) (| \ r .
& Ay . Australian Government
2 s,
iRasm9x ¢ Australian Institute of Health and Welfare

Australia’s health snapsh
2020

4
a



Australia’s health snapshots 2020

This document is a point-in-time compilation of the Australia’s health snapshots (web
pages) published 23 July 2020. For the latest version of the snapshots, including
interactive content, visit:
https://www.aihw.gov.au/reports-data/australias-health/australias-health-snapshots

Australia’s health snapshots are part of the Australia’s health 2020 product suite.

About Australia’s health 2020

This edition of the AIHW's biennial flagship report on health introduces a new format
and an expanded product suite:

. Australia’s health 2020: data insights

heaith 2020 ¢ This is a collection of topical, in-depth articles
gy on selected health issues, including a picture of
health data in Australia. It is available online and
as a print report.

Australia’s health snapshots

These are web pages that present key information
and data on the health system, health of Australians
and factors that can influence our health. The 71
snapshots are available online in HTML and as a PDF.

Australia’s health 2020: in brief
Australia’s

SRR g0 0 : This is a short, visual report summarising key
in brief findings and concepts from the snapshots to
provide a holistic picture of health in Australia.
It is available online and as a print report.
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Health status

Health is not just the presence of absence of disease or injury—
more holistically, it is a state of wellbeing. These snapshots
consider how healthy we are as a nation and look at some specific

causes of ill health in Australia. |



Bone and joint health

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/bone-and-joint-health

Conditions that affect the bones, muscles and joints are known as musculoskeletal
conditions. These conditions include long-term (chronic) conditions such as
osteoarthritis, rheumatoid arthritis, juvenile arthritis, back pain and problems, gout, and
osteoporosis or osteopenia (low bone density) (see Glossary).

How common are chronic musculoskeletal
conditions?

Chronic musculoskeletal conditions affect almost 3 in 10 (29%) Australians. Self-reported
data from the Australian Bureau of Satistics 2017-18 National Health Survey (NHS)
provide estimates of the number of Australians affected by musculoskeletal conditions.
These data indicate that, of the nearly 7.0 million people with chronic musculoskeletal
conditions, 4.0 million (16% of all Australians) had back pain and problems (the most
common musculoskeletal condition), 3.6 million (15%) had arthritis and 924,000 (3.8%)
had osteoporosis (ABS 2018a). These rates have remained relatively consistent since
2007-08 (Figure 1).
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Figure 1: Prevalence of chronic musculoskeletal conditions, by sex, 2007-08 to 2017-18
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Source: ABS 2010, ABS 2013, ABS 2016, ABS 2019a.

Females and older people are at greater risk

Females and older people were more likely to have chronic musculoskeletal conditions.
The 2017-18 NHS shows that:

e Females were 1.2 times as likely to have a musculoskeletal condition and more than
4 times as likely to have osteoporosis compared with males.

e The prevalence of arthritis was similar in males and females aged 0-44, but overall
females were 1.5 times as likely to have arthritis compared with males.

e The prevalence of back pain and problems was similar in males and females across
all age groups.

e More than 2 in 3 (68%) people aged 75 and over had a musculoskeletal condition
(Figure 2).
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Figure 2: Prevalence of chronic musculoskeletal conditions, by sex and age, 2017-18
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Source: ABS 2015a.

Comorbidity

People with musculoskeletal conditions often have other long-term conditions. This is
called ‘comorbidity’, which describes any additional disease that is experienced by a

person with a disease of interest (the index disease).

Prevalence of comorbidity

In the 2017-18 NHS, for people aged 15 and over with:

Osteoporosis, 85% had at least one other chronic condition

13
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Osteoporosis + Osteoporosis
other chronic condition(s) only

85%

Arthritis, 74% had at least one other chronic condition

Arthritis + Arthritis
other chronic condition(s) only

74%

Back pain and problems, 64% had at least one other chronic condition

Back pain and problems + Back pain and
other chronic condition(s) problems only

64%

The number of comorbidities varies by age and sex. For example, the proportion of
people with back pain and problems who had at least one other chronic condition
increased with age, from 47% (aged 15-44) to 85% (aged 65 and over). Among those with
back pain and problems, the proportion of people with comorbidities was higher in
females than males across all age groups (Figure 3).
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Figure 3: Proportion of people with musculoskeletal conditions who have at least one other chronic
condition in people aged 15 and over, by sex and age, 2017-18
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Source: ABS 2015a.

