian women, and that the findings provide some
support for investigating early pregnancy and childbearing from an Eriksonian
developmental perspective.
Sibbritt DW, Adams J & Young AF. A longitudinal analysis of women’s use of
complementary and alternative medicine (CAM 1996-1998). Women & Health 2005;
40 (4): 41-56
Complementary and Alternative Medicine (CAM) has become increasingly popular
amongst healthcare consumers world-wide. As such, CAM is now an important public
health issue with serious implications for healthcare organization and delivery. While
previous studies have provided a profile of CAM users, there remains very limited
analysis of CAM consumption over time. The purpose of this paper is to describe the
changing use of CAM practitioners over time by 11,454 mid-age women in the Australian
Longitudinal Study on Women’s Health. Over the study period (1996-1998), 10% of
women adopted the use of CAM and 9% relinquished CAM. The predominant factor
found to be predictive of CAM adoption was changes in health status. Specifically, those
women experiencing more illness over time are more likely to adopt CAM than those
experiencing no change or better health. CAM relinquishment was associated with use of
non-prescription medications, where women were more likely to relinquish CAM if they
never used non-prescription medications or if they stopped taking non-prescription
medications. This paper constitutes an exploratory investigation into CAM use over time.
As such, there is need for further research to provide in-depth examination of the adoption
and relinquishment of CAM use over a longer time period.
Brown P, Byles JE, Mishra GD & Harris MA. The experience of insomnia among
older women. Sleep, 2005; 28(8): 699-706.
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Study Objectives: To measure sleeping difficulty and sleep quality among older women,
explore experience and attitudes towards sleep, and test for negative association between
difficulty sleeping and health-related quality of life.
Design: Four-year longitudinal study.
Setting: Women were participants in the Australian Longitudinal Study on Women’s
Health.
Participants: Women were sampled according to use of sleeping medication and classified
into 4 groups: sleeping badly and using sleeping medications; not sleeping badly, but
using sleeping medications; sleeping badly, not using sleeping medications; not sleeping
badly, not using sleeping medications.
Interventions: None.
Measurements and Results: Sleeping difficulty and sleeping-medication use were
measured at Survey 1, Survey 2 (3 years later), and Survey 3 (4 years). Survey 3 included:
Nottingham Health Profile Sleep Subscale, Pittsburgh Sleep Quality Index, Epworth
Sleepiness Scale, Geriatric Depression Scale, Duke Social Support Index, Medical
Outcomes Study Short-Form 36-item Health Survey, and a 21-item life events scale.
Survey 3 was returned by 1011 women (84%). Sleeping problems were negatively
associated with SF-36 subscale scores. Most associations remained significant after
comorbid conditions, Geriatric Depression Scale, life events scores, and medication use
were added to models. Most women with sleeping problems (72%) sought help from a
doctor, and 54% used prescribed sleeping medications in the past month.
Conclusions: Sleeping difficulty is a serious symptom for older women and is associated
with poorer quality of life. Some of this effect can be explained by comorbidities,
depression scores, life events, and use of sleeping medications.
Dobson A, Smith N & Pachana N. Some problems with life event lists and health
outcomes. International Journal of Behavioural Medicine, 2005. 12(3):199-205
Lists of life events are widely used in health outcomes research. As part of a large cohort
study of women’s health in Australia, age- and gender-specific life events lists were
developed and administered to women in different age groups over time. In this article,
we provide empirical evidence that recall of life events is subject to telescoping (i.e.,,
remote events are reported to have occurred more recently) and to mood (women with
lower mental health scores report more life events, especially perceived rather than factual
events). Nevertheless, even after adjustment for confounders, there is a clear association
between poorer physical health and more life events. Therefore, these results demonstrate
a continuing need for lists of life events in health research but also highlight the
methodological challenges in using them.
Bell S & Lee C. Emerging adulthood and patterns of physical activity among young
Australian women. International Journal of Behavioural Medicine, 2005.12(4):227235
The transition from adolescence to young adulthood is associated with a sharp decline in
physical activity, particularly for women. This paper explores the relationships between
physical activity status and change, and status and change in four life domains: residential
independence, employment status, relationship status, and motherhood. Two waves of
survey data from a representative sample of 8,545 Australian women, aged 18-23 at
Survey 1 and 22-27 at Survey 2, were analysed. Cross-sectionally, physical inactivity was
most strongly related to being a mother, married and not being in the labour force.
Longitudinally, decreases in physical activity were most strongly associated with moving
into a live-in relationship, with getting married, and with becoming a mother. When
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considered in combination, women who were married with children, and not employed
outside the home, were the most likely to be physically inactive. The data suggest that
adoption of adult statuses, particularly traditional roles involving family relationships and
motherhood, is associated with reductions in physical activity for these women, although it
is possible that the effect is driven by socio-economic factors associated with early
transitions. The data suggest a need for interventions to promote continued physical
activity among young women who cohabit or marry, and among those not in the
workforce, in addition to those supporting young mothers to be physically active.
Lawlor DA, Tooth L, Lee C & Dobson A. A comparison of the association between
socioeconomic position and cardiovascular disease risk factors in three age cohorts of
Australia women: findings from the Australian Longitudinal Study on Women’s
Health. Journal of Public Health Advance Access, September 9 2005.
Different measurements of socioeconomic position (SEP) reflect different aspects of this
construct that may be related to health-related outcomes in different ways. Further,
socioeconomic inequalities in health outcomes are dynamic and vary over time, between
countries and between different populations. We assessed the associations between three
measurements of SEP - education, occupation, and ability to cope on available income and cardiovascular risk factors in three age cohorts of Australian women. In general, for
all exposures and in all three cohorts, the odds of each adverse risk factor (smoking,
obesity and physical inactivity) were lower in the most advantaged compared to the least
advantaged. Within each of the three cohorts the effects of each measurement of SEP on
the outcomes were similar. There were, however, some notable between-cohort
differences. The most marked differences were those with smoking. For women aged 7075 in 1996 (Older), those with the highest educational attainment were more likely to have
ever smoked than those with the lowest level of attainment. However, for the other two
cohorts this association was reversed, with a stronger association between low levels of
education and ever smoking among those aged 18-23 (Younger) than those aged 45-50
(Mid-age). Similarly, for Older women, those in the most skilled occupational classes
were most likely to have ever smoked, with opposite findings for Mid-age women.
Educational attainment was not associated with current smoking among Older women but
in both of the other cohorts women with the lowest levels of education were the most
likely to be smokers. These findings demonstrate the dynamic nature of the association
between SEP and some health outcomes. Our findings do not appear to confirm previous
suggestions that prestige-based measurements of SEP are more strongly associated with
health related behaviours than are measurements that reflect material and psychosocial
resources.
Brown WJ, Williams L, Ford JH, Ball K & Dobson AJ. Identifying the ‘energy gap’:
Magnitude and determinants of five year weight gain in mid-age women. Obesity
Research, 2005.13:1431-1441.
Objective: The aims of this study were to estimate average yearly weight gain in mid-age
women, and to identify the determinants of weight gain, and of gaining weight at double
the average rate.
Research Methods and Procedures: The study sample comprised 8071 participants (aged
45-55 years) in the Australian Longitudinal Study on Women's Health who completed
mailed surveys in 1996, 1998 and 2001.
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Results: On average the women gained almost 0.5 kg per year [average 2.42 kg (95%
CI:2.29-2.54) over 5 years]. In multivariate analyses, variables associated with energy
balance (physical activity, sitting time and energy intake), as well as quitting smoking,
menopause / hysterectomy, and baseline BMI category were significantly associated with
weight gain, but other behavioural and demographic characteristics were not. After
adjustment for all the other biological and behavioural variables, the odds of gaining
weight at about twice the average rate (more than 5kg over 5 years) were highest for
women who quit smoking (OR=2.94; 95% CI: 2.17, 3.96). There were also independent
relationships between the odds of gaining >5kg and (1) lower levels of habitual physical
