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Introduction 
 
Successful on the job, conscientious as a mother and pro-
vider, and an active member of our leisure society—
emancipation brought not only more rights for women, but 
also more responsibilities, both in theory and in reality. 
Naturally, these multiple burdens have had a noticeable im-
pact on women. The proportion of female smokers, for ex-
ample, has increased from 21% in 1991 to 41% at the turn 
of the millennium, with the result that lung cancer today is 
now the third most frequent form of cancer amongst 
women. 
 
Because women make up 51% of the total population, with 
an even larger proportion among the elderly (155:100 
among people over 60—the age at which demands on the 
health care system begin to increase), the Health Depart-
ment of the Federal State of Styria decided it was time to 
commission a health report with a special emphasis on 
women’s health. 
 
Once again, however, we have had to face the limits of our 
department. We can analyse the health situation of Styrian 
women and, where necessary, initiate some measures in 
response. But to achieve really far-reaching change, how-
ever, we must tackle the roots of the problem, which means 
we have to find ways to advance the social situation of 
women. We have to create basic conditions which make it 
easier for women to bear the multiple burdens placed upon 
them. In order to accomplish this goal, however, all relevant 
social and political forces must join together to make a 
practical contribution to creating a firm foundation for 
Styrian women’s health. 
 
 
Wolfgang Erlitz 
Styrian Deputy for Health 
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1. Summary  
 
The overarching goal of Styrian health report-
ing is to produce reports with a comprehensive 
and holistic perspective on health as their guid-
ing principle. Valid and representative health 
data, as opposed to routine data on the inci-
dence of disease, is not yet available for Styria. 
Though a crucial prerequisite for targeted 
health planning, the all-encompassing collec-
tion and evaluation of such data is also a costly 
undertaking, and the federal state’s budget at 
present does not include sufficient funding for 
it. This report therefore concentrates on those 
sectors that hold out the promise of a high rate 
of return on investment—in the sense of a high 
benefit in the form of good quality data at a 
cost commensurate with the limited means of 
the federal state’s health department. Conse-
quently, this report is limited to such things as 
demographic, social and policy developments, 
the principal causes of death, the most impor-
tant diseases, the prevalence of preventative 
medical screening, and gender-specific differ-
ences in the level of quality assurance of 
treatment for diabetes melitis. In addition, this 
report is characterized by the attempt to make 
optimal use of existing high-quality data, as 
well as a high standard of statistical analysis.  
 
The Demographic Situation 
Styria is experiencing population decline, as 
well as an increase in the average age of the 
population. Although women are in the major-
ity among people aged 65 and older, in gen-
eral the feminization of the elderly is on the 
decline. It is especially these elderly women 
who are responsible for the fact that the ma-
jority of costs associated with nursing care 
benefits are generated by women.  
Birth rates (live births per 1,000 inhabitants) 
have been declining since 1991, although 
rural women continue to have, on average, 
more children than urban women. In addition, 
there has been a noticeable trend away from 
traditional marriage in favour of cohabitation. 
Marriage rates in general are on the decline, 
while the number of people living together 
outside of marriage, divorce rates and the age 
at marriage have all been increasing. The pro-
portion of single mothers has declined slightly 
since 1991; in 2001 single-parent families ac-
counted for 13.8% of the total. Forty-four per-
cent of all single mothers have one or two chil-
dren below the age of 15. Since 1991 the pro-
portion of single woman-headed households 
among  families with  three or more children 

has increased to about 10%. In Styria, private 
organizations are the most important providers 
of institutionalized childcare. Only 26% of 
childcare institutions provide year round, all-
day care. 
 
The Political and Socio-Economic 
Situation 
The educational situation of women has 
improved fundamentally since 1991. Especially 
the proportion of women with a post-secondary 
degree has increased and now nearly equals 
that of men. Still, women, especially older 
women, are on average less well educated 
than men. Three quarters of women over the 
age of 65 completed only the nine obligatory 
years of schooling. Both the female participa-
tion rate in the workforce and women’s total 
employment rate still lag behind those of 
men. Furthermore labour force participation 
rates decline with increasing age, though the 
rate of women with lower educational levels is 
still a little bit higher than that for women with 
higher educational levels. 
The proportion of women among the non-
employed population is especially high in the 
economically active years (between the ages 
of 25 and 55). This is due at least in part, if not 
entirely, to maternity leave and child-rearing, 
perhaps also to the persistence of traditional 
gender roles, especially in rural areas. In addi-
tion, measured against that of men, female 
incomes have declined. Despite improved 
educational opportunities and associated in-
creases in their qualifications, Styrian women’s 
chances on the labour market have not im-
proved much. Women are still at a disadvan-
tage in career options, income, inclusion in 
decision-making processes and economic 
power. This situation is mirrored in the politi-
cal arena, where women are still far underrep-
resented.  
 
Conclusions Concerning Demo-
graphic and Socio-Economic Devel-
opments 
Demographic ageing presents the health and 
human services infrastructure with new chal-
lenges. Elderly women make up not only a 
particularly large portion of the population, they 
are also an especially disadvantaged one. 
They require support and assistance in the 
form of improvements in their level of eco-
nomic security, their participation in society, 
their social networks and their quality of life. 
Changes in family structures  and  high divorce 
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rates make it likely that the social and health 
burdens borne by women in general, and 
mothers in particular, will increase in future. As 
a result, there will be a growing demand for 
counselling and care services. Furthermore, 
single mothers and employed mothers with 
child care responsibilities will be an especially 
important target group for health promotion 
and disease prevention programs. In order to 
achieve a better distribution of responsibili-
ties within families, adequate laws and 
changes in social attitudes are needed. Socio-
political and structural improvements can 
help women better manage and coordinate the 
numerous and often contradictory social de-
mands on them and thereby reduce systemi-
cally-caused stress. At present, women’s 
health is not being promoted by adequate, 
regular paid employment across the board and 
the secure income and pension benefits that 
such employment would bring with it. The lit-
erature on this subject is clear: low income has 
a negative impact on health, while work that is 
rewarded by adequate income has positive 
health benefits. Equality for women on the 
labour market must therefore be the primary 
priority for health promotion among women.  
 

Mortality  
Life expectancy for women and men is rising 
continuously at all stages of life.  Suicide is a 
more likely cause of death among men than 
women.  Even though men are more likely to 
die of suicide, suicidal tendencies among 
women are probably similar, but they are less 
likely to succeed in committing suicide.  
The predominant causes of death among 
women are still cardiovascular diseases, 
followed by cancer (primarily breast, lung, and 
colon cancer). Because of rising life expec-
tancy and demographic change, women are 
more likely to die of cardiovascular diseases 
than men, and among the cardiovascular dis-
eases, ischemic heart diseases are a more 
frequent cause of death among women than 
cerebrovascular diseases. Compared to men 
(22%), women die more often of stroke (28%). 
Styrian women have a relatively high mortal-
ity rate from cardiovascular disease compared 
to the rest of Europe. Nonetheless, the trend in 
mortality from heart disease in general is gen-
erally downward. 
The mortality rate from diseases of the diges-
tive system has stagnated in Styria for both 
genders. National and international trends, on 
the other hand, show a reduction of male rates, 
whereas the female rate has stagnated. This 
is an area where important intervention meas-
ures could be taken in the next few years to 
improve women’s health. Among malignancies 
of various kinds, breast cancer still is of great 
significance, followed by lung- and bowel 

cancer. In Styria, female cancer mortality 
has remained the same since 1998. This is 
also the case with specific forms of cancer, 
such as cancer of the digestion system, cervi-
cal cancer and breast cancer. This stagnation 
can be attributed to the demographic ageing of 
the population. On the other hand, despite 
demographic changes there has been success 
in reducing mortality from cardiovascular dis-
eases. Similar success was not achieved with 
cancer, however, with the result that the fight 
against cancer has gained in importance. Par-
ticular attention has to be paid to lung and 
breast cancer rates. The mortality risk of 
women from lung cancer (respiratory organs 
included) increased between 1998 and 2002 
by 31%. A further increase is to be expected in 
coming years. The stagnation in the breast 
cancer rate is also surprising. Increased early 
detection and improved treatment methods 
gave reason to hope for a reduction in the rate. 
However, it has to be acknowledged that re-
search in this area has not provided clear sci-
entific proof that a significant reduction in 
breast cancer mortality can be achieved 
through systematic, nationwide mammogram 
screening. 
 
Morbidity 
Women’s subjective health experience is 
worse than that of men. The gender-specific 
difference can mainly be attributed to socio-
economic discrimination against women. In-
creases in social disparity influence the subjec-
tive health status of individuals. Here, too, 
women are more affected because of the 
socio-economic discrimination they experi-
ence. Men are more frequently hospitalized 
because of cardiovascular diseases than 
women, while women report a higher incidence 
of cardiovascular disease in microcensus in-
terviews. One can therefore assume that 
women actually suffer from cardiovascular 
diseases more often than men. The in-patient 
treatment of cardiovascular disease has sig-
nificantly declined since 1998, more signifi-
cantly in the case of men than in women. It is 
also noteworthy that hospital admissions for 
Styrian women are high in comparison with 
the rest of Austria. There was no significant 
change in the incidence of cancer during the 
short period of observation from 1997 to 2000. 
Also noteworthy is the high rate of cervical 
cancer in Styria in comparison with the rest of 
Austria. There is an increasing tendency for 
women to be admitted more often than men 
for in-patient treatment of disease of the 
musculoskeletal system. Women more often 
suffer femoral neck fractures than men, mainly 
because of the higher incidence of osteopo-
rosis among women and the higher proportion 
of women among the elderly. Furthermore, 
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women report suffering from diabetes more 
often than men. 
It is also important to point out the social differ-
ences in mortality and morbidity rates. Socially 
disadvantaged women are more exposed to 
risk factors and negative health behaviour 
such as cigarette consumption, an unhealthy 
diet and a lack of physical exercise. Conse-
quently, it has been shown that life expec-
tancy, mortality and morbidity of women are 
strongly associated with their socio-economic 
status. 
 
Conclusions Concerning Mortality 
and Morbidity 
Measures to bring about improvements in the 
social status of women could contribute a great 
deal to improvements in women’s health. This 
can be achieved through systemic and struc-
tural changes that make it easier for women 
to manage their daily lives and to adopt health-
ier lifestyles. Hence, socio-political measures 
are required in the form of comprehensive 
health-promoting policies consistent with the 
Ottawa Charta of the WHO. 
In order to reduce the most important behav-
iourally- and environmentally-related risk fac-
tors such as smoking, alcohol abuse, un-
healthy diet and a lack of physical exercise, 
and thereby reduce the incidence of cardio-
vascular disease and cancer, politically com-
prehensive, multi-sectoral, collective, multi-
level, integrated approaches to prevention 
are needed. In this connection socio-political 
measures can play an essential role, inte-
grated with proven prevention measures di-
rected against risky behaviours (North Karelia 
Project, CINDI-program of the WHO). Such 
measures could also reduce the burden of 
other chronic diseases such as diabetes, hy-
pertension and osteoporosis. 
A main focus should be on tobacco preven-
tion, because rising cigarette consumption 
among women is extremely alarming. In-
creased tobacco consumption has not only 
increased the risk of lung cancer mortality for 
Styrian women over the past few years, but it 
is also associated with other forms of cancer, 
cardiovascular diseases and many other dis-
eases. Smoking among women, furthermore, 
has an impact on menstruation and reproduc-
tion. Negative interactions in combination with 
the use of artificial hormones also should not 
be ignored.  
During pregnancy smoking is particularly dan-
gerous, because it can lead to still or prema-
ture birth, to low birth weight of the baby and 
other harmful effects on the foetus. It is also 
known that nicotine can be found in milk of 
breastfeeding women who smoke. While preg-
nant, women are more likely to give up smok-

ing than at any other point in their lives. In 
many countries there are already specific pro-
grams in place to support women’s efforts to 
quit smoking (CDC, 2001). In addition to ade-
quate campaigns aimed at the whole popu-
lation and supportive programs for people 
who are willing to quit smoking, social 
changes that reduce the burden on women are 
especially needed, as well as intervention 
measures against tobacco advertising. To 
counter smoking as a coping and stress-
reduction strategy, specific programs could 
be created to help individual women formu-
late alternative coping strategies and de-
velop new competencies to achieve a healthier 
lifestyle. In this connection, especially the 
needs of socially disadvantaged women 
should be addressed. 
 
Screening Examinations  
Screenings for Cardiovascular 
Diseases 
Both blood pressure measurements and cho-
lesterol measurements are taken more often 
on women than on men. Many physicians still 
think, for example, that cardiovascular disease 
is mainly a disease of men. As a consequence, 
women generally receive longer and more 
extensive medical care from their local-practice 
physician, whereas men are more frequently 
admitted to hospital and receive faster medical 
treatment for heart disease. One reason for the 
obvious higher rate of blood-pressure meas-
urements for women could be the fact that they 
constitute a larger proportion of the elderly 
population. Ageing often means not only more 
consultations but also (especially for women 
during and after menopause) the necessity of 
more frequent blood-pressure checks. In addi-
tion, education seems to have a significant 
influence on the frequency of measurements, 
with women who have completed only compul-
sory schooling or an apprenticeship undergo-
ing more frequent check-ups than better edu-
cated women. It appears that this is both corre-
lated with age, since older women in general 
have a lower education level than younger 
women, and with lifestyle differences associ-
ated with educational level.  
According to international recommendations, a 
blood pressure screening should take place 
every other year for healthy people over the 
age of 17. To catch high cholesterol levels in 
time, screening is recommended every five 
years for healthy women over 45 and healthy 
men over 35, but after 65 it is worth consider-
ing eliminating these cholesterol checks. 
Blood-pressure screening recommenda-
tions have been implemented rather well, with 
92% of the people over 17 getting screened 
almost every other year. About 70 % of the 
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persons surveyed had been tested during the 
previous year. Also the recommendations 
regarding screening for high cholesterol 
are being met for the most part: 83 % of per-
sons surveyed aged 35 to 65 had been 
screened during within the last three years and 
94% had been screened at least once. In gen-
eral people are being screened more often 
than necessary, especially in those age groups 
for which screening is not recommended.  
 
Cancer Screenings 
There is a correlation between educational 
level and the frequency of breast examinations 
by a physician and the Pap test. Trade school 
graduates and those who have completed an 
apprenticeship are twice or three time more 
likely than other women to have undergone 
such tests. These differences are very likely 
the result of the age structure of Styrian 
women. Mammogram-screening varies with 
age. The highest frequency of mammogram-
screening is among women between ages 35 
and 74. The most common screening-interval 
is one year. The WHO recommends breast 
cancer screening for women between age 50 
and 69 every second year, while screening for 
women between 40 and 49 years is not 
deemed necessary, because its effectiveness 
for this group has not been demonstrated.  
Some 80 % of the recommended target 
group in Styria get screened. Of these, 89 % 
were screened during the past three years 
and 60% during the last year. But also 93% of 
40 to 50-year-old women got screened during 
the previous three years. Pap smear screening 
for cervical cancer declines with increasing 
age. International recommendations call for 
women between the ages of 21 and 65 to be 
screened every third year. For Styria the par-
ticipant quota for this group is 93% and 91 
% of these women were screened during the 
previous three years. The rate for those over 
45, however, is lower than 85%. In addition, 
60% of women who are either younger than 21 
or older than 65 were screened within this time 
period. The majority of women went to an 
ob/gyn in their residential district for this ex-
amination. There is a strong correlation be-
tween patient trust in conventional medicine 
and  willingness   to   undergo   mammogram-  

screening and breast examinations by a 
physician. Such willingness declines signifi-
cantly with decreasing confidence in conven-
tional medicine. This shows that in case of 
opportunistic screening, mainly those women 
are reached who already care about preven-
tion and early diagnosis. 
 
Conclusions Regarding Screening 
Examinations 
Potential improvements in connection with 
mammography screening can be made by 
strengthening target group orientation and 
making more efficient use of resources, for 
example by extending the intervals between 
screenings. Financial incentives put into place 
by the insurance companies play a central role 
here. Of foremost importance is quality con-
trol in mammography screening. It is also im-
portant to provide women with understand-
able and unbiased information, so they can 
make informed decisions about this scientifi-
cally controversial screening measure. Im-
provements are also possible in target group 
orientation in cervical cancer screening. 
Increased participation rates among the 
general female population, rather than higher 
frequency of screening for women who are 
already being screened, is the only way to 
reduce morbidity and mortality from this dis-
ease. Opportunistic screening programs are 
less effective than systematic ones, so it would 
be sensible to introduce a systematic early 
screening program, including effective meas-
ures such as inviting women of the target age 
group to a screening appointment. In addition 
to the necessity of reaching women who are 
not participating in cervical cancer screening at 
present, it is also necessary to provide them 
with enough information so they can make an 
informed decision about the screening. They 
should be informed not only about the advan-
tages of screening, but also about possible 
complications arising from it. In order to im-
prove participation rates, it is also necessary to 
learn which women are not being reached at 
present. These groups should then be system-
atically targeted with motivational and informa-
tional materials. 
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2. Introduction 
 
Women’s issues have long been ignored, not 
just by society in general, but also by those 
engaged in health research. There are serious 
differences between the sexes concerning 
mortality (death rate), morbidity (disease inci-
dence), the extent of risks for chronic diseases, 
health care utilisation, diagnosis and the treat-
ment of diseases (Machewsky-Schneider & 
Babisch, 1998, p. 358). These gender-specific 
differences are, however, little investigated and 
as a consequence research results concerning 
women’s health is often simply lacking. Styrian 
health policymakers have recognized this defi-
ciency, and this report is a step in the direction 
of correcting this lack of gender- and female 
specific work on Styrian women’s health.  
 
In November 2003 the government of the Fed-
eral State of Styria commissioned the FH 
JOANNEUM University of Applied Sciences to 
produce the women’s health report. A previous 
Styrian women’s health report (Rásky, 1998) 
had provided a scientifically sound, socio-
medical basis for health policy decisions. How-
ever, for the current women’s health report, 
policymakers requested a traditional health 
report with the emphasis on epidemiological 
data, which could serve as a supplement to the 
earlier socio-medical report.  
 
The current report, therefore, is meant to offer 
an epidemiologically well-founded and quanti-
tatively solid description of the health situation 
of Styrian women. Its objective is to support 
goal-setting, planning and implementation of 
health measures and as a consequence serve 
as a stimulus for public health work in Styria 
(Middleton et al., 1991, p. 521).  

 
 
 
 
By describing the status quo and identifying 
areas urgently in need of action to improve the 
health situation of women, the report should 
provide a basis for political decision making in 
the health field (Bardehle & Annuß, 1998, p. 
329). The Styrian Women’s Health Report 
2003 is modelled on the Women’s  
 
Health Profiles of the WHO and Austria and 
will accomplish the following: 
1. Describe the demographic, social and politi-
cal development for women in Styria. 
2. Present the causes of death for women in 
Styria. 
3. Describe the disease- and health status, as 
well as report on the disease prevention 
measures taken by Styrian women. 
4. Identify relationships and possible interven-
tion methods in health planning and health 
policy for Styrian women. 
Health reporting cannot set priorities for health 
policy—that is the task of the responsible po-
litical authorities. It can only provide an in-
formed basis for such policymaking. Reports of 
this kind should serve above all to inform social 
and health policymakers about the health 
status of Styrian women. Social and health 
policymakers are those who meet in political 
committees to make decisions, as well as 
those who contribute to such decisions through 
their professional expertise, such as execu-
tives or representatives of health insurance 
companies. An additional target audience for 
the report are all those who, through private 
initiatives, plan and carry out health promotion- 
and disease prevention programmes, such as 
those who contribute to women’s health 
through their work in related health disciplines.
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3. Methodology 

3.1. Data 

3.1.1. Data Sources from the  
 Disease Sector  

The main objective of Styrian health reporting 
is the creation of health reports based on a 
comprehensive, holistic concept of health. At 
the same time, of course, Styrian health report-
ing also seeks to provide epidemiological re-
sults that are as sound as possible. This was 
also the intention of this report, but it could not 
be fulfilled because of a lack of data from the 
health sector (Rásky, 2001, p. 12). Although 
often incomplete, data for the disease sector is 
available. Inexpensive and available data 
sources that have been employed for this re-
port include statistics on causes of death, the 
cancer register (this includes death certificates 
only, which means that those cases of cancer 
that appear for the first time in the statistics on 
causes of death have also been incorporated 
into the cancer register and are included in the 
analysis) and the Minimal Basic Data Set 
(MBDS) of the Styrian hospitals. The cancer 
register, as well as the statistics on causes of 
death, are considered to be relatively valid 
providers of diagnostic data, despite regional 
differences (Rásky, 2001, p. 23; Fachabteilung 
für das Gesundheitswesen, 2000, p. 24). 

3.1.2. Problems with the Hospital Data 
The MBDS is collected for accounting pur-
poses and therefore has to be dealt with care-
fully. Due to its limited validity, epidemiological 
analyses are likely to be biased.  
The impossibility of differentiating between 
readmissions and new admissions leads to a 
certain amount of sloppiness in the MBDS 
data, including double registration of cases. 
Furthermore, the MBDS only records hospital 
cases. In other words, the data does not reflect 
the health burden of the portion of the popula-
tion that is not hospitalized. Despite these limi-
tations, data on hospital admissions can pro-
vide significant information, because they re-
flect the most cost-intensive serious diseases 
very well.  Furthermore, they can be used to 
anticipate trends and developments, because 
the accompanying inaccuracies in them remain 
the same over the years. 
Data for the extramural area of health care is 
hardly accessible. This lack of data in the ex-
tramural and ambulant sector poses a severe 
problem for Austrian health reporting. An im-
provement of the data availability in this area is 
urgently necessary.  

3.1.3. Data Sources from the Health        
Sector 

The availability of data for holistic health de-
terminants is even worse (Rásky, 2001, p. 14). 
A possible data source would be the micro-
census, but the microcensus questionnaire 
has been criticised as not meeting international 
standards regarding its validity, reliability 
(Klampft, Piribauer, 1999, p. 3), and represen-
tativeness (Fachabteilung für das Gesund-
heitswesen, 2000, p, 22). Furthermore it is 
likely that the data provided by the microcen-
sus is recall-biased (Rásky, 2000, p. 50). An 
analysis of data from the microcensus that 
goes below the level of the federal states is not 
very useful because of the small sample size 
(Fachabteilung für das Gesundheitswesen, 
2000, p. 22). An analysis of the microcensus 
that goes down to the level of the federal 
states has already been completed by ÖSTAT 
(Statistik Austria) and by ÖBIG in a publication 
dealing with women’s health and poverty 
(Hlava, 2003). Therefore it did not seem rea-
sonable to include microcensus data in this 
report. Instead, available resources should be 
used for evaluation of better quality and more 
current data. Data collected by Styria Vitalis 
was also considered for inclusion in the report. 
Styria Vitalis collects health data in municipali-
ties that take part voluntarily in health promot-
ing activities. The voluntary nature of the data 
collection results in a selection bias and con-
sequently does not guarantee the representa-
tiveness of the data (Fachabteilung für das 
Gesundheitswesen, 2000, p. 24). For that rea-
son this data source was not used in the end. 
Naturally the report is also meant to provide 
information for all Styrians interested in the 
health of the federal state’s women. This report 
can only provide a snapshot of the current 
health status of Styrian women; it would be 
irresponsible to attempt to draw causal conclu-
sions from the results of such a descriptive 
report.  

3.1.4. Additional Data Sources 
An individual’s social environment is a signifi-
cant component of health, and the Styrian 
Statistics Office has investigated this aspect 
very thoroughly. As a result, the social and 
political situation of women in Styria could be 
described very well for this report, and thus this 
information can be employed in setting priori-
ties for Styrian health promotion in the future. 
In addition, the Styrian Women’s Health Report 
employs data from two surveys conducted in 
1999 as part of a microcensus completed on 
behalf of the Styrian Sanitation Bureau. The 
Styrian  Health  Survey of  1999  questioned all 
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participants in the microcensus (n = 5,881) 
about their subjective health status and their 
use of cholesterol and blood pressure checks. 
In 2,000 a random sample of 838 women who 
had participated in the 1999 microcensus were 
asked by telephone about their utilization of 
clinical check-ups, mammograms and early 
cancer diagnosis (Steirische Telefonumfrage 
2000). The two random samples were tested 
for representativeness for age, education and 
gender against the entire population of Styria 
using a Chi-square test; the results revealed 
no significant differences. That means that 
both groups are quite representative of the 
Styrian population as a whole. This survey 
data had not yet been fully evaluated before 
this report was written, and they provided us 
with high quality, new material to include in the 
women’s health report. In addition, during the 
conceptualization stage of the report, contact 
was established with the Forum for Quality 
Assurance in Austrian Diabetiology 
(FQSDÖ), because this forum collects high 
validity data for the Federal State of Styria. 
This data source was used for the women’s 
health report, as well. The data answers ques-
tions about gender-specific differences in the 
treatment and health behaviour of diabetes 
patients and as well as about the gender-
based difference in quantity assurance be-
tween male and female doctors. The outcome-
orientated analysis of the FQSDÖ was ex-
cluded due to the fact that the doctors partici-
pated in the study on a voluntary basis, which 
reduced the epidemiological representative-
ness of this aspect of the study.  
 

