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Director’s Report

The Australian Longitudinal Study 
on Women’s Health has now 
completed its seventh year and 
continues to grow in complexity 
and in value. The project, funded 
by the Commonwealth Department 
of Health and Ageing since 
1995, is designed to provide a 
longitudinal perspective on the 
changing health needs of women 
throughout Australia, in order to 
inform government policy and 
practice.

Its main strengths are its large and 
representative survey sample, its 
multidisciplinary perspective, and 
most importantly its longitudinal 
nature.

The survey is the largest of its 
kind ever conducted in Australia, 
tracking over 40,000 women 
selected from the Australian 
population in three age groups. 
The women were aged 18-23 
(younger), 45-50 (mid-age) and 
70-75 (older) when first selected 
in 1996, and the project will 
follow these women over 20 
years as they pass through the 
transitions and milestones of adult 

life. The women were selected 
randomly, with deliberate over-
representation of women living in 
rural and remote areas so that this 
important population subgroup is 
well represented in the data. Each 
year the research team surveys 
one age group, on a rolling basis, 
as well as carrying out analysis 
and conducting substudies with 
smaller groups with particular 
characteristics. 

Considerable efforts are expended 
on maintaining the interest and 
involvement of the women who 
participate, so that the samples 
remain representative of women 
from all backgrounds and walks of 
life as the years pass. Strategies 
such as sending an annual 
newsletter to all participants and 
taking up all opportunities for 
media coverage help to remind 
participants of the project and its 
value, while the behind-the-scenes 
team of phoners and trackers keep 
participants’ contact details up to 
date.

The survey covers a much wider 

range of topics than traditional 
views of “women’s health,” with 
their emphasis on reproduction, 
might suggest. Women’s physical 
and emotional health, use of 
medical and health services, 
personal and family circumstances, 
health habits and daily lives are 
all considered in an effort to 
understand women’s health in its 
social and personal context. 

The research team comprises 
experts from a wide range of 
disciplines including epidemiology, 
nutrition, sociology, statistics, 
psychology, and medicine. 
Research and project work is 
centred at the University of 
Newcastle, with a strong and 
growing node at the University 
of Queensland. It also involves 
researchers, associates and 
students at seven other Australian 
universities and is increasingly 
developing international links.

Its longitudinal nature is what 
gives the project its uniqueness 
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Project Director

and ability to provide valuable 
information. The fact that the same 
women are tracked across many 
years, and that data are linked 
at an individual level, mean that 
the effects of life changes can be 
mapped. It also means that the 
impacts of changes in health policy 
and practice on women’s health 
and well-being can be assessed.

This year’s Report focuses on 
some of the longitudinal outcomes 
of the project so far. Longitudinal 
data analysis is a complex process 
which itself cannot commence until 
each survey has been processed, 
data quality checked, and cross-
sectional relationships among the 
variables understood. Increasingly, 
however, the project is producing 
valuable insights into the ways in 
which women’s health changes in 
response to life changes, and into 
the effects that changes in policy 
have on women’s well-being.

This year has been a busy one for 
everyone involved in the project. 
As usual, the team has cleaned 
and checked the data from last 
year’s main survey, carried out this 
year’s annual survey, prepared 
and piloted next year’s main 
survey, and carried out a series 
of interlocking analyses and 
substudies. This year has also 
seen the main office moved from 
one location to another within 
Newcastle, and a major scientific 
review of the project, which will 
determine the level of funding for 
the next five years. I am confident 
about the future of the project, 
and the team’s continuing ability 
to produce high quality, policy-
relevant research findings.
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Associate Investigators 2002

Dr Jon Adams, BA(HONS), PGDIP, MA, 
PHD
Centre for Clinical Epidemiology 
and Biostatistics, University of 
Newcastle
Dr Surinder Baines, BSC, DIPNUT, 
DIPDIET, PHD
Discipline of Nutrition and 
Dietetics, University of Newcastle 

Mr Michael Bittman, BA
Social Policy Research Centre, 
University of New South Wales

Professor Peter Brown, 
BSOCSCI(HONS), DIPED, MSC, PHD
School of Leisure Studies, Griffith 
University

Dr Pauline Chiarelli, DIPPHYSIO, 
GRADDIPHLTHSOCSCI, MMEDSCI(HPROM), 
PHD
Faculty of Medicine and Health 
Sciences, University of Newcastle

Dr Rafat Hussain, MBBS, MPH, PHD
School of Health, University of 
New England

Dr Helen Keleher, RN, BA, MA, PHD
School of Health and Environment, 
La Trobe University, Bendigo 

Dr Ann Larson, BA, MA, PHD
Combined Universities Centre for 
Rural Health, Geraldton

Dr Julia Lowe, MB, CHB, FRCP(UK), 
MMEDSCI

Department of Endocrinology, John 
Hunter Hospital, Newcastle

Dr Ruth McNair, MBBS, DRACOG, 
DA(UK), FRACGP, FACRRM
Department of General Practice, 
University of Melbourne

Dr Amanda Patterson, BSC, 
MNUTRDIET, PHD
Department of Nutrition and 
Dietetics, Kings College, London

Dr Barbara Pocock, BEC, PHD
Department of Social Inquiry, 
University of Adelaide

Dr Angela Taft, BADIPED, MPH, 
PHD
Centre for the Study of Mothers’ 
and Children’s Health, La Trobe 
University

Associate Professor Marika 
Tiggemann, BA,  PHD
School of Psychology, Flinders 
University

Dr Cathy Turner, RN, BA 
GRADDIPTEACHING, MN, PHD
School of Population Health, 
University of Queensland

Dr Deirdre Wicks, BA, PHD
Department of Political Science 
and Sociology, National 
University of Ireland, Galway,  
Ireland

Staff 2002

Part-time
Ms Jane a’Beckett
Ms Emily Anderson
Ms Sandra Bell
Ms Rosie Brotherston
Ms Tamar Brown
Ms Eliza Fraser
Ms Alicia Frost
Ms Sheree Gregory
Ms Natalie Grove
Ms Jenny Helman
Mr Marcus Howlett
Ms Catherine Ireland
Ms Claire Johnson
Ms Natasha Matthews
Ms Liane McDermott
Ms Cristina Mears
Ms Zoe Turner

Professor Christina Lee, BA, PHD, 
FAPS
Project Manager

Ms Jennifer Powers, BSC, 
ASSOCDIPAPPLSC(COMP), MMEDSTATS

Statistician

Ms Anne Russell, BSC, DIPNUTDIET, 
MMEDSTATS

Senior Project Officer 

Dr Anne Young, BMATH, DIPMEDSTAT, 
PHD, ASTAT

Statistician

Full-time
Ms Lyn Adamson
Research Assistant/Publicity 
Officer

Ms Jean Ball, BMATH, DIPMEDSTAT

Data Manager

Ms Joy Goldsworthy, BA(HONS)
Research Assistant

Ms Penny Knight
Secretary

Ms Sue James
Secretary
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Students 2002

