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Health Related Quality of Life in the ACT 1994-97

1. Summary of findings

The mgority of results from the analyses of the 1994-1997 Qudity of Life Project are Smilar to
those found in the basdine publication (Gannon et a, 1997).

Findings smilar to those found in the basdine publication include:

In terms of age:
Young people (18-24 years old) in the ACT had sgnificantly better physical functioning than
older people.
The middle-aged group (45-64 years) reported worse genera health when compared with the
youngest (18-24 years) and the oldest groups (65 years and over).
Older people (65 years and over) were sgnificantly more likely to have good menta hedlth than
their younger counterparts.

In relation to gender: females tended to report lower (poorer) than maes for mental health scales
but better for generd hedth.

Empl oyment status results suggest that:
People unemployed or not in the labour force had a Sgnificantly lower mean score on the
physical functioning scale than those who were employed full or part time,
On the other hand, people who were employed full time had a significantly better score than
those unemployed or not in the labour force, especidly for the vitdity and mentd hedth scales.

For educational attainment:
It was found that people with higher education levels had a significantly higher score than people
with lower education levelsin physica functioning and bodily pain.
Interegtingly, it was found that people who atained the education level year 12 and/or with
trade/secretary/business qudifications tended to report better generd hedlth than other groups (at
most some secondary, year 10 only and degrees/postgraduates).

The usual area of residence of respondents presents an interesting result:

- It has been shown that respondents living in Weston significantly scored better than other town
centres (Tuggeranong, Centra Canberra, Woden Valey and Belconnen) especiadly on the
generd hedth scae.

Furthermore, people living in Tuggeranong had better physicad functioning then those living in
Central Canberra, but poorer than those living in other aress.

Not surprisngly recent hospitalisation is sgnificantly associated with respondents perception
about their well-being:

Hedlth Related Quality of Lifeinthe ACT 5




It was found that physicd functioning, role physica, bodily pain, mentd hedth, role emotiond,
socid functioning and vitdity were reported at a significantly poorer level for respondents who
had been hospitaised recently, compared with those who had not been recently hospitalised.
Multivariagte andyss dso indicated smilar results for people who had not recently been
hospitalised who scored significantly better on all SF-36 scaes except for genera hedth.

Smilaly, disability status showed strong association with respondents well-being:

Not surprisingly respondents who had moderate or extreme disability had the worst score in dl
of the SF-36 scales.

Differences between initid findings and this publication are

For the 1994-1997 data there were no differences for mean scores on the role-emotiona scale
(the overdl part-timers mean scores increased and those for the unemployed and not in the
labour force group decreased).
In the 1994-1997 full study, educationd attainment showed people with higher education levels
aso had sgnificantly better mean scores for bodily pain.
In relation to household compogtion the following minor differences were;
- For the 1994-95 results, respondents who were married with children showed lower
results on the menta hedth scales, whereas for the full period 1994-1997, respondents
who are single with children tended to have poorer menta health than respondents who are
married (with or without children) and those who are single without children.
- During the four-year period there were no significant differences with regard to
physicd hedth.
- Multivariate analysis found that respondents married with children had sgnificantly better
physica functioning and role-physica in the 1994-95 data and genera hedth and physicad
functioning for the 1994-1997 period.
- Multivariate andys's showed respondents who were married without children seemed
to have worse bodily pain scores in the 1994-1997 period.

In this publication the results show that respondents who had no disability scored sgnificantly
higher than those who had some or unspecific disability in dl of the SF-36 scdes, whereasin the
basdine data there were no sgnificant differences for the menta hedth and role-emotiona
scales.

The results from the Quality of Life project indicate that the ACT population experienced qudity of
life differently over time. The results suggest that for dl of the menta hedth scaes, there were
sgnificant differences over the 4 year period (1994-1997). Results show that in 1997 respondents
reported sgnificantly poorer menta hedth, role emotiond, socid functioning and vitdity then in
previous years both a univariate and multivariate levels. In rdation to physca hedth scales, there
were sgnificant differences between the year 1995 and other years on role physical and bodily pain.
It seemsthat in 1995 respondents reported worse bodily pain and role physica.

= %



2. Introduction

The Quadlity of Life Project was developed to examine the qudity of life of people resding in the
ACT Region. The Audraian Capita Territory (ACT) Department of Health and Community Carein
collaboration with the Cultural Heritage Management program a the Universty of Canberra have
conducted a series of annual surveys (1994-1997), using the Medica Outcomes Study’s Short
Form 36 (SF36) to examine hedth-rdated qudity of life in order to provide information for the
project. The mgor ams of the Qudity of Life Project are:

to provide an information base on the hedlth-related quality of life of peopleliving in the ACT;

to monitor trendsin hedlth-related qudity of life among Canberrans,

to develop profiles of the qudity of life for various population subgroups according to their hedlth
status and socia-demographic characteristics such as recent hospitalisation, disability status, age,

seX, education and employment status,

to determine peoples perception about heath and hedth-related issues such as hospitaisation,
disahility, ageing, and the environment; and

to provide information useful for policy development and sarvice planning to achieve better hedth
outcomes for those with particular needs.

This report presents the results from an andys's of the responses given to the SF-36. In doing so it
examines differences in qudity of life between socid-economic groups disabilities and
hospitalisation status. It deals with both cross-sectiond and time series andlyses, over the four year
period 1994-1997.

o =3
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3. Overview of the Medical Outcomes Study Short Form 36

Quadlity of life has many dimensons, and over the years researchers and clinicians have produced
numerous generic and disease specific questionnaires with which to measure it. A number of generic
hedth-rdlated insruments have been extensvely tested for reiability and vaidity. Examples include
the Short Form 36 (Ware and Sherbourne, 1992), the Sickness Impact Profiles (Bergner, et at,
1981), the Duke-UNC Hedth Profile (Parkerson, 1981), the Nottingham Hedth Profile (Hunt,
1981) and the Index of Well-being (Patrick, 1973). The ACT's Quadlity of Life Project chose to
use the SF-36 because it is one of the best performing of the generic measures. The Short form 36
(SF-36) was developed in 1988 by the RAND corporation in the USA. The SF36 is increasingly
being advocated as an appropriate subjective hedth measure for use in population surveys
(Jenkinson, 1993), routine measurement of health status (Garratt, 1993) and outcomes measurement
in a clinicd setting (Shadbolt, 1996). The SF-36 was condructed to examine hedth-related
functioning and well-being usng a minimum s& of questions, while maintaining the psychometric
integrity of the ingrument. To date, the S--36 has been used to investigate population differences,
the burden of chronic disease, and the effect of trestment on general hedth status. The SF-36
comprises eéght dimensons

Physcd functioning (PF);

Role limitation due to physical hedth problems (RP);
Bodily pain (BP);

Generd hedth perception (GH);

Vitdity (VT);

Socid functioning (SF);

Role disahility due to emotiond hedth problems (RE); and
Generad mentd hedth (MH).