3.2. Indicators 

3.2.1. Indicator Development 
As already mentioned, most of the indicators 
for this report—demographic, social and 
political development, mortality and mor-
bidity statistics—were designed and devel-
oped following the Women´s Health Profiles 
of the WHO and Austria. The indicators were 
selected according to relevance, that is accord-
ing to their contribution to the health load on 
women, and according to availability of data 
(see above). Because of scientific develop-
ments in the meantime, the indicators defined 
by the WHO in1995 might be considered out-
dated today, and their objective and purpose 
could be disputed. It would certainly be rea-
sonable to take a critical, systematic look at 
them. The indicators must be checked for their 
relevance for public health and in measuring 
gender-specific dissimilarities, for changes that 
might be expected from their use, for their 
scientific reliability and for the feasibility of 

surveys and data processing that employ them 
(McKinley et al.,2001, p.47; WHO, 2003b, p.5-
7). The question is, what do these indicators 
measure? Are they valid? With what kind of 
data can they be used in Styria and with what 
kind of results? And what additional data 
should be collected to ensure a comprehensive 
women’s health report that has the most long-
range impact (Rasky E., Interview, August 5th 
2003)? Such an exhaustive analysis would be 
beyond the scope of this report, of course. 
Nevertheless, it must be emphatically stated 
that this work has to be completed before the 
next women’s health report is brought out in 
order to assure it a better foundation. In this re-
examination of indicators and data sources, 
developments in the WHO itself also should be 
taken into consideration. Already in the last few 
years in the context of its “Gender and 
Women’s Health Program”, the WHO has de-
veloped indicator sets based on a theoretical 
construct aimed at the elimination of gender 
inequality. These indicator sets exist, however, 
only in draft form and require further discussion 
and refinement (WHO, 2003b). As is the case 
with many other organisations, the WHO has 
built its policies and programs around the con-
cept of gender mainstreaming, which will cer-
tainly also gain relevance for Styrian health 
reporting. In the case of the present report, 
however, what was needed, especially given 
the limited resources available, was a solid 
conceptual framework in order to assure inter-
national comparability of the results. For that 
reason we made use of already well-
established and accepted international stan-
dards. The indicators for evaluation of the 
surveys and the data from the FQSDÖ were 
developed on the basis of specific assump-
tions. One, for example, is the inverse care law 
(Hart, 1971) which states that low educational 
levels go hand in hand with a low use of pre-
ventive medical check-ups. Based on this the 
indicator “% of use of mammogram by educa-
tional level” was developed, and it was tested 
with a statistical model to see if a significant 
correlation could be found (see Chapter 8, 
Preventative Screening). 

3.2.2. Operationalisation of the Concept 
of “Socioeconomic Status“  

At the Styrian government’s request, the data 
are presented here wherever possible also 
according to social stratification (income, edu-
cation). As a result of the strong social gradient 
in health, this appeared a rational approach. 
But the available routine disease data seldom 
permitted inclusion of this social dimension of 
women’s health. Neither the cause of death 
statistics nor the cancer register nor the MBDS 
include reliable breakdowns according to social 
class. Moreover, the measurement of the 
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socioeconomic status of women is particu-
larly difficult, because their social situation is 
closely connected to that of their partners. 
Larger health differences appear if the social 
status of women is measured by household 
income, rather than individual income (Krieger 
et al., 1999, p. 619). However, due to the lack 
of data, such a differentiated measurement of 
social status was not possible for this report. 
We were limited to individual income status, 
which probably led to an underestimation of 
social and health-related differences (Krieger 
et al., 1999, p. 621).Generally, income is con-
sidered to be the stronger determinant for the 
health status of women. In the WHO pro-
gramme, “Health for All,” poverty is named as 
more relevant than education as a risk factor 
for health. Nevertheless it has to be pointed 
out that there is a strong interaction and en-
meshment of these two factors (WHO, 1999, p. 
13). It would have been possible to stratify 
according to income for the survey data but not 
for any other part of the report. On the other 
hand, it has been shown that education is 
more connected than income with the utilisa-
tion of health care in general and early detec-
tion screening (Röckl-Wiedmann et al., 2002, 
p. 315). Education has also been used as a 
stratification variable in many other women’s 
health reports, such as the Styrian Women´s 
Health Report of 1998 and the Salzburg 
Women´s Health Report of 2000. For prag-
matic reasons we finally decided to stratify 
according to education, because this was pos-
sible for both the demographic and social de-
velopment data, as well as for the survey data. 
Educational level has been divided into five 
categories: compulsory school; apprenticeship; 
trade school, including BMS; high school, in-
cluding AHS und BHS; university and other 
specialized institutions of higher education. For 
ease of reading, persons whose highest com-
pleted educational level is a university or spe-
cialized degree of a similar nature are hereaf-
ter classified as “academics”. 

3.2.3. Determination of the Period  
of Analysis 

Pragmatic considerations also determined the 
period of examination for the mortality and 
morbidity analyses. For the years from 1998 to 
2000, the Styrian Health Information System 
provided free access to mortality and morbidity 
data of Styria. This same time period was 
therefore chosen for the Women´s Health Re-
port, even though a longer period of examina-
tion would have been desirable for a better 
representation of trends. Unfortunately, a simi-
lar period of time also had to be accepted for 
the data from the cancer register, once it be-
came clear that at the time when this report 

was produced, data were only available for the 
years 1997 to 2000. 
Whenever possible, demographic and social 
developments were presented for at least a 10-
year period, and in this connection the years 
1991 and 2001 were particularly important 
because of the census. Where there were no 
restrictions in availability, current data were 
used. 

3.2.4. Definition of Age Groups 
There were many possible ways to define age 
groups. It would have been possible, for ex-
ample, to classify age in accordance with the 
Styrian Women´s Health Report of 1998 (15-
19, 20-44, 45-64, 65+) or with the Austrian 
Women´s Health Profile (below 25, 25-35, 35-
45 …).After systematic analysis of existing 
Austrian Women´s Health Reports, it was clear 
that age group definition is very heterogene-
ous. Therefore, it was decided simply to define 
age groups in a way that was most sensible for 
the current report. Styrian women aged 15 and 
older were defined as the target group for the 
report. Including females below the age of 15 
seemed superfluous, since the report takes a 
disease-oriented approach. Five-year incre-
ments appeared too unmanageable, especially 
with regard to interpretation and representation 
of the results. Therefore, the data was divided 
into ten-year increments. In addition, this ap-
proach makes it possible to more easily com-
pare results with those from the Austrian 
Women´s Health Profile. 
 

3.3. Statistical Analysis 
By Gerhard Neubauer, Institute of Applied 
Statistics and Systems Analysis, JR 
 
From the diagnosis-specific “Non-Funds-
Hospital” (NFKA) discharge data for the years 
1998 to 2001, NFKA discharge rates for 2002 
were extrapolated. Validation of the results 
was carried out graphically and through com-
parison of the confidence intervals (a=0.01) of 
standardized rates, 1) calculated from com-
plete data from the years 1998 to 2001, and 2) 
calculated from the extrapolated data from the 
years 1998 to 2001. The confidence intervals 
overlap in all cases, i.e., essentially the same 
results are achieved for the years 1998 until 
2001, independent of whether one uses the 
complete data or the extrapolated data. For the 
cause of death statistics, the cancer register 
and the data on hospital discharges, age-
standardized rates were calculated, and in that 
connection direct standardization (Breslow & 
Day, 1980) was carried out using the old Euro-
pean standard population. Every question was 
converted into regression terminology, so that 
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the effect of a cause variable (X) on a target 
variable (Y) became quantifiable. All target 
variables were categorical, so a generalized 
linear model (GLM) could be employed 
(McCullagh & Nelder, 1989). A multiplicative 
Poisson model (with offset) was used for hy-
pothesis-testing with the cause of death statis-
tics, the cancer register and the hospital dis-
charge data (Breslow & Day, 1987). For the 
2000 telephone survey and the 1999 health-
survey, the target variables were analyzed 
using logistical, ordinal and multinomial re-
gression (Tutz, 2000). For the hypothesis test, 
the Likelihood Ratio Test (LRT) was used, 
which involved sequential testing to identify the 
simplest model. In all cases the X-variables 
were categorical, and interactions, main effects 
and factor levels were tested sequentially. The 
calculation of the potential years of life lost is 
based on “Core Indicators for Public Health in 
Ontario” (Association of Public Health Epide-
miologists Ontario, 2003). For people who died 
before the age of 65, the individual loss is cal-
culated by vi=(65-ai), where ai stands for the 
individual’s age at death. This rate is then 
R=1000*(V/N), while V=Sivi, N is the popula-
tion size reported in 1,000s. If vi is considered 
exponentially  distributed  with parameter I and 
Var(zi)=I²,     then   Var(S)=nI²   and    Var(R)= 

 (1000/N)2nl² (n=mortality rate). Consequently, 
the confidence interval is KI=R (zaVar(R)’1/2). 
For the statistical analysis of the data from the 
FQSDÖ, the Chi-Square-Test was used for 
categorical variables and the Wilcoxon-test for 
continuous variables. 
 

3.4. Summary 
In summary, it was not possible to provide a 
comprehensive report about the determinants 
of health given insufficient resources and the 
Styrian government’s charge to concentrate on 
certain specific areas of investigation. None-
theless, the report benefits from optimal utiliza-
tion of available data, the high quality of the 
data employed and from high calibre statistical 
evaluation, which exceeds the standards set 
by most health reports. In other words, the 
report’s focus is on areas that promise a rela-
tively high cost-benefit effect in the form of 
low costs in exchange for very high quality 
data. Thus the report limits itself to demo-
graphic, social, and political developments, the 
primary causes of death, the most important 
diseases, the utilization of preventive medical 
check-ups and gender-related differences in 
connection with diabetes. 
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4. The Demographic  
Situation  
 
The population of Styria decreased between 
1991 and 2001 from 1,184,720 to 1,183,303, 
which represents a slight decline of 1,417 per-
sons or 0.12%. Almost a fifth of the Styrian 
population (19%, or 226,244 persons) lived in 
Graz in 2001, which also represents a slight 
decline since 1991 (see Table 4.1.1). 
 

4.1. Population Distribution 
The proportion of women in the total population 
remains constant at about 51%, while in Graz it 
is a little higher (53%) than in the rest of Styria 
(51%) (see Table 4.1.1). The ratio of women to 
men is thus the same in Styria as in Austria as 
a whole, which ranks it among the highest in 
the EU in this regard (European Commission, 
1997, p.17). Up until the 45 to 54 year-old 
category, males make up a majority, whereas 
among older age groups women predominate. 
Statistically, the shift appears to occur at age 
49 (Landesstatistik Steiermark, 2003c, p. 37). 
Since 1991 there has been a decline in the 
share of young women and men (those aged 
34 and younger) in the total population. The 
proportion of the population over 35 has, on 
the other hand, increased since 1991. This 
shift was expected, because of demographic 
ageing. Furthermore, the share of population 
over 65 has also increased (women 1991: 
19%, 2001: 20%; men 1991: 11%, 2001: 13%). 
The share of older men has increased more 
than that of older women. Due to higher female 
life expectancy and the loss of soldiers in the 
Second World War, a feminisation the Austrian 
elderly population has taken place during the 
past years. 

This phenomenon is now about to dwindle as 
the war generation passes away and the life 
expectancy of men slowly grows more similar 
to that of women. The slow disappearance of 
this difference is observable in the increased 
share of men in the older age groups. There 
one can identify a decline in the number of 
women aged 65 to 74 per 100 men in the pe-
riod between 1991 and 2001 from 162 to 125 
(see Table 4.1.3.). Despite this fact, women 
still represent a majority of the elderly. Among 
the oldest age groups there is a significant 
dominance of women, with 201 women per 
100 men aged 75 to 85 and 278 women per 
100 men aged 85 and above.  
Styria reflects larger European trends in this 
regard, although there is a higher ratio of 
women (the number of women per 100 men) 
among the elderly in Austria than in Europe as 
a whole (European Commission, 1997, p. 18). 
With a feminisation rate of 155 among those 
aged 60 and above (and 159 of the population 
aged 60 and above in Styria), Austria leads in 
the EU, ahead of Germany and Finland. 
 

4.2. Mortality 
In 2002 in Styria, 5,471 men and 6,036 women 
died (see Table 4.2.1). This amounts to a mor-
tality rate of ten persons per 1,000 inhabitants, 
with no noticeable sex-related difference, a 
decline of one per 1000 since 1991 (11 per 
1,000 inhabitants) for both females and males. 
The female birth rate (i.e., live births per 1,000 
inhabitants) in the year 2002 was eight female  
births per 1,000 female inhabitants. At two 
births per 1,000 less than the mortality rate, the 
birth rate is thus less than replacement. The 
birth rate and the mortality rate of men, on the 
other  hand,   is  nearly  the  same.  In general, 

Table 4.1.2: Population Distribution by Sex and Age, 1991 and 2001 

1991 2001 
Age 

Group Males  Females  Total  Males  Females  Total  
below 15  18.6%  16.6%  17.5%  17.1%  15.3%  16.2%  
15 to 24  16.2%  14.2%  15.1%  12.8%  11.5%  12.2%  
25 to 34  18.0%  15.8%  16.8%  15.6%  14.0%  14.8%  
35 to 44  13.7%  12.6%  13.1%  17.2%  15.6%  16.4%  
45 to 54  12.1%  11.6%  11.8%  13.1%  12.5%  12.7%  
55 to 64  10.2%  10.5%  10.4%  11.1%  11.2%  11.1%  
65 to 74  6.8%  10.4%  8.7%  8.1%  9.6%  8.9%  
75 to 84  3.7%  6.7%  5.3%  4.1%  7.7%  5.9%  
85 and  
older  0.7%  1.7%  1.2%  1.0%  2.5%  1.8%  
Total  100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  

Source: Statistik Austria.  Volkszählungsergebnisse 1991 und 2001                                                                                    
Processing: Landesstatistik Steiermark  
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however, these statistics means that the popu-
lation is declining (see Table 4.2.2). In 1997 for 
the first time the gross mortality rate was 
higher than the birth rate. This decline can 
mainly be attributed to the low number of 
births, because there has only been a small 
change in the mortality rate (Landesstatistik 
Steiermark, 2003b, p.8). 
 

4.3. Births 
The absolute number of live births in 2002 was 
5,932 boys and 5,070 girls (see Table 4.3.1), 
and the male birth rate, i.e. live births per 1,000 
inhabitants, was higher than the female rate 
(nine vs. eight per 1,000 inhabitants). If one 
examines the general fertility rate (i.e. live 
births per 1,000 women aged 15 to 44) by 
educational level, it becomes clear that women 
who have completed an apprenticeship had 
the highest fertility rate (57 births per 1,000) in 
2001, followed by academics with 45 births per 
1,000 (see Table 4.3.2). The general fertility 
rate has decreased among all groups of edu-
cated people since 1991, with the strongest 
decline among academic women, followed by 
women who completed specialized schooling 
or an apprenticeship. Smaller declines oc-
curred among female secondary school gradu-
ates and women with only a compulsory school 
education, who have lower fertility rates any-
way. The average number of children per 
women experienced a continuous decrease 
from 1.5 in 1991 to 1.3 in 2002 (see Table 
4.3.3). With this rate, Styria falls below the total 
Austrian fertility rate of 1.4 (Landesstatistik 
Steiermark, 2003b, p.11). In the cities the total 
fertility rate is generally lower than in rural ar-
eas, which also holds true for Styria. In every 
year between 1991 and 2001, there was a 
lower average number of children per women 
in Graz compared to rural Styria (see Table 
4.3.4). 
 

4.4. Family structure 
In 2002, 8.8 men per 1,000 male inhabitants 
and 8.3 women per 1,000 female inhabitants 
got married. The marriage rate has been de-
clining since 1991 (see Table 4.4.1). With a 
marriage rate of four per 1,000 female inhabi-
tants, Styria falls below the total Austrian rate 
of 4.6 and under the European rate, as well 
(Landesstatistik Steiermark, 2003b, p. 55). The 
marriage rates in Europe as a whole de-
creased from 8 to 5.1 per 1,000 inhabitants 
between 1960 and 1995 (European Commis-
sion, 1997, p. 19). In the period from 1991 to 
2002,  the age  at  first  marriage  increased for 

men from 27 to 30 years and for women from 
25 to 28 years (see Table 4.4.2). Conse-
quently, in the last ten years the average age 
at first marriage increased by three years, 
while the difference between the two genders 
has remained relatively stable at two to three 
years. The average age of Styrian women at 
first marriage is relatively low compared to the 
EU as a whole, but on the whole the marriage 
age in Austria is similar to that of Styrian 
women (Landesstatistik Steiermark, 2003b, p. 
53). The raw divorce rates increased slowly 
from 3.6 to 4.7 per 1,000 men and 3.3 to 4.5 
per 1,000 women in the last decade (see table 
4.4.3). From 1976 to 2002 there was an in-
crease from 5.6 to 10.9 divorces per 1,000 
intact marriages (Landesstatistik Steiermark, 
2003b, p. 63), which is to say that in 2002 ap-
proximately 1% of all marriages that were then 
intact were broken by divorce. The situation 
concerning family types hardly changed be-
tween 1991 and 2001, apart from a noticeable 
trend away from marriage toward cohabita-
tion (see Table 4.4.4). Compared to 1991, in 
2001 five percent more families were based on 
cohabitation. Similar to 1991, in 2001 14% of 
the families were headed by single mothers 
(see Table 4.4.4). Of the 45,572 single moth-
ers, 71% had one child and 23% had two chil-
dren, while 6% had three or more children (see 
Table 4.4.5). A large number of these children 
was older than 15 and required a lower level of 
care. So 53% of the single mothers had no 
children below the age of 15 to take care of, 
while 33% had one child and 11% had two 
children under 15 to look after (see Table 
4.4.5). The distribution of the different family 
types relative to the average number of chil-
dren under 15 (with the exception of the al-
ready mentioned shift from the marriage family 
to partnership) has hardly changed since 1991, 
though the percentage of single mothers in-
creased between 1991 and 2001. In 1991, 
eight percent of the families with three children 
aged between 0 and 15 years were headed by 
single mothers, whereas in 2001 it was a bit 
more than nine percent (see table 4.4.4). 
Among families with four children under 15 
years, the share of single mothers increased 
between 1991 and 2001 from seven percent to 
ten percent. It is especially this group of single 
mothers that needs support.  
 

4.5. Child Care 
In 2002 Styrian mothers were supported by 
958 day care centres, including 149 institutions 
open only seasonally (see Table 4.5.1). Of this 
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number 65% were public institutions and 35% 
were private. The proportion of public day care 
centres in Styria is thus below that for Austria 
as a whole, which is about 67%. This distribu-
tion between public and private providers ap-
plies to all kinds of institutions, with the excep-
tion of nurseries, where the private providers 
outnumber the public ones. Especially the 
share of private organizations among child 
care providers in Styria is well above the Aus-
trian average. The larger percentage of pri-
vate providers may lead to higher prices, 
which also may prevent women, above all in 
Styria, from taking advantage of childcare out-
side the family (Kytir & Schrittwieser, 2003, p. 
41). If one assumes that for mothers with re-
sponsibility for younger children, the ideal 
childcare institution is open all year round and 
all day long without interruption, this could be 
employed as a criterion of quality. Compared 
to the opening hours of childcare facilities in 
Austria as a whole, Styrian institutions on av-
erage come off poorly. In Styria only 26% of 
all institutions offer provide this ideal level 
of service, while in Austria 63% do (see Table 
4.5.2). However, the 149 seasonal child care 
institutions in Styria make it easier for parents 
to bridge the holiday period. There is a big 
regional difference in providers all across the 
board. Because of the lack of adequate child 
care offerings, women are forced either to 
accept huge burdens in connection with full-
time employment or the disadvantages of un-
regulated labour contracts. 
 

4.6. Summary and Conclusions 
As a result of this review of the demographic 
situation, several general trends stand out: 
• Styria in general is affected by a decline in 
population, while the share of the older popu-
lation is on the increase. The feminisation of 
old age is on the decline, although females 
are still overrepresented in the older popu-
lation aged 65 and above. 
• Birth rates continue to decline. The general 
fertility rate is declining at all educational lev-
els. Women who completed apprenticeships 
have the highest fertility rates, along with 
women with university and similar higher de-
grees. The fertility in urban areas is lower than 
in rural areas. 
• There is a trend from legal marriage towards 
cohabitation.  Marriage rates in general are on  

the decline. The percentage of cohabiting cou-
ples, the divorce rate and the age at first mar-
riage are on the increase. 
• Since 1991 the share of female single par-
ents has decreased slightly. Forty-four percent 
of female single parents have to take care of 1-
2 children below the age of 15. Since 1991 the 
percentage of female single parents who have 
3 or more children to take care of, has in-
creased to approximately ten percent. 
• In Styria a relatively large proportion of all 
child care providers are private associations. 
Only 26 % of the day care centres offer full-
time child care. 
 
The following conclusions can be drawn 
from these trends: 
• The demographic aging process poses a 
new challenge for the infrastructure of so-
cial and health institutions. Particularly the 
demand for institutional care will increase be-
cause of the trend towards less traditional fam-
ily structures, the population decline particu-
larly among the younger generation and the 
low numbers of children. 
• The changes in family structure and the 
high numbers of divorces make it likely that the 
social and health pressure on women and 
mothers will increase. An increasing need for 
counselling and care services will be a likely 
result. 
• Single mothers, as well as employed 
mothers with responsibilities for child care, 
are under special pressure and therefore make 
up a very important target group for health 
promotion and disease prevention programs. 
Especially socio-political changes, such as 
measures to make it easier to combine em-
ployment and family,  could help reduce sys-
tem-related stress and thus reinforce the 
health resources of women. Such measures 
could include changes in hours of operation for 
child care facilities and creation of workplace 
child care centres, family-friendly flexible work-
ing hours, arrangements to improve access to 
legal information for working mothers (Ràsky, 
1998, p. 69), consciousness-raising and im-
provements in the area of paternity leave for 
men, etc. Structural measures to increase 
employment options for working mothers, es-
pecially ones that make it easier for mothers to 
meet the various social demands on them are 
an essential aspect of health promotion for 
women (Siegrist & Möller-Leimkühler, 2000, p. 
107). 
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5. Political and Socio-
economic Situation 

5.1. Educational Situation 
Gender-specific differences in education are 
still most pronounced at the lower levels of the 
scale (see Table 5.1.1). The groups of those 
who completed only compulsory school and or 
got only a trade school education both have 
more females than males, while among those 
who completed an apprenticeship, males pre-
dominate, with two men for every one woman 
in this category. In 2001, 44% of women had 
only completed compulsory school, while 49% 
of men had completed an apprenticeship. 
Although women are still at a disadvantage in 
education, a positive trend is developing. Be-
tween 1991 and 2001, the proportion of 
women with only a compulsory school educa-
tion fell from 53% to the aforementioned 44%. 
This reduction was the result of growth in the 
number of women completing apprenticeships 
and trade schools by two percentage points in 
each case, while the number of women who 
completed the school-leaving exam (Matura) 
rose by 1.5 percentage points. The biggest 
jump, however, came among women with a 
college or university education, with an in-
crease of three percentage points (see Table 
5.5.1). Women made the quickest and most 
dramatic gains therefore in college or univer-
sity education, with 6.8% of women belonging 
to this category, a figure almost as high as that 
for men (7.5%). Among younger women 
(those 44 and under) the percentage of 
women with a university-level degree already 
exceeds that of men. Educational equality thus 
apparently begins at the top, because even 
among those completing the Matura, women 
lag behind men by only one percentage point. 

 

Improvements in educational equality for 
women are clearly underway (Landesstatistik 
Steiermark, 2003a, p. 47). Nevertheless, the 
age distribution must be taken into account in 
this connection. It is still the case that among 
elderly women the educational differential is 
quite large. Seventy-two percent of women 
aged 65 to 74 and 82% of those over 85 com-
pleted only compulsory schooling (see Table 
5.1.2 and Graph 5.1).  

This picture of the educational situation is 
confirmed by statistics on the number of 
women per 1,000 men at the various educa-
tional levels. Here the predominance of 
women among those with only a trade or 
compulsory school education is even clearer, 
while the opposite holds true for those who 
have completed an apprenticeship (see Table 
5.1.3). This group of statistics also demon-
strate the improvement in the educational 
situation for female academics and those with 
a school leaving exam. The number of female 
university graduates per 1,000 male graduates 
rose from 789 to 982 between 1991 and 2001, 
while for female school-leavers in the same 
period it rose from 874 to 932. Despite this 
positive development, Table 5.1.3 also clearly 
demonstrates the much worse educational 
situation for elderly women. The number of 
women per 1,000 men who have completed a 
university or high school education, tends to 
decrease with age, while number of women 
with a low level of education does the oppo-
site. Nevertheless, a slight improvement oc-
curred in the period from 1991 to 2001. The 
clearest improvement is among university and 
trade school graduates. In these two groups 
one can see a nearly continuous increase in 
the proportion of women at all age levels. 