Ms Sandra Bell, BSC(PSYCH)HONS, 
PHD CANDIDATE

Research Centre for Gender and 
Health, University of Newcastle

Ms Kate France, BA(HONS), DIPED, 
MSC, MPYSCHCLIN, PHD CANDIDATE

Research Centre for Gender and 
Health, University of Newcastle

Ms Melissa Graham, BPH(HONS), 
PHD CANDIDATE

School of Health and Human 
Sciences, La Trobe University

Ms Beverley Lloyd, BA, GRADCERTED, 
MPH, PHD CANDIDATE

School of Public Health, University 
of Sydney

Ms Deborah Loxton,  BPSYCH(HONS), 
PHD CANDIDATE

School of Health, University of 
New England

Ms Heather McKay, BSCOPTOM, 
GRADDIPWOMHLTH, PHD CANDIDATE

Key Centre for Women’s Health in 
Society, University of Melbourne

Ms Lauren Miller-Lewis, 
BPSYCH(HONS), PHD CANDIDATE

School of Psychology, Flinders 
University of South Australia

Ms Lisa Milne, BA(HONS), 
PHD CANDIDATE

Department of Sociology & 
Anthropology, University of 
Newcastle

Ms Glennys Parker, BA, BSC(HONS), 
PHD CANDIDATE

Research Centre for Gender and 
Health, University of Newcastle

Ms Gabrielle Rose, RN, 
GRADDIPOTMGMT&TECHNIQUE, BA, 
PHD CANDIDATE

Key Centre for Women’s Health in 
Society, University of Melbourne

Ms Nadine Smith, BSC , MMEDSTATS, 
PHD CANDIDATE

School of Population Health, 
University of Queensland

Mr Esben Strodl, BSC (HONS), 
MCLINPSYCH, PHD CANDIDATE

Department of Psychology, 
University of Queensland

Ms Lauren Williams, BSC(HONS), 
GRADDIPDIET, GRADDIPSOCSCI, 
PHD CANDIDATE 
Research Centre for Gender and 
Health, University of Newcastle

Congratulations to our 
successful graduates 
- 2002

Dr Sue Outram, PHD

Dr Samantha Hollingworth, MPH

Some of the staff members
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Why a Longitudinal Survey?

What makes Women’s Health 
Australia such a valuable source 
of information is the fact that it is 
longitudinal. That is, the research 
team surveys the same women 
on a regular basis throughout 
the life of the project, gradually 
building up a long-term picture of 
how women’s lives change over 
time. The confidential linkage of 
successive surveys means that it 
is possible to explore changes in 
the lives of women. This design 
provides a much stronger basis 
for understanding health needs 
than does the more usual cross-
sectional survey. Even the national 
census, despite being repeated 
every five years, does not allow 
this level of individual linkage 
over time and thus cannot answer 
questions about health across life 
changes.

For example, most of the younger 
women were single and childless 
at Survey 1 in 1996. By 2000, 
the proportion who were mothers 
had risen from 8% to 17% and 
the proportion in permanent 
relationships had risen from 20% 
to 35%. As we have data for many 
women both before and after they 
reach these major life changes, 

and from others who have yet to 
reach these milestones, we are 
able to draw strong inferences 
about the effects that such 
changes have on women’s health. 
At the other end of the lifespan, the 
older cohort are increasingly facing 
bereavement, with widowhood 
becoming normative among 
women in their eighties. The 
longitudinal data can be used to 
explore the short-term impact of 
bereavement, and the longer term 
process of adjusting to widowed 
life, and to draw inferences about 
how best to deal with this inevitably 
difficult life transition.

Another benefit of a longitudinal 
study is that it provides a method 
of evaluating the effects of 
changes in policy and practice. For 
example, rural women report lower 
levels of access to a range of 
medical services, including female 
GPs, after-hours services, and 
bulk billing. Government efforts 
to improve services to rural areas 
may be evaluated by examining 
changes in the perceptions of 
access among rural women. 
Linkage with Medicare records 
further enhances the ability of 
the longitudinal project to assess 
changes in policy and practice. 
The Enhanced Primary Care 
service has recently been included 

as a new Medicare item number. 
The project will be able to examine 
which older women are receiving 
this service, whether the same 
women receive it annually, and 
what personal and demographic 
characteristics these women have. 
This enables the researchers to 
provide information on the extent 
to which the uptake of this service 
is matching areas of greatest need.

Longitudinal research involves a 
number of challenges. Perhaps 
the most important of these 
is maintaining respondents’ 
participation across the years. 
Not only is it important to maintain 
the women’s interest in and 
commitment to the project, it is 
also essential to keep track of their 
current whereabouts and contact 
details. Annual newsletters are one 
way in which we are able to remind 
the participants of the value of the 
project and inform them of some 
of the outcomes. The research 
staff spend a great deal of time 
and effort in tracking women 
whose details have changed; while 
many let us know of changed 
circumstances, others may forget 
and we have to employ a number 
of methods to locate them.

We owe a huge debt of gratitude to 
the women who contribute to the 
project by completion of surveys 
over a number of years, and we 
have a responsibility to them to 
continue to collect good quality 
data so that health services, policy 
and practice are better attuned to 
the changing needs of Australian 
women of all ages.

Schedule of main surveys

young
mid
older
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The long-term maintenance of 
behaviours such as physical 
activity and healthy eating is 
important for the prevention of 
serious but common diseases 
such as diabetes, arthritis, 
and cardiovascular disease. 
Longitudinal analysis is useful in 
understanding the correlates of 
the adoption, maintenance and 
cessation of these health-related 
behaviours, and several related 
analyses are currently in progress 
or recently completed which shed 
light on this issue.

Cross-sectionally, Surveys 1 and 
2 of the younger cohort (aged 
18-23 at Survey 1, and 22-27 at 
Survey 2) show that the number 
of overweight women had risen 
from 20% to 31.5%; the number 
of women who were not physically 
active had barely changed, from 
43% to 44%. However, these 
cross-sectional snapshots disguise 
huge variation. Looking at the data 
longitudinally show that 44% of the 
young women had maintained their 
weight, while 15% had lost weight 
and 41% had gained. And while 

the overall rate of physical activity 
had not changed, about 20% of the 
younger women had changed from 
active to inactive, and a similar 
number had changed from inactive 
to active.

Separate analyses of the 
correlates of these changes – one 
on weight, conducted by Kylie Ball, 
Wendy Brown and David Crawford, 
and one on physical activity, 
conducted by Wendy Brown 
and Stewart Trost – showed 
remarkably similar results.

Patterns of physical activity, and 

weight, appear to change in line 
with the major transitions of young 
adulthood. Increases in weight and 
decreases in physical activity were 
most common among those young 
women who had married; moved 
from full-time study to paid work; or 
had a baby. By contrast, returning 
to study was linked with increases 
in physical activity.

Similarly cigarette smoking 

Young Women: Maintenance and Change of Health 
Habits

changed: some women took up 
smoking for the first time while 
others quit. Liane McDermott, 
with Anne Russell and Annette 
Dobson, has shown how adoption 
of smoking by women in their 
early twenties was related to 
starting work, and a lifestyle of 
partying (including binge drinking). 
In contrast women who gave up 
smoking did so when they became 
married and had children.

The data suggest that times of 
change in women’s personal lives 
are associated with changes in 
health habits. While young women 
are focusing on major adjustments 
in their family and working lives, 
the extent to which they pay 
attention to their own health 
may be diminished. As major life 
changes are a normal part of 
life for women in their twenties, 
these may be crucial years that 
lay the foundations for lifelong 
health habits. The challenge for 
health promotion is to find ways 
of encouraging the maintenance 
or adoption of good health habits 
during these times of change, so 
that the young women of today 
have the best chance of remaining 
in good health as they become 
older.