The eight concepts measure the two mgjor hedlth dimensions; physical hedlth and mentd hedth. The
sub-scaes most sendtive to the measurement of physicd hedth are physica functioning, role
physical, bodily pain and generd hedth. The sub-scdes most sengitive to the measurement of
mentd hedth are vitdity, socid functioning, role emotiona and mental hedth. Table 1 provides a
summary of the content for each of the 36 items and shows the scale assgnment. As can be seenin
Table 1 the angle-item measure of hedth trangtion is not used in any of the eight main scaes, and
consequently is not examined in this report.  For each of the eight main scaes, item scores are
coded, summed and transformed to range from O (worst possible status) to 100 (best possible
datus). The SF-36 has been extensvely vaidated in the United States (Mchorney et a, 1993;
Hdey et d, 1994; Beaton et d, 1997) and in the United Kingdom (Brazier, et d, 1992; Lyon, et d,
1994). The SF-36 was dso recently vdidated in Augraia (McCalum, 1995; Shadbolt et d,
1997).



Table 1: Item Groupings and Items content for the SF-36

Health Scale Item Item Content
Physica functioning (PF) PF1  Vigorous activities
PF2  Moderate activities
PF3  Lifting or carrying groceries
PF4  Climbing severd flights of stairs
PF5  Climbing one flight of stairs
PF6  Bending knedling or stooping
PF7  Waking more than amile
PF8  Walking severd blocks
PF9  Walking one block
PF10 Bathing or dressing yourself
Role Physical (RP) RP1  Limited in kind of work or other activities
RP2  Cut down the amount of time spent on work or other activities
RP3  Accomplished less than would like
RP4  Difficulties performing the work or other activities
Bodily Pain (BP) BP1 Intendty of bodily pain
BP2 Extended pain interfered with normal work
Generd Hedth (GH) GH1 Isyour hedth excellent, very good, good, fair or poor?
GH2 My hedthisexcelent
GH3 | am as hedlthy as anybody | know
GH4 | seemto get sick alittle easier than other people
GH5 | expect my health to get worse
Vitdity(VT) VTl Fed full of pep
VT2 Havealot of energy
VT3 Fed worn out
VT4  Fed tired
Socid functioning (SF) SF1  Frequency hedth problems interfered with social activities
SF2  Extent hedth problems interfered with socid activities
Role emotiona (RE) RE1  Cut down the amount of time spent on work or other activities
RE2  Accomplished less than would like
RE3  Did not do work or other activities as carefully as usua
Mental Health (MH) MH1 Been avery nervous person
MH2 Felt downhearted and blue
MH3 Fet so down in the dumps nothing could cheer me up
MH4 Been a happy person
MH5 Felt calm and peaceful
Report change TRA Rating of health now compared to one year ago

|

Hedlth Related Quality of Lifeinthe ACT



4. Methodology

4.1 Sampling

The methodology and sampling have previoudy been described in the basdline publication (Gannon
et d, 1996). Briefly, the Qudity of Life Project involves a cross-sectiona survey repesated each
year since 1994. The samples used for each survey are non-proportiondly stratified with a random
selection within strata. Suburbs containing the highest rates of ederly people had a greater chance
of selection within the samples. This gpproach was employed to ensure that adequate numbers of
elderly people were represented in the samples. To correct for the sampling design, aweight is used
that redistributes the proportion of respondents to represent the ACT population.

In terms of digibility, the samples exclude people under the age of 18 years, and non-private
dwdlings. Within ahousehold only one person was randomly selected for interview.

This report utilises the combined data from the Quality of Life Project collected in 1994, 1995,
1996 and 1997. The sample Sze over the 1994-1997 period is 1706 dwellings with 926
participants aged 18 years of age or older, yielding an overal response rate of 54% (360 people
refused to take part in the survey and 420 people were unable to be contacted).

Socio-demographic information including age, sex, country of birth, employment status, household
compoasition and length of residence in the ACT were collected. Other information related to hedlth
datus and quality of life and the environment was aso collected. In addition to a sampling weight, a
non-response weight was incorporated to adjust for response bias. A demographic representation
of age groups in the sample both before and after weighting is shown in Figure 1. As expected, dl
age groups 65+ were over-represented in the unweighted sample. These differences were reduced
by the weight.

The sex didribution showed a higher proportion of females (54%) than maes (46%) in the
unweighted data. This is no surprise given the sample bias towards an ederly population. There
was no ggnificant difference between maes and femdes in the combined sample after weighting
(Figure 2).
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Figure 1: Age Distribution for the ACT Quality of Life Project 1994-97 and ACT Census
1996
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Figure 2. Sex Digtribution for the ACT Quiality of Life Project 1994-97 and ACT Census
1996
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4.2 Data analysis

Anayses were conducted on the combined sample 1994-1997. The analysis was designed to
compare SF-36 scores between subgroups differing in socia demographic characteristics, disability
status and recent hospitdisation experience.

4.3 The Short Form-36

The completeness of data in terms of both item and scale-level missing was calculated by computing
the percentage of respondents missing each SF-36 item. Also the skewness of each scale score
digribution and the percentage of the sample achieving the lowest (floor effect) and highest (celling
effect) score were examined. Cronbach’s Alpha coefficient was used to estimate the interna-
consistency reliability of each scale (Cronbach, 1951).

4.3.1 Data completeness

Completion of the SF36 questions is summarised in Table 2. The missing value and percentage
show incomplete data for each item in the eight SF-36 scales. For the combined sample (1994-
1997) missing vaue rates for al scaes were consgently low, ranging from 0.8% (GH1) to 2.1%
(PF1) and averaging 1.6%.

The percentage of items within each scale that were completed, for the total sample were very high,
ranging from 97% to 99%. Interestingly, the worst completion rate was for generd hedth (97%
complete across 5 items).  In relation to subgroups, the results aso indicated that the percentage of
items completed within each scale were very high for al groups (95% and over).
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Table2: Responsesdistributions & percent missing for each item in the SF-36 scales

Responses Distribution (a) Missing

Item 1 2 3 4 5 6 freq. %

PF1 202 293 412 - - - 19 21
PF2 63 93 761 - - - g 10
PF3 50 113 755 - - - 8 0.9
PF4 67 131 719 - - - g 10
PF5 36 4 840 - - - g 1.0
PF6 57 156 703 - - - 10 11
PF7 60 66 791 - - - g 10
PF8 36 33 848 - - - 9 10
PF9 22 23 872 - - - g 10
PF10 10 26 882 - - - 8 0.9
RP1 151 767 - - - - 8 0.9
RP2 216 701 - - - - g 10
RP3 178 738 - - - - 10 11
RP4 172 745 - - - - 9 1.0
BP1 368 213 151 117 51 17 9 1.0
BP2 645 150 57 44 20 - 10 11
GH1 228 325 236 A 36 - 7 0.8
GH2 22 37 67 196 583 - 16 17
GH3 333 323 75 76 57 - 12 13
GH4 97 133 170 169 341 - 16 17
GH5 301 430 A 75 75 - 11 1.2
VT1 107 433 149 150 47 26 14 15
VTZ 111 423 135 146 60 42 9 1.0
VTZ 20 57 74 284 301 181 9 10
VT4 A 87 73 350 283 85 g 10
SF1 642 161 44 53 16 - 10 11
SF2 19 151 262 334 147 - 13 14
RE1 125 790 - - - - 11 1.2
RE2 170 745 - - - - 11 1.2
RE3 124 789 - - - - 13 14
MH1 20 30 30 127 218 490 11 1.2
MH2 5 17 16 68 173 636 11 1.2
MH3 105 433 128 159 62 26 13 14
MH4 8 20 36 159 374 316 13 14
MH5 191 535 85 82 15 7 11 1.2

(@) The response ranges for items are from 3 to 6. Refer SF-36 Manual for details on response categories.
Quality of Life project 1994-1997 (weighted data)

4.3.2 Reliability and internal consistency

Overdl the results show that the eight SF-36 scales have good internal consstency (refer Table 3).
Over the four year period (1994-1997) Cronbach’s Alpha co-€efficient > 0.70 were obtained for dl
dimensions of the SF-36 scales except for socid functioning scale (al pha=0.67).