Musculoskeletal conditions often co-occur among people aged 45 and over. Compared
with people without these conditions:

e people with arthritis were 1.8 times as likely to also have back pain and problems
e people with back pain and problems were 1.6 times as likely to also have arthritis
e people with osteoporosis were 2.1 times as likely to also have arthritis.

Mental and behavioural conditions are a common comorbidity in people aged 45 and
over with musculoskeletal conditions. Compared with people without these conditions,
mental and behavioural conditions were:

e 1.9times as likely in people with back pain and problems
e 1.6times as likely in people with arthritis
e 1.5times as likely in people with osteoporosis (Figure 4).
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Adjusting for differences in the age structure of the groups did not affect the pattern of
these results.

Figure 4: Prevalence of other chronic conditions in people aged 45 and over, with and without
musculoskeletal conditions, 2017-18
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Source: ABS 2019a.

Impact

Chronic musculoskeletal conditions are large contributors to illness, pain and disability
in Australia. People with these conditions self-report higher rates of poor health,
psychological distress and pain, after adjusting for age (Figure 5). This may affect their
ability to participate in social, community and occupational activities (Briggs et al. 2016).
The 2018 Survey of Disability, Ageing and Carers found that, of the people with disability
in Australia, an estimated 13% had back problems and another 13% had arthritis as the
main long-term health condition causing the disability (ABS 2019b).
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Figure 5: Impact of musculoskeletal conditions in people aged 45 and over, with and without the
condition, 2017-18

Condition mpact
Arthritis @) Sclf-assessed health status
Psychological distress
Eodily pain
Excellent Very good Good Fair Poor

Age-standardised per cent

3 _§

. With Arthritis . Without Arthritis
[Notes]

Source: ABS 2019a.

Burden of disease

[l health caused by musculoskeletal conditions can have both a human and a financial
cost. According to the Australian Burden of Disease Study 2015, musculoskeletal
conditions contributed to:

e 13% of the total disease burden (fatal and non-fatal) in Australia. This disease group
was the third leading contributor to total burden after cancer and cardiovascular
diseases

e one-quarter (25%) of non-fatal burden (that is, the impact of living with illness and
injury). This was the leading disease group contributing to non-fatal burden

e a higher burden among females than males—musculoskeletal conditions
contributed to 15% of total female burden compared with 11% of total male burden
(AIHW 2019a).
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Modifiable risk factors contribute to burden

Some of the total burden due to musculoskeletal conditions can be attributed to modifiable
risk factors. In 2015:

Overweight and obesity contributed to:

¢ 11% of total burden of all musculoskeletal conditions

e 44% of the burden of osteoarthritis

Occupational exposures and hazards contributed to:

e 5.3% of total burden of all musculoskeletal conditions

e 17% of the burden of back pain and problems (AIHW 2019b).

See Burden of disease for information on definitions and the burden of disease
associated with these conditions.

Expenditure

The Australian Disease Expenditure Study found that Musculoskeletal conditions was
the disease group with the highest estimated expenditure in 2015-16, costing the
Australian health system $12.5 billion (11% of total disease expenditure) (AIHW 2019c).
See Health expenditure.

Treatment and management

Primary care

Musculoskeletal conditions are usually managed by general practitioners and allied
health professionals. Treatment can include physical therapy, medicines (for pain and
inflammation), self-management (such as diet and exercise), education on self-
management and living with the condition, and referral to specialist care where
necessary (WHO 2019). Based on survey data, an estimated 1 in 6 (18%) general practice
visits in 2015-16 were for management of musculoskeletal conditions (Britt et al. 2016).
See Primary health care.

Hospitals

People with musculoskeletal conditions that are very severe, or who require specialised
treatment or surgery, can also be managed in hospitals. In 2017-18, there were around
795,000 hospitalisations for musculoskeletal conditions—7.1% of all hospitalisations in

that year. These hospitalisations included:

e osteoarthritis (34% of all musculoskeletal hospitalisations)
e back pain and problems (23%)
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e rheumatoid arthritis (1.5%)
e osteoporosis (1.0%)
e gout(1.0%).

See Hospital care.

Clinical guidelines in Australia recommend joint replacement surgery as a cost-effective
intervention for people with severe arthritis who are unresponsive to medication and
exercise (RACGP 2018). Osteoarthritis is the most common condition leading to hip and
knee replacement surgery in Australia (AOANJRR 2019). Between 2008-09 and 2017-18,
the rate of joint replacement surgery in hospitalisations where osteoarthritis was the
principal diagnosis increased by 27% for total knee replacements and 33% for total hip
replacements, after adjusting for age (AIHW 2019d).