References
Ball K, Brown W & Crawford D. Who does 
not gain weight? Prevalence and predictors 
of weight maintenance in young women. 
International Journal of Obesity, in press.

Brown WJ & Trost SG. Life transitions and 
changing physical activity patterns in young 
women. American Journal of Preventive 
Medicine, submitted 2002.  

McDermott L, Russell A & Dobson A. Cigarette 
smoking among women in Australia. Report for 
the National Tobacco Strategy. 2002.

 no change change

One fifth of the women were classified as ‘active’ in 
1996 but were ‘inactive’ in 2000
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Mid-age Women: Maintaining Well-being through the 
Menopause Transition

Menopause occurs as part of 
normal ageing in healthy women, 
at an average age of around 
51 years. There is, however, 
considerable variation among 
women in the timing of the onset of 
the menopause, the duration of the 
peri-menopause, and the extent to 
which symptoms or reductions in 
well-being are experienced. 

The longitudinal data from the mid-
age women (aged 45-50 at Survey 
1, and 47-52 at Survey 2) have 
been used to explore changes 
associated with the menopause, 
and to compare those who use 
hormone replacement therapy 
(HRT) with those who do not. 
Analysis conducted by Gita Mishra, 
Wendy Brown and Annette Dobson 
explored changes in well-being 
– as measured by the SF-36 scale 
of health related quality of life 
– across two surveys, according 
to categories of menopausal 
change. Cross-sectionally at 
Survey 1, those women who were 
pre-menopausal scored higher 
on all measures of both physical 
and emotional well-being, with 
peri- and post-menopausal women 
scoring less well and those using 
HRT scoring lowest on every 
measure. 

However, it was the change 
in well-being over two years 
between surveys that provided 
the most interesting data. While 
all participants showed reductions 
in self-reported well-being over 
time, the degree of reduction 
was lowest for those women who 
remained pre-menopausal across 
the two surveys. Surprisingly, the 
group who showed the greatest 
negative change was those who 
were taking HRT at one or both 
times. Of course, women choose 

to take HRT on the advice of their 
doctors, usually because they 
are experiencing symptoms or 
reductions in well-being, but it 
is somewhat surprising that the 
degree of negative change was 
also greater than for those women 
undergoing natural menopause. 
Further research is exploring a 
range of possible explanations for 
this reduction in well-being.

There has been considerable 
debate about the extent to which 
menopausal symptoms – such as 
hot flushes and night sweats – are 
biologically or culturally mediated. 
Women in some countries 
report much lower rates of these 
symptoms than do women from 
others. But this in itself does not 
necessarily mean that they do not 
experience the symptoms; it could 
be that they are not as concerned 
by them, or that it is not usual to 
discuss such experiences in some 
cultures. With over 20% of the mid-
age women born outside Australia, 
it was possible for Gita Mishra 
and Christina Lee to conduct an 
analysis of menopausal changes 
and symptoms according to 

country of birth.

As expected, women from Asian 
countries were less likely than 
others to report the menopausal 
symptoms of hot flushes and night 
sweats. But the longitudinal data 
showed that these women were 
passing through the menopausal 
transition more quickly than others. 
A significantly higher proportion 
moved from pre-menopause to 
post-menopause in the two years 
between surveys. Statistical 
analysis suggested that it was 
this shorter peri-menopause that 
explained the lower levels of 
symptoms. Reasons why women 
from Asian countries might 
pass through menopause more 
quickly than women from other 
countries remain to be explored, 
but this finding does suggest that 
menopause experiences do differ 
across countries of origin.

References
Mishra GD, Brown WJ & Dobson AJ. Physical 
and mental health: changes during menopause 
transition. Quality of Life Research, in press.

Mishra G, Lee C, Brown W & Dobson A. 
Menopausal transitions, symptoms and country 
of birth: The Australian Longitudinal Study on 
Women’s Health. Australian and New Zealand 

Changes in physical and social functioning 
(SF-36 subscales) with menopause

PF RP SF MH VT

PF=Physical Functioning RP=Role Physical SF=Social Functioning
MH=Mental Health VT=Vitality

adjusted for baseline scores, lifestyle behaviours and sociodemographic factors



ANNUAL REPORT OF THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH, 2002 13

Older Women: Keeping Active, Keeping Healthy, 
Keeping Happy

The older cohort of Women’s 
Health Australia is a particularly 
valuable one, and its value will 
increase as time passes and the 
women age. While it is inevitable 
that an increasing number of the 
older women will become unable 
to complete surveys, and that a 
growing proportion of them will 
die in each passing year, it is also 
the case that many older women 
maintain healthy, active lives and 
strong community involvement. 
Analysis focusing on the predictors 
of continued well-being and 
independence will provide valuable 
information for understanding 
how best to promote healthy living 
among older Australians.

Although the older women of 
Women’s Health Australia grew 
up at a time when physical activity 
was not expected of women in 
their 70s, empirical evidence 
suggests that the maintenance 
of moderate physical activity 
throughout the lifespan is 
associated with a range of positive 
health outcomes in older age. 
Significantly these include positive 

psychological impacts, which in 
older age may help the individual 
to cope with physical limitations. 
A longitudinal analysis of physical 
activity, its adoption, maintenance 
and cessation, among the older 
women (aged 70-75 at Survey 
1, and 73-78 at Survey 2) was 
conducted by Christina Lee and 
Anne Russell.

As expected, cross-sectional 
analysis showed that the more 
physically active women scored 
better on all the mental health 
subscales of the SF-36 than 
did the less active women. 
Clearly, however, cross-sectional 
relationships do not allow one 
to distinguish cause and effect. 
Perhaps physical activity causes 
improvements in mental health, 
perhaps women in good mental 
health have the energy to get 
up and go out exercising, or 
perhaps some other factors 
such as physical health or social 
circumstances cause both.

With the longitudinal analyses, 

it is possible to account for 
differences that may be relevant. 
These include physical well-
being and major illness; marital 
status; major life events; and body 
mass index. Once these were 
taken into account, women who 
maintained a pattern of physical 
activity or who increased their level 
of activity between the surveys 
showed increases in mental 
health, while those who stopped or 
reduced physical activity showed 
decreases. This provides strong 
evidence that promoting physical 
activity among older Australians 
may be a valuable strategy for 
helping them to maintain good 
emotional health.

Reference
Lee C & Russell A. Effects of physical activity 
on emotional well-being among older Australian 
women: cross-sectional and longitudinal 
analyses. Journal of Psychosomatic Research, 
in press.