activity; (2) more time spent sitting; (3) energy intake, (but only in women with BMI > 25
at baseline); (4) menopause transition and (5) hysterectomy.
Discussion: The average weight gain equates with an energy imbalance of only about
10kcal or 40kJ per day, which suggests that small sustained changes in the modifiable
behavioural variables could prevent further weight gain.
Young A, Lowe J, Byles J & Patterson A. Trends in health service use for women in
Australia with diabetes. Australian and New Zealand Journal of Public Health. 2005.
29:422 – 428.
Objective: To describe the health, health service use and use of recommended guidelines
for care for women in Australia with diabetes.
Methods: Analysis of survey data 1996-1999 from the Australian Longitudinal Study on
Women’s Health, linked with Medicare data for 1997-2001. Participants were 12,338 midage women aged 45-50 years in 1996 (1.9% with diabetes) and 10,421 older women aged
70-75 years at Survey 1 in 1996 (8.1% with diabetes). The outcome measures were
number of general practice and specialist visits and use of glycosylated haemoglobin
(HbA1c), lipids and microalbuminuria tests.
Results: Women with diabetes at Survey 1, and those diagnosed by Survey 2, were more
likely to have hypertension, heart disease and eyesight problems, have high rates of
polypharmacy (four or more medications: mid age 32%, older 64%) and more
consultations with general practitioners and specialists than women without diabetes.
During 1997-2001 there was a trend for a greater percentage of women with diabetes to
have an HbA1c test at least annually (mid age 44%-52%, older age 46%-58%). Rates of
testing microalbuminuria and lipids also increased but were far from conforming to
guidelines. Having more frequent consultations with a general practitioner was
significantly associated with having all three recommended tests.
Conclusions: There is an increasing use of services by women with diabetes, in part due to
an increase in compliance with guidelines for the management of diabetes.
Implications: Linked health and administrative data provide a means to monitor health
service utilisation, adherence to principles for best practice care and issues of equity in
care.
Lee C, Dobson AJ, Brown WJ, Bryson L, Byles J, Warner-Smith P & Young AF.
Cohort Profile: The Australian Longitudinal Study on Women’s Health.
International Journal of Epidemiology. 2005. 34:987 – 991.
No abstract available.
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6.2.2. Papers accepted
Miller-Lewis, L, Wade T, Lee C. Psychosocial risk factors for pregnancy risk-taking
in young women in emerging adulthood: Preliminary evidence from the Australian
Longitudinal Study on Women’s Health. Australian Journal of Psychology, in press.
This study longitudinally investigated psychosocial predictors of pregnancy risk-taking in
young women from the Australian Longitudinal Study on Women’s Health. Two mail-out
surveys assessing socio-demographic, education/competence, psychosocial well-being,
and aspiration/identity factors, were completed at ages 18 and 22 by 1647 young women
in emerging adulthood, and a third survey assessing pregnancy risk-taking behaviour was
completed by a sub-sample of 90 young women at age 24. Using principal components
analysis to reduce the number of variables, it was found that higher psychosocial distress
at age 22 was a risk factor for pregnancy risk-taking at age 24. Post-hoc analyses
suggested that the strongest component of psychosocial distress when predicting
pregnancy risk-taking was higher depressive symptoms. Demographic, education,
unemployment, and future aspirations factors at age 18 and 22 were unrelated to
pregnancy risk-taking at age 24.
Bell S & Lee C. Transitions in emerging adulthood and stress among young
Australian women. International Journal of Behavioural Medicine, in press.
The life stage of emerging adulthood involves major transitions in social roles, which have
been theorized to be associated with elevated levels of stress. This paper examines the
relationship of stress to the occupancy of adolescent and adult roles, and to transitions into
and out of roles, in four major life domains - residential independence from family of
origin, employment status, relationship status, and motherhood status – in a cohort of
women who are in the process of making the transitions of young adulthood. A sample of
8,749 young women participating in the Australian Longitudinal Study on Women’s
Health provided data at Survey 1, when aged 18-23, and Survey 2, when aged 22-27.
Significant relationships were found between stress and positions on all life domains, both
individually and in combination, and both cross-sectionally and longitudinally. Contrary to
expectation, the data indicate that major life transitions in this age group are associated
with low levels of stress and with an absence of increasing stress over time. Crosssectionally, living independently, not being a student, being married, and being a mother
were associated with the lowest levels of stress. Normative, “forward” transitions such as
moving out of home, moving from studying to work, or becoming a mother, were
associated with no increase in stress, while marrying was associated with a significant
decrease in stress. Transitions associated with increases in stress fell into three categories:
“backward” transitions to more adolescent statuses, remaining in adolescent statuses, and
transitions which represented having already achieved the most adult status at an early
age. The data suggest that high levels of stress during this transition are associated, not
with normative changes, but with reverse changes, delays in changing, or changing earlier
than one’s peers – in other words, making “off-time” transitions. Thus, this analysis of a
large and representative sample of young Australian women suggest that normative
transitions in young adulthood, although involving considerable change, are not associated
with high levels of stress.
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Lee C & Gramotnev H. Motherhood plans among young Australian women: Who
wants children these days? Journal of Health Psychology, in press.
Fertility rates in the developed world have been below replacement level for 25 years,
prompting policy concerns relating to demographic changes. Commentary is driven by an
assumption that low fertility results from deliberate, unconstrained choice by young
women. This paper uses data from the Australian Longitudinal Study on Women’s Health
to examine this assertion. Data from 7,448 childless women aged 22 to 27 indicate that 9%
of young women aspire to childlessness, with 72% wanting one or two children and 19%
more. Those who aspire to childlessness appear uninterested in relationships with men, of
low socioeconomic status, and with lifestyles and aspirations focused around education
leading to full-time work. Indicators of poor psychological functioning disappeared after
adjustment for other variables. Women wanting one or two children expected to be in fullor part-time paid work in addition to motherhood. Women wanting many children
generally had “traditional” lifestyles and aspirations. Most young women envisage a future
in which they will need to negotiate both motherhood and paid work. If increasing fertility
rates is seen as a valuable social goal, policy-makers need to consider strategies that
support this.
Loxton D, Schofield M, Hussain R & Mishra G. History of domestic violence and
physical health in mid-life. Violence Against Women, in press.
The association between domestic violence and physical health in mid-aged Australian
women is investigated via a cross-sectional survey of 14,100 women, aged 45-50 years,
who responded to health and lifestyle surveys as part of the first survey of the Australian
Longitudinal Study on Women’s Health.
In univariate analyses, physical symptoms and illnesses, health behaviours and
demographic factors were associated with domestic violence. After adjustment for
demographic, health behaviour characteristics and menopause status in multivariate
analyses, a number of physical health conditions (allergies/breathing problems,
pain/fatigue, bowel problems, vaginal discharge, eyesight and hearing problems, low iron,
asthma, bronchitis/emphysema, cervical cancer) were associated with a history of
domestic violence. The results highlight the link between physical health and domestic
violence in middle-aged women; and underscore the need for health professionals to take a
full social history from women presenting with physical symptoms.
Pachana NA, Ford JH, Andrew B, Dobson AJ. Relationships between companion
animals and self-reported health in older women: cause, effect or artifact?
International Journal of Behavioural Medicine, 2005.
A large longitudinal data set on women’s health in Australia provided the basis of analysis
of potential positive health effects of living with a companion animal. Age, living
arrangements and housing all strongly related to both living with companion animals and
health. Methodological problems in using data from observational studies to disentangle a
potential association in the presence of substantial effects of demographic characteristics
are highlighted. Our findings may help to explain some inconsistencies and contradictions
in the literature about the health benefits of companion animals, as well as offer
suggestions for ways to move forward in future investigations of human-pet relationships.
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Loxton D, Schofield M & Hussain R. Psychological health in mid-life among women
who have ever lived with a violent partner or spouse. Journal of Interpersonal
Violence, 2005.
This study examined the psychological health correlates of domestic violence in a large
random sample of mid-aged Australian women (N = 11 310; 47-52 years). Logistic
regression analyses were used to investigate the associations between a history of
