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Olympic medals or long life: what’s the bottom line?
Craig R Mitton, H Dele Davies and Cam R Donaldson
T HE NEXT OLYMPIC GAMES will be held in Athens in
September 2004. Before Olympic fever runs too high, we
would like to take a moment to reflect on the governmental
priorities
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Sport-loving Aussies may be enthusiastic about spending
money to mine Olympic gold, but this enthusiasm may not
involve a recognition that the cost includes forgoing spending
on other activities. There is little explicit discussion of how
limited resources should be allocated between Olympic athletes, healthcare, education, defence and other national priorities. Questions of funding do come up, and the debate over
Medicare in Australia regularly spills into the popular press,
but we rarely hear a politician stating that war is being funded
at the expense of Medicare, or that Olympic gold is being
pursued with dollars that have been taken from education, or,
perhaps of even greater concern, that current healthcare and
Olympic pursuits take precedence over the fiscal health of future
generations.
But that is effectively what happens. However, the lack of
explicitness paves the way for political decisions to be driven
by a myriad of factors including media headlines, electoral
cycles, political imperatives and the savvy of individual Ministers. None of these are likely to lead to decision making in
which the most “benefit” (however broadly defined) will
result from the given expenditure. In addition, the notion of
decision making being based on societal values is lost.
As economic resources are limited, choices are being made
every day about what to fund and what not to fund.1 Deficit
or debt financing can expand the funds available, but the
ability to raise debt is itself a limited resource. In healthcare, it
has been argued that no matter how big the pot gets, the
claims on resources will always outstrip the resources available.2 Thus, there will always be two questions: how best to
spend the resources allocated to healthcare; and, how much
should be allocated to it. Both of these questions would be
well served through open and transparent debate about
values, as values are at the core of priority-setting activity.3 We
can start by examining current expenditure and the governmental priorities it implies.
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ABSTRACT
■

On a per capita basis, Australia spent more than seven times
as much on its Sydney Olympic team as did Canada, to win
four times as many medals.

■

Compared with Australia, Canada spent an additional
amount per capita (standardised to the purchasing power
parity rate at year 2000) of US$1605 per life-year gained on
healthcare in 2000.

■

Neither country is “right” or “wrong” in making these funding
choices, but they highlight the need for more explicit
discussion about what is being spent, what is obtained for
the given expenditure and what society actually values.
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1: Medal totals and expenditure on Olympic athletes
for Canada, Britain and Australia for the Sydney
2000 Olympics4,5

Country

Expenditure
Total
medals On Olympic
Per capita
won
athletes Per medal Per capita per medal

Canada

14

$62M

$4.42M

$1.99

$0.14

Britain

28

$238M

$8.50M

$4.00

$0.14

Australia

58

$280M

$4.82M

$14.80

$0.26

Figures quoted are Canadian dollars, converted at year 2000 exchange
rates.

Olympic spending

Australians can take great pride in their medal haul at the
Sydney Olympics, particularly in comparison with Canada
and Britain. Box 1 gives the medal tallies and amounts spent
on the athletes for the 2000 Olympics. While the medal tallies
are exact, it should be noted that the spending estimates are
probably not very precise, and that each nation has its own
system for counting costs. This means that comparisons are
only approximate. The Australian costs might have been
inflated because Australia, as host nation, was spending up
big. The costs reported in Box 1 do not include the cost of
hosting the games (such as building venues and providing
services and security to the visitors), which was over $1.3
billion for the New South Wales government, which met the
greater part of the expense.6
It is apparent that Australia spent more resources per capita
on their Olympic team, and was rewarded with the number of
medals won. Britain and Canada, while winning fewer medals
than Australia, spent less per capita for each medal won — in
a sense, a more efficient result. Is the additional “benefit”
represented by the extra Australian medals worth the additional expense? This is a matter for society to consider —
although at present such decisions are not well informed by
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societal values. There is more to be gained from Olympic
spending than just medals (such as developing skills and
technologies for wider application, raising national morale,
providing grist to the advertising and marketing mill). Assessing the spin-off effects would be an important step towards
setting societal priorities.
Healthcare spending