Mental health change by  physical activity change 
category  - older cohort. 

   social 
   functioning

MCS

  
emotional

role

mental
health

adjusted for 1996 values of PCS, marital status, BMI, and recent life events

  
vitality
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Factors influencing weight change in mid-aged women

This study addresses the question of why women tend to gain weight in mid-life (45-

55 years) through analysis of the main WHA survey results and a nested cohort study 

of weight change in menopausal women. The analysis of the mid-aged WHA cohort 

showed that women who progressed through menopause (pre to post) in a two year 

period experienced higher mean weight gain (1.5kg) than those who remained pre-

menopausal (0.9kg). Although this was the mean result, it is important to note that 

not all women experienced weight gain with the menopause transition. The nested 

cohort study aimed to investigate why some women undergoing menopause gained 

weight, while others avoided weight gain. Of the 875 women surveyed, 326 women 

gained clinically significant amounts of weight (≥ 2.25kg) over a two year period, while 

483 lost weight or remained the same. There were no significant differences in the 

weight of these women at birth, age 18 or age 25. Weight-gainers and non-gainers 

both commenced adulthood at a mean of 54kg and had gained a mean of 12kg by 

Survey 1 in 1996 (age 45-50). By the nested cohort survey in 1999 the weight-gainers 

were another seven kilos heavier while the non-gainers were one kilo lighter. Weight-

gainers were thus 19 kilograms heavier on average by mid-age than they had been 

in early adulthood. The measure of waist circumference was significantly higher for 

Selected Projects in Progress 2002

PhD Candidate 
Ms Lauren Williams 
(Research Centre 
for Gender and 
Health, University of 
Newcastle)

Supervisors 
Professor Wendy 
Brown & Dr Anne 
Young

Funding Source 
Research Management 
Committee, 
University of 
Newcastle

Completion date 
December 2002
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weight-gainers (95 ±13.3 cm) than non-gainers (90 ± 13.2 cm), suggesting that weight 

differences affected abdominal adiposity. 

Despite being at similar stages of the menopause transition, the weight-gainers 
reported experiencing the vasodilatory symptoms of hot flushes and night sweats more 
frequently than non-gainers. There were no statistically significant differences between 
weight-gainers and non-gainers for energy intake or physical activity. However, the 
weight-gainers scored significantly higher on measures of emotional eating. In terms 
of attitudes, weight-gainers more often reported that tiredness and lack of interest had 
caused a decrease in physical activity, and that emotional eating, craving sweet foods, 
and drinking alcohol had increased their energy intake. These and other findings from 
the sub-study have the potential to inform programs for preventing weight gain in mid-
life.

Women’s experiences of domestic abuse in rural and remote Australia

The goal of this work is to investigate the experiences of women who have lived 
in an abusive relationship in rural and remote regions, their experiences of help 
seeking, their fears around confidentiality, and their experiences of leaving an abusive 
relationship.

The transcripts of qualitative interviews conducted with a subsample of the mid-aged 
cohort during 2001 were examined for themes and issues relevant to country women 
who had experienced domestic abuse.

Women from rural and remote areas who experienced domestic abuse tended to 
be isolated, and faced a higher risk of being threatened with a firearm, compared 
with urban women. Help seeking was inhibited by isolation, distance, fears about 
confidentiality, social relationships between the perpetrator and help providers, poor 
rapport with doctors, previous adverse responses, and a fear of not being believed. 
Help seeking was enhanced when help providers could engender trust, which included 
assurances of confidentiality, a non-judgmental attitude, and being a ‘stranger’ to the 
area. In the short term, leaving an abusive relationship was found to involve moving 
house, leaving the local community, finding work, replacing possessions that were left 
behind, financial hardship, and loss of friendships.

Childlessness and the role of choice in childless women’s reproductive outcome

This project aims to investigate childlessness amongst Australian women. While we 
know little about this phenomenon, it is a matter of significant public interest because 
Australia’s fertility rate has been declining since the early 1970s both because of 
women having fewer children and more women remaining childless. This research 
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Psychosocial risk factors for pregnancy, childbirth, and pregnancy risk-taking in 
late-adolescent females: evidence from Women’s Health Australia.

This research aims to identify psychosocial risk factors of late-adolescent pregnancy, 
childbirth and pregnancy risk taking. To achieve this aim the project has two stages. 

Study 1: Existing WHA data from Surveys 1 and 2 of the young cohort (conducted in 
1996 and 2000) were analysed. The relationship between reproductive behaviour and 
socio-demographic, psychosocial well-being, and aspirational factors was assessed 
in a sample of 1,647 late-adolescent women. Cross-sectional findings indicated that 
lower psychosocial maturity correlated with both late-adolescent pregnancy and 
birth, and problem behaviour was associated with late-adolescent pregnancy. Low 
educational involvement combined with low status employment was also associated 
with late-adolescent childbirth. Longitudinally, poorer psychosocial well-being and high 
aspirations to have a family combined with low job aspirations were associated with 
both late-adolescent pregnancy and childbirth. Stress and alcohol use were additional 
risk factors for pregnancy, and unemployment combined with lower income was another 
risk factor for early childbirth. These findings provided some support for the Eriksonian 
developmental model of adolescent pregnancy and childbirth, in that psychosocial 
well-being partially mediated the relationship between unemployment/income and 
subsequent late-adolescent childbirth. It was concluded that psychosocial factors play 
an important role in the understanding of late-adolescent pregnancy and childbirth.

Study 2: This study aims to identify psychosocial risk factors of late-adolescent 
pregnancy risk-taking. A contraceptive use questionnaire measuring pregnancy risk-
taking (defined as inconsistent and non-optimal use of contraception), was designed 
and pilot tested with the WHA pilot group. Following this, the questionnaire was sent to 
120 of the youngest late-adolescent women from the WHA young cohort. Currently 87 
(72.5%) have been returned. Pre-existing information on their psychosocial status will  
be used to identify possible risk factors and protective factors for pregnancy risk-taking 
in these young women. 

The findings from these studies will be used to inform future Australian research and to 
provide recommendations for efforts to prevent adolescent pregnancy.  
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The purpose of this analysis is to compare and contrast the health status, risk factors 
and health service use of non-heterosexual young women with heterosexual.

The initial focus has been in 3 areas: drug use; mental health; and health service use.

We used data from the second survey of 9,683 young women, who were aged 22-27 
when contacted in 2000. Our focus is on the 9,260 women who provided information 
about their sexual identity. Overall, 91.4% were exclusively heterosexual, and 
8.6% were not exclusively heterosexual (1.0% were predominantly or exclusively 
homosexual.) This distribution is similar to other surveys of representative samples. 

Data were weighted to correct for over-sampling in non-metropolitan areas. Analyses 
which distinguished between heterosexual, bisexual, and lesbian women revealed 
minimal differences between bisexual and lesbian women, so these groups have been 
combined for the main analyses. Odds ratios were adjusted for three confounding 
variables: age, father’s occupation, and region of residence.  

Significant differences have been found between the two groups of women on all 
outcome measures. Of particular interest are the following.

Drug use: Lifetime and last-year measures of the use of licit and illicit drugs were 
significantly higher in bisexual/lesbian women. Bisexual/lesbian women were also 
more likely to have injected drugs.  

Mental health: Bisexual/lesbian women had poorer mental health, significantly 
higher levels of depression, anxiety disorder and self-harm/suicidal behaviour. 
Potential confounders were social support, stress levels and experiences of all 
forms of abuse. Bisexual and lesbian women were more likely to report abuse and 
had lower levels of social support than exclusively heterosexual women. However, 
even after adjusting for abuse and social support bisexual/lesbian women remain at 
higher risk of depression, anxiety and self-reported harm.

Health service use: Bisexual/lesbian women use more health services. Further 
detail will follow in the next report.
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The contraceptive behaviour of young women in Australia

Aim
To determine the socio-demographic factors and health related behaviours associated 
with two aspects of contraceptive behaviour: contraceptive use and contraceptive type 
used among young women in Australia.