domestic violence and past, recent and current depression, anxiety, and psychological
wellbeing, after adjusting for demographic variables (marital status, income management,
area of residence). Results indicated an increased odds of having experienced domestic
violence for those who had ever experienced a diagnosis of depression, anxiety, or an
‘other’ psychiatric disorder; who had recent symptoms of depression and anxiety; who had
used psychoactive medication for depression or anxiety in the four weeks prior to the
survey; and who reported current depression. Current psychological wellbeing had an
inverse association with a history of domestic violence: as psychological wellbeing
decreased, the odds of having ever experienced domestic violence increased. Taken
together, the results indicate that a history of domestic violence is associated with
decreased psychological wellbeing in mid-aged Australian women. The implications for
health practitioners are discussed.
Ball K & Mishra GD. Whose socioeconomic status influences a woman’s obesity
risk: her mother’s, her father’s or her own? International Journal of Epidemiology,
2005.
No abstract available.
Lee C & Gramotnev H. Predictors and outcomes of early motherhood in the
Australian Longitudinal Study on Women’s Health. Psychology, Health & Medicine,
2005.
Early motherhood is identified as a social problem, and having children at an early age is
assumed to lead to psychological distress, welfare dependence and socioeconomic
disadvantage. Analysis of responses from 9,689 young participants in the Australian
Longitudinal Study on Women’s Health was used to examine predictors and outcomes of
early motherhood in Australia. Survey 1 (1996, aged 18-23) and Survey 2 (2000, aged 2227), were used to categorize women as Childless, Existing Mothers (before Survey 1) and
New Mothers (became mothers before Survey 2). Multivariate logistic regressions
provided comparisons on sociodemographics, gynaecological variables, psychological
wellbeing and health behaviours. Survey 1 data show that Existing Mothers experience
socioeconomic disadvantages and unhealthy lifestyles. However, those who will go on to
become mothers earlier than their peers already experience similar disadvantages. Further,
the Survey 2 data show that, when these pre-existing disadvantages are controlled for, the
additional deficits experienced by early mothers are relatively minor. Social disadvantage
predisposes women to become mothers early, and to adopt unhealthy behaviours.
However, young Australian women cope well with the challenges of early motherhood. In
the longer term, unhealthy lifestyles and low education may lead to ill health and
disadvantage, but early motherhood is not the initiator of this trajectory.
Brown WJ, Ford JH, Burton NW, Marshall AL & Dobson AJ. Prospective study of
physical activity and depressive symptoms in mid-age women. American Journal of
Preventative Medicine, 2005.
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Background: Although many studies support an inverse association between physical
activity (PA) and depressive symptoms, prospective relationships between these variables
have been confounded by pre-existing psychological and physical health problems.
Methods: This study examined the dose-response relationships between self-reported PA
and depressive symptoms using cross-sectional and prospective data from a populationbased cohort of mid-age women who participated in the Australian Longitudinal Study on
Women's Health (ALSWH) between 1996 and 2001. Participants completed three mailed
surveys (S1: 1996, S2: 1998, S3: 2001) which included questions about time spent in
walking, moderate- and vigorous-intensity PA, and measures of psychological health
(Center for Epidemiologic Studies Depression scale, CESD-10; Mental health (MH) subscale of the Short Form 36 survey). Relationships between previous (S1, S2), current (S3)
and habitual (S1, S2, S3) PA and 'depressive symptoms' were examined, adjusting for
sociodemographic and health-related variables. (N=9207).
Results: Mean CESD-10 scores decreased, and MH scores increased with increasing
levels of previous, current and habitual activity. Odds ratios for CESD-10 scores ≥10 or
MH scores ≤52 at S3 were 30-40% lower among women who reported the equivalent of
60 minutes or more of moderate-intensity PA per week, compared with those who
reported less PA than this. Women who were in the lowest PA category at S1, but who
subsequently reported at least 240 MET.mins per week had lower odds of CESD-10 scores
≥10 or MH scores ≤52 at S3 than those who remained in the very low PA category.
Conclusions: These data suggest that there is a clear relationship between increasing PA
and decreasing depressive symptoms in mid-age women, independent of pre-existing
physical and psychological health.
Cwikel J, Gramotnev H & Lee C. Never-married childless women: Health and social
circumstances in older age. Social Science and Medicine, 2005.
A growing proportion of women reach older age without having married or had children.
Despite assumptions that these older women are lonely, impoverished, and high users of
social and health services, there is little evidence on their actual characteristics. This paper
uses data from the Older cohort of the Australian Longitudinal Study on Women’s Health
to describe self-reported demographics, physical and emotional health, and use of services
among 10,108 women aged 73 to 78, of whom 2.7% are never-married and childless. The
most striking characteristic of this group is their high levels of education, which are
associated with fewer reported financial difficulties and higher rates of private health
insurance. There are few differences in self-reported physical or emotional health or use of
health services between these women and other groups of older women. Compared with
older married women with children, they make higher use of formal services such as home
maintenance and meal services, but are also more likely to provide volunteer services and
to belong to social groups. Overall, there is no evidence to suggest that these women are a
“problem” group. Rather, it seems that their life experiences and opportunities prepare
them for a successful and productive older age.
Bell S & Lee C. Does timing and sequencing of transitions to adulthood make a
difference? Stress, smoking and physical activity among young Australian women.
Social Science and Medicine, 2005.
The major changes of the transition to adulthood are argued to be stressful, and healthrelated behaviours such as smoking and physical activity may be adopted, consolidated or
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abandoned at this time. On the other hand, research has suggested that the normative
transitions of emerging adulthood, although involving considerable change, may be
associated with low stress because they are perceived as both positive and normative at
this life stage. This paper examines relationships between the timing and sequencing of
life transitions and stress and health-related behaviours, focusing on transitions to young
adulthood among Australian women. A total of 853 women aged 22 to 27 provided
information about the timing and sequencing of six life transitions - moving out of home;
stopping full-time education; starting full-time work; having the first live-in relationship;
marriage; and motherhood - and stress, smoking and physical activity. Most had moved
out of home, stopped full-time education and started full-time work, but only 14% had
undertaken all six transitions. Overall, 70% of participants had made transitions “in order.”
Overall, the findings suggest that the relationships between timing and sequencing of
transitions, and indicators of health, are moderate for smoking, but weak for stress and for
physical activity. Matching current social norms for the timing and sequencing of life
changes may be of less importance for women’s wellbeing than is commonly believed.
Although the strong relationships between early or “out of order” transitions and smoking
are of concern, the weak relationships with stress and with sedentariness suggest that such
transitions may have limited negative consequences, and support the view that individuals
are active in choosing the life path which is appropriate for them and their circumstances.
Byles J, Powers J, Chojenta C & Warner-Smith P. Older women in Australia: ageing
in urban, rural and remote environments. Australasian Journal on Ageing. 2005.
Objective: To explore differences in quality of life and health-service use for older women
living in urban, rural, remote areas of Australia.
Method: 8,387 women aged 70-75 years when enrolled in the Australian Longitudinal
Study on Women’s Health completed mailed surveys in 1996, 1999 and 2002.
Results: Women living in urban, rural, remote areas reported few differences in health and
had similar changes in health-related quality of life (SF-36) over time. Most SF-36
subscale scores declined over time, with steeper drops between the ages of 73-78 years
(Survey 2) and 76-81years (Survey 3). The use of health services, need for informal care
and provision of care to others increased over time. Urban participants used more GP,
specialist and allied health services, whilst non-urban women used more community
services and alternative health practitioners.
Conclusion: Despite similar health problems, health service use differs significantly across
urban, rural and remote areas of Australia.
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6.3. CONFERENCE PRESENTATIONS
6.3.1. Longitudinal Studies Workshop: The Practicalities
This full-day workshop was run in conjunction with the Australasian Epidemiology
Association Conference, Newcastle, October 2005.
Session 1: Planning
Emeritus Professor Lois Bryson
Dr Penny Warner-Smith
Ms Rosie Mooney
Dr Deborah Loxton