Similar results were dso reported for individud years with Alpha vaues >0.70 gained for dl
dimensions of the SF-36 scales except for genera hedth in 1995 (apha=0.62) and socid
functioning in 1997 (dpha=0.69).

Hedlth Related Quality of Lifeinthe ACT 13



Table 3: Chronbach internal consistency coefficient for SF-36 scales, 1994-1997
weighted Quality of Life data

Scale Chronbach's Alpha
1994 1995 1996 1997 1994-97

Physical Functioning 0.89 0.92 0.86 0.90 0.89
Role-Physical 0.92 0.92 0.87 0.90 0.90
Bodily Pain 0.85 0.72 0.74 0.83 0.79
General Headlth 0.70 0.62 0.72 0.77 0.71
Vitality 0.74 0.82 0.78 0.83 0.80
Social Functioning 0.75 0.76 0.81 0.69 0.67
Role Emotional 0.81 0.81 0.71 0.83 0.79
Mental Health 0.61 0.86 0.79 0.80 0.78

Quality of Life project 1994-1997 (weighted data)

Internal-consstency reliability coefficients for subgroups in the combined (1994-1997) data are
shown in Table 4. Reiability coefficients among subgroups range from 0.55 to 0.94. Minimum
reliability standards for groups comparison purposes were met in al subgroups for each of the eight
SF-36 scales.

Table4 : Chronbach internal consistency coefficient for SF-36 scalesfor subgroups of
respondents, 1994-1997 weighted Quality of Life data

PF RF BP GH VT SF RE MH
Age 18-44 0.81 0.89 0.74 071 080 083 0.79 0.79
45-64 0.92 0.91 0.85 073 080 069 079 0.79
65 Plus 0.92 0.90 0.84 073 0.80 063 0.60 0.76
Sex Male 0.87 0.92 0.74 066 074 058 0.70 0.76
Female 0.90 0.89 0.83 075 0.82 071 0.83 0.79
Disability None 0.83 0.88 0.73 069 079 061 0.76 0.76
Some (or unspecified) 0.91 0.88 0.90 071 082 074 087 0.82
Moderate or extreme 0.94 0.90 0.89 075 084 089 0.86 0.87
Hospitalisation  Yes 0.93 0.76 0.94 084 093 081 091 0.84
No 0.88 0.90 0.75 070 0.78 062 0.77 0.78
Household Single with children
Married with children 0.89 0.88 0.91 080 0.73 069 092 0.83
Married w/hout children 0.90 0.91 0.80 073 079 068 084 0.74
Single without children 0.86 0.90 0.83 058 0.82 066 0.69 0.85
0.91 0.88 0.68 075 081 058 055 0.76
Employment
Full or Part time 0.87 0.89 0.77 069 0.79 063 075 0.76
Unemployed/not in labour force 0.91 0.91 0.84 0.75 0.80 0.73 0.85 0.81
Education
At most some secondary 0.94 0.90 0.81 082 084 0.75 0.88 0.74
Year 10 only 0.91 0.95 0.81 071 070 065 0.78 0.82
Y ear 12 and/or trade 0.84 0.89 0.78 073 082 065 0.76 0.81
Degree/Postgrad/RN 0.92 0.88 0.80 061 079 069 0.83 0.71
Year of interview 1994 0.89 0.92 0.85 070 0.74 075 081 0.61
1995 0.92 0.92 0.72 062 082 076 081 0.86
1996 0.86 0.87 0.74 072 0.78 082 071 0.79
1997 0.90 0.90 0.83 076 0.83 069 0.83 0.80

Quality of Life project 1994-1997 (weighted data)
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4.3.3 Scoredistribution for the SF-36 Scales

Table 5 presents estimates of central tendency, disperdon, and other important features of score
digtributions for the eight SF-36 scales for the combined years sample. Because each scale differs
in the range of sub group with different characteristics and hedth states enumerated, means and
dandard deviations differ subgtantialy (see Appendix C for the breskdown of the means and
standard deviations of each SF-36 scade by the variables used in the analysis).

All of the scales were negatively skewed, pecidly for physical functioning and role emotiond scaes,
indicating more respondents scoring among the fully functioning Sates. In relaion to the shape of the
digtributions, scores on the scales of physical functioning, bodily pain and socid functioning tended
to have Jshaped didribution. Vitdity, generd hedth and mentd hedth were more normaly
distributed.

In the combined sample, interesting distributions from the two role-physcd and role-emotiond
scaes were noticed.  For the role physica scale, 10% of respondents score the lowest possible
score of 0, while 73% scored the highest. For the role emotiona scale, 6% of respondents score
the lowest possible score of O, while 78% scored the highest.

Subgtantia ‘celling’ effect were aso observed for physica functioning (46%), bodily pain (40%) and

socid functioning (43%). These results are comparable to those for the basdine data 1994-95
(Gannon et al, 1996) and other studies (Ware and Sherbourne, 1992; McCallum, 1995).

Table5: Scoredistribution of SF-36 scales, 1994-1997 weighted Quality of Life data

PF RP BP GH VT SF RE MH

Mean 9054 8216 7860 7340 6683 8255 86.68 76.69
Median 95 100.00 84 77.00 70 8571 100 81.82
Range 5-100 0-100 0-100 5-100 0-100 0-100 0-100 0-100
Std Dev 16,66 3350 2418 2038 189 2186 2846 18.13
Skewness -307 -165 -116 -0./9 -101 -153 -2.09 -137
% Foor 050 10.00 1.00 0.40 0.50 090 610 040

% Caling 46.20 73.40 40.30 8.40 200 4320 7830 6.80

No of cases 954 965 964 950 962 963 959 961
Quality of Life project 1994-1997 (weighted data)

|
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5. Results

5.1 Age

The average ages of females and males were 39.9 and 38.9 respectively. There were sgnificant
differences (c?=46.1, d.f=11, p<0.00001) between maes and femaesin their age distribution,
particularly for the age groups of 18-24, 35-39, 40-44 and 40-49 (see Figure 3).

Figure 3: Agedistribution by sex for the ACT Quality of Life Project 1994-97
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Source: Quality of Life project 1994-1997 (weighted data)

5.2 Country of birth

Similar to Census figures, the mgority of the Quality of Life Project respondents were born in
Audrdia (Figure 4). Country of birth and age were sgnificantly different, (F=2.7, d.f.=4, p<0.05).
Those born in Asa or Europe averaged 44 years of age, while those born in Audtrdia had an
average age of 38 years.
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Figure4: Country of birth for the ACT Quality of Life Project 1994-97 and ACT Census
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Source: ABS, Census of population and housing: select social and housing characteristics ACT 1996, Cat No 2015.8
Quality of Life project 1994-1997 (weighted data)

5.3 Household composition

For the combined sample (1994-97), there were more respondents in the ‘married/defacto with
children’ group than in other groups (Figure 5). This profile is amilar to ABS didributions. In
addition, there were significant differences in the age distribution and household status (p<0.00001).
‘Single without children’ respondents tended to be the youngest (average age=32) and the ‘married
with children” were the oldest (average age=45). The average age for the ‘ married/defacto without
children’ and the * Sngle with children” were 42 and 37, respectively.