Methods
The study sample comprised 14,779 women aged 18 to 23 years who participated 
in the 1996 baseline survey of the Women’s Health Australia project. Of these, 9,683 
women completed the second survey in 2000 when they were aged 22 to 27 years. 
Measures of contraceptive use and contraceptive type were derived from a number 
of questions on contraception in both surveys. Associations between contraceptive 
behaviour and socio-demographic factors and health-related behaviours were 
examined by multinomial logistic regression.

Results
72% of young women reported using contraception in 1996 and 77% in 2000. The 
oral contraceptive pill was the preferred method with 70% in 1996 and 73% in 2000 of 
young women being users, including almost one fifth of these women who used the pill 
in combination with other methods, including the condom. Between one in four (1996) 
and one in five (2000) women used condoms with or without other methods (but not 
the pill). Women who used methods other than the pill or condoms accounted for only 
about 5% of the sample. 

Compared with women who only used the pill, women who used the pill in combination 
with condoms and other methods (not specified) were more likely to be: never married; 
older; drinkers; smokers; and to have had a termination or miscarriage. Women who 
used condoms in combination with other methods (but not the pill) were more likely 
than women who only used the pill for contraception to be: never married; younger; 
born in non-English speaking countries; described their work status as ‘home duties’; 
drinkers; smokers; past users of illicit drugs; obese; and to have had a termination or 
miscarriage. Women who used other methods for contraception were more likely to 
be: older; living with children; born in non-English speaking countries; in an unskilled 
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occupation; non-drinkers; smokers; and to have had a termination or miscarriage 
compared to women who used the pill alone.

Women born in non-English speaking countries were more likely to report not needing 
contraception or to be pregnant than women who used contraception. Women who 
were pregnant or trying to become pregnant were more likely to be married or in de 
facto relationships than women who used contraception. At the time of the second 
survey one in five women had given birth to at least one child and one in ten women 
had had a termination.

Conclusion
Most young Australian women use contraception. The pill is the preferred method with 
considerable use of dual methods (ie. pill and other methods). Despite the widespread 
use of contraception, about 10% of women have experienced a termination 
which indicates a large number of unplanned pregnancies. Strategies to improve 
contraceptive protection could include: more choice of effective methods; education 
about and provision of emergency contraception; and improved compliance with 
currently used methods. 
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Publications 2002

The following abstracts of papers can be found on our webpage under the publication section.
The address is http://www.newcastle.edu.au/centre/wha

Leaking urine is frequently mentioned (anecdotally) by women as a barrier to physical 
activity. The aim of this paper was to use results from the Australian Longitudinal Study 
on Women’s Health (ALSWH) to explore the prevalence of leaking urine in Australian 
women, and to ascertain whether leaking urine might be a barrier to participation for 
women.

More than 41,000 women participated in the baseline surveys of the ALSWH in 1996. 
More than one third of the mid-age (45-50 years) and older (70-75) women and 13% 
of the young women (18-22) reported leaking urine. There was a cross-sectional 
association between leaking urine and physical activity, such that women with more 
frequent urinary leakage were also more likely to report low levels of physical activity. 
Leaking urine was more prevalent in women with children, and in women with BMI>25 
kg.m-2.

More than one thousand of those who reported leaking urine at baseline participated in 
a follow-up study in 1999. Of these, more than 40% of the mid-age women (who were 
aged 48-53 in 1999), and one in seven of the younger (21-26 years) and older (73-79 
years) women reported leaking urine during sport or exercise. More than one third of 
the mid-age women and more than one quarter of the older women, but only 7% of the 
younger women said they avoided sporting activities because of leaking urine.  

The data are highly suggestive that leaking urine may be a barrier to physical activity, 
especially among mid-age women. As current estimates suggest that fewer than half 
of all Australian women are adequately active for health benefit, health professionals 
could be more proactive in raising this issue with women and offering help through 
non-invasive strategies such as pelvic floor muscle exercises. 

The validity of a brief self-report screening measure for elder abuse was examined on 
a nationally representative sample of more than 12,000 older women, in the baseline 
survey of the Australian Longitudinal Study on Women’s Health. The screening 
instrument was a modification of the Hwalek-Sengstock Elder Abuse Screening Test. 
Construct validity was examined using factor analysis and correlation with a wide 
range of socio-demographic, psychological and health related variables. Four factors, 
each of three items, were identified representing the following domains: Vulnerability, 
Dependence, Dejection and Coercion. The Vulnerability and Coercion factors had the 
highest face validity for abuse and demonstrated moderate to good construct validity. 
The six items comprising these factors may provide a simple screening tool for elder 
abuse. The identified correlates of abuse indicators have the potential to enhance 
policy development, screening, intervention and carer support programs.

Brown WJ & Miller 
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Medicine, 2002; 4: 
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Schofield MJ, 
Reynolds R, Mishra 
GD, Powers JR 
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Women’s Health 
Australia study. 
Journal of Applied 
Gerontology, 2002; 
21: 24-39.
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Objectives: To examine associations between nutrition screening checklists and the 
health of older women.

Methods: The Australian Nutrition Screening Initiative (ANSI), adapted from the 
Nutrition Screening Initiative (NSI), was completed by 12,939 women aged 70-75 
years as part of the Australian Longitudinal Study on Women’s Health. Responses 
to individual items in the checklist, and ANSI and NSI scores, were compared with 
measures of health and health service utilization. The performance of an unweighted 
score (TSI) was also examined.

Results: Women with high ANSI, NSI and TSI scores had poorer physical and mental 
health, higher health care utilization and were less likely to be in the acceptable weight 
range. Whereas ANSI classified 30% of the women as ‘high risk’, only 13% and 12% 
were classified as ‘high risk’ by the NSI and TSI respectively.

Conclusions: Higher scores on both the ANSI and NSI are associated with poorer 
health. The simpler unweighted method of scoring the ANSI (TSI) showed better 
discrimination for the identification of ‘at risk’ women than the weighted ANSI method. 
The predictive value of individual items and the checklist scores need to be examined 
longitudinally.

Patterson AJ, Young 
AF, Powers JR, 
Brown WJ & Byles 
JE. Relationships 
between nutrition 
screening checklists 
and the health and 
well being of older 
Australian women. 
Public Health 
Nutrition, 2002; 5: 
65-71.
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A population-based study was conducted to validate gender- and age-specific indices 
of socioeconomic status (SES) and to investigate the associations between these 
indices and a range of health outcomes in two age cohorts of women. Data from 
11,637 women aged 45-50 and 9,510 women aged 70-75 were analysed. Confirmatory 
factor analysis produced four domains among the mid-aged cohort (employment, 
family unit, education and migration) and four domains among the older cohort (family 
unit, income, education and migration). Overall the results supported the factor 
structures derived from another population based study (Australian National Health 
Survey 95), reinforcing the argument that SES domains differs across age groups. 
In general, the findings also supported the hypothesis that the SES domains would 
be associated with physical and mental health for mid-aged women but not for older 
women. The main exception was that in the older cohort, the education domain was 
significantly associated with all specific health measures.