Research proposal and initial funding
Planning and starting a longitudinal study
Record keeping & communication strategies
Survey design

Emeritus Professor Lois Bryson outlined the development of the ALSWH research
proposal and the processes that were undertaken to secure the initial funding, and then
described the current processes involved in maintaining funding. Dr Warner-Smith
provided the workshop delegates with the principles of planning and commencing a
longitudinal study. By using examples of how these processes were initiated and have
evolved during the ten years of the ALSWH, this section demonstrated the many
considerations that impact on the implementation of a longitudinal study, including,
longitudinal research with cross-sectional funding, management structures, succession
planning and the evolving nature of a longitudinal study. Ms Rosie Mooney described the
record keeping systems that have been developed by the ALSWH to document current and
past research analyses and outputs, including media output. This section also provided an
overview of ALSWH communications strategies, including the use of internet pages,
reports and newsletters, in addition to an overview of the value of postgraduate students to
longitudinal studies. Dr Deborah Loxton presented the section on survey design, which
focused on both survey format and content. This section included development of the
initial ALSWH surveys, a timeline of current survey development, factors that influence
survey content, examples of maintaining longitudinal integrity in a changing environment,
and a summary of the ethical implications of longitudinal survey design.
Session 2: Participant Contact
Mrs. Lyn Adamson, Mrs. Catherine Chojenta
Recruitment, Relationships and Retention
This presentation outlined the recruitment phase of the Australian Longitudinal Study on
Women’s Health, the strategies used to retain participants in the study and the
relationships that have developed over the 10 years of the project. The presentation
detailed the baseline recruitment phase of the survey by describing the mail out and media
strategies and the achieved consent rates. Methods of developing protocols to manage
contact with invitees by telephone were outlined. Protocols for the recruitment of
participants already taking part in a longitudinal study, into substudies were described.
The strategies currently used to retain participants in the study were presented. These
included the development of a corporate image, use of communication strategies and the
protocols for the tracking of “lost” participants. The types of relationships that have
developed between the researchers and the participants were outlined and examples of
appropriate protocols were illustrated.
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Dr Anne Young
Consent and Record Linkage
Linkage to the Medicare data of the participants which is held by the Health Insurance
Commission is an integral part of the Australian Longitudinal Study on Women’s Health.
This presentation outlined the strategies employed to recruit participants into this phase of
the project including issues relating to privacy and confidentiality, obtaining ethics
approval and managing the data. The availability of other types of data and the challenges
researchers may encounter when linking to external data sources were discussed.
Data Management
Data Collection and Quality – Jean Ball
This presentation covered the capture of data by manual entry or scanning, the
transportation of surveys to and from the data capture company and the storage of both the
survey datasets and the paper surveys. It also addressed the pitfalls of survey question
design; questions must be mutually exclusive and exhaustive; double negatives and double
questions must be avoided and skip questions need to be used to aid survey flow. The
importance of data documentation, like the Data Dictionary and Supplement, was covered
as well as using naming conventions for datasets and variables, creating formats and labels
for the variables and the use of unique participant identifiers. The need to maintain
accurate participant contact detail databases was highlighted and examples of more
complex databases such as the participant history and the phone reminder databases were
discussed.
Data Documentation– Eliza Frazer
This section of the presentation outlined methods of documenting data within the
Australian Longitudinal Study on Women’s Health (ALSWH). The Data Dictionary, a
database documenting all of the variables used in the project’s data sets, was described and
changes to its format over the duration of the project were discussed. The need for
additional documentation materials, such as the Data Dictionary Supplement and Update
Database, was also explained.
Data Maintenance – Anna Graves
This presentation dealt with three aspect of data maintenance: firstly the data management
side of participant tracking, the records kept and database forms used; secondly the
linkage of ALSWH participants’ data to the National Death Index database to identify
participant deaths and finally the archiving of our data with the Australian Social Sciences
Data Archive (ASSDA). The ASSDA is a reliable offsite backup and facilitates the data
being available for future users.
Session 4: Statistical issues for longitudinal studies
Jennifer Powers
Representativeness, attrition and generalisability
The presentation began with an overview of ways to assess the representativeness of the
ALSWH cohorts, both at recruitment and in later years, using the census and other sources
of data. It is also important to study the magnitude and correlates of study attrition. Nonresponse to waves of the study (either through death, withdrawal, non-return or inability to
contact) was examined in relation to a number of demographic and health characteristics
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of respondents and non-respondents and differences were discussed. The influence of
attrition on population estimates and the relationship between variables over time was
described. Several types of missing data were defined and ways to deal with missing data
in the analysis were illustrated and discussed.
Dr Virginia Wheway
Sample size calculations
In any study testing for significant changes or effects, it is necessary to calculate the
number of subjects required to determine if we are able to detect an effect that has
clinical/practical significance. This is of particular importance when applying for research
funding as we seek to run a study with sufficient internal validity. to improve the study’s
internal validity. For a longitudinal study, sample size calculations are basically the same
as ‘standard’ experimental sample sizes but we need to take into account the fact that
responses from an individual are likely to be correlated over the time periods. i.e. we have
within subject correlation over the repeated measurements. Sample size formulae for
continuous outcome measures were defined and discussed. Example calculations were
provided for a research question examining the association over time of alcohol
consumption and health, using data from the ALSWH.
Dr Anne Young
Reporting results
When summarising and reporting results from longitudinal studies it is important to
consider both the content of the report and the audience. Within the ALSWH reports are
prepared for participants, media, government agencies, academic journals and conference
presentations. Simple ways to present large volumes of data in graphs were illustrated,
particularly where the data are from several time periods and cohorts. A checklist of
information that should be included when reporting observational longitudinal research,
covering topics such as study rationale and population, data collection and methods of
analysis was discussed. Presentation of results from longitudinal statistical models was
illustrated using ALSWH data and the role of the Data Management group within the
project was discussed.
6.3.2. Other Conference Presentations
Brown WJ, Williams L, Ford JH, Ball K, Dobson AJ. Identifying the 'energy gap':
magnitude and determinants of five year weight gain in mid-age women. 4th Annual
Conference of the International Society of Behavioural Nutrition and Physical Activity,
Amsterdam, June 2005.
Purpose
The aims of this study were to estimate average yearly weight gain in mid-age women,
and to identify the determinants of this weight gain, and of gaining weight at double the
average rate.
Methods
The study sample comprised 8071 participants (aged 45-55 years) in the Australian
Longitudinal Study on Women's Health who completed mailed surveys in 1996, 1998 and
2001.
Results
On average the women gained almost 0.5 kg per year [average 2.42 kg (95% CI:2.29-2.54)
over 5 years]. This equates with an energy imbalance of only about 10kcal or 40kJ per
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day. Variables associated with energy balance (physical activity, sitting time and energy
intake), as well as quitting smoking, menopause / hysterectomy, and baseline BMI
category were significantly associated with weight gain. After adjustment for all the other
biological and behavioural variables, the odds of gaining weight at twice the average rate
(more than 5kg over 5 years) were highest for women who quit smoking (OR=2.94; 95%
CI: 2.17, 3.96). There were also independent relationships between the odds of gaining
>5kg and (1) decreased habitual physical activity; (2) increased time spent sitting; (3)
energy intake, (but only in women with BMI > 25 at baseline); (4) menopause transition
and (5) hysterectomy.
Conclusions
The findings suggest that in addition to energy intake and expenditure there are other
physiological factors associated with weight gain in mid-life. Nevertheless the size of the
energy imbalance suggests that small changes in the modifiable behavioural variables
could prevent further weight gain.
Brown P, Warner-Smith P, Cerin, E. ‘The ‘work/life tensions’ project: exploring
experiences of time among dual-earner parents in Australia’. Paper presented to The
Founding Conference of the International Centre for Work and Family (ICWF)
International Research on Work and Family: From Policy to Practice IESE Business
School, University of Navarra, Barcelona, Spain July 7-9, 2005
No abstract available
Lee. C., France, J., & Powers, J. Correlates of Stability and Change in Depression
among Young Australian Women. Paper presented to the Eleventh Health Outcomes
Conference, Canberra, August 2005.
Depression is recognized as a major public health issue; its early onset and chronicity
explain why it has been identified as the leading cause of years lost due to disability in
Australia. While there is extensive cross-sectional evidence on the prevalence and
correlates of depression, the Australian Longitudinal Study on Women’s Health
(ALSWH) provides a unique longitudinal perspective on change and stability in
depressive symptoms.
This paper uses data from the Younger cohort of the ALSWH to examine changes in
depressive symptomatology, and associations with physical health and personal
circumstances. Analyses are based on data from 7,704 women who responded to Survey 2
of ALSWH in 2000, aged 22-27, and to Survey 3 in 2003, aged 25-30. The Center for
Epidemiologic Studies Depression scale was used to categorize women at each survey as
“depressed” or “not depressed.”
Overall, 60% of women did not meet criteria at either survey (“never depressed”), while
14% met criteria both times (“remain depressed”). Further, 15% met the criteria at Survey
2 only (“no longer depressed”) and 11% at Survey 3 only (“became depressed”). The
“always depressed” group, as expected, scored significantly lower than the “never
depressed” on measures of socioeconomic status at both Surveys: education, income, and