Table 5.1.1: Population Distribution by Highest Educational Level and Sex. 1991 and 2001 

  Sex University 
Secondary 

School (Uni-
versity Pre-

paratory) 

Technical,  
vocational 

school 
Apprentice-

ship 
Compulsory 

school Total 

1991 Females  3.90%  7.50%  13.50%  22.60%  52.60%  100.00% 
  Males  5.40%  9.40%  6.70%  46.10%  32.40%  100.00% 
2001 Females  6.80%  9.00%  15.90%  24.30%  44.10%  100.00% 
  Males  7.50%  10.40%  6.50%  49.30%  26.30%  100.00% 

Source: Statistik Austria.                                                                                                                                                 
Processing: Landesstatistik Steiermark. 
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5.2. Employment 
The gross regional product (BRP) describes 
the gross added value created by all economic 
activities in a region. By dividing the BRP by 
the population, the economic situation of re-
gions with different levels of population density 
can be compared. The BRP per capita conse-
quently can serve as an indicator for the stan-
dard of living of the people who live in a given 
region. In the year 2000 in Styria, the BRP per 
capita was €21,418 (as calculated by the Lan-
desstatistik Steiermark). In keeping with the 
Austrian west-east gradient, in 2001 Styria was 
among the federal states taking up the eco-
nomic rear and its BRP per capita was lower 
than the Austrian gross domestic product per 
capita (Statistik Austria, 2004, p. 486). In 2001 
the general labour-force participation rate—
that is, the share of the total population in-
volved in the labour force—was higher for men 

 
 
 
 
than for women at all age levels (see Table 
5.2.1 and Graph 5.2). The labour-force par-
ticipation rate of women continues to rise 
slowly (Landesstatistik Steiermark, 2002, p. 
12), but at 41% in 2001 it was still far below 
that of men (56%). While among men aged 
25-55, the labour-force participation rate far 
exceeded 90%, the rate among similarly aged 
women was only 80% (see Graph 5.2). The 
women’s share in the labour force in Styria 
also increased from 40% in 1991 to 44% in 
2001. This percentage varies with educational 
level, however. In 2001 the share of women in 
the labour force was highest for trade school 
graduates (69%) and for women who com-
pleted only compulsory school (53%), followed 
by university graduates (49%) and high school 
graduates (Matura) (44%) (see Table 5.2.2). 
The lowest share in the labour force was 
among  those  women  who  completed  an ap- 

Graph 5.1: Distribution of Females by Highest Educational Level and Age, 2001
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Graph 5.2: Labour Force Participation (Proportion of the Employed as a 
Percentage of the Total Population)
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Source: Statistik Austria.  Volkszählungsergebnisse 1991 und 2001.    
Processing: Landesstatistik Steiermark.  
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Graph 5.3: Percentage of Women among the 
Non-employed by Age and Education
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prenticeship.(31%). This ranking has not 
changed since 1991, although women’s share 
in the labour force has increased at all educa-
tional levels since 1991. If one examines this 
distribution by age, one can see that at the 
three highest educational levels, the percent-
ages are highest for younger women and then 
drop off continuously with advancing age 
(see table 5.2.2). That means that in 2001 
women made up more than 50% of employed 
academics aged 15-44 year-old, but this figure 
dropped with increasing age. Also among high 
school graduates aged 15-24, women made up 
more than 50%, but this figure also declined 
with age until recovering somewhat in the old-
est age category. However, this is mainly the 
result of a much smaller number of cases in 
general at that age. In the group of employed 
trade school graduates, women make up be-
tween 55% and 71% at all ages levels. Among 
those persons who just completed compulsory 
school, women make up a large share of those 
aged 25-54 who are employed. The percent-
age of women among the self-employed was 
30% in 2002, while they made up 43% of 
wage-earners. Among people employed in 
health care, there is also a notable gender 
difference. Women are more frequently occu-
pied in low and poorly-paid positions, while 
men predominate in higher and better-paid 
positions. Men conspicuously outnumber 
women among physicians in private practice 
(34 women per 100 men), and among salaried 
physicians, men also are in the majority, al-
though the difference is somewhat less stark 
(58 women per 100 men) (see Table 5.2.3). In 
both categories in Styria, women have a lower 
percentage than in Austria as a whole (see 
Table 5.2.3). If one lumps the two together 
under the rubric of the “medical profession,” for 
every 100 men practicing medicine there are 
only 49 women physicians. As one might ex-
pect, the situation is especially bad in  connec- 

tion with leading positions in the medical pro-
fession. So, for example, in 2003 just six per-
cent of the medical chiefs of staff in hospitals 
of the Styrian Hospital Association were 
women (M. Ridißer, Personaldirektion P1, 
KAGes, personal interview, June 24th 2004). If 
one assumes that this figure is representative 
of all Styrian hospitals, then Styria lags behind 
figures for Austria as a whole from the year 
1995, which indicated that 8.5% of medical 
chiefs of staff were women (Ludwig Boltz-
mann-Institute, 1995, p. 59). Nursing, on the 
other hand, is predominantly female. In the 
higher level nursing services, there are 
1,210 women for every 100 men. With this 
ratio, the proportion of women in nursing in 
Styria is higher than the proportion in Austria 
as a whole. In general, the gap between well-
to-do male physicians and more poorly posi-
tioned female nurses is larger in Styria than in 
Austria as a whole. The proportion of women 
among medical technicians is also very high: 
per 100 men there are 930 women. Here, as 
well, the proportion is higher in Styria than in 
Austria as a whole. All in all, health care is a 
profession dominated by women (per 100 men 
there are 184 women), and women’s predomi-
nance in the field in Styria is more pronounced 
than in the Austrian health care system gener-
ally. But as previously stated, this gender im-
balance in favour of women is purely numeri-
cal, and by no means translates into a wide-
spread integration of women into decision-
making and the definition of the field. Far from 
it, those branches of the profession that are 
dominated by women are especially likely to be 
hit by cases of burnout syndrome, in part be-
cause of the high demands placed on mem-
bers of the profession, the absence of psycho-
logical support and supervision, as well as the 
limited amount of control employees in these 
branches can exercise over their own profes-
sional lives (Hoffmann, 1997, p. 176-178). 

Source: Statistik Austria.  Volkszählungsergebnisse 1991 und 2001.           
Processing: Landesstatistik Steiermark. 
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5.3. Joblessness 
Across all educational levels and stages of life, 
the proportion of women among non-employed 
people is high, even though their proportion 
overall dropped from 66% in 1991 to 63% in 
2001. Only among academic women above 55 
years of age and among vocational school 
graduates over the age of 55 was the percent-
age below 50% (see Table 5.3.1). In 2001 80% 
of the non-employed who had a trade school 
education were women, followed by those with 
a compulsory school education at 70%, high 
school graduates at 57% and academic 
women at 51%. The proportion of women 
among those without gainful employment who 
completed an apprenticeship is comparatively 
low (45%). The proportion of women among 
the non-employed with low educational 
achievement has declined since 1991, but it 
rose among those with better education. The 
better educational situation for women at the 
upper end of the educational scale has not 
necessarily translated into an improvement in 
the position of women on the job. When exam-
ined according to age, the proportion of women 
among the non-employed, especially in the 
main employment period from age 25 to 55 
is high (see Table 5.3.1 and Graph 5.3). 
 

5.4. Income and Social 
Benefits 

Measured against the income of men, the 
income of women has steadily decreased 
since 1996, from 66% in 1996 to 64% in 2001 
(see Table 5.4.1). In 2001 the gross monthly 
income of men was about €2,129 compared to 
€1,367 for women. Gender-based wage differ-
entials in Styria are nearly seven percent 
higher than in Austria as a whole (Landessta-
tistik Steiermark, 2002a, p. 14). Men not only 
earn more than women, but their incomes are  

also, on average, increasing faster and in lar-
ger increments (Statistik Austria, 2002a, p. 60). 
This can be ascribed to the employment of 
women in low wage industries, to increasing 
part-time work, and to the fact that women 
generally have poorer job qualifications (Lan-
desstatistik Steiermark, 2002a, p. 35). How-
ever on the whole, educational levels of 
women and therefore their job qualifications 
have been improving, but this improvement is 
not reflected in the average income of women. 
As might be expected, the proportion of 
women who receive a pension increases with 
age (see Table 5.4.2). The proportion of 
women who receive a pension taken as a per-
centage of all pensioners has remained virtu-
ally unchanged at 54% since 1991, although 
the proportion of women receiving pensions 
among those older than 55 has actually in-
creased slightly in the past 10 years (1991: 
58%, 2001: 60%; see Chapter 4.1, Population 
Distribution). The proportion of women is also 
high among those who receive long-term 
nursing care benefits. In 2001 two thirds of 
all Styrians receiving such benefits were fe-
male. Among those who received long-term 
nursing-care benefits from the state govern-
ment, about 71% were women (see Table 
5.4.3). At all levels of care there are consid-
erably more women than men who receive 
nursing-care benefits, both from the federal 
government (see Table 5.4.4) and from the 
state government (see Table 5.4.3). This could 
point to a higher rate of disability among 
women. More women than men depend on 
outside assistance to take care of the basic 
requirements of life, especially in Styria (Sta-
tistik Austria, 2002b, p. 45). Women also more 
often have restricted functional limitations than 
men (Ludwig Boltzmann-Institut, 1995, p. 34 
and p. 174). Naturally, one must keep the age 
distribution in mind, since more women than 
men live long enough to require nursing care. 
Furthermore,  there is  a slight  increase  in the  

Graph 5.4: Distribution of People Receiving Long-term Care Benefits 
from the Federal State of  Styria by Gender and Level of Benefits, 

2002

0%

20%

40%

60%

80%

0 1 2 3 4 5 6 7

Benefit Level

Pe
rc

en
t Men

Women

 
Source: Steirischer Sozialbericht 2001/2002, p. 249. 
Processing: by the author. 
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male proportion of nursing-care benefit recipi-
ents with an increasing level of care. In other 
words, the more extensive the amount of care 
required, and thus the higher the cost involved, 
the higher the proportion of men as recipients. 
This could be explained by a higher level of 
disability among men, but the problem with that 
explanation is that older women in fact have 
more health problems than men (Noack & 
Reis-Klingspiegl, 1999, p. 72-78). Another 
explanation might be that men have better 
resources and thus are better able to secure 
nursing benefits.  
 

5.5. Women in Politics 
If the membership of the Styrian legislature is 
any indication, men obviously dominate par-
liamentary affairs (see Table 5.5.1). The legis-
lature is 71% male and 29% female. The 
presidency of the legislature is held by two 
men and one woman. As might be expected, 
the Greens have the highest proportion of 
women legislators (2/3), but there are only 
three Green legislators altogether. Women are 
very underrepresented in the Austrian People’s 
Party (ÖVP), as there are just 11% women 
among the 27 ÖVP legislators. Among Social-
ist Party (SPÖ) and the Freedom Party (FPÖ) 
deputies in the provincial legislature, there is a 
much more balanced gender ratio with about 
57% men and about 43% women.  
The situation is quite different in the adminis-
trative branch, as two of the five ÖVP mem-
bers of government (Landesräte) are women 
(Landesregierung Steiermark, o.D.), while the 
SPÖ and the FPÖ are represented only by 
males in the administration. In the most recent 
Styrian local elections, 7,502 seats were filled 
on town councils; of these 89% (6,658) went to 
men (W. Otter, FA 7A – Gemeinde und 
Wahlen, Amt der Steiermärkischen Landes-
regierung, interview, July 29th 2003). Thus only 
11% of town council members in Styria are 
women. 
 

5.6. Summary and Conclusions 
The following political and socio-economic 
trends are apparent: 
• The educational situation for women has 
fundamentally improved since 1991. Above all 
the proportion of women among university 
graduates has grown, so that now it nearly 
equals that of men. Nevertheless, women are 
still on the whole less well educated than men. 
In 2001, 44% of women listed compulsory 
school as their highest educational level. Es-
pecially older women are poorly educated; 

75% of women older than 65 completed 
only compulsory school. 
• The female labour force participation 
rate still lags far behind that of men, and the 
same is true for the female share in gainful 
employment. The women’s labour force par-
ticipation rate is lower than men in every age 
group, though the gap between them grows 
with advancing age. The percentage of women 
who have gainful employment has increased in 
the past ten years at all educational levels, but 
it is still obviously higher at the lower educa-
tional levels, with the exception of the teaching 
profession, than at higher educational levels.  
• While the educational level of women has 
increased, the proportion of women among 
the non-employed has also grown. Espe-
cially in the economically most active years 
between 25 and 55 years of age, the propor-
tion of non-employed women is extremely high.  
• Measured as a percentage of the income of 
men, the income of women is declining. 
• The majority of those receiving long term 
nursing-care benefits are female. 
• Women are poorly represented in poli-
tics. 
The following conclusions can be drawn 
from these trends: 
• Older women are not only a large, but also 
an especially disadvantaged population group 
(WHO, 2001, p.9). They have, for the most 
part, a relatively low level of education, they 
are poorly supported, and they have a high 
level of need for care and support. This group 
should receive support through targeted 
measures designed to increase their level 
of economic security and participation, and 
to secure and strengthen social networks 
and improve their quality of life (WHO, 
2002a; Rásky, 1998, p.72; WHO, 2001, p.17). 
At present women’s health in Styria is not be-
ing adequately fostered through gainful em-
ployment, regular and adequate income and 
the resulting income protection in old age. It 
has been shown over and over in the literature 
that low income has negative effects on health, 
while work that is honoured by adequate pay 
has positive consequences (Wilkinson, 2001, 
pp. 88-100; Naidoo & Wills, 2000, p. 35; Sie-
grist & Möller-Leimkühler, 2000, p.107). There-
fore, one important priority of health promotion 
needs to be the establishment of equality for 
women in the labour market through equal 
opportunities for advancement (Siegrist & 
Möller-Leimkühler, 2000, p.107) for women in 
part-time work, an increase in the numbers of 
women serving in leading positions, etc. The 
equality of women also has to be supported 
through greater availability of adequate institu-
tions for the care of children, the handicapped 
and the elderly (WHO, 2001, p. 9). 
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6. Mortality 

6.1. Life Expectancy 
In 2002 the life-expectancy of Styrian women 
at birth was 81.9 years; that of men was 75.7 
years. Thus women live on average 6.1 years 
longer than men. The Styrian figures are com-
parable to those for the EU. In 2000 the aver-
age life expectancy for women in the 15 mem-
ber states of the EU was 81.6 years, and that 
for men 75.5 years. Compared to the rest of 
Austria, Styria was in next-to-last place 
ahead of Vienna in women’s life expectancy 
(Amt der niederösterreichischen Landes-
regierung, 2002, Fig. 3.1.1). Also here the 
west/east downward gradient is noticeable; the 
population of the western federal states, in 
which the standard of living and the economic 
situation is better, have a higher life-
expectancy (Amt der niederösterreichischen 
Landesregierung, 2002, Fig. 3.1.1). Women 
have higher life expectancy than men at every 
point of their lives (see Table 6.1.1). Nonethe-
less, the life expectancy of men has increased 
more than that of women since 1991, which 
has been interpreted as a catch-up process. 
An exception is life-expectancy beyond the age 
of 65, where life-expectancy of both genders 
increased by approximately two years between 
1991 and 2001. Female life-expectancy in-
creased between 1965 and 2000 by 11.9% 
(Amt der niederösterreichischen Landes-
regierung, 2002, Graph 3.1.1). The continual 
rise in life-expectancy can be explained above 
all by improved living conditions, reduction of 
infant mortality and ( above all at higher age) 
also by medical progress (Landesstatistik 
Steiermark, 2003 b, p. 35). The number of 
lost years of life as a result of premature mor-
tality before the age of 65 is significantly higher 
among Styrian men than among Styrian 
women (see Table 6.1.3). As a consequence 
of premature mortality (death before the age of 
65) women lose an average of about 2,006 
years of life per 100,000 inhabitants, while the 
figure for men is 4,150 years of life. This 
means that men lose more than the double the 
number of years of life than women. Accidents, 
injuries and poisonings are the main causes of 
premature death among men, while the main 
reasons for premature death of women are 
cancer and cardio-vascular diseases (Ludwig 
Boltzmann-Institut, 1995, p. 20).  
 

6.2. Suicide 
Age-standardized suicide rates reveal that 
more  men  than  women  commit suicide.  The 
suicide rate in 2002 was significantly higher for 
men (32 per 100,000 male inhabitants) than for  

 
 
 
 
women (10 per 100,000 female inhabitants). 
The suicide rate has remained relatively con-
stant for both genders since 1998 and has not 
declined significantly (see Table 6.2.1). If 
one compares rates for different age groups, it 
becomes clear that the suicide rates for both 
genders are not significantly influenced by age 
(see Table 6.2.2). The Austria-wide trend to-
ward a rise in suicide rates among older peo-
ple (Ludwig-Boltzmann-Institute, 1995, p. 46) 
was not observable in Styria in 2002. Signifi-
cant gender-specific differences exist among 
those aged 34 to 44, 65 to 74 and those older 
than 85 (see Table 6.2.2). In these obviously 
critical age groups, the suicide rate of men is 
clearly higher of women. In the other age 
groups it is not possible to detect a gender-
specific difference; women in these ages 
commit suicide as frequently as men do and 
differences in the rates seem to be only a mat-
ter of chance.  
Austria-wide the suicide rates have been de-
clining since the middle of the 1980s (Ludwig-
Boltzmann-Institute, 1995, p. 46). This trend is 
unfortunately not noticeable in Styria for the 
years between 1998 and 2002. Styria has very 
high suicide rates, considerably higher than 
the European average (see Table 6.2.1). 
Indeed, the Styrian rates for both genders are 
twice those of Europe. The rates for the west-
ern portions of Upper Styria and Eastern Styria 
are especially high (Fachabteilung für das 
Gesundheitswesen, 2002, p. 81-83). 
Gender-specific differences in suicide rates 
say nothing about the suicide tendency, how-
ever, because the suicide rate covers only 
successful suicide attempts. The rate of sui-
cide attempts is gender-balanced (Ludwig-
Boltzmann-Institute 1995, p. 46). In Switzer-
land it has been shown that women even have 
twice as high a tendency than men to attempt 
suicide (Adjacic-Gross & Jeannered, 1996, p. 
326). In addition, it is important to note that 
women who have tried to commit suicide once 
and failed are very likely to try it again (Euro-
pean Commission, 1997, p. 55). Suicide can 
be traced not only to socioeconomic factors, 
but also to psychological and psycho-organic 
dysfunctions (Adjacic-Gross & Jeannered, 
1996, p. 327). In Styria there continues to be 
great gaps in psychological and social support 
for people at risk for suicide (Fachabteilung 8B, 
2001, p. 18-20). An expansion in the system 
of psycho-social support should therefore 
become an important goal of health policy 
(Fachabteilung 8B, 2001, p. 56) in order to 
combat female suicide through early interven-
tion.  
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6.3. Cardiovascular Diseases 
Cardiovascular diseases are still the most 
common cause of death in Styria. Fifty-six 
percent of all female deaths and 45 % of all 
male deaths are caused by this disease (see 
Table 6.7.2 and Graph 6.3). Due to the higher 
life expectancy of women and gender-specific 
differences in diagnosis, death from cardiovas-
cular disease is much more common for 
women than for men. The raw death rate de-
pends to a very large extent upon the age pat-
tern in the population. In a population with a 
high proportion of elderly people, the mortality 
related to cardiovascular diseases is much 
higher than in a population with a compara-
tively high proportion of young people. To be 
able to compare the mortality rates in states 
and regions with different population struc-
tures, these biases have to be removed 
through a calculation of age-standardised 
death rates. To accomplish this one must cal-
culate the rates for a fictive standard popula-
tion, and on the basis of this, the rates of dif-
ferent regions and states can be compared. If 
one calculates the age-standardised death rate 
caused by cardiovascular diseases in Styria for 
the year 2002, it emerges that men have a rate 
of 306 per 100,000 inhabitants and women a 
rate of 201 per 100,000. Thus the male rate is 
distinctly higher than the female rate (see Ta-
ble 6.3.1). The mortality risk of men is about 
1.5 times higher than for women. The male 
mortality rate above the age of 45 is signifi-
cantly higher (see Table 6.3.2). In the group of 
45-64 year-old men, the rates are even three 
times higher than those of women. The Styrian 
mortality rates are lower than the Austrian 
ones,  but clearly higher than the  European  

ones (see Table 6.3.1). Between 1998 and 
2002 the age-standardised mortality rate de-
clined for both genders in Styria about 22%, 
from 259 female cases of death per 100,000 
inhabitants in the year 1998 to 201 per 
100,000 in the year 2002. But this decline is 
not statistically significant. Since 1970 the 
Europe-wide rates have been cut in half to 
between 240 and 260 cases per 100,000 in-
habitants (WHO, 2002b, p. 33). The mortality 
from cardiovascular diseases increases nota-
bly both for men and women with growing age 
(see Table 6.3.2). There is a four-times higher 
rate for women aged 65-74 compared to the 
next younger age group of 55 to 64 year-olds. 
This pattern suggests a different development 
of cardiovascular diseases for women, and it is 
typical for women with a Western lifestyle 
(European Commission, 1997, p. 65). The 
rates for both genders above the age of 85 are 
five-times higher than these of the 75-84 year-
olds, while the rate for men 75-84 is more than 
three times as high as that for men aged 65-
74. The WHO has set a target for countries 
with high cardiovascular mortality rates, such 
as Styria, of decreasing mortality rates by 40% 
by 2020 (WHO, 1999, p. 70). Therefore, it is 
important to develop comprehensive health 
promotion and disease prevention meas-
ures designed to reduce behavioural and 
environmental risk factors such as smoking, 
alcohol abuse, an unhealthy diet and lack of 
exercise.  

6.3.1. Ischemic heart diseases 
In 2002, 68 women and 142 men per 100,000 
inhabitants died due to ischemic heart dis-
eases. A direct comparison of the years 1998 
and  2002  reveals a significant decline of 20% 

Distribution of Causes of Death by Sex in Styria, 2001
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in these figures for women (see Table 6.3.1.1).  
No significant temporal trend is observable for 
this period, however. With this value Styria 
occupies a place significantly below the Aus-
trian rates, but slightly above those for 
Europe (see Table 6.3.1.1). Austria is among 
those countries whose mortality rates due to 
ischemic heart diseases have increased since 
1970 compared to the EU average (European 
Kommission, 2003, p. 24). The age-
standardised mortality rate of men is signifi-
cantly higher than that of women in all age 
classes, from 34-45 years on up (see Table 
6.3.1.2). This means that the risk of Styrian 
men from ischemic heart diseases is 1.9 times 
higher than that of women. Europe-wide the 
male rate is three times higher than the female 
rate (WHO, 2002b, p. 33). According to the 
Austrian mortality statistics for 2001, 15% of 
the Styrian women listed as having died of 
cardiovascular disease (Statistik Austria, 2003, 
p. 113), suffered an acute myocardial infarct; 
the rate for men was 27% (Statistik Austria, 
2003, p. 112). As is the case with the entire 
group of cardiovascular diseases, the mortality 
rate from ischemic heart diseases increases 
significantly after age 45 with each successive 
age class (see Table 6.3.1.2). Risk factors for 
acute myocardial infarct include especially 
smoking, excessive alcohol consumption, high 
blood pressure, elevated cholesterol levels and 
being overweight. Increasing tobacco and 
alcohol consumption among women raises 
the danger of a further increase in the mortality 
rate among women from myocardial infarct. 
This suggests that life-style intervention in 
particular would be meaningful, and that such 
intervention should focus on women as an 
important target group. 

6.3.2. Cerebrovascular Diseases 
In Styria, 59 women per 100,000 female in-
habitants and 68 men per 100,000 male in-
habitants died in 2002 because of cerebrovas-
cular diseases (see Table 6.3.2.1). Although a 
direct comparison does not suggest any sig-
nificant gender-specific differences, the statis-
tical model reveals that men have a 1.2 times 
greater risk of dying from cerebrovascular dis-
ease than women. In 2001, 28% of those 
women listed as having died of cardiovascular 
diseases (Statistik Austria, 2003, p. 113), actu-
ally died because of cerebrovascular dis-
eases; for men the proportion was smaller at 
22% (Statistik Austria, 2003, p. 112). For the 
whole population the mortality risk due to cere-
brovascular disease has dropped 17% since 
1998, for women the decline was 17% and for 
men it was 20%. For this cause of death, in 
contrast to ischemic heart diseases and car-
diovascular diseases as a whole, a significant 
decline has occurred, one that is greater for 

men than for women. For this cause of death, 
men’s risk of death exceeds that of women 
only by a factor of 1.2, and the differential is 
thus considerably smaller than that for 
ischemic heart diseases and cardiovascular 
diseases as a whole. The difference in the 
mortality of men and women is not statistically 
significant until the age group of 75-84 year-
olds (see Table 6.3.2.2.). As already stated, 
among those younger than 75, a decline in the 
gender-specific difference in favour of women 
is noticeable. Compared to Europe as a 
whole, the Styrian death rate due to cere-
brovascular diseases is relatively high. In 
2000 especially the female death rate (at 68 
per 100,000 inhabitants) in Styria noticeably 
exceeded those for Europe (56 per 100.000 
inhabitants) (see Table 6.3.2.1). In Europe the 
male rates are almost twice as high as the 
female rates (WHO, 2002b, S. 33); the differ-
ence is much lower in Styria, however. As is 
the case with other cardio-vascular diseases, 
death rates from cerebrovascular diseases rise 
significantly with growing age, and the typical 
pattern for women is observable here, as well. 
The rate for 65-74 year-olds is quadruple that 
among 55-64 year-olds (see Table 6.3.2.2). 
 