The contribution of leisure to individual health and wellbeing is well documented. It 

Mishra GD, Ball K, 
Dobson AJ, Byles 
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is also clear that patterns of leisure activity are differentiated by gender and regional 
differences, as well as those of age, class and ethnicity. This paper explores the 
leisure and wellbeing of mid aged rural women in a small Australian country town in 
the late 1990’s, focusing on issues which have been identified as being significant 
for women in isolated areas. These include poor job opportunities, a lack of public 
transport and other facilities, community designs that isolate women in their homes, 
family transience, and the politics of being “different” in a small community. Data are 
drawn from focus group interviews, augmented with observation, and the study is 
contextualised in findings from the Women’s Health Australia longitudinal study.

The relationship between multiple social roles and health is a particular issue for 
women, who continue to take major responsibility for childcare and domestic labour 
despite increasing levels of involvement in the paid workforce. This paper analyzes 
Survey 1 data from the Australian Longitudinal Survey on Women’s Health to explore 
relationships between role occupancy and health, well-being and health service 
use in three generations of Australian women. A total of 41,818 women in three age 
groups (young, 18-23; mid-age, 40-45; older, 70-75) responded to mailed surveys. 
Young and mid-age women were classified according to their occupancy of five 
roles – paid worker, partner, mother, student and family caregiver – while older 
women were classified according to occupancy of partner and caregiver roles only. 
Common symptoms (headaches, tiredness, back pain, difficulty sleeping), diagnosis 
of chronic illness, use of health services, perceived stress, and the physical and 
mental component scores of the SF-36 were compared across groups characterized 
by number of roles. Among young women, the best health was associated with 
occupancy of one role; among mid-age women, those with three or more roles were 
in the best health; and for older women, those with one role were in the best health. 
Young women with none or with four or more roles, and mid-age and older women 
with none of the defined social roles, tended to be in the poorest health. The patterns 
of results may be explained by differences in the extent to which women at different 
life stages feel committed to various social roles, and to the extent to which they are 
able to draw on social, material and economic supports.

Family caregiving is an unpaid activity which falls inequitably on women. As one 
component of the Women’s Health Australia survey, this paper uses quantitative and 
qualitative methods to examine the impact of family caregiving in a sample of 13,888 
women aged 45 to 50, of whom 12.8% (N=1,775) responded to specific items about 
caring for a frail, ill or disabled family member and 185 made open-ended comments 
about their experiences. Quantitative analyses showed that caregivers were less 
likely to be employed full-time and more likely to have financial difficulties. Caregivers 
rated their health lower than did non-caregivers, reported more physical symptoms, 
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and scored lower on both the physical and the mental components of the SF-36. They 
also reported higher levels of stress and perceived pressure, were more likely to have 
been admitted to hospital in the previous year, to be taking medication for “nerves”, 
and more likely to smoke, though less likely to drink alcohol. The qualitative analysis 
supported these findings, and in addition identified several new themes including 
difficulties with travel; inadequacies in health and welfare systems; a sense of 
exploitation; and fear for the future. These findings support the view that interventions 
to assist family caregivers must address systemic in addition to individual factors.

Objective:  To identify women’s health and social needs immediately following the 
death of their husband.  

Method:  Follow-up survey of 430 widowed women participating in the Australian 
Longitudinal Study on Women’s Health. 

Results: Surveys were returned by 340 women (79%) and 231 of these women had 
been widowed three years or less. While 81% of the 231 women still lived in their own 
homes, 19% had moved house since being widowed for financial or social reasons. 
There were prevalent needs for legal services (44%), and home maintenance (55%). 
Assistance from medical practitioners included understanding (54%), support (32%) 
and information (20%). Thirty percent said they had received medication to assist their 
bereavement, and 30% had taken medication to help them sleep or “for their nerves” 
within the four weeks prior to survey.  Most women (85%) felt they had maintained or 
increased their level of social contact since becoming widowed. 

Conclusion:  Widowed women have broad needs for practical help and advice. 
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Appropriate services for widowed women need to encompass the social context in 
which widowed women are attempting to reconstruct their lives.

This study investigated the extent to which aspects of abuse and of help-seeking 
were associated with the physical and emotional outcomes of women’s experiences 
of violence and abuse. A total of 1159 women aged 48 to 53, from the mid-age 
cohort of the Women’s Health Australia longitudinal project, completed self-report 
questionnaires. All had reported having experienced abuse and had indicated their 
willingness to participate in surveys on the topic. Measures included descriptors of 
the abuse, SF-36 physical and mental health summary scores, GHQ-12, and the 
CES-D depression scale. Poorer physical and mental health, psychological distress, 
depression, and subjective perception of negative effects were predicted by abuse 
having been frequent, having continued over time, and having occurred in adulthood 
but not having occurred recently. Having discussed the situation with a psychiatrist or 
doctor, and having wanted to leave a situation but not being able, were also significant 
predictors of poorer outcomes. However, characteristics of the abuse and of help-
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seeking accounted for less than 20% of the variance in outcome measures. Further 
research should concentrate on personal characteristics of the women and on coping 
strategies which are predictive of positive outcomes, in order to develop strategies 
which can help women to survive abusive experiences.

This paper analyses physical symptoms experienced by mid-age Australian women 

in different stages of the menopause transition. A total of 8,623 women, aged 45 to 

50 years in 1996, who participated the mid-age cohort of the Australian Longitudinal 

Study on Women’s Health, completed Survey 1 in 1996 and Survey 2 in 1998. Women 

were assigned to one of six menopause groups according to their menopausal status 

at Surveys 1 and 2, and compared on symptoms experienced at Surveys 1 and 2, 

adjusted for lifestyle, behavioural and demographic factors. At Survey 1, the most 

commonly reported symptoms were headaches, back pain, stiff joints, tiredness and 

difficulty sleeping. Peri-menopausal women were more likely than pre-menopausal 

or post-menopausal women to report these symptoms. Hot flushes and night sweats 

were more common among post-menopausal women. Compared with those who 

remained pre-menopausal, women who were in the early stages of menopause or 

peri-menopausal were more likely to report tiredness, stiff joints, difficulty sleeping and 

hot flushes at Survey 2. Women who remained peri-menopausal were also more likely 
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to report back pain and leaking urine. Compared with pre-menopausal women, odds 

ratios for night sweats increased for women in consecutive stages of the menopause 

transition and remained high in the post-menopausal women. 
Introduction: The Australian Longitudinal Study on Women’s Health (ALSWH), funded 
by the Commonwealth Department of Health and Ageing, is a study of the health 
and well being of three large cohorts of Australian women. The ALSWH has made 
extensive use of linked survey and Medicare/Department of Veterans’ Affairs data. 
Results are presented to illustrate the value of the linked data for informing policy 
makers about provision of health services and for monitoring compliance with best 
practice guidelines.

Methods: The project recruited three large, nationally representative cohorts of 
women, aged 18-23 years (n=14,228), 45-50 years (n=13,338) and 70-75 years 
(n=12,317) in 1996. Self-administered postal surveys are completed every three years 
and include a wide range of measures of demographic, social and health-related 
factors. Almost 23,000 of the women have given written consent for the release of 
their individual records from the Health Insurance Commission. Data relating to more 
than 1.5 million Medicare/DVA services provided to these women during 1995-1999 
have been linked to the first two phases of their survey data. Changes in health, health 
service use and the costs of services were examined according to age, urban/rural 
residence and socioeconomic status. Analysis of the linked data for subgroups of 
women, such as frequent attenders to general practice, and the use of best practice 
guidelines for diabetes care were also examined.