history of unemployment. At each Survey, and compared to the “never depressed”, the
“remain depressed” group appeared in poorer physical health, with more GP and specialist
visits, more major diagnoses, and more self-reported symptoms. They also had a
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significantly greater likelihood of risky behaviours, including smoking and illicit drug use,
lower social support, and a greater number of major life events.
Generally, the “became depressed” group were similar to the “remain depressed” group
once they met the CESD depression criteria, but similar to the “never depressed” group
when they did not. Symptoms, diagnoses and service use all changed to suggest better
functioning at Survey 3 in the “no longer depressed” group. However, these women
continued to have higher levels of smoking and illicit drug use than those who had never
been depressed. Although caution must be used in interpreting self-report data from two
time points, these data suggest that some risk behaviours correlated with depression will
persist even if depressive symptoms are alleviated, with potential long-term health
consequences. This underlines the importance of prevention and early detection and
treatment of depression.
Young, A. Matthews, S., Clemens, S., Donath, S. Changes in short term risky
drinking among women: Factors that influence change. Paper presented at the 36th
Public Health Association of Australia Annual Conference, Perth, September 2005.
It is generally accepted that young people’s short-term risky drinking behaviour reduces
with age. This is generally attributed to key life events such as employment, marriage, and
children. However these factors have tended to be examined in isolation such that life
events will be examined regarding consumption at one time, then family and living
arrangements examined in another and so on. Furthermore most studies are cross
sectional. Using data from the Australian Longitudinal Study on Women’s Health (with a
baseline sample size of 14792 18-23 year olds) this paper examines factors that predict
stopping short term risky drinking. Multivariate analysis is conducted using logistic
regression. Areas examined include: physical and emotional health, stress, life events,
other drug use, SES factors, living arrangements, social support, and family alcohol
consumption. Preliminary results suggest changes in mental health status-smoking
behaviour and BMI are significant predictors. In contrast, gaining employment or
remaining employed reduces the odds of stopping short term risky drinking, as does the
use of other drugs. The birth of a first child and newly married also predicted the cessation
of short term risky drinking, however, long term married and birth of subsequent children
did not. These results will be discussed.
Powers JR, Young AF. Long-term effects of alcohol on the health of mid-age women.
Australasian Epidemiology Association Conference, Newcastle, Australia, October
2005.
The harmful effects on health of heavy alcohol consumption have been well documented.
However the possible benefits of alcohol consumption among women are not as well
understood. Regular consumption of low to moderate amounts of alcohol has been
associated with a reduced risk of some chronic diseases and increased risk of others.
Further health risks exist for women in the form of the association that alcohol has with
both weight-gain and depression. This study aims to assess associations between longterm alcohol consumption and changes in health-related quality of life (SF-36) among
13,716 mid-age women in the Australian Longitudinal Study on Women’s Health
(ALSWH). Data come from three mailed surveys, conducted in 1996 (when the women
were aged 45-50 years), 1998 and 2001.
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Based on the self-reported usual frequency and quantity of alcohol consumed, women
were categorised as non-drinkers, rarely drinks, low risk drinkers (up to two drinks a day)
or risky drinkers (an average of three or more drinks per day). We used general estimating
equations (GEE) to examine changes in SF-36 scores over three surveys by alcohol
consumption, adjusted for area of residence, education, smoking, body mass index and
comorbidity. Compared with being a low risk drinker, women who were non-drinkers or
rarely drank had significantly lower scores on most dimensions of physical health. Being a
risky drinker was associated with poorer mental health and general health than a low risk
drinker.
This study suggests that regularly drinking up to two drinks a day is better for your
physical health and mental health than drinking rarely or not at all. On the other hand,
drinking more than this recommended amount is associated with poorer mental health.
We found women who smoked were more likely to be risky drinkers so that public health
messages about reducing the amount of alcohol consumed may be more effective if aimed
at women who smoke.
Collins C, Young A, Hodge A. Associations between diet quality and health service
utilisation in mid-aged women in the Australian Longitudinal Study on Women’s
Health. Australasian Epidemiology Association Conference, Newcastle, Australia,
October 2005.
Background: Diets of greater food variety have been associated with reduced morbidity
and mortality. The aim of this study was to develop a diet quality score to use within the
Australian Longitudinal Study of Women’s Health (ALSWH) and to examine associations
with health service utilisation data.
Methods: The Cancer Council of Victoria Food Frequency Questionnaire (FFQ) was
completed by 10626 women aged 50-55 years participating in the third survey of the midaged cohort of ALSWH in 2001. A diet quality score (DQS) was defined from the FFQ.
The DQS reflected the number of foods consumed at least once a week consistent with
Australian Dietary Guidelines for adult women. The Diet Quality Score reflects both food
variety and nutrient intakes. The maximum diet quality score was 74, with higher scores
indicating a higher index of self-reported diet quality.
Results: The mean diet quality score was 32.9 +/- 9.0. Women in the highest quintile of
DQS were more likely to have higher education (p<0.001), be more physically active
(p<0.001), and be non-smokers (p<0.001). There were higher intakes of vegetables and
fruit, wholegrains, dairy and meats as you move from the lowest to the highest quintile of
DQS. In the 2001 survey, lower DQS was associated with increased health service
utilisation. The mean DQS for women who visited their general practitioner 7 or more
times in the past year was significantly lower than for women with few visits.
Conclusions: Completing a Diet Quality Score tool is an efficient way of examining diet
quality at the population level. Diet quality scores for women can be ranked and
associations with morbidity, mortality and health service use can be investigated.
Bowe S, Young A, Sibbritt D, Furuya H. Transforming the SF-36 to account for
death in longitudinal studies: does length of time between surveys and cohort
composition matter? Australasian Epidemiology Association Conference, Newcastle,
Australia, October 2005.
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Analyses of longitudinal health-related quality of life data often exclude participants who
die, which limits the generalisability of the results. Methods to incorporate death as a valid
score in the Medical Outcomes Study Short-Form (SF-36) have been suggested but need
to be evaluated in other populations. Our objective was to evaluate a method of
transforming the SF-36 Physical Component Score (PCS) to include death and other
missing values. The transformation estimates the probability of being ‘healthy’ at the next
follow-up survey, based on the current PCS value. Transformations obtained from two
studies with different sample composition and follow-up intervals were compared to
determine whether the transformation needs to be study-specific.
Data for the analyses came from women in the Australian Longitudinal Study of
Women’s’ Health (ALSWH), aged 70-75 years at Survey 1 in 1996 (n=12432), followedup at three yearly intervals. The comparison sample is 9844 US war veterans in the
Ambulatory Care Quality Improvement Project (ACQUIP) followed up one year later.
The equations derived from the two samples (ALSWH and AQUIP) to transform the PCS
scores appeared similar. However when both were applied to the ALSWH data, the
transformed values diverged for those women in poorer health with PCS scores around 3050.
Our findings suggest that the transformation derived from other studies may be
inappropriate for use with a different sample and/or a different follow-up interval. We
support the recommendation that both the PCS and its transformed score should be
analysed to examine the influence of deaths on conclusions drawn from longitudinal
studies.
Furuya H, Young A, Powers J, Byles J. Comparing analytical methods for
longitudinal quality of life data with dropout: a case study.
Australasian
Epidemiology Association Conference, Newcastle, Australia, October 2005.
In longitudinal studies of older people, there is often missing data due to dropout. In
analyses where change in health-related quality of life (HRQOL) is the main outcome of
interest, death is often treated in the same way as dropout for other reasons. However
death is an important outcome that may be strongly associated with changes in HRQOL.
Two types of analytical models, selection models and pattern-mixture models, can be used
in longitudinal studies to incorporate information about cases with missing data due to
death or other reasons.
We examined these models using data from the older cohort of the Australian
Longitudinal Study on Women’s Health. The women were aged 70-75 years at Survey 1
(1996) with follow-up data over six years (Survey 2:1999, Survey 3: 2002). We
investigated the longitudinal relationship between alcohol consumption and HRQOL using
the Medical Outcomes Study Short-Form 36 (SF-36). The SF-36 is a well validated
measure of HRQOL but does not have values that reflect death. Various methods have
been proposed to transform the SF-36 to incorporate death. In one method, the physical
health component score (PCS) of the SF-36 is transformed to the probability of being
healthy at the next follow-up survey, with a value of zero being allocated for deceased
participants. A selection model was developed to incorporate the probability of being
healthy at the next survey, rather than the probability of dropout due to death. In the
pattern-mixture model, the first part of the model is conditional on dropout and the second
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part depends only on the probabilities of occurrence of the different dropout patterns. We
will demonstrate how longitudinal analysis of the relationship between HRQOL and
alcohol consumption can be affected by dropout and we will compare the results from two
models that incorporate dropout.
Young A, Warner-Smith P, Jones P. Specialist Consultations by Women In 19972003: Lower Use In Rural Areas and at What Cost? Australasian Epidemiology
Association Conference, Newcastle, Australia, October 2005.
Many people living in rural and remote areas of Australia have limited access to specialist
medical services. This means they often have to travel long distances to see a specialist,
which can cause financial hardship, disruption to families and delays in receiving
treatment. The poor access to bulk billed general practice consultations in rural areas has
been well documented. However there is a need to examine out of pocket costs for other
health services for people living in rural areas.
The Australian Longitudinal Study on Women's Health provides an opportunity to
examine variations in bulk billing and charges for a range of Medicare-funded services,