6.4. Respiratory Diseases  
In 2002 the mortality rate in Styria due to respi-
ratory diseases was 45 per 100,000 for male 
inhabitants and 17 per 100,000 for female 
inhabitants (see Table 6.4.1). There is a sig-
nificant difference between genders, since men 
are 2.4 times more at risk than women. In 2000 
Styria´s mortality rate was below the Austrian 
average for both genders, especially when 
compared with Europe, which was twice as 
high (see Table 6.4.1). Comparing the mortality 
rates of the years 1998 and 2002, men’s rates 
were significantly higher in 2002, whereas the 
mortality rate for women was stable. Looking at 
the period as a whole, there is no significant 
trend. Europe-wide the mortality rates among 
those over 65 increased due to respiratory 
diseases, while they are declining among 
those under 65 (Europäische Kommission, 
2003, p. 28-29). The mortality rate increases in 
both genders with increasing age (see Table 
6.4.2). Over the age of 65, death rates signifi-
cantly increase in every age class and for both 
genders. Smoking and air pollution are 
deemed to be the most important risk factors 
for respiratory diseases. There is an inverse 
correlation between the intake of large 
amounts of vitamin C through fruit consump-
tion and the development of these diseases, 
but this connection has yet to be sufficiently 
investigated (Lam & Hedley, 2004, p. 1227). 
The high death rates in the older population 
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are assumed to be due to the rise of chronic 
obstructive pulmonary diseases (COPD), 
which are becoming more significant as a re-
sult of demographic ageing (Lam & Hedley, 
2004, p. 1234). Smoking is the most important 
risk factor for these diseases. Tobacco pre-
vention thus needs to be at the centre of 
health promotion in this area.  
 

6.5. Diseases of the  
Gastrointestinal System 

In 2002 the mortality rate in Styria due to gas-
trointestinal diseases was 45 per 100,000 for 
male inhabitants and 23 per 100,000 for fe-
male inhabitants. The mortality risk for men is 
thus twice as high as for females. In 2000 the 
Styrian mortality rates for men were far in ex-
cess of European rates; women’s rates at that 
time were below the European average (see 
Table 6.5.1). Compared to Europe, Styria has 
the highest mortality rate for gastrointestinal 
diseases (Fachabteilung für das Gesundheits-
wesen, 2000, p. 46-47). On the whole the mor-
tality rates from gastrointestinal diseases ap-
pear to have stabilized since 1998. This trend 
runs counter to the general trend of declining 
disease-related death rates. On the other 
hand, the Austrian and European death rates 
from gastrointestinal diseases seem to be de-
clining for men since 1996, while female rates 
are relatively stagnant (see Table 6.5.3). In 
Vienna, as well, female death rates have fluc-
tuated since 1996 without a definite trend 
emerging (Magistrat der Stadt Wien, 2003, p. 
149). The death rate from gastro-intestinal 
diseases rises constantly with age for both 
men and women. For the elderly population 
over 85, the mortality rates rise significantly, by 
nearly a factor of three (see Table 6.5.2). 
Stomach, intestinal and peritoneal diseases 
are responsible for more than half of female 
deaths, whereas for males, chronic liver dis-
ease or cirrhosis of the liver is most important 
(Magistrat der Stadt Wien, 2003, p. 148). 
 

6.6. Malignant Growths 
In 2002 in Styria,130 women and 227 men per 
100,000 inhabitants died of cancer (see Table 
6.6.1), a significant gender-specific difference. 
The death risk for men is nearly three times as 
high as that for women. The rates for both 
genders have stagnated since 1998, showing 
no changes over time. They also diverge only 
marginally from the rates of the EU and Austria 
(see Table 6.6.1). The decrease of mortality 
due to cardiovascular diseases (see Chapter 
6.3, Cardiovascular Diseases) has resulted in 
a relative increase in the significance of 

mortality from cancer. The stagnation of 
cancer mortality can be attributed to demo-
graphic ageing (Ludwig Boltzmann-Institut, 
1995, p. 23); despite or perhaps precisely be-
cause of this, cancer is an important starting 
point for health interventions. It has been re-
ported that the incidence of cancer in Europe 
in general is increasing. Be that as it may, 
Austrian women represent an exception for the 
period from 1990 to 1995. Austrian women 
constitute, together with women from six other 
European countries, a cluster with the lowest 
cancer mortality (Europäische Kommission, 
2003, p. 20). Furthermore, since 1970 cancer 
mortality among European women under the 
age of 65 has decreased by 13%, but only by 
five per cent for all women (European Kom-
mission, 1997, p. 57). As mentioned above, in 
Styria there was no change observable over 
time, which could, however, be a result of the 
shortness of the interval examined. Cancer 
increases as the main cause of death with age. 
Especially among those 45 to 54, a large and 
very significant increase is observable; among 
men the rate is five times higher, and among 
women four times higher, than for the next 
younger age group (see Table 6.6.2). The very 
sharp increase of mortality rates among the 
over-85 age group compared to the 75 to 85 
age group that is observable for other diseases 
is somewhat less pronounced with cancer, 
where the rate only doubles. Therefore, the 
main target group for efforts to decrease the 
mortality due to cancer should be the 50 to 70-
year-olds. Cancer mortality exhibits in that 
respect unusual characteristics, as the gender-
specific difference rises continuously and be-
comes significant at the age of 55 (see Table 
6.6.2). Among 65 to 74 year-old men, the mor-
tality rate is twice as high as among women of 
the same age group. Among 75 to 84-year-old 
men, the difference is four times higher, and 
for men over 85 the difference is five times 
higher. Risk factors for the development of 
malignant tumours are environmental and in-
ternal factors. A majority of cases, however, 
can be attributed either to smoking (35%) or 
poor diet (32%) (Schlattmann, 2000, p. 453). 
The WHO has set a target of reducing cancer 
mortality by 15% among those under 65 by 
2020. This target should be reached by means 
of a broad health promotion approach, one 
designed to reduce behaviour-related and 
environmental risk factors (WHO, 1999, p. 71). 

6.6.1. Malignant Growths of the  
Respiratory Organs 

In 2002 in Styria 50 males and 16 females died 
per 100,000 inhabitants because of malignant 
tumours of the respiratory organs. A significant 
gender specific difference can be observed, 
(see Table 6.6.1.1), as the male death risk was 
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3.2 times higher then the risk for females. How-
ever, between 1998 and 2002 the death risk for 
men declined, while that for women increased 
by 31%. This is assumed to be a result of 
changing smoking habits of both sexes. The 
rate for Styrian men was lower than that of 
European men as a whole in 2000, while the 
female death was close to the European aver-
age. In most European countries the female 
lung cancer mortality rate increased (European 
Kommission, 2003, p. 21). The first significant 
gender-related differences in death rates ap-
pear in the age group of those over 65, which 
means that one can assume that in lower age 
groups the two genders have similar mortal-
ity rates. Examining gender-specific lung can-
cer rates by age group, it appears that the rate 
increases for men and declines for women with 
age, but this difference is not significant (see 
Table 6.6.1.2.) There is a dramatic rise in death 
rates for men between 55 and 74 years. This is 
attributable to smoking over a period of years or 
decades before the onset of the disease, with 
most deaths then occurring only in the fifth or 
sixth decade of life. Because of increased 
smoking among women, a similar trend 
should be expected to develop for women, as 
well. The smoking rate of Austrian women in-
creased from 21% in 1991 to 41% in 1999, a 
relative increase of 55% (Statistik Austria, 
2002b, p.28). Because women’s smoking be-
haviour has become more like that of men, the 
cancer-related death rate of women will soon 
match if not exceed that of men. Heavy smoking 
may actually have an even worse impact on 
female mortality from vascular and cerebrovas-
cular diseases than it does on male mortality 
(Prescott et al., 1998, p. 30). Already at present, 
women of this age group have the highest mor-
tality  rate from lung cancer,  and  what is more, 

the lung cancer rate for this group is growing 
most rapidly (Ludwig-Boltzmann-Institute, 1995, 
p. 24). In both Styria (Statistik Austria, 2003, 
p.113) and Vienna (Magistrat der Stadt Wien, 
2003, p. 134), malignant growths of the respira-
tory organs are the third most frequent cause of 
death from cancer among women. According to 
the WHO, 90% of female lung cancer cases 
are caused by smoking. If the WHO’s goal of 
reducing lung cancer by 25% by the year 2020 
is to be met (WHO, 1999, p. 70), it is crucial 
that lung cancer prevention be given top 
priority. 

6.6.2. Malignant Growths of the  
Colon and Rectum 
As a result of malignant growths of the colon 
and rectum, 29 men and 15 women died per 
100,000 inhabitants in 2002 in Styria (see Ta-
ble 6.6.2.1). Here as well, a significantly higher 
mortality rate for men is observable. For men, 
the mortality risk is 1.9 times as high as for 
women. Comparing the years 1998 and 2002, 
for men there was a small increase, albeit an 
insignificant one, and an equally insignificant 
decrease for women. By comparison, Vienna 
has experienced a constant decline in mortality 
rates for both genders since 1991 (Magistrat 
der Stadt Wien, 2003, p. 143).  
Rates generally increase continuously with age 
(see table 6.6.2.2.), while gender-specific rates 
diverge. Increasing rates are noticeable among 
men in the 65 to 74 age group and become 
really striking above the age of 85. Women 
begin to show a detectable increase only after 
age 85. A high proportion of animal fat and 
meat consumption is an important risk factor for 
malignant growths of the colon and rectum. A 
physically active lifestyle and a diet high in 

Graph 6.6.1: Age-Standardised Female Death Rates from 
Malignant Growths of the Respiratory Organs, 1998-2002
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fibre, vegetables and fruits can help prevent 
such growths (Schüler & Levi, 1996, p. 307).  

6.6.3. Cervical Cancer 
In 2002 the mortality rate from cervical cancer 
was five out of 100,000 inhabitants (see Table 
6.6.3.1). Most affected were women aged 45-
54 with a mortality rate of 19 per 100,000 (See 
Table 6.6.3.2), but this difference is not statisti-
cally significant. In 2000 Styria had a rate simi-
lar to those of Austria and Europe (see Table 
6.6.3.1). The rates have remained un-
changed compared to 1998, but there was an 
increase of the cervical cancer death rates 
from the year 2001 to the year 2002, though 
not a significant one. Whether this is a sign of 
a rising trend because of an increased inci-
dence of the Human Papilloma Virus (HPV) or 
sexually transmitted diseases, or merely a 
random fluctuation cannot be determined yet.  
Special risk factors are unprotected sex, early 
onset of sexual intercourse, many different 
sexual partners or intercourse with partners 
infected with HPV or other sexual transmitted 
diseases (European Commission, 1997, p. 61). 
One would generally expect a declining trend 
because of increased screening (European 
Commission, 1997, p. 61; Magistrat der Stadt 
Wien, 2003, p. 220) and increased success in 
treatment (European Commission, 1997, p. 
60), as has occurred in Austria as a whole 
(Ludwig Boltzmann-Institution, 1995, p. 24), in 
Vienna (Magistrat der Stadt Wien, 2003, p. 
220) and in other European countries (Euro-
pean Commission, 1997, p. 60). 

6.6.4. Breast Cancer 
The rate of the breast cancer in Styria was 
about 24 per 100,000 in 2002 (see Table 
6.6.4.1). Thus breast cancer is the most fre-
quent cause of cancer deaths for Styrian 
women. The death rates from breast cancer 
increase continuously with age and are highest 
among women aged over 65 (see Table 
6.6.4.2). About two-thirds of all cases are 
among those over 50 (European Commission, 
1997, p. 59). In 2000 Styria had rates similar to 
those for Austria as a whole and for the EU. 
Since 1998 the rate of breast cancer has 
remained basically unchanged with only 
slight fluctuations (see Graph 6.6.4).  
Because of increased early diagnosis screen-
ing and more effective therapies, the chance of 
survival has improved, and therefore a reduc-
tion of the death rates was expected. 
Changes in life patterns, however, have the 
opposite effect. Because of longer periods of 
education and increased career-mindedness of 
women, childlessness and late pregnancies 
are now more frequent, which are increased 
risk factors for breast cancer, in addition to 
genetic and other factors (Schlattmann, 2000, 
p. 454). 

Source: Statistik Austria, Todesursachestatistik.                                                                                              
Processing: Joanneum Research, Institut für angewandte Statistik und Systemanalyse. 
 

Graph 6.6.4: Age-Standardised Death Rate from Breast 
Cancer per 100,000 Inhabitants, 1998-2002
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6.7. Summary and Conclusions 

Regarding mortality, the following may be 
concluded in summary: 
• Life expectancy is increasing for both men 
and women at every point in their lives. For 
men it is increasing more rapidly, which brings 
with it a decline in the gender-based differ-
ences in life expectancy. 
• Suicide is a more frequent cause of death 
for men than women. Unfortunately the suicide 
trend in Styria is not declining and still far ex-
ceeds the European rates. Although more men 
die by their own hand than women, the at-
tempted suicide rate among women is proba-
bly comparable to that of men (Ludwig Boltz-
mann-Institution, 1995, p. 46). 
• The main causes of death for women are 
still cardiovascular diseases, followed by 
cancer (see Tables 6.7.1 and 6.7.2). Because 
of their higher life expectancy and the demo-
graphic structure of aging, women more often 
die from cardiovascular diseases than men. 
• Among the cardiovascular diseases, the 
female death rate from ischemic heart dis-
eases is higher than from cerebrovascular 
diseases. Styrian women have a relatively 
high mortality from cardiovascular diseases 
compared to European women generally. 
There is a tendency, though not a significant 
one, toward declining mortality from cardiovas-
cular diseases. Notable are the female death  

rates from cerebrovascular diseases, which 
are nearly as high as for men among those 
over 75. The female rate also declined more 
slowly than the male rate decline between 
1998 and 2002. Among the cerebrovascular 
diseases, women are more likely to die from 
stroke (28%) than men (22%). 
• Mortality from diseases of the digestive 
system has stagnated for both sexes. National 
and international trends show a decrease 
among men, whereas female rates have re-
mained rather stagnant. Within the next few  
years this area may develop into an interven-
tion field for women’s health. 
• Among the diseases related to malignan-
cies, breast cancer is still the most important 
killer, followed by lung and colon cancer. In 
Styria the mortality from cancer has stagnated 
since 1998. The same is true for specific forms 
of cancer, like cancer of the digestive system, 
cervical cancer and breast cancer. Mortality 
from lung cancer (including the respiratory 
organs) is an exception.  Between 1998 and 
2002 women’s risk of death from lung can-
cer increased by 31%, whereas men’s risk of 
death declined over the same period. In the 
next several years, a further rise of female 
lung cancer rates should be expected. The 
fact that death rates from cancer in general 
have stagnated rather than declined, as one 
might expect given improvements in detection 
and treatment, can be explained by demo-
graphic ageing.   Despite demographic ageing, 

Table 6.7.1: Age-Standardised Death Rates in Styria by Main Causes of Death per 100,000 Inhabitants, 2002 

 Men Rate    Women Rate  

1  Cardiovascular Diseases (ICD 9: VII, 
390-459)  305.47  1 Cardiovascular Diseases (ICD 9: VII, 

390-459)  201.26 

2  Malignant Growths (Cancer) (ICD 9: II, 
140-208)  227.28  2 Malignant Growths (Cancer) (ICD 9: II, 

140-208)  129.85 

3  Ischemic Heart Diseases (ICD 9: VII, 
410-414)  141.58  3 Ischemic Heart Diseases (ICD 9: VII, 

410-414)  67.73 

4  Cerebrovascular Heart Diseases(ICD 9: 
VII, 430-438)  67.75 

 4 Cerebrovascular Heart Diseases (ICD 
9: VII, 430-438)  58.62 

5  Malignant Growths of the Respiratory 
Organs (ICD 9: II, 162)  50.04 

 5 Malignant Growths of the Mammary 
Gland (ICD 9: II, 174)  24.35 

6  Diseases of the Digestive System (ICD 
9: VII, 520-579)  44.45 

 6  Diseases of the Digestive System (ICD 
9: VII, 520-579)  22.97 

7  Suicide (ICD 9: E950-E959)  31.76 
 7  Malignant Growths of the Respiratory 

Organs (ICD 9: II, 162)  15.81 

8  Malignant Growths of the Digestive 
System (ICD 9: II, 153-154)  29.23 
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 Malignant Growths of the Digestive 
System (ICD 9: II, 153-154) (ICD 9: II, 
153-154)  

15.23 

9     9 Suicide (ICD 9: E950-E959)  10.07 

10     10  Malignant Growths of the Cervix (ICD 9: 
II, 162)  5.05 

Source:Statistik Austria, Todesursachestatistik. 
Processing: Joanneum Research, Institut für angewandte Statistik und Systemanalyse. 
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there has been success in reducing death 
rates from cardiovascular diseases. Because 
the same has not been the case with cancer 
has increased the relative importance of the 
fight against this disease. This is especially 
true regarding the stagnation of breast can-
cer rates, because earlier diagnosis and im-
proved therapies had raised hopes that the 
rates would decline. In this connection it should 
be noted, however, that scientific studies com-
pleted in this area so far have not conclusively 
demonstrated that a significant decline in 
breast cancer mortality can be achieved 
through across-the-board, systematic mam-
mography-screening (Olsen & Gøtzsche, 
2003). 
 
The following conclusions can be drawn 
from these trends: 
• Wide-ranging, politically comprehensive, 
collective, multi-sectoral, and multi-level ap-
proaches to prevention are necessary, in or-
der to reduce the most important behaviourally 
and environmentally dependent risk factors, 
such as smoking, alcohol abuse, unhealthy 
diet and lack of exercise, and in consequence 
also to reduce mortality caused by cardiovas-
cular diseases and cancer. 
Especially essential are systemic and struc-
tural changes that enable women to lead 
healthier lives. This means that socio-political 
steps have to be taken to develop a compre-
hensive health promotion policy as laid 
down in the Ottawa Charta (WHO, 1986). In 
this connection environmental changes, such a 
ban on smoking in the workplace and in res-
taurants as suggested by the EU are especially 

welcome. Such interventions can bring about a 
reduction in tobacco consumption of as much 
as 30% (Fichtenberger & Glantz, 2001, p. 
189). Population-centred prevention pro-
grams are also necessary for improved diag-
nosis, for the identification of individual-
dependent risk factors and behaviour-related 
interventions, as well as for quality assurance 
in the management of diseases. 
• Critically necessary are measures to reduce 
mortality from cardiovascular diseases. Initia-
tives to reduce cardiovascular mortality should 
be modeled on the highly effective North Ka-
relien Project (Puska, 2002) and on the 
WHO’s CINDI-Programme. The North Kare-
lien Project demonstrated that through a multi-
sectoral and multilevel prevention programme, 
risk factors can be reduced in a lasting way. 
The aim of the WHO’s CINDI-Programme is to 
improve health and quality of life through 
avoidance of premature death, disease and 
handicaps.  
• A further emphasis has to be on tobacco 
prevention, and not just because of the in-
creasing lung-cancer mortality risk in women. 
In addition to appropriate information cam-
paigns addressed to the whole population and 
support programmes for people who want to 
stop smoking, of special importance are struc-
tural changes to bring about a reduction in 
the burdens on women. Here it is important to 
decrease the importance of smoking as a cop-
ing strategy and a way of dealing with stress. 
This could occur through the creation of spe-
cific targeted programmes to help women de-
velop individual coping strategies and new 
competencies to achieve a healthier lifestyle.
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7. Disease and Health 
Status 

7.1. Subjective Health Status 
Subjective health status is a very good predic-
tor of life expectancy and mortality (Schwartz 
et al., 2000, p. 27), and therefore can be used 
as an indicator for the well-being of the general 
population. In the Styrian Health Survey of 
1999, the largest segment of the interviewed 
population (39%) stated that they were in good 
health; the second largest segment (27%) said 
they felt very healthy (see Table 7.1.1 and 
Graph 7.1.1). Seventeen percent of those in-
terviewed stated that they felt excellent, 
whereby a larger proportion of men reported 
excellent health (19%) than women (14%). A 
very pronounced gender difference, how-
ever, was notable among those who reported 
feeling less well. Women make up a much 
more significant proportion of this group. Al-
most the half of men (48%) stated that they felt 
very well or even excellent, whereas only 40% 
of women did so. The statistical model con-
firms that these gender differences are signifi-
cant, and even after taking age into considera-
tion, a man’s probability of reporting excellent 
health status was 23% higher than a woman’s. 
This gender difference has also been de-
scribed in numerous other health reports in 
Austria (Magistrat der Stadt Wien, 2003, p. 
195-196; Magistrat der Stadt Wien, 2002, p. 
86; Fachateilung für das Gesundheitswesen, 
2000, p. 68; Amt der niederösterreichischen 
Landesregierung, 2002, p. 32), in Germany 
(Hessel et al., 1999, p. 267; Maschewsky-
Schneider et al., 1988, p. 174; Statistisches 
Bundesamt, 1998, Chapter 3.5) and in Europe 
(European  Commission,  2003a,  p.  37).  The 

subjective assessment of health status is 
strongly dependent on age. The proportion of 
those who report feeling excellent or very well 
falls with advancing age, while the reverse is 
the case with those who feel less well or even 
poorly (see Table 7.1.2). So for example, 43% 
of the 15 to 24 year-olds report being in excel-
lent health while just 4% of the 55 to 64 year-
olds do, a figure that declines to zero among 
those older than 75. By the same token, 30% 
of the people older than 85 years say that they 
feel in poor health. Statistical analysis reveals 
these differences to be significant. In other 
words, the probability of having excellent sub-
jective health is highest among the youngest 
age group. Those aged 25 to 44 have the 
highest probability (about 40%) of reporting 
good health, while the probability of good 
health for those older than 55 dwindles signifi-
cantly, reaching zero for people older than 75. 
Over time there has been an improvement in 
health status generally, as has been shown 
by international studies. Also in Austria there 
has been an improvement in subjective health 
status. The Viennese microcensus, for exam-
ple, reported that the health status of women 
improved in the period from 1991 and 1999, 
while gender-specific differences declined 
(Magistrat der Stadt Wien, 2002, p. 87). Also in 
Germany an improvement in health status was 
documented over the period from 1975 to 1996 
(Hessel et al., 1999, p. 268). In Styria there 
has also been an increase in the proportion of 
persons reporting excellent or very good health 
status (Amt der niederösterreichischen Lan-
desregierung, 2002, Table 3.4.1). Neverthe-
less, in comparison to the other federal 
states of Austria, Styria is next to last after 
Upper Austria in subjective health status (Amt 
der niederösterreichischen Landesregierung, 
2002, Table 3.4.1). 

Graph 7.1.1: Subjective Health Status by Sex, 1999
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Processing: by the author. 
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7.2. Malignant Growths 
In 2000 the incidence of cancer was 289 per 
100,000 women and 381 per 100,000 men, a 
significant gender-based divergence (see Ta-
ble 7.2.1). The risk of getting cancer is 1.4 
times higher for men than women. A clear 
upward or downward trend is not observable in 
cancer incidence; it did not change signifi-
cantly between 1997 and 2000. The inci-
dence of cancer increases with age, and a 
significant jump—almost a trebling of the 
rate—can be observed as one moves from the 
45 to 54-year-old group to the group of 55 to 
64-year-old men. Such a significant increase 
does not exist among women (see Table 
7.2.2.). Compared to other parts of Austria, the 
cancer rate in Styria is relatively low. It is the 
third lowest after Salzburg and Carinthia 
among men and the second lowest after Vi-
enna among women (Amt der nied-
erösterreichischen Landesregierung, 2002, 
Table 3.2.2). The rates for Austrian and Styrian 
women fall well within the European average 
(European Health for All Database, updated 
June 2003). Europe-wide 11.5% of the burden 
of disease counted in DALYs (Disability Ad-
justed Life Years) can be traced to the various 
forms of cancer (WHO, 2002b, p .29). As is the 
case in the rest of Europe, in Styria the most 
important forms of cancer among women are 
cancer of the breast, lung and digestive sys-
tem, but also of the uterus and cervix. As men-
tioned in the chapter on mortality (see Chapter 
6.6.1, Malignant Growths of the Respiratory 
Organs), the most important risk factor for 
cancer is smoking, which is responsible for 
one third of all cancer cases in Europe 
(WHO, 1999, p. 68). Furthermore, improper 
diet, (i.e. too few fruits and vegetables and too 
much saturated fat) is also an important risk 
factor. As mentioned several times already, 
there is a great need for a broad health promo-
tion approach to decrease these risk factors. 