Results:  For all age groups, women with lower socioeconomic status tended to 
have lower out of pocket costs for general practice visits. However, women in rural 
and remote areas reported poorer access to doctors who bulk bill and Medicare 
data showed these women had higher out of pocket costs than women living in 
urban areas. Many of the very frequent attenders to general practice had suffered a 
major personal illness, and the survey data showed that many also had very difficult 
personal and social circumstances. Women with diabetes, and those who developed 
diabetes, reported poorer health and greater use of health services and medications 
than women without diabetes. Medicare data helped to quantify the increased health 
service use and expenditure over time (for services outside hospital) for these 
women. However their Medicare data also showed that compliance with best practice 
guidelines for diabetes care, such as monitoring HbA1c, was sub-optimal.

Conclusions: The linked data provide information on medical conditions and social 
circumstances which are valuable for understanding health service use. Inequalities in 
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the provision and costs of health care services were identified. The linked data can be 
used to monitor compliance with best practice guidelines for care and to determine the 
impact of strategies designed to improve the health and well being of women.
Objective: To explore among middle-aged women, the relationship between having 
ever had cosmetic surgery and the frequency of use of other health services.

Design: Retrospective analysis of cross-sectional survey data from the Women’s Health 
Australia (WHA) study.

Setting and participants: A nationally representative sample of the “mid-aged” (45-50 years) 
cohort of women who participated in the 1996 WHA baseline postal survey. Responses 
were received from 14 100 women (a response rate of 54%).

Results: Seven percent of women reported ever having had cosmetic surgery. After 
adjusting for demographic variables, multivariate analysis confirmed that women who had 
cosmetic surgery were significantly more likely to use heath services more frequently (eg, 
surgical procedures, consultations with specialists and alternative health care providers). 
Cosmetic surgery was also associated with a greater number of chronic illnesses and 
use of medication for anxiety and sleep problems.

Conclusion: Further research is needed to determine whether cosmetic surgery is 
directly related to health conditions or to attitudinal or psychosocial variables. Such 
research should examine whether alternative interventions may be more cost-effective 
in dealing with the issues that motivate women to seek cosmetic surgery.

Current psychosocial and health behavioural covariates of past cosmetic surgery 
was assessed in a population-based sample (N=14,100) aged 45-49 years, from 
the baseline survey of the Women’s Health Australia study. Seven percent (n=978) 
reported having ever had cosmetic surgery. Multivariate analysis found that self-
reported dieting frequency in the past year and body mass index were highly 
significant covariates of cosmetic surgery; perception about body weight was 
moderately significant, and satisfaction with body weight was unrelated. A higher 
likelihood of cosmetic surgery was also found for women who had ever been in a 
violent relationship, who had been verbally abused recently, smokers, those taking 
medication for sleep or nerves, and those with private hospital insurance. There 
were moderate associations between cosmetic surgery and state of residence, 
higher occupational status, alcohol use, higher stress, and poorer mental health. Life 
satisfaction, social support, recent life events, physical health, area of residence, 
country of birth, and marital status, though all significant at the univariate level, were 
unrelated in multivariate analyses. The psychological and health implications of the 
findings are discussed.
The Perceived Stress Questionnaire for Young Women (PSQYW) was developed for 
the Women’s Health Australia (WHA) project as a measure of the level and perceived 
sources of stress. A total of 14,779 women aged 18-23 completed the baseline 
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survey. The PSQYW scale was shown to be internally reliable, unifactorial, and to 
have content validity. Convergent construct validity was demonstrated most strongly 
with measures of mental health, life events and symptoms, and more weakly with 
the health behaviours of smoking and alcohol bingeing. There was no relationship 
with physical activity. Multiple regression showed that illness, physical health, mental 
health and life events explained 44% of the variance, with mental health explaining 
the most. Construct validity for the life domains indicated 5 factors relating to family 
of origin, relationships with others, own health, work/money and study. The PSQYW 
was proposed to be an adequate measure of overall perceived stress and to be able 
to indicate broad life domain perceived stress sources for young women. Further 
research with broader demographic samples is proposed to enable the PSQYW to be 
used as a succinct method of assessing perceived stress levels and sources by GPs, 
and other health practitioners.

A study was conducted to investigate associations between ethnicity and acculturation 
status, and risk factors for eating disorders among young adult women. A community 
sample of 14,779 women aged 18-23 completed a comprehensive mail-out survey 
which incorporated questions on country of birth, length of time spent in Australia, 
body weight, weight dissatisfaction, dieting, binge eating and compensatory 
disordered eating behaviours. Results showed that risk factors for eating disorders 
were present across a range of ethnic groups. Further, a strong acculturation effect 
was observed, such that the longer the time spent in Australia, the more women 
reported weight-related values and behaviours similar to those of Australian-born 
women. Results challenge claims that risk factors for disordered eating are restricted 
to Caucasian females in Western societies. Implications for understanding ethnic and 
sociocultural influences on body weight, dieting and disordered eating are considered. 
Objective:  To investigate the prevalence and predictors of weight maintenance over 
time in a large sample of young Australian women. 

Design:  This population study examined baseline and 4-year follow-up data from the 
cohort of young women participating in the Australian Longitudinal Study on Women’s 
Health. 

Subjects:  A total of 8,726 young women aged 18-23 years at baseline.
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Measures:   Height, weight and body mass index (BMI); physical activity; time spent 
sitting; selected eating behaviours (eg dieting, disordered eating, takeaway food 
consumption); cigarette smoking, alcohol consumption; parity; and sociodemographic 
characteristics.  

Results:  Only 39% of the women reported their BMI at follow-up to be within 5% of 
their baseline BMI (maintainers); 36% had gained weight and 14% had lost weight. 
Weight maintainers were more likely to be in managerial or professional occupations; 
to have never married; to be currently studying; and to not be mothers. Controlling 
for sociodemographic factors, weight maintainers were more likely to be in a healthy 
weight range at baseline; and to report that they spent less time sitting, and consumed 
less takeaway food, than women who gained weight. 

Conclusions: Fewer than half the young women in this community sample maintained 
their weight over this four-year period in their early twenties. Findings of widespread 
weight gain, particularly among those already overweight, suggest that early 
adulthood, which is a time of significant life changes for many women, may be 
an important time for implementing strategies to promote maintenance of healthy 
weight. Strategies which encourage decreased sitting time and less take-away food 
consumption may be effective for encouraging weight maintenance at this life stage.

Objective:  To measure changes in physical and mental health in six groups of women 
defined by menopausal status or use of hormone replacement therapy.

Design:  Longitudinal study with two years follow-up. 

Participants:  8623 women participating in the Australian Longitudinal Study on 
Women’s Health, aged 45-50 years in 1996.  

Main outcome measures:  Changes in the eight dimensions of the Short Form 
General Health Survey (SF-36) adjusted for baseline scores, lifestyle, behavioural and 
demographic factors.