To put Olympic spending in perspective, Box 2 gives recent
data on life expectancy, public and private health expenditure, and health expenditure per capita for the same countries. In 2000, Canada spent $2534 per capita on health,
more than 1000 times as much as it spent on the Olympic
team. Australia spent $2213 per capita on healthcare, or
about 170 times what it spent on its Olympic team.
In comparison with Australia, Canada spends more per
capita on healthcare, but receives a slightly higher benefit, at
least in terms of life expectancy. In this case, the additional
benefit is “bought”, relative to Australia, at a cost per capita
(standardised to the purchasing power parity rate at year
2000) of US$1605 per life-year gained. We assume in this
argument that there is a positive association between spending and benefit, although there are examples within the
developed world of countries spending more on healthcare
but having a lower life expectancy (notably the US).
Costs, benefits, choices

Just as Olympic spending produces more than medals,
healthcare spending produces more than life-years (see
hdr.undp.org/statistics/default.cfm for a detailed list of various health and non-health indicators of human welfare). Our
point is to show how comparisons can be made, and to
suggest that making such comparisons may be an appropriate
way of highlighting the value judgements implicit in spending
choices.
Only looking at expenditures can be misleading: both costs
and benefits must be considered when addressing questions
of efficiency.8 Moreover, the interplay between spending in
one sector and another is quite complex. For example,
increased revenue generated from the Olympics may enable
greater funding of healthcare, and spending more on athletics
may improve the health of the population.
As we gear up for Athens, and claims for more spending on
Olympic athletes arise, it would be useful to consider that
these claims are being staked on scarce resources that could
be spent elsewhere in society.2 This may seem so simple as to
be not worth saying. However, in the past we have seen calls
in the press for more money for Olympic athletes on one
page, and on the next a discussion of the Medicare funding
“crisis”. Before the public demands more funding for more
medals, or governments pursue more healthcare funding
through taxation or other private means, we need to examine
what “benefit” is obtained for the given expenditures, how
this compares with other uses of the limited resources available, and how we might change it by taking some resources
from one area to increase the resources available to another.
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2: Life expectancy and healthcare expenditure for
Canada, Britain and Australia7
Healthcare expenditure
Country

Life expectancy
at birth in 2001 Public*

Private*

Total per capita
(PPP US$)†

Canada

79.2

6.5

2.5

$2534

Britain

77.9

6.0

1.4

$1804

Australia

79.0

5.9

2.3

$2213

*Public and private expenditure measured as a percentage of gross domestic
product.
†Total healthcare expenditure per capita measured in US$ standardised to
the purchasing power parity (PPP) rate at year 2000 (see hdr.undp.org/
statistics/faq.cfm#16 ).

A simple framework

One way to do this would be to employ a relatively simple
economic approach to priority setting. The basic process,
which has been used with success in health organisations in
Australia and elsewhere, begins by describing what resources
are currently being expended.9 Following this, an advisory
panel of relevant stakeholders can determine:
■ If additional resources were available, how would they best
be spent?
■ To obtain resources to fund new priorities, how could
current programs be offered to the same level of effectiveness
but with less resources?
■ What programs can be scaled back or even stopped,
thereby freeing resources for priority areas if the “value” of
the priority areas is deemed greater than the programs
currently receiving funding? 10,11
This type of approach could be conducted first within and
then across government portfolios. Measuring the benefit, or
return on investment, obviously becomes critical, and is no
doubt challenging even within a single portfolio, let alone
across sectors of the economy.12 But it is this way of thinking,
known in economic terms as marginal analysis, that can enact
a process of shifting resources to get the optimal benefit in
return. Importantly, societal values can be incorporated
directly into the process. By holding discussions with a broad
base of citizens on an ongoing basis, a set of principles can be
identified13 to guide government spending and hold decision
makers accountable for resource allocations. It is a process in
which physicians should certainly take an interest.
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