7.2.1. Malignant Growths of the  
Trachea, Bronchia and Lungs 

In 2000 the incidence of tracheal, bronchial or 
lung cancer in Styria was 32 per 100,000 
women and 103 per 100,000 men (see Table 
7.2.1.1). The gender-specific difference here is 
very significant: men are 3.6 times more likely 
to contract one of these forms of cancer than 
women. As with the cancer rate generally, 
there is no temporal trend. The incidence of 
cancer of the trachea, bronchia and lungs has 
stagnated. The gender-specific rate also dif-
fers significantly from one age group to an-
other. Among men there is a very significant 
increase in the rate from the 55-64-year-olds to 
the 65-74-year-olds (see Table 7.2.1.2). Com-

pared to the rest of Austria, the incidence of 
lung cancer in Styria is relatively low. Both 
Styrian men and women have the second low-
est incidence of this form of cancer among the 
Austrian federal states, and they thus fall be-
low the rate for the whole of Austria (Amt der 
niederösterreichischen Landesregierung, 2002, 
Table 3.2.2). Europe-wide the Austrian and 
also the Styrian rates fall about in the middle 
(European Health for All Database, updated 
June 2003). The lung cancer rate is still grow-
ing in most European countries, but in Austria 
overall it is decreasing at least amongst men 
(European Commission, 2003, p. 21). Gender-
specific smoking habits of course play a causal 
role in the incidence of lung cancer. As the rate 
of smoking women is rising, becoming in the 
process more similar to that of men, it is likely 
that the female cancer rates will also begin to 
look more similar to those of men (see Chapter 
6.6.1, Malignant Growth of the Respiratory 
Organs). According to the WHO, 90% of new 
lung cancer cases are related to smoking. 
So tobacco prevention should be the first prior-
ity in the fight against cancer of the respiratory 
organs. Prevention is also very important be-
cause the chances of recovery from lung can-
cer are relatively low (Magistrat der Stadt 
Wien, 2003, p. 147). Important for the risk of 
cancer are both the intensity and the duration 
of tobacco consumption, while the intensity of 
consumption often increases the longer one 
has smoked. Thus, prevention measures 
should be targeted at preventing smoking 
among young people and helping those who 
are dependant on tobacco to wean themselves 
of their addiction regardless of what stage they 
are in. Because women are especially at risk 
from smoking (both passive and active) during 
pregnancy and nursing, it is particularly impor-
tant to develop effective measures aimed at 
prevention and non-smoker protection in all 
public places. At the workplace as well, women 
feel harassed more often by smoke than men 
(Statistik Austria, 2002c), which is related on 
the one hand to a higher level of sensibility and 
on the other to an ignorance of their rights as 
non-smokers or to difficulty in the assertion of 
these rights. This situation could be countered 
by stricter measures against smoking in the 
workplace, as well as by consciousness-raising 
and empowerment of women and non-smokers 
in general. 

7.2.2. Cervical Cancer 
In the year 2000, 15 women per 100,000 con-
tracted cervical cancer (see Table 7.2.2.1). 
When calculated over the whole period from 
1997 to 2000, on average there were 18 new 
cases of cancer of the cervix per 100,000 
women per year. Because of the small number 
of cases, no significant difference can be de-
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termined based on age group, although at 35 
cases per 100,000, the rate was highest 
among the 45-54 year-olds (See Table 
7.2.2.2). A comparison with the other federal 
states of Austria reveals that the rate of cervi-
cal cancer among Styrian women is rela-
tively high. It is the second highest rate over-
all, and thus above the Austrian average (Amt 
der Niederösterreichischen Landesregierung, 
2002, Table 3.2.2). In comparison with Europe 
as a whole, the rate in Austria (12 per 100,000) 
is about average (WHO, 2003d, p. 74). As is 
also the case with mortality from cervical can-
cer, the number of new cases reported during 
the period under investigation did not show a 
decline. The period of investigation, however, 
was very short, which could explain the stag-
nation in the rate. Nevertheless, an effort 
should be made to reduce the incidence of the 
disease through prevention measures. Meas-
ures directed against risky sexual behaviour in 
particular could help to reduce the rate (see 
Chapter 6.6.3, Malignant Growths of the Cer-
vix). Also worth striving for is an improvement 
in the participation rate in early detection 
screening for cervical cancer among women 
over 45, as well as improvements in the quality 
of the screenings (see Chapter 8.2.2 Cervical 
Cancer). 

7.2.3. Malignant Growths of the Mam-
mary Gland 

In 2000, the age-standardized breast cancer 
incidence rate was 110 per 100,000 women 
(see Table 7.2.3.1). There also has been no 
improvement during the four years examined 
where the breast cancer rate is concerned. 
The incidence rate has stagnated at ap-
proximately 124 per 100,000 women per year. 
In Europe the incidence rate continues to climb 
and represents the most common cause of 
death from cancer. It has been reported that 
the breast cancer incidence rate in Austria is 
falling (Europäische Kommission, 2003, p. 22). 
Compared to other federal states of Austria, 
Styria has the third lowest rate after Upper 
Austria and Carinthia and so is below the rate 
for Austria as a whole (Amt der Nied-
erösterreichischen Landesregierung, 2002, 
Table 3.2.2). There are no striking differences 
between the various age groups, though the 
rate among women aged 54-74 is highest (see 
Table 7.2.3.2). The stagnation of the breast 
cancer incidence rate may be the result of, 
among other things, an increased effort in early 
diagnosis of the disease, which actually leads 
in the short run to increased incidence rates 
through early reporting. Nonetheless, the sur-
vival rates should improve because of more 
effective therapies, whereby the likelihood of 
survival is best for those under 50 (60% still 

surviving five years after diagnosis) (European 
Commission, 1997, p. 57). Among the risk 
factors for breast cancer, the most important 
are a family history of this type of cancer, late 
birth of the first child, a low number of children, 
early onset of sexual maturity, the presence of 
endogenous estrogen, and late onset of 
menopause. These factors together reportedly 
account for a 50-100% greater risk of contract-
ing breast cancer (Schlattmann, 2003, p. 454). 
In addition, other risk factors, such as lifestyle, 
can play a major role (Magistrat der Stadt 
Wien, 2003, p. 138). Prevention possibilities 
are limited. Adequate treatment of breast can-
cer patients is therefore all the more important, 
as well as assuring high quality in early diag-
nosis and therapy (WHO, 1999, p. 68).  

7.3. Cardiovascular diseases 
In 2002 in Styria, 2,821 women and 3,674 men 
(in each case per 100,000) were hospitalized 
due to cardiovascular disease (see Table 
7.3.1). The incidence-rate of women is signifi-
cantly below that of men, who are 1.3 times 
more likely to be hospitalized for cardiovascu-
lar disease. Between 1998 and 2001 the inci-
dence of cardiovascular disease decreased, 
but in 2002 there was a statistically significant 
increase in the rate for both men and women. 
Statistical tests reveal that stationary treatment 
of cardiovascular disease has decreased 
significantly since 1998, with a 23% de-
crease for men and an 18% decrease for 
women. An explanation for this gender-
specific difference could be that fewer women 
are admitted to hospital for cardiovascular 
disease (Hochleitner, 1999, p. 50-53). The 
incidence of hospitalization for cardiovascular 
disease increases with age, of course. Among 
men the rate increases continually, while 
among women the rate begins to decline about 
the age of 65. The most significant increase 
occurs from the age group of 45-54 year-olds 
to the 55-64 year-olds (see Table 7.3.2), when 
the incidence rate increases by a factor of 1.9 
for men and 1.7 for women. Beginning at age 
45, the male rate begins to climb faster than 
the female rate. Women between 25 and 34 
have a significantly higher incidence rate than 
men in the same age group. Among men over 
age 85, almost one quarter—22,568 per 
100,000—suffer from cardiovascular disease, 
while among women the rate is 8,017 per 
100,000 (8%). Compared to other federal 
states of Austria, in 2000 the Styrian inci-
dence rates for men were near the average, 
but the women’s rates were the highest in 
Austria and, indeed, were much higher than 
the Austrian average (Amt der Nied-
erösterreichischen Landesregierung, 2002, 
Table 3.2.1). The microcensus revealed that if 
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one goes beyond just the evidence provided by 
hospital admissions, women actually report 
suffering from cardiovascular diseases more 
often than men (combining diseases due to 
high and low blood pressure, heart attack, 
other heart diseases, cerebrovascular dis-
eases, phlebitis, venous thrombosis, and vari-
cose veins) (Statistik Austria, 2002b, p. 102-
105), and this across the board, with all forms 
of cardiovascular disease. Across Austria re-
ports show that more women than men suf-
fer from these diseases (Ludwig Boltzmann-
Institut, 1995, p. 29). The difference between 
the age-standardised, sex-specific incidence 
rate and the hospital treatment rate on the one 
hand and the information from the microcensus 
on the other could be explained by a greater 
frequency, but lower level of severity of these 
diseases among women. Another explanation 
that is in keeping with reports from other coun-
tries could be gender-specific differences in 
diagnosis by doctors and rates of hospital ad-
mission, which then influence the statistics 
(Hochleitner, 1999, p. 50-53). Europe-wide—
and one can assume that this also holds true 
for Styria—cardiovascular diseases constitute 
the most important disease burden of the 
population; they were responsible for 21.8% of 
the lost handicap-free life years in the year 
2000 (WHO, 2002b, p.29). Cardiovascular 
diseases can be attributable to many risk fac-
tors that can be changed or influenced. 
Women should pay particular attention to risk 
factors such as hypertension, smoking, high 
cholesterol, obesity and lack of physical exer-
cise (Hong et al.,2003, p. 282), risk factors 
over which they have some control. Finally, the 
differences in the incidence of cardiovascular 
disease based on social status are worthy of 
note (see Chapter 9.3.2., Risk Factors). 

7.4. Diseases of the  
Musculoskeletal System 

In 2002 in Styria 2,767 women and 2,437 men 
per 100,000 were hospitalized because of 
diseases of the musculoskeletal system. The 
age-standardised rate of hospitalization for 
women was significantly higher than that 
for men (see table 7.4.1). This gender differ-
ence is observable for the entire period cov-
ered (1998-2002), and the gap even in-
creased over time. A direct comparison of the 
years 1998 and 2002 reveals that a significant 
increase took place. Women between the ages 
of 45 and 74 are especially affected by dis-
eases of the musculoskeletal system (see 
Table 7.4.2). This gender difference can also 
be seen in the 15 to 24 age group, but it is less 
pronounced. Among the 45-54 year-olds 5,021 
women per 100,000 were affected, and 6,032 
per 100,000 in the next older age group, while 

women aged 65 to 74 suffered from diseases 
of the musculoskeletal system at the rate of 
5,511 per 100,000. A comparison of the federal 
states reveals that Styrian men suffer from 
orthopaedic diseases at a rate that is about 
average, although it is somewhat higher than 
the Austrian-wide rate. The rate for Styrian 
women is also about average, but below the 
Austrian-wide rate (Amt der Nied-
erösterreichischen Landesregierung, 2002, 
Table 3.2.1). 

7.5. Femoral Neck Fractures 
and Osteoporosis  

The incidence of fractures of the femoral neck 
(hip fractures) can serve as an indicator for the 
frequency of osteoporosis in the female popu-
lation. Hip fractures are responsible for both 
high morbidity and mortality of older women 
(European Commission, 1997, p.109). In 2002 
in Styria, there were 118 fractures of the femo-
ral neck among women and 74 among men 
per 100,000 (see Table 7.5.1). As expected, 
the difference between the two sexes is 
significant throughout the period under analy-
sis. Until 2001 there appeared to be a declining 
trend in hip fractures among women, but in 
2002 there was a dramatic increase, returning 
to 1998 levels. Rates among men, on the other 
hand, seem to have remained stable since 
1998. The incidence of hip fractures increases 
drastically in an aging population. Beginning 
with the 55-64 age group, the number of cases 
significantly increases from one age group to 
the next for both sexes (see Table 7.5.2).The 
number of cases in men exceeds the female 
rate only above the age of 85, but even then 
not significantly. Due to demographic ageing a 
further increase of osteoporosis and hip frac-
tures is expected for both sexes. Most noticea-
bly, those over 80 are the main group at risk, 
and they are the group with largest rate of 
demographic growth. It is estimated that the 
number of osteoporosis cases among women 
will double by 2050 (BM für soziale Sicherheit 
und Generationen, n.d., p. 281). Women are 
prone to osteoporosis due to reduced bone 
density as a result of menopause. This results 
in an increased incidence of hip and vertebra 
fractures, which lead in turn to increased 
health problems and mortality, as well as a 
decrease in mobility, independence and quality 
of life. Hip fractures are associated with 20% 
mortality within the first year and 40% mortality 
within the first three years following the fracture 
(European Commission 1997, p. 109). There 
are many causes of osteoporosis. Risk factors 
are ageing, a change in hormones, osteoporo-
sis in one’s parents, lack of exercise, poor diet 
(low in calcium and vitamin D), smoking, ex-
cessive consumption of alcohol, certain medi-
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cations (e.g. cortisone), deformity, low weight 
and body mass index and previous fractures 
due to osteoporosis (Statistisches Bundesamt, 
1998, Chapter 5.12). For fractures caused by a 
fall, there are many other important factors 
such as the general health of the person and 
the fall itself. Possible methods of prevention 
are a healthy diet and adequate exercise. Also, 
physical activities such as aerobic exercise, 
weight training and walking have been shown 
to be an effective deterrent (Bonaiuti et al., 
2004). To ensure a preventive impact, such 
activities should start at a young or middle age. 
The intake of calcium can also have a positive 
effect on reducing the chances of getting os-
teoporosis (Statistisches Bundesamt, 1998, 
Chapter 5.12). It is still unclear to what extent, 
and in combination with which other nutrients, 
the intake of vitamin D is an effective preventa-
tive measure (Melhus et al., 1998, p. 774; 
Gillepsie et al., 2004). To avoid falls, behav-
ioural alterations and reducing risk through 
improved building design are very important for 
old people. 

7.6. Disorders of the 
Respiratory System  

In 2002 in Styria, 276 women and 464 men per 
100,000 suffered from respiratory disease of 
sufficient severity to require a stay in the hospi-
tal (see Table 7.6.1). The gender specific dif-
ference is significant, which is to say that the 
residential treatment due to respiratory disor-
ders was notably higher among men. In the 
period from 1998 to 2002 neither the rates for 
either gender, nor the gender difference 
changed significantly, although a slight declin-
ing trend among men appears to have set in. 
The age distribution of respiratory diseases 
differs from that of other diseases analysed 
here. The high rate for those 14 and under, 
and the large gender-specific differences in the 
age distribution are remarkable for this disease 
(see Table 7.6.2). Among females the rate for 
those under 14 years of age is, at 682 cases 
per 100,000, the highest by far. Later there is a 
rapid increase of the rate among the 45-54 and 
55-64 year-olds, but at 392 and 434 per 
100,000 respectively they do not come close to 
matching the high rate of those 14 and under. 
Also among men there is a significant increase 
from each age group beginning with the group 
of 45-54 year-olds, but the rate in the group 
under 14 years of age is, at 862 per 100,000, a 
rather middling value given the rates reached 
among older men. This gender-specific pattern 
could be explained by the different smoking 
behaviour of men and women. The higher 
tobacco consumption among men during their 
younger years leads to a great increase in 
respiratory disease once they reach age 50. 

Rates among women also jump between 45 
and 64 years of age, which presumably is the 
consequence of the increased tobacco con-
sumption of women in the past several years. 
This is also consistent with the temporal devel-
opment of the gender-specific rates. While 
men’s smoking rates are falling, bringing a 
commensurate decline in the rate of respiratory 
disease, the proportion of women who smoke 
has increased, which has resulted in a stagna-
tion of the rate of respiratory disease in 
women. Because tobacco-related diseases 
mostly set in decades after a person has be-
gun to smoke, an increase of the women’s 
disease rates has to be expected within the 
next several years, due to this alteration in 
lifestyle among women. Among the group un-
der 14 years of age, the high rates of respira-
tory disease are mainly caused by the very 
high rates among infants (24,670 boys and 
18,983 girls per 100,000) (Gesundheitsinfor-
mationsystem Steiermark). In comparison to 
other federal states, the male rate for Styria is, 
after Burgenland and Salzburg, the third lowest 
in Austria. The female rate is second to last 
after Salzburg. Thus Styria is below the Aus-
trian average (Amt der Niederösterreichischen 
Landesregierung, 2002, Table 3.2.1). Respira-
tory diseases (mainly asthma) are increasingly 
considered to be a health problem Europe-
wide and it is assumed that they are very 
widespread; although scientific confirmation is 
still lacking (Europäische Kommission, 2003, p. 
29) Risk factors for respiratory diseases are air 
pollution, smoking and allergies. Atopy and 
genetic factors are added risk factors for 
asthma. There is also a strong connection 
between respiratory diseases, age and social 
status (Pearce et al., 2004, 1261). Because the 
causes of respiratory diseases are numerous 
and not always easily identifiable, effective 
preventive interventions are not well devel-
oped. At the moment, the only reasonable and 
effective interventions are efforts to insure 
consistently high air quality (Lam and Hedley, 
2004, p. 1242) and anti-smoking campaigns, 
which are also directed against the risks of 
passive smoking (especially for children). (Sta-
tistisches Bundesamt, 1998, Chapter 5.17). 

7.7. Metabolic diseases: 
Diabetes 

The Styrian diabetes rates based on hospital 
statistics for 2002 are 250 per 100,000 women 
and 333 per 100,000 men (see Table 7.7.1). 
Just as in the two previous years, there was a 
notable difference between the sexes in the 
form of a higher incidence among men, which 
was not present in the years 1998 and 1999. 
Within the scope of the FQSDÖ (Forum for 
Quality Assurance in Diabetology in Austria) 
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the prevalence of diabetes in Styria was esti-
mated at 9.3% of the population (JOANNEUM 
RESEARCH, 2003). According to the micro-
census survey, a measure of the incidence of 
chronic diseases based on self-reporting, 2.3% 
of women and 1.7% of men reported suffer-
ing from diabetes in 1999 (Statistik Austria, 
2002b, p. 108-111). The Austrian Women´s 
Health Report of 1995 also reported that 
women suffered more often from diabetes than 
men. The break down by age groups suggests 
that the higher rate of diabetes among women 
was due to differences in the age structures of 
the two sexes, because this metabolic disease 
mainly occurs among the elderly, and females 
are overrepresented among the elderly 
(Ludwig Boltzmann-Institut, 1995, p. 31). In 
Germany as well, among those over 60, more 
women suffer from metabolic diseases than 
men (Statistisches Bundesamt, 1998, Chapter 
5.20). Class-based differences also play a 
large role, especially among women. In Vi-
enna, for example, the self-reported diabetes 
prevalence among women increases linearly 
with falling socioeconomic status. The preva-
lence in the lowest socioeconomic group is five 
times as high as it is in the highest (Magistrat 
der Stadt Wien, 2004, p. 274). The rate of in-
patient treatment of diabetes appears to be 
declining in Styria (see Table 7.7.1), which 
cannot be assumed, however, to equal a de-
cline in the incidence of the disease overall. 
One has to assume that there are a large 
numbers of cases which go undiagnosed, 
since diagnosis normally occurs only after the 
appearance of consequential diseases (Magis-
trat der Stadt Wien, 2004, p. 272). It is reason-
able to assume that with the ageing of the 
population, the diabetes incidence, and thus 
the prevalence of the disease, will grow rapidly 
in the future (Buck, 2000, p. 443). With in-
creasing age the rate of both inpatient and self-
reported diabetes cases also increases (see 
Table 7.7.2) (Statistik Austria, 2002b, p. 108-
111). Especially beginning about age 45 the 
number of inpatient cases increases rapidly, 
although it then begins to flatten out after age 
65. The increase from one age group to the 
next remains statistically significant until age 
74. This is consistent with the age progression 
for the disease reported for other European 
countries (Statistisches Bundesamt, 1998, 
Chapter 5.20; Buck, 2000, p. 442). Among 
those 45-84—in other words, those most af-
fected by diabetes—the number of inpatient 
cases among men is greater than that among 
women, which is striking given the higher 
prevalence among women. The hospital statis-
tics should be regarded with caution, however, 
because they only cover those cases where 
diabetes is listed as the main diagnosis at ad-
mission, which of course leads to some distor-

tion of the picture. These data only reveal what 
is happening in the hospitals. They cannot 
provide a complete picture of the burden of 
diabetes in the population as a whole. Europe-
wide the number of people who live with diabe-
tes is on the increase. It is estimated that in the 
European region of the WHO (including Cen-
tral Europe and the former Soviet countries) 
22.5 million people suffer from this disease, 
with the majority (85-89%) suffering from dia-
betes type II (also know as adult-onset diabe-
tes) and the remainder (5-15%) suffering from 
diabetes type I (WHO, 2002b, p. 40). In addi-
tion to a whole host of consequential diseases, 
people who suffer from diabetes have a three-
to-four times higher risk of dying prematurely 
from cardio-vascular disease than the rest of 
the population (WHO, 2002b, p. 40). To pre-
vent diabetes, the WHO recommends more 
programmes to promote a healthier lifestyle, 
with special measures for the prevention of 
diabetes. These should counteract trends 
toward overnutrition and too little move-
ment (WHO, 2002b, p. 41). Furthermore, the 
WHO has focused on secondary prevention 
with its Health21 agenda. The target is to lower 
the incidence of consequential diseases and 
health problems resulting from diabetes by a 
third by the year 2020 (WHO, 1999, p. 70). 
Suggested measures include extensive pro-
grammes for recognition, for scientifically-
based treatments at all levels of medical care 
and for self-help. Very important is the training 
of patients and health care personnel to ensure 
proper treatment and self-help (WHO, 1999, p. 
73). Very important steps were taken in Styria 
with the establishment of the FQSPÖ and the 
training of diabetes patients. 
 

7.8. Summary and Conclusions 
• Men have a better subjective health status 
than women. Compared to Austria as a whole 
however, the values from Styria are lower than 
average.  
• The incidence of cancer, particularly ma-
lignancies of the respiratory organs, the rate 
for men is higher than for women, and there 
was no significant change over time in the 
short period from 1997 to 2000. Concerning 
cervical and breast cancer, no significant 
changes occurred in this short period. However 
it is notable that the Styrian cervical cancer 
rate is relatively high compared to that of 
Austria as a whole. 
• Hospitalization for cardiovascular disease 
occurs more frequently with men than women, 
but women have a higher self-reported inci-
dence of cardiovascular disease. The low rates 
of female in-patient treatment can be attributed 
to the fact that cardiovascular diseases in 
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women seldom lead to admission to the hospi-
tal. (Hochleitner, p. 50-53). It can be assumed, 
however, that women more often suffer from 
cardiovascular disease than men. In-patient 
treatment of cardiovascular disease has de-
clined significantly since 1998, more steeply 
for men than for women. It is also significant 
that the hospital admissions of Styrian 
women are high in comparison to Austria as a 
whole. 
• Women are more often hospitalized than 
men owing to diseases of the musculoskele-
tal system. Furthermore there is a slight up-
ward trend in hospitalization. 
• Women are also suffer hip fractures more 
often than men, which is a result of the higher 
incidence of osteoporosis and the increasing 
ageing of the population. 
• Men, on the other hand, are more often 
admitted to the hospital than women because 
of respiratory ailments. Most of these admis-
sions are a consequence of tobacco consump-
tion. 
• The majority of patients hospitalized for 
diabetes are male, while in the self-reporting 
data, women appear more affected by the 
disease than men. Internationally a higher 
disease rate is reported for women (Magistrat 
der Stadt Wien, 2003, p. 273; Buck, 2000, p. 
442).  
 
A picture similar to that with mortality emerges 
here, so consequently the need for the follow-
ing steps is clear: 
• Women mainly suffer from cardiovascular 
diseases and cancer, so there is a need for 
comprehensive health promotion and pre-
vention programmes using behavioural ap-
proaches to reduce risk factors. A comprehen-
sive health promotion and disease prevention 
programme that reduces risk factors such as 
unhealthy diet and lack of exercise could also 
reduce the incidence of other chronic diseases 
such as diabetes and hypertension. 
• Despite opportunistic cervical cancer 
screening in Styria, the incidence rates are 
relatively high. Therefore the quality of screen-
ings should be investigated and women who 
are not being reached for screening should be 
provided with additional incentives to take 
part. 
• Furthermore, it has been shown that 
women are often hospitalized for diseases of 
the musculoskeletal system, particularly femo-
ral neck fractures as a consequence of osteo-
porosis and diabetes. Here it is also advisable 
to start broad-based measures that are specifi-
cally addressed to younger and middle-aged 
women to increase nutrition-consciousness 
and to improve levels of physical activity. 
 