There were sgnificant differences (p<0.005) between household didtribution and year of interview.
Figure 6 shows that the proportion of ‘single with children’ increased steadily from 2.5% in 1994 to
14% in 1997 while the proportion of ‘married/defacto with children’ decreased from 50% in 1994
t0 43% in 1997. The proportion of ‘married/defacto with children’ was lowest in 1996 (39%).
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Figure5: Household digtribution for the ACT Quality of Life Project 1994-97
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Figure 6: Household distribution by year of interview for the ACT Quality of Life Project
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5.4 Educational attainment

In relation to educationa levels, Figure 7 indicates that respondents who reported achieving ‘year 12
and/or trade, secretariat and nursing certificate’ were the highest proportion (54%), followed by
respondents with ‘degrees or postgraduate qualification’ (29%), ‘year 10 only’ (12%) and ‘a the
most some secondary’ (5.5%).

Figure 7: Distribution of education levelsfor the ACT Quality of Life Project 1994-97
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Source: Quality of Life project 1994-1997 (weighted data)

5.5 Employment status

The percentages for respondents who reported as ‘working full time or part time', ‘working part
time only’ and ‘unemployed or not in labour force' were 47.3%, 23.9% and 28.8% respectively. In
comparison, the Audtrdian Bureau of Statistic, 1994 Labour Force Survey (for NSW and ACT)
reported that nearly 70% of persons aged 20 years and over in the ACT were in full time or part
time employment (ABS, 1994).

In addition, there were ggnificant differences (p<0.0005) between year of interview and
employment status. It appears that 1997 has the highest proportion of respondents reported as
unemployed or not in labour force (see Figure 8).
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Figure 8: Digribution of Employment Status by Year of Interview, ACT Quality of Life
Project 1994-97
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5.6 Disability Status

Overdl, for the combined sample, 12% of the survey respondents (weighted) reported having some
forms of disability. In comparison, the Austrdian Bureau of Statistic reported that 16.4% of the
Austraian population describe themsdlves as having a disability (ABS, 1993).

5.7 SF-36 Mean Score Profiles Quality of LIFE Project ACT 1994-1997

5.7.1 SF-36 mean score profilesfor Australia and the ACT

A comparison of ACT’sand Audtradid s normative data of the SF-36 are presented in Figures 9, 10
and 11. In generd, the results from the 1995 National Hedth Survey (NHS) indicate that younger
people and those in higher socio-economic groups experienced better health and hedlth related well-
being than those in other groups (ABS, 1997). The SF36 profiles for males and femaes aged 18
years or more were amilar for the ACT and Audraia within the NHS (there were no sgnificant
differences).

However the results from the 1995 Quadlity of Life project indicated that ACT femaes scored smilar
or dightly higher than the Audtrdian femaes average for dl S--36 scales except for role emotiona
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(Figure 9). Similarly, the findings from 1995 Quadlity of Life project dso suggested that ACT maes
reported smilar or dightly higher than their national counterparts for dl of the SF-36 scales except
for bodily pain (Figure 10).

Figure9: SF-36 profilesfor females, Quality of Life Project (1994-1997) and National
Health Survey, 1995
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Figure 10: SF-36 profilesfor males, Quality of Life Project (1994-1997) and National
Health Survey, 1995
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Figure 11: SF-36 profiles for persons, ACT Quality of Life Project (1994-1994) and
National Health Survey, 1995
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5.7.2 Age

Mean scores for the SF-36 scaes within three age groups are shown in Figure 12.  There were
ggnificant differences between age groups for dl physcd hedth scdes physicad functioning
(F=62.5, df=2, p<0.0001); role-physical (F=5.5, df=2, p<0.005); bodily pain (F=5.0, df=2,
p<0.05) and generd hedth (F=3.1, df=2, p<0.05). In relation to menta hedth scaes, role-
emotiona (F=5.1, df=2, p<0.05) and menta hedth (F=10.1, df=2, p<0.0001) aso showed
sgnificant differences between age groups. These results are comparable to those for the basdine
data 1994-95 (Gannon et a, 1996).

Figure 12: SF-36 mean scor e profiles by age group, ACT 1994-97
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Post hoc tests showed that the 18-44 years age groups tended to have significantly higher scores
than the older age groups (45-64 and 65+) on dl physical hedth scaes (physica functioning, role-
physica and bodily pain). For the mentd hedth scores, it was found that older people (65 years
and over) were sgnificantly more likely to have good mental hedlth than their younger counterparts
(18-44 yr. and 45-64 years).

In a multivariate andyss, age, gender, employment datus, educationd attanment, household
composition, usud area of resdence, recent hospitalisation, disability status and year of interview
were compared for their contribution to the eight SF-36 scales (see Appendix B for details). Age
emerged as a Sgnificant factor for the physicad functioning, vitdity, sodd functioning and role
emotiond.

5.7.3 Gender

The mean score profiles for males and femdes are shown in Figure 13. There are sgnificant
differences in gender for physica functioning (F=8.1, df=1, p<0.005), generd hedth scaes
(F=11.4, df=1, p<0.005).

There were aso Sgnificant differences between maes and femades for dl of the menta hedlth scales:
menta hedth (F=23.9, df=1, p<0.0001), role-emctiona (F=13.4, df=1, p<0.005), socid
functioning (F=19.7, df=1, p<0.0001) and vitaity (F=40.7, df=1, p<0.0001). Again these results
are amilar to basdine data (Gannon et a, 1996).

Figure 13: SF-36 mean scor e profiles by gender group, ACT 1994-97

100 T
95

mean scale score

50

PF RP BP GH VT SF RE MH

—®— male —&— female

Source: 1994-1997 Quiality of Life weighted data

Hedlth Related Quality of Lifeinthe ACT 23



The multivariate andyss (Refer Appendix B) suggests that gender is a sgnificant predictor for
physica functioning and generd hedth in the hypothesised physica hedth of the SF-36 scdes. In
relaion to mentd hedth scales, the multivariate analys's shows a Sgnificant difference between maes
and femdes in vitdity, socid functioning, role emotiond and menta hedth. Femdes were
ggnificantly more likely to report lower scores than mdes on physicad functioning, vitdity, socid
functioning, role emationa and menta hedth, while males tended to report worse generd hedith.

5.7.4 Employment status

Figure 14 shows the SF-36 mean score profile for employment status. The results suggest that only
physca functioning (F=18.12, df=2, p<0.00001) and vitdity (F=3.78, df=2, p<0.05) had
sgnificant differences according to employment status levels. It has been found that people who are
unemployed or not in the labour force have sgnificantly lower vitdity and physica functioning than
those who are employed full time or part time.

Results from Post Hoc tests suggest that respondents who were employed full time had significantly
higher scores than those who unemployed or not in the |abour force, on the physica functioning, role
physicd functioning, vitdity and menta hedth scaes.

Figure 14: SF-36 mean score profiles by employment status, ACT 1994-97
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Multivariate andyss (Refer Appendix C) interestingly suggests that there are no sgnificant
associations between employment status and the SF-36 scales.
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5.7.5 Educational attainment

Figure 15 presents the profile of SF-36 scores for different levels of education attained by the
respondents. As Figure 7 shows, there were sgnificant differences between education levels and
eight SF-36 scales. The results suggested that physical functioning (F=10.21, df=3, p<0.00001),
role functioning (F=3.16, df=3, p<0.05), general hedth (F=2.97, df=3, p<0.005) and bodily pain
(F=5.37, df=3, p<0.005) vary significantly by educationd attainment.