according to place of residence, health and socioeconomic status. Survey data have been
collected since 1996 on a random sample of more than 40 000 women, of whom more than
half live in rural areas. In addition, 23 000 of the women have consented to their survey
data being linked to their Medicare data. Using the linked file, variations in bulk billing
and out of pocket costs for specialist services were examined for the seven-year period
1997-2003.
Women were more likely to have consulted a specialist if they lived in urban areas, had
poorer self-rated health, had more GP visits and had private health insurance. The results
showed that bulk billing rates for specialist services were higher for older women.
Contrary to expectations, younger and mid-age women living in rural areas tended to have
lower out-of-pocket costs for specialist services than women living in urban areas.
However this difference is diminishing in recent years.
The reasons for these findings will be discussed, including the suggestion that specialists
working in rural and remote areas may be considerate of the hardship that patients face
when their health requires specialist treatment.
Loxton, D., Powers, J., Schofield, M., & Hussain, R. Gynaecological health among
mid-aged women who have experienced partner violence. 14th Annual Scientific
Meeting of the Australasian Epidemiological Association, Newcastle, October, 2005.
Purpose: Few investigations have examined associations between partner violence and
health using community samples of women. This study investigates associations between
partner violence and gynaecological health, and focuses on use of preventive services in a
representative sample of mid-age women.
Methods: The Australian Longitudinal Study on Women’s Health (ALSWH) collects selfreport data from three age cohorts (aged 18-23, 45-50, & 70-75 in 1996) by mailed
surveys on a rolling basis every three years. For the current study, data come from 10,903
women aged 53-58 years who answered Survey 4 during 2004. Logistic regression models
will be used to determine relationships between partner violence and gynaecological
factors after adjusting for demographic and health behaviour variables. Gynaecological
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factors include Pap smears, mammograms, abnormal test results, hysterectomy and
cervical cancer.
Results: Preliminary analyses revealed a significant association between partner violence
and hysterectomy: 42% of women who had lived with a violent partner had undergone a
hysterectomy compared to 30% of women who had not lived with a violent partner.
Women who had experienced partner violence were less likely than other women to have
undertaken preventive screening, that is, pap smears, mammograms, clinical breast
examinations and breast self-examinations. The presentation will describe associations
between partner violence and gynaecological preventive screening after adjusting for
demographic and health behaviour variables.
Conclusion: The current study builds on prior research among the ALSWH younger
cohort (then aged 18-23 years) that showed relationships between partner violence and
poorer reproductive health. Taken together, these findings of a significant association
between partner violence and poorer gynaecological health and health screening have
important implications for policy and practice.
Byles J, Wheway V, Young A. The effect of energy cut-off points on reporting
dietary outcomes from the Australian Longitudinal Study on women’s Health. (FFQ
group). Australasian Epidemiology Association Conference, Newcastle, Australia,
October 2005.
Background: Self reported dietary intake from food frequency questionnaires (FFQ) has
been shown in previous studies to be affected by under reporting of total energy intake. It
is important to identify under reporting of energy and to control for this is any subsequent
data analysis. This presentation examined the current method to determine cut off points
(Schofield) that indicate which respondents have a valid estimate of energy intake.
Methods: The Cancer Council of Victoria Food Frequency questionnaire has been
validated in mid-age Australian women. The Australian Longitudinal Study on Women’s
Health (ALSWH) began in 1996 with three representative cohorts of women: Younger
(18-23 years), Mid-age (45-50 years) and Older women (70-75 years). The third survey to
both the Mid-age (2001) and Younger (2003) cohorts included a measure of dietary intake.
Basal Metabolic Rate (BMR) was calculated using the Schofield equation, with energy
cut-off points being based on activity level factors ranging from 1.27 to 2.1. Two
fundamental dietary intake questions will be posed on two groups of women: 1) all women
in the sample and 2) those women with valid estimates of energy intake.
Results: A sample of 10.624 Mid-age women for whom BMR could be calculated was
examined. When valid energy cut-off criteria were applied, the sample size was reduced to
as low as 2597women with valid energy intakes. The dietary research question involving
absolute measures of nutrient intake showed substantial differences in outcome between
the two groups, whereas a dietary intake question based on ranking intake resulted in the
same answer being obtained for both groups of women. Further research will incorporate
testing on the Younger cohort and testing the results using different methods for
determining cut-offs.
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Byles J, Wheway V, Young A. Annual Health Assessments for the Elderly: measures
of uptake of the new service and characteristics of users. Australasian Epidemiology
Association Conference, Newcastle, Australia, October 2005.
In November 1999, the Australian government introduced Medical Benefits Schedule item
numbers for Enhanced Primary Care (EPC). These items include case conferencing and
complex care plans, and health assessments for those aged 75 years and over. The health
assessment items (Medical Benefits Schedule Items 700 and 702) focus on functional
assessment, and are supposed to include physical and mental function, social well-being,
medication review, and nutrition. The assessment is designed to be repeated at annual
intervals.
One of the questions surrounding the introduction of these health assessments was how
well and how equitably they would be taken up by older people in the community. It is
known that access to health services is influenced by the socio-economic and personal
circumstances, nut just need. In introducing a service such as Health Assessments the
government needs to monitor not just how well the service is used, but also whether that
service increases health inequality.
The Australian Longitudinal Study on Women’s Health (ALSWH) – widely known as
Women’s Health Australia – is a longitudinal population-based survey, which examines
the health of over 40,000 Australian women, randomly selected from the database of the
Health Insurance Commission (HIC). This study is well positioned to examine uptake of
these new assessment items since their introduction in late 1999. Using self-reported
socio-demographic variables, access to care and health service use, combined with linked
Medicare records from November 1999 to December 2003, we have been able to provide
answers to the questions of EPC uptake and equity of uptake.
Results show an increase in the rate of uptake since November 1999. Women who lived in
urban areas, had made more visits to their general practitioner, were taking more
prescribed medications, and were more satisfied with aspects of their last visit to a general
practitioner were more likely to have taken up an EPC assessment. These results are
encouraging as they show an increased uptake in these assessments, yet they also highlight
inequity in uptake and the initiative may not be addressing health inequity in older
members of the community.
Brown WJ. Upsetting the energy balance equation: what causes weight gain in
Australian women? 5th National Physical Activity Conference, Melbourne, October,
2005.
Current estimates suggest that 2.4m Australian adults are obese and 4.9m are overweight,
and that levels of obesity among women have doubled in the last 15 years. There are few
prospective data on weight change in Australian women, and the determinants of weight
gain at different life stages are unclear. In this presentation, data from 5818 young adult
women (aged 18-23 in 1996) and from 8963 mid-age women (aged 50-55 in 1996) who
responded to three surveys over seven and five years respectively, will be used to
demonstrate that young adult women are gaining weight more rapidly (649 g per year)
than their mid-age counterparts (494 g per year). Women who had higher Body Mass
Index at the start of the study gained weight more rapidly than those who were in the
healthy weight range. Other factors impacting independently on weight gain included
sitting more than 4.5 hours a day, eating take away food, and restrictive eating practices in
the young women, and quitting smoking, hysterectomy, menopause, less than 150 minutes
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of activity per week and sitting more than 4.5 hours a day in the mid-age women. Weight
gain was weakly associated with education, but not with other demographic
characteristics. The amount of weight gained reflects only a very small positive daily
energy imbalance, suggesting that only small changes would be required to prevent
continuing weight gain in these groups.
Clemens, S., Matthews, S., Young, A., & Powers, J. Stability and change in women’s
alcohol consumption. Paper presented at the Australasian Professional Society on
Alcohol and Other Drugs (APSAD) Conference, Melbourne, November 2005.
Alcohol misuse is responsible for extensive personal harm in vulnerable individuals as
well as high societal costs. Research specifically related to women’s alcohol consumption
is important for several reasons. While men drink more and a larger proportion of men are
classified as problematic alcohol users, women appear more sensitive to the negative
consequences of alcohol use; women exhibit a telescoping effect with a faster progression
from regular use to seeking treatment; women have higher mortality at lower consumption
levels. There are others. Although studies have repeatedly demonstrated that younger age
groups are most likely to drink alcohol, consume the most alcohol and to reduce their
consumption as they move through early adulthood. There is conflicting evidence of
stability in drinking patterns in other age groups. The aim of this paper is to present cross
sectional and longitudinal results of the only Australian longitudinal study of women.
Results are presented for three different age cohorts.
Younger women are least likely to abstain from alcohol consumption with only 9%
abstaining compared to 15% in the mid cohort and 34% in the older cohort. Younger
women also consumed alcohol at the highest quantities with 40% more young women
consuming three or more drinks per occasion compared to middle aged. Yet women from
the mid and older cohorts consumed alcohol more frequently with 25% of mid aged and
22% of the older cohort consuming alcohol 3 or more days per week compared to only 5%
of the younger cohort. Standard quantity and frequency results are presented as well as
estimates of the risk of alcohol related harm in long term and short term based on the
Australian NH&MRC guidelines. The longitudinal analysis demonstrated intra-personal
variability in consumption that may not be evident in repeated cross sectional analysis of
the general population. This raises issues for the variability of patterns throughout the
lifespan.
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6.4. MEDIA
6.4.1 Television, Radio and Internet
Date
19/7/05