7.9. Excursus: Quality 
Assurance in Diabetes 
Melitis Treatment 

7.9.1. Process Quality 
The literature suggests that there are gender-
specific differences in heath care delivery. 
Such differences were found especially in Eng-
lish-speaking areas, but also in Austria in the 
treatment of cardiovascular disorders (Ho-
chleitner, 1999; Hochleitner 2002). Gender-
based differences in hospitalization of insulin-
dependent diabetic youths have also been 
reported (Cohn et al., 1997, p. 1678). Gender-
specific differences were also reported in the 
treatment of acute and chronic complications 
from diabetes, which in part affect women 
more than men (Ensom, 2000, p. 529-530). 
The FQSDÖ data was used to investigate 
whether there are differences in how male and 
female diabetics are examined medically. This 
was done by looking at the thoroughness with 
which quality assurance forms were com-
pleted. If the forms for males were more com-
plete, it might suggest that they had also re-
ceived a more thorough examination. In fact, 
however, only very small differences were 
found.  
In addition, gender differences in foot and eye 
exams on diabetes patients, as well as blood 
pressure, cholesterol, and blood sugar tests 
were investigated using the FQSDÖ data to 
see whether they were carried out for both 
genders on the recommended annual basis, 
but here again, in almost all cases no signifi-
cant differences could be identified (see 
Table 7.9.1). The only type of exam for which 
any difference could be found was foot ex-
ams, but here the difference was only three 
percent.  This exam is carried  out  annually on 

Table 7.9.1: Percentage of Diabetes Patients        
Receiving Examinations, by Sex, 1998-2003 

  Men 
(n=7,145) 

Women 
(n=8,345) 

  

Foot Exams  81.6%  79.3%  P<0.001 

Eye Exams  64.8%  63.5%  P>0.089 

Blood Pressure 
Measurements 97.3%  97.1%  P=0.612 

Cholesterol 
Measurements  95.2%  95.5%  P=0.546 

Blood Sugar 
Measurements  92.0%  91.4%  P=0.197 

Source: FQSDÖ.                                                                   
Processing: FQSDÖ. 
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 79% of female diabetics and 82% of male 
diabetics, so men have a 16%  higher  prob-
ability of being examined at the recommended 
interval for diabetes-related foot lesions than 
women. This deviation may be related to the 
fact that men are at higher risk for a diabetes-
related amputation than women (Dangelser et 
al., 2003, p. 631; Trautner et al., 2002, p. 38; 
Trautner et al., 2001, p. 857), because of un-
healthy lifesyle (Dangelser et al., 2003, p. 632). 
Recognition of this higher risk may be the 
cause of the higher rate of screening for foot 
lesions, but even so, it should not result in a 
lower quality of care for female diabetics.  

7.9.2. Self-Examination by Patients 
On basis of the FQSDÖ data, the question of 
whether there were any gender differences in 
self-examination for blood and urinary sugar 
was investigated. Fifty-two percent of males 
report that they conduct blood sugar self-
examinations at least once a week, while only 
45% of women report doing so (see Table 
7.9.2.1). Furthermore, male patients conduct 
self-examinations more frequently than women 
(see Table 7.9.2.2). For urinary sugar self-
exams, on the other hand, there does not ap-
pear to be any difference in frequency based 
on gender. So men conduct blood sugar 
exams at a significantly higher rate than 
women. This might be a consequence of age- 
and education-specific differences between 
male and female diabetes sufferers. In Califor-
nian studies it has also been shown that the 
failure to conduct blood sugar self-exams at all 
or to do so only very seldom can be explained 
by lower levels of education and lower socio- 
economic status. Individuals who live in poorer 
neighbourhoods,   for  example,  often   cannot 

afford the cost of the test strips and in general 
have unhealthier lifestyles (Karter et al., 2000, 
p. 480).  International recommendations,  how-
ever, call for frequent, accurate blood sugar 
self-examinations as the sole effective method 
to optimally manage the disease (ISPAD, 
2000). For this reason, efforts should be made 
to ensure appropriately frequent and accurate 
self-exams among female diabetes patients. 
 
Table 7.9.2.2: Average Number of          
Measurements per Week, by Sex, 1998-2003  

 Men 
(n=7,145) 

Women 
(n=8,345) 

 

Blood-sugar 
measurements 
per week 

9.0 7.4 P<0.001 

Urine-sugar 
measurements 
per week  

1.3 1.3 P=0.708 

Source: FQSDÖ.  
Calculation: FQSDÖ. 

 
7.9.3. Quality of the Quality Assurance 
The physicians who take part in the FQSDÖ 
program must collect extensive data to ensure 
quality. This raises the question of whether 
female physicians do this more conscientiously 
than male physicians. Completeness can be 
taken as an indication of higher quality in this 
connection. In fact, female physicians do turn 
in more fully complete forms than their male 
colleagues. Once again the difference is only 
minimal (0.5%)—statistically significant, but 
nonetheless so small as to be negligible.  

7.9.4. Summary and Conclusions 
There are hardly any gender-specific differ-
ences in the quality of care provided to diabe-
tes patients. Both male and female physicians 
were conscientious in the completion of forms 
relating to their patients’ disease. Men are 
more frequently examined for foot lesions and 
are more likely to conduct self-examinations for 
blood sugar. This difference can be reduced if 
physicians are encouraged to remind their 
female patients to undergo the exams as con-
sistently as they do with their male patients. In 
addition, both male and female diabetes suf-
ferers should be encouraged more to complete 
blood sugar self-exams and should receive 
better instruction in how to conduct them. 

Table 7.9.2.1: Percentage of Diabetes Patients 
Who Report Carrying Out Self-Examinations, by 
Sex, 1998-2003  

 Men 
(n=7,145) 

Women 
(n=8,345) 

 

At least one 
blood-sugar 
measure-
ment per 
week 

52.2% 45.1% P<0.001 

At least one 
urine-sugar 
measure-
ment per 
week 

26.5% 26.7% P=0.811 

Source: FQSDÖ.  
Calculation: FQSDÖ. 
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8. Preventive Medical 
Check-ups 

8.1. Cardiovascular Check-ups 

8.1.1. Blood Pressure  
Regular blood pressure checks combined with 
therapeutic intervention can effectively reduce 
the risk of cardiovascular disease. Conse-
quently, regular blood pressure screening is 
recommended for those over 18 years of age 
(USPTF, 2003). Determining the optimal inter-
val between checkups is a question that re-
quires further research. The National Commit-
tee on Prevention, Detection, Evaluation, and 
Treatment of High Blood Pressure recom-
mends biennial checkups for persons with 
blood pressure under 85/130 mm hg. For per-
sons with blood pressure above this level, the 
interval should be shorter (USPTF, 2003). 
Analysis of the data from the Styrian microcen-
sus of 1999 (see Chapter 3.1, Data Situation) 
reveals the extent to which these recommen-
dations are being met in Styria.  
 
Blood Pressure Checks and Gender 
A clear majority of the people interviewed 
(75%) reported that their blood pressure had 
last been taken within the last year. Seventeen 
percent reported that it had last been taken 
more than one year previous, but still within the 
past three years (see table 8.1.1.1). Those 
whose blood pressure had been taken more 
than three years previous amounted to only six 
percent. Only two percent of those interviewed 
had never had their blood pressure measured. 
All in all, 92% of those interviewed reported 
that they had undergone a blood pressure 
check within the last three years. The recom-
mendation to do blood pressure checks regu-
larly is thus for the most part being met in Sty-
ria. There are significant gender differences, 
however. The share of women whose blood 
pressure was measured within the previous 
year is, at 79%, significantly higher than the 
proportion of men at 71%. This could be attrib-
utable to the different age structures of the two 
sexes. The situation is reversed for the group 
whose last blood pressure check dates back 
one to three years, with more men than women 
in this category. A regression analysis shows 
that the gender-specific differences exist irre-
spective of age and that men have a 29% 
lower probability to undergo a blood pressure 
check. Other Austrian studies have also found 
that blood pressure was measured more often 
with women than with men (Fenk, 2000, 
p.119). 
 
 

 
Blood Pressure Checks and Age 
The share of those whose blood pressure was 
measured in the last year naturally goes up 
with age. Whereas 60% of people aged 15–24 
fall into this category, 95% of people over the 
age 85 have had their blood pressure checked 
within the previous year (see table 8.1.1.2). 
The significant jump takes place as one moves 
from the 45–54 age group to the 55–64 age 
group. Here the proportion goes up from 74% 
to 84%. There is no significant trend among 
those whose last check was one to three years 
previous, although with advancing age, going 
hand in hand with an increase in the number of 
people having their blood pressure checked at 
more frequent intervals, there is a falling ten-
dency in the number of persons having it 
checked at longer intervals. These trends were 
tested using a statistical model, which re-
viewed that the probability to have undergone 
a blood pressure check strongly increases 
with age. People over 75 have an eight times 
higher probability to have undergone a blood 
pressure check than those aged 15–34, and a 
five times higher probability than those aged 
35–54, but also a two times higher probability 
than the 55–74 year-olds. 
In the Styrian blood pressure screening, 19% 
of younger people, i.e. those aged 15–44, had 
had their blood pressure checked within the 
last three years, while among those aged 44 
years and older it was 96%. Thus the recom-
mendation has been met for the most part. 
There is some room for improvement among 
younger people, however. 
 
Blood Pressure Checks  
and Educational Level 
Although the educational level variable is only 
available for the Styrian phone survey of 2000 
and thus covers a random sample of only 
about 800 women, analysis of the data shows 
some interesting trends. The share of women 
whose blood pressure was measured within 
the previous year seems to decrease with 
higher levels of education. Within the previous 
year blood pressure readings were taken on 
84% of the graduates of a compulsory school, 
but only on 70% of university graduates. 
Looked at individually, however, these differ-
ences are not significant (see Table 8.1.1.3). 
On the other hand, the share of people whose 
last blood pressure dated back one to three 
years increased with educational level.  
Statistical analysis shows that educational 
level is significantly correlated with the fre-
quency of blood pressure checks. The prob-
ability that an individual will have had a blood 
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pressure check is almost twice as high 
among graduates of a compulsory school 
as among women of other educational levels. 
This higher frequency could be connected with 
an unhealthier lifestyle and a higher frequency 
of adiposity and hypertension among people 
from deprived social levels. These lower social 
levels are dominated by elderly women in Sty-
ria, who additionally have a higher risk of being 
sick. 

8.1.2. Cholesterol 
People with higher blood cholesterol (hyper-
cholesterolemia) have an increased risk of 
cardio-vascular-disease. There are effective 
therapies that can decrease elevated choles-
terol and thereby reduce the risk of getting ill 
over the long term. It is recommended that 
men aged 35 and older and women aged 45 
and older have their cholesterol checked, 
because of their higher risk of getting cardio-
vascular-diseases (USPTF, 2001). Optimal 
time intervals for these checks have not yet 
been clinically determined. Nonetheless an 
interval of approximately five years is rec-
ommended, while people with higher values 
should be screened more often than those with 
lower values. The possibility of eliminating 
cholesterol checks for people with normal cho-
lesterol levels once they reach the age of 65 
years should be considered (USPTF, 2001). 

Cholesterol Checks and Gender 
Eighty-nine percent of those polled had had 
their cholesterol check already at least once, 
whereas eleven percent had never had it 
checked (see table 8.1.2.1). Fifty-four percent 
had had their cholesterol tested within the pre-
vious year, while 26% had had a check be-
tween one to three years previous. As is the 
case with blood pressure, gender-related dif-
ferences are observable. Women were slightly 
more likely to have had their cholesterol 
checked during the previous year than men, a 
difference that, though small, was nonetheless 
statistically significant. Men, on the other hand, 
had a greater likelihood of being examined 
within the last one to three years. This gender-

related difference was not statistically sig-
nificant, however, so consequently there no 
difference in the frequency of cholesterol 
checks based on gender could be identified. 
Among both genders, approximately ten per-
cent of the people questioned stated that their 
cholesterol has never been measured. Here 
there is room for improvement in order to fulfil 
the recommendations of the US Preventive 
Services Task Force (USPTF). A recall-bias 
may be at work here, however. Patients may 
have had problems remembering a former 
cholesterol check or doctors may have failed to 
inform patients that their cholesterol had been 
measured, particularly if there were no abnor-
malities. This ten percent could also include 
people who were difficult to reach for preven-
tive screenings.  

Cholesterol Checks and Age 
Because of the rising importance of health in 
advanced age and the increasing risk factors, it 
is not surprising that the number of medical 
checks rise with advancing age. This could be 
the result of requests on the part of the patient 
during voluntary preventive medical check-ups, 
as well as on the recommendation of a doctor 
in questionable cases. Thus the percentage of 
those who were examined in the previous year 
increases continuously with age. Whereas just 
under 31% of those between the ages of 12 
and 24 had had a cholesterol check in the 
previous year, almost three quarters (74%) of 
those older than 75 years had had it checked 
within the previous 12 months (see table 
8.1.2.2.). The statistical model confirmed the 
increase in cholesterol checks with increas-
ing age, as well. The probability of a choles-
terol check is eight times higher among 55-
year-olds than among 15 to 24-year-olds. 
Compared to those over 55, the 25-34-year-
olds had a probability of having had a choles-
terol measurement of 28%, the 35 to 44-year-
olds had one of 41% and the 45 to 54-year-
olds had one of 55%. The lower utilisation 
among those under 35 in Styria nearly 
matches the recommendation. Even so, 35% 
of that age group were tested once in the pre-

 
Table 8.1.1.1: Utilisation of Blood Pressure Checkups by Gender and Time Interval, 1999  

 Utilisation in Percent (99% Confidence Interval) 
Gender  <1 Year 1-3 Years  >3 Years  Never  Total  

Men (n=2,333)  71.4% (69.0  73.8)  19.9% (17.8  22.0) 6.4% (5.1  7.7) 2.4% (1.6  3.2)  100.0%  
Women (n=2,662)  78.9% (76.9  81.0)  15.1% (13.3  16.9) 4.6% (3.5  5.6) 1.5% (0.9  2.1)  100.0%  

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen, Steirische Gesundheitsbefragung 
1999 
Processing: Joanneum Research, Institut für angewandte Statistik und Systemanalyse 
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vious year. For regular cholesterol screening, 
35 to 65-year-olds are the main target 
group. In this age group, 94% were examined 
and of those 83% within the previous three 
years. The share of those whose screening 
was done at a five-year interval lies between 
83 and 94%. Thus the recommendation has 
been met for the most part. 

Cholesterol Screening and Education 
As was the case with all age groups, at all 
educational levels, women who have had a 
cholesterol check within the last year make up 
the largest category (see Table 8.1.2.3). Alto-
gether, however, the results are very hetero-
geneous and can be understood more clearly 
with the help of a statistical model. Such 
analysis reveals that educational level corre-
lates significantly with completion of choles-
terol screenings. Women whose maximum 
educational level was completion of com-
pulsory school or an apprenticeship have a 
two times higher likelihood to have their 
cholesterol checked than graduates with higher 
educational levels. As with blood pressure 
screening, the causes for more frequent utilisa-
tion by those with lower educational levels are 
probably the higher average age of those 
groups and a generally unhealthier lifestyle.  

8.1.3. Summary and Conclusions 
• Both screening measures are linked to age 
and educational level of those screened. 
• For both types of screening, women are 
more frequently screened than men, i.e., in 
this case within the previous year. The results 
of Austrian studies concerning gender differ-
ences in screening have been very heteroge-
neous, just as were the results of the micro-
census (Statistik Austria, 2002b, p. 118). Vien-
nese women have a slightly higher utilisation 
rate than Viennese males, but the differences 
were quite small (Magistrat der Stadt Wien, 
2001, p. 151). An analysis for Austria as a 
whole shows, by contrast, a slightly higher 
utilisation rate among men (Ludwig Boltzmann-
Institut, 1995, p. 73). The differences between 
genders are small across the board and also 
require a differentiated interpretation. Among 
the medical profession, for example, it is still a 
widespread perception that cardiovascular 
diseases affect mainly men. According to Ho-
chleitner, women first have to prove that they 
have “as serious a case of heart disease as a 
man” (Hochleinter, 2002, p. 19). A conse-
quence of this is that women with heart dis-
ease are treated by their general practitioner 
longer and more intensively, while men are 
more quickly shifted to a higher, more ade-
quate level of care, one that more frequently 
involves hospitalization. This could be a reason 

for the notably higher rate of blood pressure 
measurement among women. An additional 
factor is that blood pressure fluctuations are 
common among women from the beginning of 
menopause on.  
• For both kinds of screening, utilisation 
rises significantly with increasing age. This is 
probably the result of consulting a physician 
more frequently the older one gets, as well as 
increasing need as one ages. 
• Furthermore, educational level in both 
cases has a significant effect on the fre-
quency of screening. This correlates both with 
age (older women generally have a lower level 
of education than younger women) as well as 
with lifestyle, since poorer, less educated 
women frequently have less healthy lifestyles.  
• The recommendations concerning fre-
quency of blood pressure screenings have 
been largely implemented, with 92% of those 
over 18 being tested approximately every other 
year. About 70% had their blood pressure 
measured within the previous year. This shows 
that blood pressure measurements are already 
a fixed component of clinical practice (Miller & 
Goel, 2004, p. 1834).  
• The recommendations for screening for 
high levels of cholesterol have also been 
met and in some cases exceeded. Among 
those aged 35-65, 83% had not only met the 
recommendation of testing at five year inter-
vals, they had actually exceeded it by being 
tested within the previous three years. But the 
rate could, in fact, be even higher, because 
94% stated that they had been screened at 
least once, without being specific about when 
the screening had occurred. Be that as it may, 
people are being screened more often than 
necessary and too often at an age when 
screening is not recommended. In this instance 
a better allocation of resources would be pos-
sible.  
 
The following conclusions can be drawn 
from these trends: 
• A screening measure is only effective when 
the test or measurement is followed up by a 
multi-factorial assessment including a dis-
cussion with the patient about his or her life-
style and individual situation (Miller & Goel, 
2004, p. 1834). Furthermore, the creation of an 
individual risk profile for each patient has to be 
integrated into a programme that also pro-
vides therapy and subsequent follow-up (Ol-
sen, 2004, p. 1813). 
• To evaluate preventive medical check-up 
activities more thoroughly, broad data have to 
be collected that also take into account the 
follow-up care that people who are screened 
receive. 
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8.2. Cancer 

8.2.1. Breast Cancer 
Several factors are mentioned in the literature 
as possible causes of breast cancer (mam-
mary carcinoma). Especially factors in connec-
tion with ovarian hormones, diet, familial stress 
and ionising radiation seem to play a role in the 
development of breast cancer (Schlattmann, 
2000, p. 454). In any case, the development of 
breast cancer is complex, and at the moment 
the scientific evidence indicates no clear cut 
modifiable risk factors or effective preventive 
methods to avoid this most common female 
cancer disease. The best preventive method to 
lower breast cancer mortality seems to be 
early diagnosis and therapy. There are several 
methods for early diagnosis, such as self ex-
amination, the clinical breast examination and 
mammography. Little is known, however, about 
how frequently Styrian women make use of 
such methods of early detection (Ludwig-
Boltzmann-Institut, 1995, p.70). Consequently, 
800 women were interviewed about their utili-
sation of these examinations in the year 2000 
as part of the Styrian telephone survey (see 
chapter, 3.1 Data Situation). 
It should be said in advance that mammo-
grams in Austria are recommended for women 
beginning at age 35 and are paid for by health 
insurance every second year for women be-
ginning at age 40 (Fenk, 2000, S. 125; Pre-
schern, 2001, p. 34), but the scientific basis for 
this recommendation is not clear cut. There-
fore, the recommendation of the WHO was 
used for this analysis, which stipulates a 
screening every second year for women be-
tween 50 and 69 years. The WHO does not 
recommend screening women between 40 and 
49 years, because the effectiveness of such 
screening has not been established (WHO, 
2003a). Furthermore, the effectiveness of 
mammogram-screening for all age groups is 
still a matter of debate. A high-quality meta-
analysis  of  available  clinical  studies was  un- 

able to demonstrate that mammogram-
screening results in a reduction of mortality 
(Olsen & Gøtzsche, 2003, p. 9). In short, the 
scientific benefit of mammograms has not 
been convincingly established, while risks, 
such as unnecessary operations or false posi-
tive diagnoses, have been documented. De-
spite these limitations, some continue to argue 
that there is a positive cost-benefit ratio in 
screening women between the ages of 50 and 
69 (USPTF, 2002). 
 
Mammography and Age 
Sixty-four percent of the Styrian women sur-
veyed indicated that they have had at least one 
mammography (see Table 8.2.1.5). The utili-
sation in Styria is quite high when compared 
with other federal-states, such as Vienna  at a 
43% figure (Ludwig Boltzmann-Institut, 1996, 
p. 198) or Salzburg’s 42% figure (Büro für 
Frauenfragen und Gleichbehandlung des Lan-
des Salzburg, 2000, p. 75). The Styrian rate is 
relatively high in comparison with that in other 
European states, as well (WHO, 2002b, p. 
164). If one takes the rate for women between 
45 and 74 years of age (81%), the difference is 
even greater (see Table 8.2.1.1). What is simi-
lar to other European states, is the fact that in 
Styria the highest rates are reached among 45 
to 74 year-olds (European Commission, 
2003a, p. 164). 
With growing age, however, the utilisation rate 
declines. While the utilisation of the 45 to 54 
year old women is highest at 85%, it declines 
with the following age group of the 55 to 64 
year-old women to 81% and even more obvi-
ously for 65 to 74 year-old women to 74 % 
(see Table 8.2.1.1). Altogether one can see 
from the statistical model that a woman’s age 
has a significant connection with her utili-
sation of mammography. The likelihood of 
getting a mammogram is four times higher for 
35 to 74 year old’s than for women older than 
75. Among 15-34 year-olds, those who have 
not had a mammogram are in the majority.  

Table 8.2.1.2: Utilisation of Mammogram Screening by Recommended Age Group, 2000  

Age Group 
41-50  51-70  Other Total Utilisation of 

Mammogram 
Screening Num-

ber 
Percent-

age 
Num-
ber 

Percent-
age 

Num-
ber 

Percent-
age 

Num-
ber 

Percent-
age 

yes (n=535)  145 85.8% 154 80.2% 236 49.5% 535 63.8% 
no (n=301)  23 13.6% 38 19.8% 240 50.3% 301 35.9% 
don´t know 

(n=2)  1 0.6% 0 0.0% 1 0.2% 2 0.2% 

Total 
(N=838)  169 100.0% 192 100.0% 477 100.0% 838 100.0% 

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen, Steirische Telefonumfrage 
2000. 
Processing: By the author. 
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Altogether this pattern of mammogram utili-
sation, with a rate of 8% of women between 
45 and 74 years of age and a rate of 28% of 
women between 15 and 34 years of age, re-
flects the recommendation of the WHO. A 
similar result is reported for Vienna, where the 
highest utilisation occurs among women be-
tween 45 and 74 years of age, while only one 
third of women between 16 and 24 years of 
age are screened (Magistrat der Stadt Wien, 
2001, p. 154). Nonetheless, Styria has not met 
the optimal rate and is therefore not making 
optimal use of screening resources. Especially 
alarming is the fact that mammograms are 
taken on 74% of women between the age of 35 
and 44 years, although for this age group the 
effectiveness of the screening has not been 
proven, and the costs (and possible damage) 
are higher than the benefits (WHO, 2003a; 
Preschern, 2001, p. 25). Even the examination 
of one third of the women between 15 and 34 
is too high given the limited effectiveness of 
the screenings 
The utilization of mammogram screenings 
among the 51-70 years olds, i.e. the age group 
that the WHO recommends receive the screen-
ing, is even more questionable. Eighty percent 
of the 51-70 year-old women report that they 
have had a mammogram screening (see 
Graph 8.2.1.2), but an even higher percentage 
(86%) of the 41-50 years olds report having 
had one, although the efficacy of the screen-
ings for this latter group has yet to be demon-
strated.  
The data analyzed include both diagnostic 
mammograms, as well as mammograms of 
patients at risk. This results in a certain amount 
of imprecision. It is estimated that about ten 
percent of 30-40 year-old women need a diag-
nostic mammogram or examination on account 
of existing risk factors (Fachabteilung für das 
Gesundheitswesen, 2000, p. 120). The high 
share of the women screened who are younger 
than 50 cannot be explained solely by this 
imprecision. Therefore, an attempt should be 
made  to  increase the  level  of  screening  

 
among those 50-70 and to decrease it for 
those under 50, in order to improve efficiency 
and reduce costs, as well as to reduce the 
threat from unnecessary mammograms. 
 