The results suggest that people with higher education levels have sgnificant higher scores than
people with lower education levels on most scdes. For instance, people with a degree or post
graduate qudification had sgnificant higher mean scores for physica functioning, role functioning and
bodily pain than other groups (year 12 or better, year 10 or better and at the most secondary).

Figure 15: SF-36 mean score profiles by educational attainment, ACT 1994-97
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Results from the multivariate analysis shown a Appendix B indicate that educationa attainment was
sgnificantly associated with the generd hedlth scde. Particularly, respondents who attained year 12
and/or a trade/secretary/business qudifications tended to reported better generd hedlth than other
groups (a most some secondary, year 10 only and degree/postgraduate). Interestingly, educationa
attainment was not significant for the other S=36 scdles. Thus, educationad attainment association
with the S=36 scdes in the univariate analyss reflects its encapsulation of socid-economic
disadvantage, especidly in rlation to disability and recent hospitaisation.
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5.7.6 Household composition

Figure 16 shows the mean score for the eight SF-36 scales for different household compostions.
There were sgnificant differences between household groups in the SF-36 mean score, especidly in
relation to the mental hedlth scales (mental health, F=9.63, df=4, p<0.0001; role emotiona, F=3.88,
df=4, p<0.005; socia functioning, F=3.47, df=4, p<0.05; and vitdity, F=4.09, df=4, p<0.005).
Respondents who were single with children tended to have lower menta hedth than respondents
who were married (with or without children) and those who were single without children.

The results in the multivariate andys's shown at Appendix B suggest that household compostion had
a ggnificant effect on physica functioning, bodily pain and generd hedth. Respondents who were
married with children appeared to be better in generd hedth and physicd functioning scales, while
respondents who were married without children seemed to have worse bodily pain scores.

Figure 16: SF-36 mean scor e profiles by household composition, ACT 1994-97
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5.7.7 Usual area of residence

Figure 17 shows the average SF-36 scores across different areas of the usua resdence (town
centre) of the respondents. The genera heeath scale was the only scae that was significantly different
(F=2.81, df=4, p<0.05). Respondents of Weston scored significantly better than other town
centres (Tuggeranong, Centra Canberra, Woden Valey and Belconnen).

The results in the multivariate andysis shown at Appendix B indicated that place of usud resdence
was sgnificantly associated with physical functioning, generd hedth and mentd hedth. For example,
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people living in Weston had ggnificantly better generd hedth and mentd hedth than those living in
other areas. Furthermore, people living in Tuggeranong had better physica functioning than those
living in Centrd Canberrabut poorer than those living in other aress.

Figure 17: SF-36 mean score profiles by usual area of residence, ACT 1994-97
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5.7.8 Recent hospitalisation

Figure 18 shows the SF-36 mean score profile and hospitaisation (hospitalised within last month).
There were Sgnificant differences between hospitalisation status of the respondents for the eight SH
36 scales.  Not surprisngly, physca functioning (F=64.11, df=1, p<0.0001), role physica
(F=88.79, df=1, p<0.0001), bodily pain (F=75.99, df=1, p<0.0001), menta hedth (F=15.67,
df=1, p<0.005), role emotiona (F=31.98, df=1, p<0.0001) socia functioning (F=96.90, df=1,
p<0.0001) and vitdity (F=24.82, df=1, p<0.0001) were reported dgnificantly poorer for
respondents who had been hospitalised recently compared with those who had not recently been
hospitalised.

Multivariate andyss dso indicated smilar results (see Appendix B) with people who were not
recently hospitalised scoring significantly better on al SF36 scaes except the generd hedth scale.
These results are congstent with basdline data ( Gannon et d, 1996) and with the Care Continuum
and Health Outcomes Project (Shadbolt, 1995) which reported that hospita patients had
consstently lower average scores on dl eight scales of the SF-36 compared with the generd
population inthe ACT.
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Figure18: SF-36 mean score profiles by recent hospitalisation, ACT 1994-97
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5.7.9 Disability status

Figure 19 shows the effect of disability on the average score of the SF-36 scdes. The differences
between disability levels were sgnificant for dl of the S=36 scdes. The results show that
respondents who had no disability scored dgnificantly higher than those who had some or
ungpecified disability in al of the S--36 scdes. Not surprisingly, respondents who had moderate or
extreme disability had the worst score in dl of the SF-36 scaes.

Figure 19: SF-36 mean scor e profiles by disability status, ACT 1994-97
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The reaults in the multivariate anayss shown a Appendix B dso indicated that disability satus was
sggnificantly associated with dl of the SF-36 scaes except genera hedth. For instance, poor
physca hedth seems to be sgnificantly associated with people who had moderate or extreme
disbility. A smilar pattern was dso reported for the mentd hedth scaes, with severe disability
ggnificantly associated with poor menta hedth.

5.7.10 Year of interview

Figure 20 shows the differences in the eight SF-36 scdes by the year of interview. The results
suggest that al of the menta hedth scaes varied sgnificantly over the 4 year period (1994-1997).
For example in 1997 respondents reported significantly lower scores for menta hedth (F=9.84,
df=3, p<0.0001), role emotiona (F=3.64, df=3, p<0.05) socid functioning (F=19,53, df=3,
p<0.0001) and vitdity (F=4.29, df=3, p<0.001) than in previous years.

Smilaly, results from a multivariate andyds show that mentd hedth scdes were dgnificantly
affected depending on the year in which they were interviewed (see Appendix B). Particularly, in
1997 respondents reported sgnificantly lower scores on menta hedth, role emotiond, and socid
functioning than in previous years. In reation to physcd hedth scaes there were sgnificant
differences between the year 1995 and other years with 1995 reporting worse bodily pain and role
physica scores.

Figure 20: SF-36 mean scor e profiles by year of interview, ACT 1994-97
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5.8. Environment

Besides socid demographic factors, environmental issues may have some impact on an individud’s
hedth satus and their risk of ill hedth. The results from the Qudity of Life Project suggest that the
population of the ACT places a high vaue on their naturd environment and cultural heritage. In
response to the question ‘Do you think that your hedth relates to having a hedthy physica
environment around you? a high proportion (92%) of the population believed that having a hedthy
physica environment isimportant for their hedth.

Furthermore, in relaion to the physica environment, the findings from the Quality of Life Project
aso indicate that *having familiar places and things remain in the community’ play an important part
in the perception of hedth status. Figure 22 shows that more than 90% of the respondents indicated
thet it is important to have familiar places and things remain in the community while only 3%
responded as not at al important.

Also there are sgnificant differences between respondents  views on the importance of the physical
environment and their hedth-related quality of life as measured by the SF-36 (see Figure 23).
Those who agreed that their hedth related to having a hedthy physica environment around them
scored Sgnificantly higher on the physica functioning (F=3.79, df=1, p<0.05), vitdity (F=8.53,
df=1, p<0.005), socid functioning (F=4.89, df=1, p<0.05) and mentad hedth (F=5.89, df=1,
p<0.05) scales than those who disagreed or did not know.

Figure21: Responsesto"How important isit to you to have familiar places and things
remain in the community?"
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Figure 22: SF-36 mean scor e profiles by views on the physical environment
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6. Discussion

This report draws on four years of survey data to provide accurate estimates of the hedth-related
qudity of life of ACT adult resdents. An analyss of the scding and psychometric properties of the
SF-36 support the vdidity and reiability of the indrument as a measure of functioning and generd
hedth (Mc Calum, 1995; Watson, 1996; Shadbolt et dl, 1997). Furthermore, the high item
response rates highlight the acceptance of the instrument by respondents.