Media
ABC RN Life
Matters

20/7/05

2SER Breakfast

14/9/05

Channel 7 National
News
ABC Radio
Dave Richards
Vegan 953

14/9/05
14/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05
15/9/05

ȱ

ABC Radio
Brisbane
ABC Radio
Brisbane
ABC Melbourne
ABC
Alice Springs
National 9
Current Affair
ABC Rural Radio
National
2CCC Radio
ACT
NBN News
Newcastle
NBN News
Tamworth
NBN News
Gold Coast
ABC Newcastle
News
ABC 936
Hobart
ABC
Newcastle
John Laws
Syndicated
Commercial Radio
ABC Breakfast
Radio Sydney
PHC RISe Update:

Title
Work-Family Balance
and Social and
Emotional Well-Being
Work-Family Balance
and Social and
Emotional Well-Being
Achievements Launch

Beverly Lloyd PhD Student

Achievements Launch

Professor Annette Dobson

Achievements Launch

Professor Annette Dobson

Achievements Launch

Professor Annette Dobson

Achievements Launch

Professor Annette Dobson

Achievements Launch
Obesity Epidemic
Achievements Launch
Obesity Epidemic
Achievements Launch
Stress and Obesity
Achievements Launch
Stress and Obesity
Achievements Launch
Obesity
Achievements Launch
Funding
Achievements Launch
Funding
Achievements Launch
Funding
Achievements Launch
Weight gain
Achievements Launch
Weight gain
Achievements Launch
Funding
Achievements Reports
Weight Gain

Professor Christina Lee

Achievements Launch
Obesity, stress

Dr Penny Warner-Smith

Achievements Launch

Press Release Launch

ȱ

WHA Collaborator
Beverly Lloyd PhD Student

Professor Annette Dobson

Professor Christina Lee
Professor Christina Lee
Professor Christina Lee
Professor Christina Lee
Dr Anne Young
Dr Anne Young
Dr Anne Young
Dr Penny Warner-Smith
Dr Penny Warner-Smith
Dr Penny Warner-Smith
Dr Penny Warner-Smith
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Date

Media

Title

WHA Collaborator

15/9/05

ABC Online

Press Release Launch

15/9/05

News ninemsn
AAP
News ninemsn
AAP
Seven.com.au

Australian women
getting fatter quicker,
researchers say
Twenty something
getting fatter: study
Rural women wed
younger
Rural women wed
younger: study
Achievements Launch
Achievements Launch
Funding
Achievements Launch
Obesity, stress and
alcohol
Achievements Launch
Weight Gain
Achievements Launch
Obesity and life style in
rural areas
Achievements Launch

Dr Anne Young

Achievements Launch

Professor Annette Dobson

Achievements Launch

Dr Deborah Loxton

Achievements Launch
AEA Conference
Ageing
AEA Conference
Ageing
AEA Conference
Alcohol & Older
Women
Older Single Women

Professor Annette Dobson
Professor Julie Byles

15/9/05
15/9/05
15/9/05
16/9/05
16/9/05
16/9/05
20/9/05
20/9/05

ABC
Mid North Coast
ABC
Bush Telegraph

26/9/05
6/10/05

ABC Radio
Virginia Jones
ABC Rural Radio
ACT
Channel Ten
State Focus
Whyalla Radio
ABC Dubbo

6/10/05

ABC Newcastle

7/10/05

NBN Newcastle.

24/10/05

ABC South Coast
NSW
ABC Regional
Stations “Inland
Afternoon”

21/9/05
25/9/05

26/10/05

ȱ

2NUR
Newcastle
2HD
Newcastle
ABC Radio
Brisbane

Older Single
Women/What Young
Women Want

ȱ

Press Release Launch
Press Release Launch
Press Release Launch
Dr Deb Loxton

Professor Christina Lee
Dr Anne Young
Professor Christina Lee
Professor Annette Dobson

Professor Julie Byles
Ms Jenny Powers
Professor Christina Lee
Professor Christina Lee
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6.4.2. Magazine and Newspaper articles
Date
25/6/05
29/6/05
30/6/05
15/9/05
15/9/05
15/9/05

ȱ

Media

Title

The Sydney Morning Retiring a distant dream for
Herald
women
The Age
For Australian women, the
labour pains never end
Bendigo Advertiser
Lecture to discuss women’s
health
The Australian
Working women in the best
Selina Matthews
of health
Sydney Morning
Obesity – the new crisis for
Herald
women
Newcastle Herald
Modern women not that
different

15/9/05

The Daily Telegraph

Fatter and Stressed

15/9/05

Women’s health the winner

16/9/05

The Jean Hailes
Foundation
The Daily Telegraph

23/9/05

Kalgoorlie Miner

$4.6m grant for women’s
study
Doctor Demand

28/9/05

Newcastle Star

Women’s Research Grant

28/9/05

Hunter Post

30/9/05

Medical Observer

3/10/05

Who Magazine

Women’s hearts are set to
break
Partner violence linked to
poorer gynae health
Quarter-Life crisis