The Timing of Mammogram Screening 
Fifty percent of all participants were screened 
within the previous year (see Table 8.2.1.3). 
Therefore the annual utilization rate in Styria is 
higher than in Denmark, Netherlands and Ice-
land (European Commission, 2003a, p. 167). A 
majority of the 45-74 years olds (59%) were-
screened within the previous year; this value is 
even more significant among 45-64 year-olds 
at 65% (see Table 8.2.1.3). Thirty percent of 
the participants between 45-74 years had been 
examined in the previous one to three years. 
This means that at least 60% and as many as 
90% of the screenings in this age group are 
carried out at the recommended two-year in-
terval. In this age group, the statistical prob-
ability of a mammogram screening within the 
previous year was the highest of all. The 35-44 
years olds had a probability of 48% of being 
screened within the previous year, while 
women younger than 35 and older than 74 had 
the highest probability of being screened within 
the previous three years.  
A more detailed analysis of the WHO recom-
mended target group demonstrates that 60% 
of the examined 51-70 year-olds had had a 
mammogram screening within the previous 
twelve months and 29% within the previous 
one to three years (see Table 8.2.1.4). Barely 
72% of all 50-70-year-old Styrian women—in 
other words not just those who participated in 
the screening-programme—had been 
screened within the previous three years 
(Fachabteilung für das Gesundheitswesen, 
2000, p. 118).  
This represents a possibility to reduce costs, 
since a mammogram screening would be nec-
essary only every second year. The short 
screening interval subjects women unneces-
sarily to the trouble of mammogram screening, 
the risks of an unnessary intervention, as well 

Table 8.2.1.4: Utilisation of Mammogram Screening by Recommended Age Group and Time Interval, 2000  

 Age Group  Time between Mam-
mograms 41-50 years  51-70 years  Other  Total  

 Number  % Number % Number % Number  % 
<12 months 91  62.7% 93  60.4% 86  36.4% 270  50.5% 

1-3 years 43  29.7% 45  29.2% 102  43.2% 190  35.5% 
>3 years 11  7.6% 16  10.4% 47  19.9% 74  13.8% 

not specified 0  0.0% 0  0.0% 1  0.4% 1  0.2% 
Total 145  100.0% 154  100.0% 236  100.0% 535  100.0% 

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen, Steirische Telefonumfrage 2000. 
Processing: By the author. 
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as the risk of a false positive. The same is true 
of the 41-50 year-olds, where almost 63% 
were screened within the previous year and 
30% within the previous one to three years, 
despite the fact that this has not been shown to 
be effective, as already mentioned above (see 
Table 8.2.1.4). For health policy this means 
that through a prolongation of the intervals, 
as well as improved targeting of the correct 
age groups, a more effective use of resources 
could be achieved (Fachabteilung für das Ge-
sundheitswesen, 2000, p. 120). 
 
Mammogram Screening and Educational 
Level 
Approximately two thirds of all interviewed 
women have had a mammogram, and there 
are no significant differences perceptible be-
tween higher and lower educational levels (see 
Table 8.2.1.5). A German study also failed to 
establish a significant link between utilization of  
mammogram screenings and women’s educa-
tional level (Röckl-Wiedmann et al., 2002, p. 
313). These results contrast with those of Aus-  

train studies, which say that screening in-
creases with social status (Habl, 2002, p. 9). A 
Viennese study also revealed differences be-
tween educational groups, reporting quite a 
low screening rate among graduates of com-
pulsory school within the previous three years 
(Magistrat der Stadt Wien, 2001, p. 154). 
There are apparently regional and national 
differences in the relationship between social 
status and frequency of mammogram screen-
ings. In Italy and France, for example, screen-
ing rates increase with educational level, while 
the relationship in Denmark and Iceland is 
weak, and in the Netherlands the opposite 
trend exists (European Commission, 2003a, p. 
165). 
 
Medical Breast Examinations and Educa-
tional Level 
Eighty percent of the interviewed women al-
ready have had a clinical breast examination. 
Women who completed an apprenticeship 
or graduated from a vocational school have 
a somewhat higher likelihood of having under-
gone an examination (85-86%) than those of 
other educational levels (see Table 8.2.1.6). 
According to the statistical model, they are 
twice as likely to undergo a medical breast 
examination. This refutes the Inverse Care 
Law, because it predicts that the participation 
in medical breast examinations would go up 
with higher educational level. 
 
Mammography and Type of Service Pro-
vider 
The survey shows that 83% of women get their 
mammogram screening from a specialist (see 
Table 8.2.1.7). Only six percent of the women 
have it done in an outpatient clinic and eleven 
percent in a hospital. The likelihood of receiv-
ing the screening from a specialist seems to 
increase with educational level. About 80% of 
the women who completed only compulsory 
school get their mammogram screening from a 
specialist compared to 96% of university 
graduates, while 15% of the former get their 
mammogram screening at a hospital. Testing 
these results statistically, however, reveals that 
there is no correlation between the utilisation 
of mammogram screening in these different 
settings and educational level.  
Austrian studies show that socially disadvan-
taged women are more likely to take advan-
tage of the type of screening that presents the 
fewest hurdles (Habl, 2002, p.14; Pocho-
bradsky & Habl, 1999; p. 13-14). This does not 
seem to hold true for mammogram screening 
in Styria. It is possible, however, that in this 
connection education is an inappropriate sub-
stitute for social status, and therefore no differ-
ences could be measured.  
 

Table 8.2.1.5: Utilisation of Mammogram 
Screening by Educational Level, 2000  

Highest Level 
of Completed 

Education 

Utilisation in Percent (99% 
Confidence Interval) 

  yes  no  

Compulsory 
School (n=306) 

68.6%         
(61.8   75.5)  

31.4%          
(24.5   38.2)  

Apprentice-
ship (n=176) 

67.6%         
(58.5   76.7)  

32.4%         
(23.3   41.5)  

Technical, 
Vocacional 

School (n=217) 

62.2%         
(53.7   70.7)  

37.8%          
(29.3   46.3)  

Secondary 
School (uni-
versity pre-
paratory) 

(n=95) 

49.5%         
(36.3   62.7)  

50.5%          
(37.3   63.7)  

University 
(n=41) 

56.1%         
(36.1   76.1)  

43.9%          
(23.9   63.9)  

Total (N=835) 64.0%  36.0%  

Source: Amt der steiermärkischen Landesregierung, 
Fachabteilung 8B-Gesundheitswesen, Steirische Telefon-
umfrage 2000.                                                                      
Processing: Joanneum Research, Institut für angewandte 
Statistik und Systemanalyse. 
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Mammogram Screening and Supply       
Location 
Fifty-five percent of women who get a mam-
mogram do so at a medical facility in the politi-
cal district where they live (see Table 8.2.1.8). 
If we include women who live in the districts 
Graz and Graz-Periphery who get their mam-
mograms in Graz, the share of the participants 
who get the preventive radiological breast can-
cer check-up in their local district goes up to 
70%. Thirty percent of all women get their 
mammogram screening in Graz, half of whom 
live in Graz and Graz-Periphery. Thus it is 
clear that 16% of the women who get the 
mammogram screening done in Graz come 
from other districts. Six percent of women stay 
in their home community for the mammogram 
screening and another six percent go to a 
neighbouring district. Four percent get the 
mammogram screening in another federal 
state (see Table 8.2.1.8). Murau (20%), 
Mürzzuschlag (18%), Bad Radkersburg (18%) 
and Hartberg (14%) have the highest percent-
ages of women who get their screenings out-
side their own district (see Table 8.2.1.8). Mu-
rau has the highest percentage of women who 
travel to another federal state (40%), but also 
relatively large numbers of women from the 
districts of Hartberg (12%) and Liezen (12%) 
do so, as well. If we add the women who go to 
another federal state to the ones who go to 
another district, about 60% of all women from 
Murau who get a mammogram do so outside 
the district. In Hartberg 26% of them travel 
outside the district or federal state, and 23% in 
Mürzzuschlag do as well (see Table 8.2.1.8). 
An explanation for this could be the position of 
the districts on the borders of Styria or a lack of 
supply.  
In general we can conclude that distance to the 
location of the screening and structural weak-

nesses in medical care are barriers to women 
getting a preventive medical check-up (Habl, 
2002, p. 16).  
 
Mammogram Screening and Trust in     
Conventional Medicine 
Ninety-one percent of those who have mam-
mograms report having complete, or nearly 
complete, trust in conventional medicine, a 
number only slightly higher than the percent-
age of those who have not had a mammogram 
(87%) (see Table 8.2.1.9). In both groups, that 
is those with complete trust and those with 
nearly complete trust in conventional medicine, 
women who have had a mammogram noticea-
bly outnumber the non-screened women. 
Screening decreases with decreasing trust in 
conventional medicine, a result that is con-
firmed by the statistical models. There is a 
close connection between trust in conven-
tional medicine and the likelihood of getting 
screened. The likelihood of women with little 
trust in conventional medicine of getting a 
mammogram is half that of women with a 
great deal of trust. This result reflects Aus-
trian results, which show that this subliminal 
distrust in the health care system is a barrier to 
utilization of preventive medical check-ups 
(Habl, 2002, p. 18).  
 
Medical Breast Examination and  
Trust in Conventional Medicine 
Ninety percent of all women who have ever 
had a medical breast examination have either 
complete trust or a very high degree of trust in 
conventional medicine. Among women who 
have not had a medical breast examination, 
however, the percentage is 87% (see Table 
8.2.1.10). Among women who have complete 
or nearly complete trust, the participants who 
get the examinations clearly outweigh those 

 
Table 8.2.1.7: Utilisation of Mammogram Screening by Educational Level and Type of Service Provider, 
2000  

Type of Service Provider in % (99% Confidence Interval)  
Educational Level 

Outpatient Clinic Ob/Gyn Specialist Hospitals 

Compulsory School (n=210)  4.8% (1.0 8.6) 80.0% (72.9   87.1) 15.2% (8.9   
21.6) 

Apprenticeship (n=119)  6.7% (0.81 2.64) 82.4% (73.4   91.4) 10.9% (3.6   
18.3) 

Technical, Vocational School 
(n=135)  5.9% (0.7 11.2) 85.9% (78.2   93.6) 8.2% (2.1   14.2) 

Secondary School 
(university preparatory)   

(n=47)  
6.4% (0.0 15.6) 83.0% (68.9   97.1) 10.6% (0.0   

22.2) 

University (n=23)  4.4% (0.0 15.3) 95.7% (84.7   100.0) 0.0% (0.0   0.0) 
Total (N=534)  5.6% 83.0% 11.4% 

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen, Steirische Telefonumfrage 2000
Processing: Joanneum Research, Institut für angewandte Statistik und Systemanalyse 
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who do not. This also applies, however, to 
women with little trust in conventional medi-
cine. The likelihood of getting a medical 
breast examination is clearly correlated 
with a woman’s degree of trust in conven-
tional medicine. The likelihood of women with 
little trust in conventional medicine submitting 
to such an exam is only a fourteenth of that of 
women with a great deal of trust in conven-
tional medicine.  

8.2.2. Cancer of the Cervix 
Cervical cancer screening is accepted as an 
effective method for reducing morbidity and 
mortality from cervical cancer. Numerous in-
ternational organisations recommend early 
diagnostic examinations at three year intervals 
for women aged 21 to 65 (CDC, 2004; USPTF, 
2003). According to these recommendations, if 
three previous tests have been negative and 
there are no other risk factors, screening fre-
quency can be reduced for those over 65. With 
a Pap smear every three years and sixteen 
tests per women (calculated over a lifetime) a 
90.8% reduction of the incidence rate can be 
achieved (Forbes et al., 2001, p. 2). This re-
duction can be increased only minimally by 
more frequent screenings (Miller & Goel, 2004, 
p.1832). If a woman gets annual tests over a 
period of fifty years, the reduction can only be 
increased to 93.5% (Forbes et al., 2001, p. 2). 
This approximately threefold increase in 
screenings brings an additional advantage of 
only an additional 2.7%. To reach the highest 
effectiveness with optimum use of resources, it 
is particularly important to reach the recom-
mended target groups. The WHO speaks of a 
possible reduction in mortality of up to 60% 
(WHO, 2003a) through systematic early diag-
nostic tests. In Austria an annual Pap test is 
provided without charge beginning at age of 20 
as part of a woman’s health insurance (Ludwig 
Bolzmann – Institut, 1995, p. 71; Fenk, 2000, 
p. 123). 

Papanicolau Test and Age 

Altogether, the usage of cervical cancer early 
diagnosis examinations is 88% among the 
interviewed women (see Table 8.2.2.2). Com-
pared to other European countries, the usage 
level of Styrian women is above that of Danish, 
Italian and Dutch women (European Commis-
sion, 2003a, p. 171). Ninety-three percent of 
the recommended age group have had a Pap 
test (see Table 8.2.2.2). The usage of the Pap 
test increases with age, starting from 15 to 24 
year-olds at 82% participation and the 45 to 54 
age group with a 96% participation rate (see 
Table 8.2.2.3). Thereafter the rate of participa-
tion declines. It is 92% for the 55 to 64 age 
group and only 63% for those over 75 (see 
Table 8.2.2.3). Therefore the likelihood of 
getting a cervical cancer preventive checkup 
declines with increasing age. The likelihood 
of getting a cancer preventive checkup is 14 
times higher for the 15 to 34 year-olds, three 
times higher for the 34 to 45-year olds and two 
times higher for the 45 to 54 year-olds, com-
pared to the 55 to 74 year-olds. A Viennese 
study has also shown decreased usage with 
increased age (Magistrat der Stadt Wien, 
2001, p. 152). Because the Pap test is part of 
almost all gynaecological examinations, this 
decline in screenings with increasing age sug-
gests that elderly women are undersupplied 
when it comes to gynaecological care. Elderly 
women do not see a gynaecologist as fre-
quently and as regularly as women of child-
bearing age, who have the highest rates of 
cervical cancer screening. This fact reinforces 
the longstanding call for women over 40 to be 
better informed about the continuing need for 
the Pap test (Ludwig Bolzmann – Institut, 
1995, p. 71). The Viennese Women’s Health 
Report also points out the limited levels of 
gynaecological screenings for those over 45 
(Ludwig Bolzmann – Institut, 1996, p. 109, p. 
194, p. 198). Results from other European 
countries show the highest participation among 

Table 8.2.2.2: Utilisation of the Pap Test by Recommended Age Group, 2000  

 
21-65 years Other Age Groups  Total Utilisation of the 

Papanicolaou Test 
Number % Number % Number % 

Yes 576 92.9% 157 72.0% 733 87.5% 
No 42 6.8% 54 24.8% 96 11.5% 

Don´t Know 2 0.3% 7 3.2% 9 1.0% 
Total 620 100.0% 218 100.0% 838 100.0% 

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen,Steirische Telefonumfrage 2000. 
Processing: by the author. 
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those 25 to 65, in keeping with the recommen-
dations, but with a slight decrease among 
those 55 to 64 (European Commission, 2003a, 
p. 171). 

Timing of the Pap Test  

A significant majority of the screened women 
aged 74 and younger had a Pap smear done 
within the previous three years (see Table 
8.2.2.5.) However, the percentage screened 
within the suggested time period decreased 
with age. So among those aged 15-44, be-
tween 92% and 98% were screened within the 
previous three years; among those aged 45-64 
about 85% fell into this category; among those 
65-74 the percentage decreases to 72%; while 
among those over 75 years, the percentage 
decreased to a low of about 40%. The last Pap 
test among elderly women therefore was gen-
erally more than three years previous. For 60% 
of the women between 75-84 years, and 54% 
of the women over 85, the last check-up was 
more than three years previous. In these two 
age groups, more than half of women were last 
screened for cervical cancer more than five 
years previous.  
In keeping with the already stated connection 
between participation in cervical cancer 
screening and age, the probability of a Pap 
test at the recommended intervals also de-
creases with advancing age. So the probabil-
ity of a screening at the suggested interval of 
three years is 98% among women between 15-
24 years, around 90% among women between 
35-54 years and 78% among women between 
55-74 years. 
Among the suggested target group of 21-65 
year-olds, 91% had a Pap test in the previous 
three years, and so in Styria the WHO’s rec-
ommendation is being met (see Table 8.2.2.6). 
But also 60% of women who are not in the 
target group—women who are younger or 
older than the target group—were screened in 
the previous three years. Because of possible 
negative consequences of the screening, such 

as an incorrect diagnosis and unneeded biop-
sies and therapies, this proportion seems to be 
high and could be reduced by a more narrowly 
targeted approach. 

Pap Test Screening and Educational Level  

At all levels of education, the percentage of 
women who get screened is significantly higher 
than the percentage of those who do not (see 
Table 8.2.2.1). Among women who completed 
an apprenticeship or graduated from a trade 
school there is the highest utilisation rate with 
97% and 91% respectively. The statistical 
model confirms this pattern and shows that for 
women who completed an apprenticeship 
or graduated from a vocational school, the 
probability to get a Pap test is three times 
higher than for other women. Europe-wide 
there are hardly uniform trends. In Italy and 
Denmark, women with better education are 
more likely to take part in a screening, while in 
Netherlands and Iceland the social divide is 
scarcely apparent (European Commission, 
2003a, p. 172). In Vienna and Styria, females 
who completed an apprenticeship and those 
with only a secondary education had a high 
utilisation rate (Magistrat Wien 2001, p. 153), 
but in Vienna there is also a high utilisation 
rate among female university graduates, some-
thing that did not show up in the Styrian data. 
The low utilisation rates by the graduates of 
compulsory school could be the result of the 
Styrian age distribution of the female popula-
tion (see Chapter 9.4, Preventive Medical 
Check-up). 

The Pap Test and Screening Structure 

A similar picture to that identified with mam-
mogram screening regarding the structure of 
the health care system is evident with the Pap 
test. Here, too, most women (89%) go to a 
medical specialist and only eight percent to 
hospital for the screening. Outpatient clinics 
and general practitioners are only used by one 
or two percent of women respectively (see 
Table 8.2.2.7). 

Table 8.2.2.6: Utilisation of the Pap Test by Recommended Age Group and Time Interval, 2000  

Age Group 
21-65 years Other Age Groups  Total  Pap Test Time Interval 

number  %  number %  number  %  

<3 years  524  91.0% 93  59.2% 617  84.2% 
3-5 years  28  4.9% 19  12.1% 47  6.4% 
>5 years  24  4.2% 44  28.0% 68  9.3% 

not specified 0  0.0% 1  0.6% 1  0.1% 

Total  576  100.0% 157  100.0% 733  100.0% 

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen, Steirische Telefonumfrage 2000. 
Processing: by the author. 
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Going to a medical specialist for the screening 
seems to increase with higher levels of educa-
tion. Eighty percent of women graduates of a 
compulsory school go to a medical specialist, 
while 100% of university graduates do. Less 
educated women, on the other hand are more 
likely to go to a hospital for a preventive medi-
cal check-up (approximately 15%). Here there 
is a statistically significant connection between 
educational level and the utilisation of the Pap 
test. The probability to get a Pap test done 
by a medical specialist is three times lower 
among graduates of a compulsory school 
than among women with a higher level of edu-
cation. This corresponds to the results of other 
Austrian studies, which also show that lower 
socio-economic status correlates with lower 
rates of use of the services of medical special-
ists (Pochobradsky & Habl, 1999, p. 13-14). 
 
The Pap Test and Trust in Conventional 
Medicine 
Ninety percent of those who took part in cervi-
cal cancer screening have confidence in con-
ventional medicine (see Table 8.2.2.8). And 
just as was the case with mammograms, 85% 
of the non-participants also report having either 
complete confidence or a large degree of con-
fidence in conventional medicine. The statisti-
cal model shows that there is no significant 
connection between the confidence in con-
ventional medicine and the utilisation of the 
Pap test. 

8.2.3. Summary and Conclusions  
• It has been shown that mammogram 
screening is age-dependent. Women be-
tween 35 -74 are most likely to have a mam-
mogram. The greatest frequency of mammo-
gram screening was once a year, although 
international recommendations call for it to be 
done once every two years. Eighty percent of 
women between 50 and 69 had participated 
in screening at least once, and 89% of those 
who had been screened at all had been 
examined within the previous three years. 
On the other hand, 93% of the 40-50 year-olds 
who participated in screening had done so 
within the previous three years, which the 
WHO considers unnecessary.  
Preventive cervical cancer check-ups become 
less frequent with increasing age. There is a 
participation rate of 93% for women aged 21-
65, and 91% of them had been screened 
within the previous three years. The partici-
pation-rate of women over 45 years is lower 
than 85%. The majority of check-ups among 
women younger than 75 took place within the 
previous three years. In addition, 60% of 
woman outside the recommended age group 
of 21-65 were screened unnecessarily. 
• For medical breast screening and the Pap 
smear test, a relationship between utilisa-
tion rates and educational level could be 
demonstrated, but this was not the case with 
mammograms. 

Table 8.2.2.7: Utilisation of the Pap Test by Level of Education and Type of Service Provider, 2000  

Educational Level Type of Service Provider in Percent   (99% confidence interval) 

 
Outpatient Clinic Ob/Gyn Specialist General Practi-

cioner  Hospital  

Compulsory 
School (n=249) 2.01% (0.0 4.3)  80.7% (74.3   87.2)  2.8% (0.1   5.5)  14.5% (8.7   20.2)  

Apprenticeship 
(n=169) 0.6% (0.0 2.1)  91.1% (85.5   96.8)  2.4% (0.0   5.4)  5.9% (1.2   10.6)  

Technical, Voca-
tional School 

(n=198) 
1.5% (0.0 3.8)  91.4% (86.3   96.5)  2.5% (0.0   5.4)  4.6% (0.7   8.4)  

Secondary School 
(university pre-

paratory)   
 (n=81) 

0.0% (0.0 0.0)  97.5% (93.1   100.0) 1.2% (0.0   4.4)  1.2% (0.0   4.4)  

University (n=35) 0.0% (0.0 0.0)  100.0% (100.0   100.0)  0.0% (0.0   0.0)  0.0% (0.0   0.0)  
Total (N=732) 1.3%  88.8%  2.3%  7.7%  

Source: Amt der steiermärkischen Landesregierung, Fachabteilung 8B-Gesundheitswesen, Steirische Telefonumfrage 2000. 
Processing: Joanneum Research, Institut für angewandte Statistik und Systemanalyse.
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• Most women consult a medical specialist 
for preventive medical checkups, although 
women with lower educational levels have a 
stronger tendency to go to a hospital to be 
checked. This difference based on social class 
is particularly noticeable with the Pap smear. 
• Trust in conventional medicine seems to 
influence the utilisation of mammography and 
medical breast-examination, but not the utili-
sation of the Pap smear, which usually is a 
routine part of gynaecological examinations. 
The utilisation of mammography and medical 
breast-examinations declines significantly with 
declining trust in school medicine. The connec-
tion between check-up-behaviour and trust in 
conventional medicine was also evident in 
other cases in Styria (Freidl, 2002, p. 49). Also 
regarding the self breast examination, a con-
nection between attitudes towards early detec-
tion and actual participation rates has been 
demonstrated. Austrian women who carried 
out breast self-examinations were aware of the 
possibility of getting a mammogram and par-
ticipated more often in early detection pro-
grams (Janda, 2000, p. 93). This indicates that 
opportunistic screening, which is mostly done 
on a voluntary basis, reaches women who 
already value prevention and early detection. 
 
The following conclusions can be drawn 
from these trends: 

• The potential for improvement in mam-
mogram screening may be found in a 
strengthening of target group orientation 
and in using existing funds more efficiently 
by extending the screening intervals. Here 
the incentives through insurance payments are 
very important. Quality assurance in mam-
mogram screening is extremely significant 
(Preschern, 2001, p. 32). Breast cancer mortal-
ity can only be reduced through a highly devel-
oped program guaranteeing highly accurate 
and specific examinations preceded and fol-
lowed up by appropriate care. Furthermore, it 
is crucial that patients are provided access to 
comprehensible (Mühlhauser & Höldke, 2002, 
p. 299-300) and impartial (Jorgensen & 
Gotzsche, 2004, p. 5) information, such as 
that provided by women’s health centres. Only  
when armed with such information can women 
make informed choices about whether to get 
the medically controversial mammogram 
screening.  

At the moment, based on a mammogram 
screening study, there are discussions about 
the implementation of a quality assurance and 
systematic early diagnosis program in Austria 
(Preschern, 2001). Although better patient 
education is  part of  that  discussion,  too  little 
attention has been placed on the crucial  ques-
tion of whether it will be possible to achieve the 
70% participant rate necessary for effective-
ness after women have been appropriately 
informed (Rasky, 2004, p. 1). In addition, the 
scientific soundness of this study, especially 
regarding the usefulness of screening, is a 
point of discussion (Rasky, 2004, p. 1). It is a 
matter of dispute whether the discrepancies in 
the epidemiological evidence were taken suffi-
ciently into account.  
• Similarly, for cervical screening it would 
be possible to better pinpoint the target groups 
for which it is most effective. Considering that 
women from the target group of 21-65 year-
olds who never get screened have a three-to-
seven times higher risk of getting an invasive 
tumour (Statistisches Budesamt, 1998, Chap-
ter 5.7) than those who do, it is clear how im-
portant it is to reach these women. Only by 
increasing the participation rate in screen-
ing, rather than by increasing the frequency of 
screenings for those women who are already 
participating (Miller & Goel, 2004, p. 1832), can 
a reduction in morbidity and mortality from 
cervical cancer be achieved. In the past it has 
been shown that opportunistic screening pro-
grammes, such as those in Austria (and also 
Styria), are not as successful as systematic 
cervical screening programs (Miller & Goel, 
2004, p. 1831). Thus especially for Pap smear 
tests, it is important to install an effective early 
diagnosis programme, such as inviting women 
to come in for an examination (Forbes et al., 
2004, p. 10). Despite the necessity to reach 
non-participants, it must once again be em-
phasized that women be given the opportunity 
to make an informed decision about partici-
pation. Cervical screening also involves some 
inaccuracies that can lead to unnecessary 
fears and stress resulting from misdiagnoses, 
as well as unneeded colonoscopies, biopsies, 
and other therapies (Forbes et al., 2001, p. 3). 
Before women get such examinations, they 
should be informed about both the advantages 
and also the possible damages that can result. 
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9. Health Inequality Based 

on Social Status 
 
It has been shown that women are still eco-
nomically, and consequently also socially, 
disadvantaged (see Chapter 4, Demographic 
Situation and Chapter 5, Socio-economic 
Situation). Being socially disadvantaged 
means, in most cases, also being in poorer 
health. Therefore social differences should 
receive special attention in the planning of 
health promotion and preventive measures. 
Unfortunately, the routine data sources em-
ployed for this report do not provide informa-
tion about socio-economic status. Therefore, it 
was not possible to present the results accord-
ing to social groups in this analysis. This is 
especially regrettable, as socially-based health 
inequality has an impact on all of the areas 
covered by this report, as it will be demon-
strated in this chapter. 