The findings from the results strongly support those found in the 1994-95 basdine report and
compare favourably with the Australian Bureau of Statigtics estimates from the 1995-96 Nationa
Hedth Survey. Like the basdine report, the two factors which differentiated the most between
levels of hedth-rdated qudity of life were disability status and recent hospitdisation experience.
People who had some form of disability or who had been hospitdised in the last month rated their
functioning and generd hedth subgtantially worse than other people. Obvioudy, people who have
been recently hospitalised are Scker on average, than those who have not been admitted to hospitd.
Egtablishing good basdine estimates of population sub-groups like the recently hospitalised and
those who have disability, is important to monitor the progress of these groups, especidly as care
and services change.

This report provides strong support for smilar levels of hedth-related qudity of lifein the ACT adult
population to the Audtrdian average. The 1996 census results indicate that the ACT has a high
socio-economic profile with a congderably higher activity than the nationdl average in public
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employment and higher education. Also, it has been suggested that “With regard to hedth satus the
ACT faresaswell or better than other states or territories....” (Kee, et d, 1998). These significantly
better differences probably reflect the ACT’s young age structure, and a genera trend towards
better lifestyles and lower disease rates.

In relation to age, results suggest that the ederly tend to have had poorer physica functioning but
better mentd hedth status compared with the younger aged groups. Other sudies have shown
amilar findings, for example, it was found that higher menta hedlth scores were found in the 65-74
age group in the Midland Region, New Zedand and that the 75 years and over age group had
results for menta hedth smilar to other age groups (Hedth & Disability Andysis Unit, Midland
Hedth New Zedand, 1997). With an ageing population, age care becomes very important in
hedth-care service planning.  Strategies for monitoring/improving hedlth status and qudity of life of
the elderly need to focus on issues such as prevention of physica hedth hazards, improving physicd
functioning and dosdy monitoring mentd and psychologicd hedth problems.  As the findings
reveded that the young and middle aged groups reported poor mentd hedth and generd hedth,
drategies in deding with problems such as youth menta hedlth, professona dress, socid hedth
problems and psychological problems also need to be targeted.

The results suggest that the hedth-rdlaed qudity of life of the ACT population was experienced
differently between the years of the survey. The sgnificantly low leve of role emotiond, socid
functioning and menta hedlth scales in 1997 compared with the previous years needs to be further
investigated. 1t is hypothesised that during the last few years the economic environment and the cuts
to the Federd Public Service from the Federd government may have effected the mental hedlth of
the ACT population. Furthermore, poorer role functioning and bodily pain experienced by
respondents in 1995 aso needs further attention.

Comparable with the basdine reaults, findings from this andyss dso suggest that well planned
evauaion, monitoring and implementation of drategies, focusing on the hedth related qudlity of life
of the population (especidly with the most disadvantaged groups such as those experiencing low
socid economic, disability and/or sickness status), need to be in place.

In addition, the results of this analysis in combination with the findings from 1995-1996 Nationa
Hedth Survey population norm for Austrdia and the ACT, will be auseful reference for researchers,
cinicians, hedth service planners and policy makers. These findings can aso be used to interpret or
describe different group’s current level of functioning in relation to a representative cross section of
the ACT population.

Findly, from the results of the Quality of Life Project, it is envisaged that the SF-36 will be useful for
identifying and monitoring clients of various hedth services and will have particular implication as a

tool for hedth service planning exercises, the community support program and the evauation of
hedlth care services.
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Appendix A

SF-36 Questionnaire

1. In general, would you say that your health is excellent, very good, good, fair or poor ?

excellent
very good
good

far

poor

a b~ wbhNPEF

2. Compared to one year ago, how would you rate your health in general now - much
better, somewhat better, somewhat worse or much worse ?

much better now than ayear ago
somewhat better now than a year ago
about the same as one year ago
somewhat worse now than a year ago
much worse now than one year ago

a b~ wbN B

The Following Questions Are About Activities You Might Do During A Typical Day.

3. Doesyour health now limit you in these activities ? If so, how much - alot, alittle or
not at all ?

(@ Vigorous activities, such asrunning, lifting heavy objects, participating in strenuous
sports

1 yes limitedalot
2 yes limited alittle
3  no, not limited a dll

(b) Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or
playing golf

1 vyes limitedalot
2 yes limited alittle
3 no, not limited at all

Hedlth Related Quality of Lifeinthe ACT 33



(©

(d)

(e)

(f)

()

(h)

Lifting or carrying groceries

1 vyes limited alot
2 yes limited alittle
3 no, not limited a dl

Climbing several flights of stairs

1 yes limitedalot
2 yes limited alittle
3  no, not limited a dll

Climbing oneflight of stairs

1 vyes limited alot
2 yes limited alittle
3  no, not limited at al

Bending, kneeling, or stooping

1 yes limited alot
2 yes limited alittle
3  no, not limited &t dl

Walking more than one kilometre

1 vyes limitedalot
2 yes limited alittle
3 no, not limited a dl

Walking half a kilometre

1 yes limitedalot
2 yes limited alittle
3  no, not limited a dll




(i)

0

@

(b)

(©

(d)

Walking 100 metres

1 vyes limited alot
2 yes limited alittle
3 no, not limited a dl

Bathing or dressing your self

1 vyes limited alot
2 yes limited alittle
3 no, not limited a dl

During the past four weeks, have you had any of the following problems with your
work or other regular daily activities, as aresult of your physical health ?

Cut down the amount of time you spent on work or other activities

1 vyes
2 no

Accomplished less than you would like

Had difficulty performing the work or other activities (for example, it took extra
effort)

Hedlth Related Quality of Lifeinthe ACT
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(b)

(©

7.

36

During the past four weeks, have you had any of the following problems with your
work or other regular activities as a result of any emotional problems (such asfeeling
depressed or anxious) ?

Cut down the amount of time you spent on work or other activities

Didn't dowork or other activities as car efully as usual

1 vyes
2 no

During the past four weeks, to what extent have your physical health or emotional
problemsinterfered with your normal social activitieswith family, friends, neighbours,
or groups- not at all, dightly, moder ately, quite a bit or extremely ?

not et all
dightly
moderately
quite a bit
extremely

ga b~ wWwN B

How much bodily pain have you had during the past four weeks - no bodily pain, very
mild, mild, moder ate, severe, or very severe ?

no bodily pain
very mild
mild
moderate
severe

very severe

OO WNPRE



8. During the past four weeks, how much did pain interfere with your normal work
(including work outside the home or housework) - not at all, a little bit, moder ately,
quite a bit or extremely ?

not at al
alittle bit
moderately
quite abit
extremely

a b wbNBEF

9 These next questions are about how you feel and how things have been with you
during the past four weeks. For each question, please give the one response that
comes closet to the way you have been feeling.