24/10/05

Sydney Morning
Herald

Flying solo: Call them
funsters, not spinsters

ȱ

WHA
Collaborator
Dr Penny WarnerSmith
Professor Lois
Bryson
Professor Annette
Dobson
Professor Annette
Dobson
Professor Christina
Lee
Press Release
Launch
Press Release
Launch
Press Release
Launch
Press Release
Launch
Press Release
Launch
Dr Anne Young
Dr Deborah Loxton
Professor Christina
Lee
Professor Christina
Lee
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7. ARCHIVING
The project team has a policy of archiving with the Australian Social Sciences Data
Archive (ASSDA) at the Australian National University on an annual basis. Each year we
archive the most recently completed data set, and may re-archive earlier data sets if there
have been changes.
To date, data has been archived for Surveys 1 and 2, and for Survey 3 of the Mid-age and
Older age groups. The data set for Younger Survey 3 has been completed, and the project
team has been working with these data sets for some time in order to identify any
additional errors before archiving. In October 2005, Survey 3 data from the Young age
group (collected in 2003) were archived with the Australian Social Science Data Archive
(ASSDA). Ten files were copied to a CD and sent by post to ASSDA. The files were:
1. WHA Data Dictionary – Microsoft Access 2002 database
2. Data Dictionary Users Guide – Microsoft Word 2002 document
3. WHA3YngA.txt – Level A data file, containing 501 variables for 9081 cases
4. WHA3YngB.txt – Level B data file, containing 500 variables for 9081 cases
5. WHA3YngFFQ.txt – Food Frequency Questionnaire data file, containing 217
variables for 9076 cases (access level B)
6.
7.
8.
9.

Yng3FormatsB.txt – formatting information for Level B data file
Yng3LabelsB.txt – variable names for Level B data file
Yng3FormatsFFQ.txt – formatting information for FFQ data file
Yng3LabelsFFQ.txt – variable names for FFQ data file

10. Yng3ScannedVersion.pdf – a PDF copy of the survey completed by participants
Each data item is assigned an Access level – level A or level B. Level A items (which
contain potential personal identifiers) are not available to other researchers due to privacy
issues, and are archived solely as an off-site backup system. Level B data are available to
all approved applicants. For confidentiality reasons, level B data are made re-identifiable
by the removal or aggregation of several potentially identifiable variables. The data were
sent as three files per survey – a level A data set, a level B data set and an additional data
set containing Food Frequency Questionnaire data which uses level B access.
As well as being a valuable and reliable off-site backup of all Women's Health Australia
data, archiving will make the data available for future use by other researchers, subject to
certain conditions.

ȱ

ȱ
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Research Centre for Gender and Health, University of Newcastle
RCGH Director
Project Manager/ RCGH Deputy Director
Project Statistician
Statistician
Assistant Statisticians

Prof Lois Bryson
Dr Penny Warner-Smith
Dr Anne Young
Ms Jenny Powers
Dr Virginia Wheway
Mr Andrew Hampson
Ms Angela Wood
Mrs Jean Ball
Mrs Anna Graves
Mrs Penny Knight
Dr Deborah Loxton
Ms Rosie Mooney
Mrs Catherine Chojenta
Ms Jenny Helman
Ms Jodie Gaven
Ms Julie Brookes
Mrs Lyn Adamson
Mr Timothy Neve
Ms Melanie Moonen
Ms Sue James
Ms Liz Knock
Ms Ingrid O’Neill
Ms Amy Sales
Ms Jackie Sales
Ms Monica O’Neill
Ms Jodie Bradbury
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9. APPENDIX

Materials for Younger Survey 4 Pilot

ȱ

ȱ

women’s
health
australia
Name
Address
Town State Postcode

ID

Date

Dear
Thank you for your help with the Women’s Health Australia project over the years. As you may remember, in
1995 you were invited to participate as one of our “pilot” respondents. We’ve asked you several times now to
help us by completing a draft version of the survey that goes to over 12,000 women in your age group across
Australia. Your responses have been very valuable. We use your answers to the questions, and your comments
about the layout or the items, to make improvements to the survey before sending it out to the entire group. We
are sure that your help and feedback have played a major role in the success of our project so far.
We intend to survey women in your age group for the fourth time during 2006. Once again we would appreciate
your help in developing the questions for that survey. If you are willing to help, please fill out the enclosed survey
and return it to us in the envelope provided.
If there are any questions that you do not understand, cannot answer or do not want to answer, or if you have
any comments about the wording or the layout, please complete the enclosed Evaluation Form and return it with
your survey. You can also write your comments anywhere on the survey. If you prefer you can ring us on our
Freecall number 1800 068 081 to ask any questions. With your feedback we will be able to get the questions
right for the main survey in 2006.
Your continuing participation in this project is, of course, voluntary, and we very much appreciate your
contribution. However, if at any time you would like to discontinue your involvement, please telephone or write to
us. If we do not hear otherwise, we will continue to include you in the project.
Thank you again for your help, we hope to hear from you soon.
Yours sincerely

Professor Annette Dobson
(Project Director)

Should you have concerns about your rights as a participant in this research, or you have a complaint about the manner
in which the research is conducted, it may be given to the researcher, or, if an independent person is preferred, to the
Human Research Ethics Officer, Research Office, The Chancellery, The University of Newcastle, University Drive,
Callaghan NSW 2308, telephone 02 4921 6333, email Human-Ethics@newcastle.edu.au.
The University of Newcastle, University Drive, Callaghan, NSW, 2308, AUSTRALIA
Telephone: 02 4923 6872, Facsimile: 02 4923 6888
International Telephone: +61 2 4923 6872 International Facsimile: + 61 2 4923 6888
Email: whasec@newcastle.edu.au
Home Page: http://www.newcastle.edu.au/centre/wha

No stamp required
if posted in Australia

women’s
health
australia

Women’s Health Australia
Reply Paid 70
HUNTER REGION MC NSW 2310

No stamp required
if posted in Australia

women’s
health
australia

Women’s Health Australia
Reply Paid 70
HUNTER REGION MC NSW 2310

No stamp required
if posted in Australia

women’s
health
australia

Women’s Health Australia
Reply Paid 70
HUNTER REGION MC NSW 2310

HAVE YOUR DETAILS CHANGED?
If you have changed your name, address or telephone number, please advise us of your new
details by calling FREECALL 1800 068 081 or by completing and returning this card.
Title

Full Name

Address
State

Ms Anne Webb
121 Roundabout Rd
Richmond East NSW 2120

Postcode

Ph(home) (

)

(

)

Ph(work)
Ph(mobile)
Email
ID number

2005

(Please write your ID number in this space)

Please keep this card in a safe place until you need to contact us.

HAVE YOUR DETAILS CHANGED?
If you have changed your name, address or telephone number, please advise us of your new
details by calling FREECALL 1800 068 081 or by completing and returning this card.
Title

Full Name

Address
State

Mrs Jane Smith
45 Road St
St Kilda VIC 3182

Postcode

Ph(home) (

)

(

)

Ph(work)
Ph(mobile)
Email
ID number

2005

(Please write your ID number in this space)

Please keep this card in a safe place until you need to contact us.

HAVE YOUR DETAILS CHANGED?
If you have changed your name, address or telephone number, please advise us of your new
details by calling FREECALL 1800 068 081 or by completing and returning this card.
Title

Full Name

Address
State

Miss Jennifer Jones
789 Tree Gr
Perth WA 6000

Postcode

Ph(home) (

)

(

)

Ph(work)
Ph(mobile)
Email
ID number

2005

(Please write your ID number in this space)

Please keep this card in a safe place until you need to contact us.

women’s
health
australia
As outlined in the letter accompanying this survey, you are one of our pilot group.
As well as completing the survey, we would like to know what you think of it.
We may make changes before sending it to others in your age group in 2006.
Please help by answering the questions below.

1.

Were there any questions you found difficult to understand?
If Yes, which questions were they and why?

Yes / No

2.

Were there any questions you didn’t want to answer?

Yes / No

If Yes, which questions were they and why?

3.

Were there any questions you found too personal or not relevant?
If Yes, which questions were they and why?

Please turn over

Yes / No

➞

4.

5.

Would you be willing to complete the survey online
(on the internet) in the future?

Yes / No

Do you have any other comments about the survey wording, layout or anything else?

Your feedback will help us improve the survey.
Thank you for taking the time to complete this evaluation sheet.

© NCS Pearson 13862 00 01 02 03 04 05
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