Results:  At baseline, mean scores for all dimensions of the SF-36 were highest in pre-
menopausal women. There were declines in the SF-36 dimensions in all six groups of 
women.  Declines were largest in physical functioning (adjusted mean change of -4.9, 
95% confidence interval -6.2 to -3.5) and physical role limitation (-5.7, 95% CI -8.2 
to -3.2) in women who remained peri-menopausal throughout the study period and 
in women taking hormone replacement therapy at the time of either survey; physical 
functioning: -5.3 (-6.7 to -3.9), role physical limitation: -7.5 (-9.9 to -5.1). They were 
smallest in women who remained pre-menopausal; physical functioning: -3.2 (-4.4 to 
-2.0); role physical limitation: -2.1 (-4.3 to 0.1).

Conclusions:  Physical aspects of general health and well-being decline during 
the menopausal transition. Sensitive measures and careful analysis are needed to 
understand why these changes are worse for peri-menopausal women and those 
taking hormone replacement therapy.
Purpose of the study: Early identification of elder abuse requires a valid, easily 
administered screening instrument. This study examined the reliability and validity of 
the ‘Vulnerability to Abuse’ Screening Scale (VASS), a 12-item self-report measure 
with four factors (vulnerability, dependence, dejection, coercion). 

Design and methods: The sample comprised 10,421 nationally representative 
Women’s Health Australia study participants who completed Time 2 postal survey 
in 1999, aged 73-78. We tested validity of the VASS factor structure and whether 
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baseline risk status independently predicted Time 2 attrition. 

Results: Findings confirmed the VASS factor structure and construct validity. Four 
factors explained 51% of variance, and factors were internally consistent. The 
vulnerability and coercion factors held the strongest face and construct validity for 
physical and psychological abuse. The dependence and dejection factors were valid, 
reliable and significantly predicted three year attrition after controlling for confounders. 

Implications: Further work is needed to determine sensitivity and specificity of VASS 
as a screening instrument for elder abuse. Qualitative research could examine specific 
experiences and contexts of vulnerable women.

The Center for Epidemiologic Studies Depression Scale (CES-D) is frequently used 
in epidemiological surveys to screen for depression, especially among older adults. 
The present article addresses the problem of non-completion of a short form of the 
CES-D (CESD-10) in a mailed survey of women aged 73 to 78 years enrolled in the 
Australian Longitudinal Study on Women’s Health. Non-completion of the CESD-10 
was significantly higher for older women than for mid-age (47-52 years) and young 
(22-27 years) women. Among the older participants, completers of the CESD-10 had 
higher levels of education, found it easier to manage on available income and had 
better physical and mental health. Non-completers of the CESD-10 had SF-36 scores 
that were intermediate between those for women classified as depressed and as non-
depressed using the CESD-10. Although levels of self-reported depression and other 
indicators of depression were slightly higher among non-completers than completers, 
the levels varied with the number of missing CESD-10 items. To avoid problems of 
missing data, especially in mailed surveys to older populations, instructions for the 
CESD-10 should emphasise the need to complete all items. CESD-10 items may need 
to be spread throughout the survey to minimise their negative impact.
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This article describes one aspect of a prospective cohort study of 10 432 women aged 
between 70 to 75 years of age. After a three-year period, 503 women reported a new 
diagnosed of angina or myocardial infarction (symptomatic coronary heart disease 
[CHD]). Time one psychosocial variables (Duke Social Support Index, time pressure, 
Perceived Stress Scale, the Mental Health Index, having a partner, educational 
attainment, and location of residence) were analysed using univariate binary logistic 
regression for their ability to predict subsequent symptomatic CHD. Of these variables, 
the Duke Social Support Index, Perceived Stress Scale and the Mental Health 
Index all proved to be significant predictors of symptomatic CHD diagnosis. Only the 
Perceived Stress Scale, however, proved to be a significant independent predictor. 
After controlling for time one non-psychosocial variables, as well as the frequency of 
family doctor visits, Perceived Stress remained a significant predictor of the first time 
diagnosis of symptomatic CHD in this cohort of older women.

Objective: To identify the persistence of sleeping difficulty and medication use in a 
cohort of older Australian women from baseline to three year follow-up and to explore 
the relationship between these factors and  health-related quality of life scores, falls 
and other health care use.

Method: A three-year longitudinal survey of Australian 10,430 women aged 70–75 
years at baseline. These women were participants in the Australian Longitudinal 
Study on Women’s Health (ALSWH) randomly selected from the Australian Medicare 
database.
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Results: A majority of women (63%) endorsed one or more items related to sleeping 
difficulty at three year follow-up: 33% reported one item only, 16% reported 2 or 3 
items, and 14% reported more than 3 items; (42.4%) reporting “waking in the early 
hours”, 2592 (26.0%) “taking a long time to get to sleep”, 2078 (21.0%) “sleeping 
badly at night”, 1072 (10.84) “lying awake most of the night” and 1087 (11.0%) “worry 
keeping you awake”. Total scores on the Nottingham Health Profile sleep sub-scale 
ranged from 0-100 and were skewed to the right. The median score was 12.57. There 
was a strong statistical association between reporting sleeping difficulty at baseline 
and at follow-up. A total of 1532 (15%) women reported use of sleeping medication 
at follow-up and women were 6.5 times more likely to report use if they also reported 
any item of sleep difficulty. There was a moderate level of agreement (88%, Kappa 
= 0.56 ) between taking sleeping medication within 4 weeks before the baseline 
survey and within four weeks before follow-up. On multivariate analysis, sleeping 
difficulty at baseline was negatively associated with general health perceptions, 
emotional role limitations and general mental health sub-scales of the Short-Form 
– 36 Health Survey (SF-36) at follow-up; the use of sleep medication at baseline was 
negatively associated physical functioning, bodily pain, vitality, social functioning and 
general mental health SF-36 sub-scale scores. The use of sleep medication was also 
significantly associated with falls, accidents, and health care utilisation. 

Conclusion: Sleeping difficulty is a common and persistent complaint among older 
women and is strongly associated with use of sleeping medications. Both behaviours 
are negatively associated with health status.

While the labour force participation of women in post-industrial western societies is 
increasing, study after study shows that women still take major responsibility for family 
work, whatever their employment commitments. However, it has also been shown that 
employment is associated with better health and well-being for women. In regard to 
optimal integration of work, wellbeing and family life, there is therefore a need for more 
fine-grained research which looks at the specifics of women’s health and their patterns 
of time use.

This paper reports on associations between satisfaction with hours of paid work and 
the physical and mental health of mid age women. Data are drawn from the Australian 
Longitudinal Study on Women’s Health (now known as the Women’s Health Australia 
[WHA] project) which is a 20 year survey of the health of over 40,000 Australian 
women in three age cohorts. At the baseline survey in 1996 the cohorts were aged 18-
23 (‘young’), 45-50 (‘mid age’) and 70-75 (‘older’). 

Mid age women who were happy with their hours of paid work were most likely to be 
working part-time between 16 and 24 hours per week. They were followed by those 
who were working ‘long part-time’ of 25 to 34 hours per week. However, in every time 
category, women who were happy with their hours of work had better mental and 
physical health than women who would like to work either more hours or fewer hours.  
While ‘long part-time’ hours appear to be generally linked with optimal health for mid 
age women, it is certainly not the case that ‘one size fits all’. Factors such as type 
of caring responsibilities, and living arrangement were found to be associated with 
satisfaction with hours of paid employment.

Objective: In the 1996 baseline surveys of the Australian Longitudinal Study of 
Women’s Health (ALSWH) 36.1% of mid-age women (45-50) and 35% of older 
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