How much of the time during the past four weeks:

(@ Didyou fed full of life- all of thetime, most of the time, a good bit of the time, some
of thetime, a little of the time or none of the time ?

al of thetime

mogt of thetime
agood hit of thetime
some of thetime
alittle of thetime
none of thetime

o0k WN PR

(b) Haveyou been a very nervous person - all of the time, most of the time, a good bit of
the time, some of the time, a little of the time or none of thetime ?

al of thetime

most of thetime
agood bit of the time
some of thetime
alittle of thetime
none of thetime

OO WNPRE

Hedlth Related Quality of Lifeinthe ACT 37



(c) Haveyou felt so down in the dumpsthat nothing could cheer you up - all of the time,
most of the time, a good bit of the time, some of the time, a little of the time or none
of thetime ?

al of thetime

mogt of thetime
agood hit of thetime
some of thetime
alittle of thetime
none of thetime

o0k WON PP

(d) Haveyou felt calm and peaceful - all of the time, most of the time, a good bit of the
time, some of thetime, alittle of the time or none of thetime ?

al of thetime

most of thetime
agood bit of the time
some of thetime
alittle of thetime
none of thetime

OOk WNPRE

(e) Didyou havealot of energy - all of thetime, most of the time, a good bit of the time,
some of thetime, a little of the time or none of thetime ?

al of thetime

mogt of thetime
agood hit of thetime
some of thetime
alittle of thetime
none of thetime

o0k WN PR

(f) Haveyou felt down - all of the time, most of the time, a good bit of the time, some of
the time, alittle of the time or none of the time ?

dl of thetime

most of thetime
agood bit of the time
some of thetime
alittle of thetime
none of thetime

o0l WN PR
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(g) Did you feel worn out - all of thetime, most of the time, a good bit of the time, some of
thetime, alittle of the time or none of thetime ?

OOk WNPR

al of thetime

most of thetime
agood bit of the time
some of thetime
alittle of thetime
none of thetime

(h) Haveyou been a happy person - all of the time, most of the time, a good bit of the
time, some of the time, a little of the time or none of thetime ?

OOk WNPRE

al of thetime

mogt of thetime
agood hit of thetime
some of thetime
alittle of thetime
none of thetime

(i) Didyou feel tired - all of the time, most of the time, a good bit of the time, some of the
time, a little of the time or none of the time ?

10

OO0 WN B

al of thetime

mogt of thetime
agood bit of the time
some of thetime

a little of thetime
none of thetime

During the past four weeks, how much of the time have your physical or emational
problemsinterfered with your social activities (like visiting with friends, relatives,
etc.) - all of thetime, most of the time, some of the time, a little of the time or none of
thetime ?

o0l WN PR

al of thetime

most of thetime
agood bit of the time
some of thetime
alittle of thetime
none of thetime
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11 How trueor falseis each of the following statements for you ?

(@ | seem to get sick alittle easier than other people

definitely true
mostly true
don't know
mostly false
definitely false

a b wbNBEF

(b) | am ashealthy asanybody | know

definitely true
mostly true
don't know
mostly false
definitely fase

a b~ wWwbNBEF

(c) | expect my health to get worse

definitely true
mostly true
don't know
mogtly false
definitely fase

O b~ wWNPE

(d) My health isexcellent

1 définitely true
2 modly true

3 don't know

4 mostly fase
5 definitely fase
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Appendix B

Stepwise regression models of the eight SF-36 scales showing multivariate associations (Beta coefficients with standard errors in brackets) with socio-demographic variables, recent hospitalisation status, and

disability status.

VARIABLES PF RP BP GH VT SF RE MH

Age -0.32(0.03) **** - - - 0.10(.04)* 0.11(0.46)* 0.21(0.06)**** -

Gender (female) -3.68(0.93) **** - - 3.47(1.36)* -9.75(1.22)**** -579(1.34)**** -7.02(1.86)***  -5.92(1.23)****
Hospitalisation Status:

Hospitalised within last month n A n n N n n n

Not hospitalised within last month 16.53(2.50) **** 47.80(5.66)**** 36.34(4.24)**** 17.36(3.35)**** 34.59(3.63)**** 30.69(5.39)**** 13.42(3.41)***
Disability Status:

No disability A " A A N A

Some (or unspecified) disability -12.65(1.74)**** -17.92(3.81)**** - - -8.15(2.26)***  -7.46(2.50)** -13.74(3.45)*** -5.32(2.24)*

Moderate or extreme disability

Employment Status:
full-time or (ft&pt)
part-time

unemployed/not in labour force
Educational Attainment
at most some secondary
year 10 only

year 12 (and/or) trad
degree/postgraduate/RN
Household Composition:
singlew child

mar/de fact w child

mar/de fact w/o children
single w/o child

other

Usual Area of Residence:
Central Canberra

Woden Valley

Belconnen

Tuggeranong

Weston

Year of Interview:

1994

1995

1996

1997

I nter cept
R-squar ed

-35.80(2.50)****

N

4.36(0.97)****
5.81(2.69)*

-3.02(0.96)***

78.49(5.42)
0.4

12.60(2.86)* ***

-44.43(5.60)**** -

N

-5.30(2.40)*

-7.09(11.20)
0.17

23.43(4.18)****

N

-4.36(1.99)*

N

-5.66(1.80)*

10.77(8.37)
0.15

14.35(2.47)% ***

23.27(3.81)****

3.49(1.36)*

N
4.62(1.37)***

AN

10.71(4.85)*

65.75(2.40)
0.1

-11.58(3.50)**

44.71(7.15)
0.12

24.70(3.63)* ***

N

-6.17(1.88)**
-6.32(1.85)***
15.27(1.91)****
26.92(7.8)

0.22

24.83(5.25)****

-4.51(2.19)*

31.87(11.44)
0.1

-12.80(3.28)***

13.67(4.56)**

N

-7.76(1.50)% ***

61.77(7.07)
0.1

" refers to reference groups * p<0.05 ** p<0.01 *** p<0.005**** P<0.0001

Source: 1994-1997 quality of life data (weighted)
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Appendix C

Mean, standard deviation & ANOVA for sample size for the eight SF-36 scales by socio-demographic variables, recent hospitalisation status,
year of interview and disability status. (Using weighted data set)