The prevention, management and treatment of musculoskeletal conditions beyond
hospital settings cannot currently be examined in detail due to limitations in available
data on:

e primary and allied health care at the national level
e use of over-the-counter medicines to manage pain and inflammation

e diagnosis information for prescription pharmaceuticals (which would allow a direct
link between musculoskeletal conditions and use of subsidised medicines)

e patient outcomes, pathways through the health system and quality of care.

Variation between population groups

Among people aged 45 and over, the prevalence of musculoskeletal conditions generally
increases with increasing socioeconomic disadvantage, but is similar across remoteness
areas, after adjusting for age (Figure 6).
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Figure &: Prevalence of chronic musculoskeletal conditions in people aged 45 and over, by remoteness

and socioeconomic area, 2017-18

Condition
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Quter regional
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4
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Source: ABS 20159a.

Where do | go for more information?

For more information on the musculoskeletal conditions covered in this report, see:

Back problems
Arthritis

Osteoarthritis

Osteoporosis
Rheumatoid arthritis

Australian Bureau of Statistics National Health Survey: first results, 2017-18

Visit Chronic musculoskeletal conditions for more on this topic.
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Burden of disease

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/burden-of-disease

Burden of disease analysis is the best measure of the impact of different diseases or
injuries on a population. It combines the years of healthy life lost due to living with ill
health (non-fatal burden) with the years of life lost due to dying prematurely (fatal
burden). Fatal and non-fatal burden combined are referred to as total burden, reported
using the disability-adjusted life years (DALYs) measure.

What is the overall burden of disease in Australia?

In 2015, Australians lost 4.8 million years of healthy life (DALY) due to illness or
premature death. This is equivalent to 199 DALY per 1,000 population.

Half of this burden was non-fatal (50%); that is, from living with the impacts of disease
and injury. Males experienced more burden, losing around 289,000 more years of
healthy life in 2015 than females.

What is burden of disease?

Burden of disease analysis quantifies the gap between a population’s actual health and an
ideal level of health—that is, every individual living without disease or injury to the
theoretical maximum life span—in a given year.

Burden of disease is measured using the summary measure disability-adjusted life years
(DALYs). One DALY is 1 year of ‘healthy life’ lost due to illness (non-fatal burden, Years Lived
with Disability) and/or death (fatal burden, Years of Life Lost)—the more DALYs associated
with a disease or injury, the greater the burden. The total disease burden is the sum of all
DALYs (burden) estimated for all diseases and injuries in the year of study for the whole
population.

The attributable burden reflects the direct relationship between a risk factor (for example,
overweight and obesity) and a disease outcome. It is the amount of burden that could be
avoided if the risk factor were removed or reduced to the lowest possible exposure.

The Australian Burden of Disease Study (ABDS) 2015 provides burden of disease estimates
for 216 diseases/injuries and 38 risk factors in Australia, at the national level and for various
population groups. Details on the methods used to calculate burden of disease in the
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Australian Study are in the AIHW report Australian Burden of Disease Study: methods and
supplementary material 2015 (AIHW 2019c).

All data presented are from the ABDS 2015 (AIHW 2019a, 2019b).

What are the leading causes of burden?

The disease groups causing the most burden (DALY) in 2015 were cancer (18% of the
total burden), cardiovascular diseases (14%), musculoskeletal conditions (13%), mental &
substance use disorders (12%) and injuries (8.5%) (Figure 1). Together, they accounted
for around two-thirds of the total burden in Australia.

Males and females experienced the majority of their burden from the same disease
groups. However, cancer, cardiovascular diseases and injuries accounted for a greater
proportion of the total burden in males, while musculoskeletal and neurological
conditions accounted for more of the total burden in females (Figure 1).

Figure 1: Proportion of total burden, by disease group and sex, 2015

Males

Females

Persons

Disease group—select to highlight

Cancer & other necplasms Gastrointestinal disorders . Kidney & urinary diseases
Cardiovascular dissases Endocrine disorders . Blood & metabolic disorders
Musculoskeletal conditions Oral disorders Reproductive & maternal conditions
. Mental & substance use disorders nfant & congenital conditions
njuries . Hearing & vision disorders
. Respiratory diseases nfectious diseases
. Meurological conditions Skin disorders

Sowrce: AIHW 201%a.

hittp:/fwww . aihw.gov.ay,

How does burden change across a person’s life?

