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The Western Australian
Chief Health Officer’s
Report 2010 is the first in
a new series of reports
that will examine the
health status of the people
of Western Australia. This
report will be a useful
resource for the public as
well as for policy planners
and researchers interested
in health related matters.
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Foreword

Western Australians enjoy a standard of living

and a standard of health amongst the highest in
the world, and consistent with that of a modern
developed country. Public health is concerned with

this big picture. About how and where we live, work
and play — and how we organise society

to maximise health and well being, and

share benefits more equally.

This first Chief Health Officer’s
Report provides solid information

to allow us to reflect on the past,
learn its lessons and consider

how the future could be better.
Trends in life expectancy show a
continuing improvement over time
(with dramatic declines in deaths in
infancy and from infectious diseases
and heart disease for example), but
further improvements will be harder
to achieve (‘the law of diminishing
returns’) and there are new threats,
such as rising levels of obesity, that
might lead to reversal of some gains
in future generations.

Reflecting on the past also reminds
us of what is so easy to take

for granted unless an incident
occurs — excellent health care,

clean water, safe food, waste and
rubbish disposal systems, control of
environmental hazards, organised
immunisation programs, control of
disease vectors such as mosquitoes,
responses to outbreaks of infectious
disease, and organised screening
for breast and cervical cancer. There
is discussion in this report on the
relative contribution of medical and
social advances to improvements in
life expectancy.

We use three newer measures
(avoidable mortality, preventable
hospital admissions, and burden of
disease) to identify particular issues
of public health significance, that
are less emphasised in more routine
hospital admission and mortality
statistics. For example, the impact of
mental illness and injuries are better
shown using these newer measures.
Some regional differences are also
highlighted.

One group stands out in all these
statistics — Indigenous Australians.
Closing the Gap in life expectancy
will require close attention to detailed
data, so we can be sure the planned
interventions (whether they be in
improving housing, better access

to primary care or anti-smoking
interventions, for example) are
having the effect that is needed.

There are some trends, such

as the rise in dementia with the
ageing population that need to be
addressed, and other threats on the
horizon, particularly climate change,
that do not yet appear in the health
statistics, but are real and material.

Public health practitioners — most of
whom work for government (either
state or local), in non-government
or community organisations, or

in universities — work behind the
scenes to manage a variety of risks
to the public. Our professional links
are both within health, namely with
our clinical colleagues, responsible
for delivering high quality services,
often with a preventive aspect;

and outside health, in education,
employment and community
development sectors for example,
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where they influence the underlying
causes of health. But our most
important link is with the public,
making sure we are both responsive
to and informing community

debate about the kind of society
we want to live in, and what we are
prepared to do or forego to achieve
that. This is the first in a series of
reports that aims to inform such
public discussion. Future reports

in this series will look in more

detail at specific groups of risk
factors, vulnerable populations, and
emerging issues.

e

Dr Tarun Weeramanthri
Executive Director Public Health
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Figure 10: Population by region of birth (%), WA, 2006

Oceania (a)

Europe

— Africa and the Middle East

Asia

Australia Americas

Other (b)

— Country of birth not stated

Notes: (a) Includes ‘Australian External Territories’.
(b) Includes ‘Inadequately described’, (e.g. at sea and not elsewhere classified).
Source: ABS Data Cubes Cat. No. 2068.0.

Each ethnic group has a distinct
health profile, with health risk factors
and diseases more common among
some groups than others. As such,

it is important that health service
providers are conscious of the needs
of various ethnic groups and are able
to adapt where necessary.

In 2006, around one in four (27%)
Western Australians were born
overseas (Figure 10), while

3.4% were of Indigenous

descent (Australian Bureau of
Statistics, 2007).

Knowledge about the makeup of the
WA population, by age, locations and
ethnicity provides valuable baseline
data that can help to determine

both current and future needs

of the population and guide new
interventions.
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