Variables PF RP BP GH MH RE SF VT

Mean SD n sig Mean SD n_ sig Mean SD n sig Mean SD n_sig Mean SD n_sig Mean SD n sig Mean SD n sig Mean SD n sig
Age 90.77 16.55 925*** 8223 33.35 936 ***  78.61 24.20 935 ** 73.44 2044 921 * 76.63 1829 932 **** 86.42 28.72 930 ** 8242 21.85 933 66.90 18.82 933
18-44 9403 11.28 608 84.62 31.09 614 80.38 22.46 613 7457 19.78 601 76.64 1728 612 84.36 30.52 615 8245 21.48 611 66.06 18.33 611
45-64 87.38 19.95 259 7881 36.40 263 75.63 26.95 262 70.82 2176 263 74.49 20.78 263 89.79 25.46 257 81.96 22.60 263 67.98 19.44 264
65+ 7191 27.39 58 7261 38.99 59 73.44 26.94 59 7356 2034 57 86.36 1289 57 93.41 1866 58 84.03 22.62 59 7094 20.57 58
Gender 90.64 16.52 949 ** 8216 33.54 959 78.64 24.17 959 73.45 2040 944 **  76.62 1815 956 *** 86.61 28.51 954 ** 8248 21.88 957 *™*  66.78 18.98 957 ****
male 9229 13.95 435 8345 33.19 442 78.19 23.63 440 71.04 2034 437 79.70 1665 440 90.28 23.38 434 85.84 18.46 442 7095 16.57 439
female 89.25 18.31 514 81.07 33.83 518 79.02 24.63 519 75.52 20.23 508 74.00 1895 516 83.54 31.88 519 7961 24.08 515 6325 20.16 518
Hospitalisation Status: 9054 16.66 954 *** 8216 33.50 965 *** 78.60 24.18 964 73.41 2038 950 76.69 1813 961 **  86.67 28.46 959 *** 8255 21.86 963 *** 66.83 18.96 962 ****
Hospitalised within last month 6876 29.34 34 3128 3555 34 4441 3568 34 67.96 2678 3 64.37 2500 3R 58.35 45.64 30 4800 3319 34 5111 29.81 34
Not hospitalised within last month 9134 15.45 920 8402 31.94 931 79.85 22.72 930 73.60 20.10 917 77.12 17.71 929 87.60 27.27 929 83.82 20.27 929 6740 18.21 928
Disability Status: 9054 16.66 954 *** 8216 33.50 965 *** 78.60 24.18 964 *** 7341 2038 950 **** 76.69 1813 961 **** 86.67 28.46 959 **** 8255 21.86 963 ***  66.83 18.96 962 ****
No disability 9305 12.17 847 85.84 30.01 851 80.69 21.78 851 7521 1901 841 77.58 1698 848 88.46 26.19 851 83.88 19.76 851 6797 17.65 852
Some (or unspecified) disability 7851 24.05 69 68.70 39.66 73 67.74 3110 72 60.96 2354 73 72.67 2091 72 75.34 3843 70 7888 25.04 71 6038 21.41 72
Moderate or extreme diability 56.68 32.89 38 2940 40.28 41 54.32 36.86 41 56.59 2733 37 65.32 2891 41 67.81 4193 38 6133 39.66 41 5343 3144 38
Employment Status: 9051 16.69 950 *** 8214 33.56 961 78.51 24.19 960 73.37 2041 946 76.65 1816 957 86.62 2851 955 8251 21.89 958 66.73 18.93 958 *
full-time or (ft&pt) 91.89 15.65 448 8446 31.69 456 79.52 23.51 455 73.39 1993 452 79.05 1490 454 88.37 26.81 450 83.86 19.67 454 6850 16.49 454
part-time 9370 9.46 228 8169 33.46 230 77.94 23.19 230 7475 2087 221 75.34 1953 229 85.31 27.82 229 8192 22.46 229 65.28 21.46 229
unemployed/not in la 8561 21.36 274 7865 36.35 274 77.31 26.08 274 7221 2081 273 73.79 2117 275 84.84 3154 276 80.77 24.65 275 65.02 20.24 275
Educational Attainment 9052 16.67 953 **** 8213 33.52 963 * 78.56 24.18 963 ***  73.38 20.38 948 * 76.69 1815 960 86.77 2840 958 8260 21.85 961 66.81 18.97 961
at most some seconda 7869 29.07 53 7262 39.55 53 66.31 28.80 53 67.00 2479 52 80.41 2035 53 81.53 34.85 53 7801 28.33 53 64.43 23.67 53
year 10 only 8956 18.25 118 80.83 36.67 119 78.29 26.58 119 70.80 2140 116 7459 2113 119 88.22 26.86 119 80.86 22.83 119 67.87 18.21 116
yearl12 (and/or) trad 9125 13.84 511 81.13 33.89 518 78.71 23.56 518 74.64 2063 509 77.04 1849 516 86.60 27.91 514 8216 22.23 518 67.74 19.21 520
degree/postgrad/RN 91.87 16.74 271 8645 29.47 273 80.77 22.67 273 73.33 1823 271 76.22 1538 271 87.47 2863 272 85.11 18.90 270 65.06 17.70 272
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Appendix C (Continue)

Mean, standard deviation & ANOVA for sample size for the eight SF-36 scales by socio-demographic variables, recent hospitalisation
status, and disability status. (Using weighted dataset)

Variables PF RP BP GH MH RE SF VT

Mean SD n sig Mean SO n sig Mean SD n sig Mean SD n sig Meen SD n sig Meanh SD n sig Mean SD n sig Mean SD n  sig
Household Composition: 9054 1666 B4 8216 3350 965 7860 2418 %4 7341 20.38 950 7669 1813 961 *** 8668 2846 959 ** 8255 2186 963** 6683 1895 962 **
single w child 8335 1808 & 7898 3497 76 7630 2692 76 7169 2295 76 6506 2305 74 7529 4046 16 7375 2511 72 5928 2067 76
mar/de fact w child 9116 1629 445 8340 3287 443 7979 2444 443 7538 19.66 430 7653 1739 443 8311 2825 442 8363 2227 443 6664 1822 440
mar/de fact wio chil 8847 1632 177 8162 3419 179 7578 2410 179 7225 1954 176 7969 1819 1M 8671 2630 175 8306 2235 179 6744 2015 179
single w/o child 9168 1698 233 817 3292 235 7957 2285 237 7194 2151 237 7793 1726 25 8339 2315 25 8323 189%6 237 6926 1863 236
other 8961 1762 R 7547 3939 32 7571 2324 30 6820 1759 32 7982 927 D 8099 3779 R 7954 232 32 6579 1617 32
Usual Area of Residence: 9058 1691 889 845 3338 89 7823 2447 89 7334 2045 886 * 7669 1854 8% 8682 2824 8A 8250 2196 897 6683 1919 897
Central Canberra 8779 2110 22 7981 3395 22 7659 2513 22 7122 2315 22 7486 1873 8252 R84 2 8093 2484 22 6505 2086 22
Woden Valley 9052 1585 169 8387 3220 168 7893 2278 170 7347 2052 169 7667 1942 163 8968 2435 170 8552 1857 169 6598 1962 170
Belconnen 9261 1373 125 8197 3044 125 7645 2418 125 6984 2384 123 7625 1778 125 8796 2840 15 8140 2179 125 6515 1744 125
Tuggeranong 90.07 1783 552 8163 34.82 563 7824 2528 560 7371 19.62 550 7656 1868 559 8563 2938 55 8202 2309 559 6712 1954 558
Weston 9521 851 22 BB 653 22 8434 1648 22 8514 1136 22 8470 862 9301 1871 7902 1059 22 7770 1029 22
Year of Interview: 9054 1666 %4 8216 3350 965 7860 2418 %64 7341 20.38 950 7669 1813 961 *™* 8667 2846 99 * 8255 2186 963 *™* 6683 1896 962**
194 8081 1794 231 8452 3253 236 7996 2538 238 7666 20.65 228 79.74 1403 26 9092 2447 29 88.13 1967 236 6956 1625 235
199%5 9172 1750 215 7953 3586 217 7498 2512 215 7234 1883 215 7749 1919 215 8630 2936 217 8401 2369 217 6864 1781 217
199% 80.71 1558 278 8142 3296 276 7897 2196 278 7252 19.78 271 7796 1631 278 8720 2642 278 8405 2301 277 6462 19.72 275
1997 91.16 1576 230 8310 3283 236 8009 2439 234 7225 21.87 236 7133 2157 2R 8229 373 2% 7375 1797 233 6502 2105 236
Source: 1994-1997 quality of life data
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Health Series Publications

The Epidemiology Unit of the Department of Health and Community Care has devel oped an on-going health
series of publicationsto inform health professionals, policy developers and the community on health statusin
the Territory. Information contained therein will assist in the development of appropriate policy and service
delivery models, the evaluation of programs, and an understanding of how the ACT compares with Australiaasa
whole with regard health status.
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