9.1. Life Expectancy 
Life expectancy is a general benchmark for the 
health status of a population. Moreover, it al-
lows one to make inferences about general 
social conditions. In nearly all Western indus-
trialized countries during the last few decades, 
there has been a noticeable increase in life 
expectancy. This can be attributed to a de-
crease in mortality, improved living conditions 
and especially to the decrease of social differ-
ences. A drop in infant mortality was a major 
factor in Austria until the beginning of the 
1980s, although now it is no longer very sig-
nificant, because the infant mortality rate has 
already reached such low levels. In contrast to 
popular opinion, the impact of medical ad-
vances is also comparatively low. (Magistrat 
der Stadt Wien, 2003, pp.108-109). The nota-
ble increase in life expectancy in Austria in the 
last two decades, even compared to the rest of 
Europe, is therefore attributable in large part to 
social factors (e.g. improvement in wages, 
living conditions and quality of life in general) 
more than medical ones (Magistrat der Stadt 
Wien, 2003a, p. 15). The large differences in 
life expectancy between Western industrialized 
countries and developing countries shows that 
this yardstick is still of great importance. But 
there are also differences in life expectancy 
within Austria, as well. It is higher in the West-
ern, wealthier federal states than in the East-
ern ones. Styria has the second lowest life 
expectancy of all the federal states (Amt der 
niederösterreichischen Landesregierung, 2002, 
Table 3.1.1.) Consequently, it should not be 
surprising that life expectancy varies with so-
cial status. Analyses comparing life expectancy 
and housing conditions or regional economic 

conditions also reveal the social gradient in 
life expectancy (Magistrat der Stadt Wien, 
2003, p. 95-96). 

9.2. Mortality  
The direct connection between health and 
social position has been undisputable at least 
since the Multiple Risk Factor Intervention Trail 
and the Whitehall Study, which demonstrated 
an important association between income and 
mortality (Wilkinson, 2001, p. 88-89). Studies 
have shown great differences in female mortal-
ity rates based on social status. British studies 
discovered an up to two times higher mortality 
rate among women with lower social position 
(e.g., female blue collar workers) in compari-
son to women with better social position (Mun-
taner et al., 2001, p. 198). Muntaner et al. were 
able to show that unskilled female workers 
have a significantly higher cardiovascular 
mortality rate than skilled women workers. 
This is attributed to the fact that unskilled 
women workers are at the bottom of a deci-
sion-making hierarchy that does not enable 
them to exercise control over their work and to 
participate in decision-making affecting their 
life and work. Because most women work in 
lower positions, for example, as nurses, shop 
assistants, hair dressers, secretaries, etc. (see 
Chapter 5.2, Employment) and also generally 
have less control over factors influencing their 
life and health because of prevailing social 
structures (e.g., conflicting demands of work 
and family – see Chapter 4.5, Child Care), their 
health is increasingly threatened by stress of 
systemic origin. There are also differences in 
cancer mortality based on social status. Here 
the picture is often somewhat skewed by 
demographic factors, as well as to the long 
time span between the onset of environmental 
or behavioural health threats and their eventual 
impact in the death of an individual. So, for 
example, districts with a higher proportion of 
women with only a compulsory school educa-
tion have low mortality resulting from malignant 
growths of the respiratory and digestion sys-
tems (Schleicher & Hlava, 2003, p. 13; Magis-
trat der Stadt Wien, 2003, p. 174), but this can 
be attributed to the demographic situation. 
Less educated social strata are dominated by 
elderly women, who are mostly non-smokers. 
Only in the last two decades has the consump-
tion of cigarettes increased among women, 
especially those who are socially disadvan-
taged (WHO, 2001, p. 20). Additionally, the 
age at which women begin smoking has con-
tinuously dropped. In a recent international 
comparison, Austrian teenagers, especially 
girls, ranked fifth in terms of how soon they 
began to smoke. One in four fifteen-year-old 
Austrian girls and one in five fifteen-year-old 
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boys already smoke on a daily basis (Currie et 
al., 2000; Dür &Mravlag, 2002, p. 24). Because 
of the time lag, this behaviour will result in a 
higher cancer mortality rate in a few years or 
decades, especially among socially disadvan-
taged women. 

9.3. Morbidity 
In keeping with the observations made 
above about mortality, a gender-specific so-
cial gradient in morbidity can also be ob-
served. Social, and consequently also health 
differences have been amply documented for 
Scandinavia and Great Britain for both genders 
(Green & Povtin, 2004, p. 120). In Germany 
the risk of a heart attack for women from lower 
social strata has been shown to be about 3.5 
times higher and the risk of a stroke about 2.8 
times higher than for women from higher social 
strata (Babitsch, 2001, p. 85). In Vienna, 
women with a lower level of education suffer 
more often from chronic diseases, especially 
diabetes, heart disease and arthropathy (Mag-
istrat der Stadt Wien, 2003, p. 96-97). The 
diseases also depend on the type of occupa-
tion. Technical workers and other blue collar 
working women seem to be affected by chronic 
diseases most often (Magistrat der Stadt Wien, 
2003, p. 99). It can be assumed that these 
disease patterns are similar with Styrian 
women. 

9.3.1. Subjective Health Status 
Subjective health status  is a very good predic-
tor for mortality and morbidity and therefore of 
particular importance for the evaluation of the 
health of a population (Schwartz et al., 2000, p. 
27). In a former chapter it has already been 
determined that women report a worse subjec-
tive health status than men (see Chapter 7.1, 
Subjective health status). But it has also been 
shown that socio-economic status plays a big 
role in connection with the subjective evalua-
tion of health. In many European countries the 
positive evaluation of the subjective health 
status increases with educational level (Euro-
pean Commission, 2003a, p. 39). A British 
study (Macran et al., 1996, p. 1209) demon-
strated that women with a better income and 
non-manual jobs have a better subjective 
health status than female manual workers. The 
German health report also shows a connection 
between income and subjective health status 
(Statistisches Bundesamt, 1998, Chapter 3.5). 
Another study shows that gender-specific dif-
ferences in subjective health status can be 
explained by the higher average age, lower 
quality jobs and worse socioeconomic status of 
women (Arber & Cooper, 1999, p. 74). The 
literature often shows clear differences be-
tween social groups, but heterogeneous and 

disputed outcomes for gender-specific differ-
ences (Matthews et al., 1999, p. 54-55). If 
there are clear gender-specific differences, 
they are often less (Arber & Cooper, 1999, p. 
65) than the differences resulting from social 
class (Arber & Ginn, 1993, p. 38). 
Therefore social status is more strongly and 
clearly co-related with subjective health 
status than gender (Laubach et al., 2000, p. 
8-9). This class-specific difference is explained 
by stress-related theories, according to which 
weaker social groups have higher health risks 
because of higher exposure to chronic stress 
(McDonough et al., 2002, p. 777), on the one 
hand, and less access to health resources and 
less confidence in their own ability to change 
their lives, on the other (Laubach et al., 2000, 
p. 8). This especially applies to women and 
particularly to women with lower social status 
and high exposure of stress. Therefore women 
probably have a worse subjective health 
status because of social disadvantages. 
Particularly single mothers suffer under these 
social disadvantages, and they also describe 
their subjective health status in terms worse 
than other women. If influencing factors like 
income, education and occupation are taken 
into account, the probability to evaluate health 
status negatively decreases among single 
mothers (Lahelma et al., 2002, p. 734). For 
health policy this means that an improvement 
of the socioeconomic situation for these 
women causes an improvement of their 
health status. Lahelma et al. demonstrated 
this for Great Britain and Finland. By compar-
ing these different welfare states, they con-
cluded that their diagnosis applies to all other 
European countries (Lahelma et al., 2002, p. 
738), and thus also to Styria. They also deter-
mined that women who live with a partner and 
children are healthier than single mothers. The 
better social support and the possibility to 
share the burden seem to play a central role. 
One of the most basic ways to provide addi-
tional support for mothers, in particular for 
single mothers, is to insure that there is widely 
available and inexpensive child care (La-
helma et al., 2002, p. 738). In Styria opportuni-
ties for improvement exist in this connection, 
because only 26% of Styrian child care institu-
tions offer comprehensive care (see Chapter 
4.5, Child Care). The subjective health status 
seems to have increased in the course of time. 
This improvement, however, apparently has 
also been accompanied by a widening gap in 
the subjective health status. An Austrian study 
has shown that while the number of persons 
reporting good and very good health has in-
creased, there are also increasing numbers of 
people who would characterize their health as 
poor (Ulmer et al., 1999, p. 263). A Spanish 
study compared data from 1987 with 1995/97 
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and found that class-based differences in sub-
jective health status declined for men, but grew 
for women (Regidor et al., 2002, p. 1327). It 
can therefore be assumed that increased dif-
ferences in subjective health status based on 
class will impact women especially, due to the 
fact that they generally constitute a socially 
disadvantaged group (McDonough et al., 2002, 
p. 780). Therefore, once again it needs to be 
emphasized that measures designed to im-
prove the social situation of women are 
extremely important in the context of a holistic 
program of health promotion for women. 

9.3.2. Risk factors 
The most important causes of morbidity and 
mortality among Styrian women are cardiovas-
cular diseases and cancer. A major risk factor 
for cardiovascular diseases is hypertension 
(high blood pressure). Data from the micro-
census show that the correlation between 
hypertension and educational level forms an 
almost perfectly straight declining line. With 
increasing educational level those persons 
who suffer from hypertension fall, while per-
sons with only a compulsory school education 
make up by far the most significant group 
(11.8%) of sufferers from this diet-related dis-
ease (Statistik Austria, 2002b, p. 110). Overall 
nutritional behaviour represents a primary 
risk factor for many, in particular, chronic dis-
eases. To a considerable degree it is also in-
fluenced by social factors. For example, Vi-
ennese with a lower educational level have a 
higher risk of being overweight and suffering 
from adiposity than Viennese from better situ-
ated social groups (Magistrat der Stadt Wien, 
2001, p. 135). The micro-census also confirms 
this unmistakable trend (Statistik Austria, 
2002b, p. 76). For adiposity among women, 
increasing incidence correlates very strongly 
with declining social status (Stolpe, 2001, p. 
23). Furthermore, less educated women also 
more frequently report being physically inac-
tive (Statistik Austria, 2002b, p. 68; Magistrat 
der Stadt Wien, 2001, p. 137). A further central 
risk factor for cardiovascular diseases and 
cancer, as well as numerous other diseases, is 
smoking. It is estimated that 25% of all cancer-
related deaths and 15% of all deaths in the 
European Union can be traced to smoking 
(European Commission, 2003). Half of all fe-
male smokers die as a consequence of smok-
ing, and of these half die before the age of 70. 
In industrialised countries female smokers lose 
on average eight years of their lives, whereas 
those who already die in middle age lose on 
average 22 years (Peto & Lopez, 2000). Ciga-
rette consumption is strongly correlated with 
social status. This relationship is already ob-
servable in the health behaviour of juveniles. 
Girls in less academically oriented schools 

(Hauptschulen) smoke more frequently than 
their colleagues at university preparatory 
schools (Gymnasium) (Stolpe, 2001, p. 22). 
Furthermore, this pattern continues into adult-
hood, since compulsory school graduates 
make up the largest group of females who 
smoke on a daily basis, at twice the rate of 
female academics (Magistrat der Stadt Wien, 
2001, p. 146). Furthermore, a Styrian study 
has shown that women who rate their social 
circumstances as poor consume more ciga-
rettes than women who are more satisfied with 
their social circumstances (Freidl & Neuhold, 
2002a, p. 234). Empirical studies indicate that 
women with low social status use smoking as a 
coping strategy in dealing with their difficult 
daily lives (Graham, 1987, p. 55). However, 
this is just one among many reasons why 
women smoke. Through a reduction in ciga-
rette consumption, a great reduction could be 
brought about in the incidence not only of car-
diovascular diseases and cancer, but also of 
numerous other diseases such as respiratory 
diseases or osteoporosis. Because disease-
promoting behaviour is correlated so strongly 
with social class and brings with it inequalities 
in health status, systemic changes are needed 
in order to create conditions under which 
women, especially socially disadvantaged 
women, can develop healthier lifestyles. So-
cially determined inequalities should be allevi-
ated wherever possible, in order to make it 
easier for women to choose health-promoting 
over disease-promoting lifestyles. 
 

9.4. Preventive Medical  
Check-ups 

Earlier in this report it has been shown that 
especially women with a low and mid-level 
educational status participate in early diagno-
sis programs. Graduates of compulsory 
school and those who have completed an 
apprenticeship had twice the likelihood of 
undergoing blood pressure and cholesterol 
checks than women with higher levels of edu-
cation. This greater likelihood could be con-
nected with unhealthier lifestyles and/or the 
greater prevalence of adiposity and hyperten-
sion prevalence among less well-situated 
classes. Blood pressure and cholesterol 
checks are made by physicians, and presuma-
bly they conduct them more often on individu-
als that they assume to be a higher risk. No 
education-specific difference could be found in 
mammography participation rates. A possible 
explanation could be that in this case educa-
tion is an insufficiently differentiated measure 
of social inequality. There may be many other 
factors that play a role. In Sweden it has been 
shown that especially childless women, multi-
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ple mothers, single persons, non-employed 
people and immigrants are less likely to par-
ticipate in mammogram-screening (Lagerlund 
et al., 2002, p. 79). To go about increasing the 
mammography participation rate in Styria in a 
deliberate way, it would be worthwhile investi-
gating the characteristics of non-participants. 
Pap smears were conducted significantly 
more often on female trade school graduates 
and those who had completed an apprentice-
ship. A possible explanation for the low utilisa-
tion of the Pap smear by compulsory school 
graduates may be found in the age structure, 
as graduates of compulsory school are over-
represented in mainly older age groups, and 
with increasing age the willingness to partici-
pate in preventive cervical cancer screening 
decreases. In this case, older women aged 50 
to 69 should be targeted for diagnostic screen-
ing. This analysis revealed no clear connection 
between participation in early diagnosis pro-
grammes and levels of formal education, so 
one cannot say with certainty that social differ-
ences result in different rates of participation in 
screening. It can be assumed, however, that 
socially disadvantaged groups in general 
tend to participate in voluntary screening 
programmes at lower rates than people who 
are better situated. This has been demon-
strated by other studies in Styria and in Austria 
as a whole, which documented that the willing-
ness to participate in prevention screening 
decreases with decreasing educational level 
(Noack & Reis-Klingspiegl, 1999, p. 86; Po-
chobradsky & Habl, 1999, p. 14).  
 

9.5. Summary and Conclusions 
• Women, who are socially worse off are 
more likely to be exposed to risk factors 
and to exhibit negative health behaviour, 
such as cigarette consumption, unhealthy diets 
and a lack of physical exercise. As a conse-
quence, a strong connection exists between 
life-expectancy, mortality and morbidity and 
women’s socioeconomic status.  
• The subjective health status of women is 
worse than that of men. The gender-specific 

difference is mainly a result of women’s less 
favourable socio-economic status. This less 
favourable social situation also explains the 
less favourable state of health of single moth-
ers. The increase in social inequality is also 
leading to growing differences in subjective 
health status between one end of the social 
spectrum and the other. Here again, women 
are more heavily affected, because they are 
also socio-economically disadvantaged.  
• Education-specific differences in the use of 
preventive medical check-ups in Styria are 
heavy influenced by the age structure of the 
female Styrian population. It is assumed that 
participation rates in preventive programs 
are characterized by a social gradient.  
 
The following conclusions can be drawn 
from these trends: 

• Measures for improvement of the social 
situation of women would contribute to im-
provements in women’s health. This can be 
achieved by systemic and structural changes 
that help women cope better with their every-
day-lives. This will require socio-political 
measures in the context of broadly based, 
comprehensive health promotion policy, as laid 
out in the Ottawa Charta in 1986 (WHO, 1986). 
• Primary preventive measures against 
tobacco consumption by women, especially 
directed toward those who are socially worse 
off, are of particular importance and would 
represent the most efficient use of resources. 
Such programs might reduce the projected 
continual rise in deaths from cardiovascular 
diseases and cancer, especially since the rise 
is so closely tied to increased tobacco use. 
Because especially women who are socially 
disadvantaged often use smoking as a way to 
cope with the numerous difficulties of their 
everyday lives, systemic changes to provide 
them more support could be of particular bene-
fit, along with targeting smoking cessation 
programmes. Of particular importance in this 
connection would be improvements in the 
availability and extent of child care. Concur-
rently, especially women who are less well 
situated should receive help in developing 
individual coping-strategies—the kind of per-
sonal competences called for in the Ottawa 
Charta (WHO, 1986). 
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10. The Health Reporting 

Situation  
 
The Role and Need for Health Reporting 
For health policy and health planning, high 
quality health reporting is absolutely neces-
sary. Through the description and determina-
tion of Styrians’ health needs, a reliable and 
necessary basis can be laid for health policy-
making in Styria. As a consequence of increas-
ing problems with financing the health care 
system, decisions based on scientific knowl-
edge and high quality data are becoming more 
and more important. This development is being 
pushed by the WHO and the EU, and even in 
Austria there are efforts at the national level to 
do the same. To meet these rising demands, 
valid, easily available and gender-specific data 
are needed, as well as a structure that brings a 
combination of a well developed health infor-
mation system and epidemiological know-how 
to the task of health reporting. To make high 
quality health reporting possible, long-term 
continuity of reporting has to be ensured. Con-
tinuity not only facilitates better and more eas-
ily organized planning, but even more impor-
tant, it permits analyses over longer periods of 
time (10 to 20 years or even longer). Through 
longitudinal evaluation and consistent and 
comparable presentation of results over time, 
the quality of health reporting can be assured, 
thereby therefore providing a sound basis for 
political decision-making. In many European 
countries, health reporting systems have there-
fore been established at the national level, for 
example the Swiss health observatory or the 
Federal Health Reporting Agency in Germany. 
Also at the provincial level, it is absolutely nec-
essary to establish health reporting systems 
because of rising economic pressure. In Aus-
tria at the federal level, the ÖBIG with its data 
system ÖGIS, as well as some federal states, 
such as Vienna and Upper Austria, have al-
ready established working health reporting 
systems. In each case there is an established 
organisational unit that regularly produces 
basic health reports, as well as more special-
ized reports. These units have budgets, per-
sonnel and inventory commensurate with the 
tasks assigned to them. They have to be seen 
as part of the  
information infrastructure of the health care 
system and have to be financed by the State. 
The goal here is to guarantee continuity of 
reporting, based on existing data from differ-
ent institutions in the health or related sectors 
(Borgers, 1994, p. 10; Wildner et al., p. 3-5; 
Brückner 1994, p. 7). 

 
 
Health Reporting and Planning in Styria 
Also in Styria it is necessary to establish on-
going health reporting in order to make political 
decision-making more modern and economi-
cally efficient. The economic significance of 
health reporting lies in better informed political 
decision-making. Better information is increas-
ingly crucial in making a more rational alloca-
tion of resources and in setting priorities and 
developing appropriate targets for health pro-
gramming. Also the planning and the imple-
mentation of health measures can be founded 
more effectively on such a knowledge base, 
while the effectiveness of such measures can 
be evaluated to some extent by the information 
revealed through health reporting. A precondi-
tion for on-going, high quality health reporting 
is, as mentioned above, the establishment of 
a separate organisational unit with ade-
quate personnel, financing and equipment. 
This unit should be established and adminis-
tered in cooperation with central decision-
makers from the health system and related 
areas, especially those from the fields of health 
policy, health insurance, and hospital financ-
ing, as well as from the fields of social work 
and social policy. The German example 
speaks for the common development and on-
going joint implementation of health- and social 
reporting (Bardehle, 2001, p.1107). This re-
quires a larger structural framework, however. 
Bringing together important decision makers is 
important for many reasons. First, it allows 
health planning involving the health system as 
a whole, thereby permitting a more effective 
package of measures. Secondly, the participa-
tion of different branches of the health system 
can facilitate access to more data from more 
sources. At the same time, modern computer-
technology and useable user-friendly software 
can speed the flow of information and data 
exchange (Wildner et al., 2004, p. 4.; Fidler, 
1993, p. 352). In short, a bundling of resources 
for reporting is not only necessary, it is also 
rational and synergetic. Styria has an espe-
cially good foundation to build upon in estab-
lishing an on-going, high quality system of 
health reporting, because already in the past a 
health information system was developed at 
the behest of the Styrian Hospital Financing 
Fund (SKAFF). Furthermore, in contrast to 
many other federal states, the know-how nec-
essary for professional epidemiological health 
reporting is readily available.  
 
Therefore, it can be said that there is much 
room for improvement in the Styrian health 
information system. This mainly involves the 
following measures: 
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1. Creation of an organisational unit for 

health reporting and planning, which brings 
together the most important decision mak-
ers and data sources of the health system 
and contiguous sectors and has adequate 
resources in order to make possible on-
going reporting and planning.  

 
2. Evaluation and improvement of the Styrian 

health information system. 

 
3. Improvement of the data situation (both 

qualitatively and quantitatively) in the am-
bulatory area, in the primary care area and 
in central health areas such as lifestyle, 
social and environmental factors, etc. 
High-quality and accessible data are the 
most important bases for health reporting 
and planning.  

 
 
 
11. Glossary 
 
Adiposity: Obesity  
Age standardisation: Statistical method for 
making measurement numbers comparable. 
Different age structures in various sections of 
the population (e.g., federal states) are taken 
into account with this method. The method is 
also called “age correcting” because biases 
resulting from the age structure are removed. 
Birth rate: Live-births per 100,000 inhabitants 
Cerebrovascular diseases: diseases of the 
blood vessels in the brain 
Chronic obstructive pulmonary disease 
(COPD): colloquially known as “smoker’s 
lung”, generally a combination of chronic bron-
chitis and contraction of the bronchial tubes 
(obstruction) and as a result abnormal 
enlargement of the pulmonary alveolus (em-
physema)  
Death rate: Deaths per 100,000 inhabitants  
Disability adjusted life-years (DALY): life 
years free of disability 
Divorce rate: Divorces per 1,000 inhabitants 
Feminisation rate: Number of women per 100 
men  
Fertility rate: Average number of children per 
woman  
General fertility rate: Live-births per 1,000 
women in the age between 15 and 44 years. 
Gross regional product: regional gross 
added value, i.e. economic production in a 
given region. 
Hypercholesterolemia: Heightened concen-
tration of serum cholesterol 
Hypertension: high blood pressure  
Incidence: Number of new sufferers from a 
specific disease in a period of time as a pro-
portion of the total population  
Ischemic heart diseases: Heart diseases 
associated with a reduction or interruption of 
the blood circulation as a result of insufficient 
arterial blood supply. 

 
 
 
Labour force participation rate: Proportion of 
employed persons compared to the total popu-
lation  
Labour force: Employed people, as well as 
those unemployed people (i.e. full time- and 
part time employees, minimally employed per-
sons, military and alternate service conscripts, 
and unemployed people)  
Marriage rate: marriages per 1,000 inhabi-
tants  
Mammogram: x-ray of the (female) breast with 
a special technology especially designed for 
early diagnosis of breast cancer  
Meta-analysis: Aggregated (consolidating) 
examination of results of several individual 
studies on the same topic 
Morbidity: disease incidence (e.g. number of 
cases of disease in the population) 
Mortality: death rate (e.g. number of deaths in 
the population) 
Non-employed people: people who are not 
gainfully employed and are not part of the la-
bour force (retirees, pupils, students, house-
wives/househusbands, people with unknown 
sources of subsistence, etc.)  
Opportunistic screening: early diagnosis 
examination of patients who call on physicians 
as a result of an unrelated ailment and who 
have not been deliberately recruited for 
screening through early diagnosis campaigns.. 
Prevalence: Proportion of the population suf-
fering from a given disease at a certain point in 
time 
Vascular diseases: diseases concerning the 
blood vessels 
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