The rate of burden (that is, the number of DALY per 1,000) generally increased with age,
while the number of DALYs increased until around age 70, then decreased due to the
smaller population.
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While very old Australians (those aged 90 and over) account for a small part of the
overall burden of ill health, because there are relatively few people in this group, the
rate of burden experienced is the highest of any age group (Figure 2).

Figure 2: Number and rates of total burden (DALY, DALY per 1,000 population), by age group, 2015
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The leading causes of burden differed depending on age (Figure 3):

¢ Infant and congenital conditions accounted for most of the burden in children aged
under 5; 4 of the 5 leading causes of burden in this age group were from this disease
group.

e Among children aged 5-14, asthma and mental disorders (including anxiety
disorders and depressive disorders) contributed the most burden.

e Suicide and self-inflicted injuries was the leading cause of burden in young people
aged 15-24 and those aged 25-44.

e Back pain and problems emerged as the second leading cause of burden for adults
aged 25-44 and 45-64.

e Coronary heart disease was the leading cause of burden in adults aged 45-64, and
Australians aged 65 and over.
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Figure 3: Leading causes of total burden, by age group, 2015
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How has burden changed over time?

After accounting for the increase in size and ageing of the population (by using age
standardised rates), the rate of burden (DALY) fell by 11% between 2003 and 2015 (from
208 to 184 DALY per 1,000 population). Most of this improvement came from a large
reduction (20%) in the rate of fatal burden by preventing or delaying deaths from many
diseases and injuries.

The leading causes of burden (based on age-standardised DALY rates) remained largely
the same between 2003 and 2015 (Figure 4).

Coronary heart disease was the leading cause of burden in both years of study, but
the total burden rate for coronary heart disease fell by 43% between 2003 and 2015.
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e Total burden rates also decreased for stroke, chronic obstructive pulmonary disease
(COPD), lung cancer, bowel cancer and rheumatoid arthritis, resulting in a drop in
rankings for most of these diseases.

e The rate of burden for dementia increased substantially (by 57%), but this may be
partly due to changes in the practices of coding deaths due to dementia since 2006.

e Although type 2 diabetes had the same DALY rates over time, this resulted from an
increase in burden from living with disease and a simultaneous reduction from
dying prematurely due to the disease.

Figure 4: Change in disease ranking and age-standardised DALY rate (DALY per 1,000 population)
between 2003 and 2015
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Risk factors play a big role

Thirty-eight per cent of the total burden of disease (DALY) experienced by Australians in
2015 could have been prevented by reducing exposure to the risk factors included in
this study.

The 5 risk factors that caused the most burden in 2015 were tobacco use (responsible
for 9.3% of total burden), overweight and obesity (8.4%), dietary risks (7.3%), high blood
pressure (5.8%) and high blood plasma glucose (including diabetes) (4.7%).

e Tobacco use contributed to 41% of all respiratory burden, 22% of all cancer burden
and 12% of the cardiovascular burden.

e Overweight and obesity contributed to 45% of the burden from endocrine disorders,
over a third of the burden from kidney & urinary diseases, and 19% of the
cardiovascular disease burden.

e Dietary risks were responsible for a third of the burden from endocrine disorders
and 40% of the burden from cardiovascular diseases (Table 1).

Table 1: Percentage of burden attributable to leading 5 risk factors for
selected disease groups, 2015

High

High blood

Tobacco  Overweight Dietary blood plasma

Disease group use & obesity risks pressure glucose

Cancer 221 7.8 4.2 . 2.9

Cardiovascular 1.5 19.3 40.2 38.0 49
Respiratory 41.0 8.0 0.3

Endocrine 3.7 44.6 34.2 . 98.0

Kidney/urinary . 35.6 7.7 34.1 53.7

Notes:

1. Estimates for diet are based on an analysis of the joint effects of all dietary risk factors included in the
study following methods used in recent global burden of disease studies.

2. Blank cells’. " indicate that the risk factor has no associated diseases or injuries in the disease group.

3. Estimates for different risk factors cannot be added to derive their total DALY, due to the complex
pathways and interactions between them.

Source: AIHW 2019a.
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How has risk factor burden changed over time?

The proportion of burden attributable to the risk factors fell between 2003 and 2015
(from 37% in 2003 to 36% in 2015). This reflects reductions in exposure to the risk
factors, or reductions in burden from the linked diseases, or both.

After accounting for population increase and ageing between 2003 and 2015 (using age-
standardised rates), there were notable falls in the rate of total burden (DALY)
attributable to:

e high cholesterol (fell by 49%)

e high blood pressure (fell by 41%)

o dietary risks (fell by 34%)

e tobacco use (fell by 24%).

In contrast, the rate of burden attributable to illicit drug use increased by 18% between
2003 and 2015.

How does the burden vary between population
groups?

Burden of disease varies greatly across different geographic areas and population
groups due to many factors, including demographic, socioeconomic and environmental
differences. This section presents findings by remoteness and socioeconomic areas (see

Glossary).

Remoteness areas

e The age-standardised rate of burden (DALY) increased substantially from Major cities
to the more remote areas. In 2015, people in Remote and very remote areas
experienced a DALY rate 1.4 times that of people in Major cities.

e Most disease groups showed higher rates of burden with increasing remoteness. In
particular, people in Remote and very remote areas experienced much higher rates of
burden than those in Major cities from kidney and urinary diseases, injuries, and
infectious diseases.

e Figure 5 shows DALY rates for some specific diseases by remoteness area. The
burden of coronary heart disease, suicide and self-inflicted injuries, COPD and
chronic kidney disease all increased with increasing remoteness.

See Rural and remote health.
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Figure 5: Age-standardised DALY rate of selected diseases, by remoteness area, 2015
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Socioeconomic areas

In 2015, the age-standardised rate of burden (DALY) increased steadily from the
highest socioeconomic area to the lowest socioeconomic area. The rate of burden
for people in the lowest socioeconomic area was 1.5 times the rate for people in the
highest socioeconomic area.

The total burden in Australia would be 20% lower if all socioeconomic areas had the
same rate of burden as the highest socioeconomic area.

For many diseases, there was a strong gradient of decreasing burden rates with
increasing socioeconomic position.

For risk factors where it was possible to estimate attributable burden by socioeconomic
areas, there was a strong socioeconomic gradient in burden from all the risk factors,
with the highest socioeconomic areas having lower rates of burden.
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Differences in burden were greatest for tobacco use (the burden rate in the lowest
socioeconomic area was 2.6 times that of the highest socioeconomic area), followed by
intimate partner violence and high blood plasma glucose (both 2.4 times) (Figure 6).

See Health across socioeconomic groups.

Figure 6: DALY age-standardised rate for selected risk factors, by socioeconomic area, 2015
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Measuring the different costs of disease

As well as the human cost of diseases and injury that is measured through burden of
disease analysis, there are financial costs associated with preventing and treating ill
health, including medication, surgery and health infrastructure. In 2015-16,
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approximately $7,100 was spent on health, per person (AIHW 2019d). Looking at both
the human and financial costs provides a better understanding of the full impact of
diseases.

When looking at disease groups, cancer had the greatest human cost, while
musculoskeletal conditions were responsible for the most spending (Figure 7). There can
be many reasons why a disease may have a large human cost but low health spending—
and vice versa. For example, while reproductive and maternal health is associated with
substantial spending through the health system, it does not have a high human cost
because the outcome is usually positive (such as a healthy mother and baby).

Figure 7: Proportions of total burden and health expenditure, by disease group, 2015
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Future work

The AIHW is currently updating Australia’s burden of disease estimates to the 2018
reference year, including estimates for the Aboriginal and Torres Strait Islander
population. Results are expected to be published in late 2021.

Where do | go for more information?

For more information on burden of disease, see:

e Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2015
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e Australian Burden of Disease Study: methods and supplementary material 2015

e Australian Burden of Disease Study 2015: Interactive data on disease burden

e Australian Burden of Disease Study 2015: Interactive data on risk factor burden

e Disease expenditure in Australia

Visit Burden of disease for more on this topic.
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Cancer

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/cancer

Cancer is a large range of diseases in which some of the body's cells become defective,
begin to multiply out of control, can invade and damage the area around them, and can
also spread to other parts of the body to cause further damage.

There are more than 1 million people alive in Australia who have previously been
diagnosed with cancer. During 1987-1991, 5in 10 (51%) people survived for at least 5
years after their cancer diagnosis; more recent figures are closer to 7 in 10 (69%) people
surviving at least 5 years.

This page presents projected cancer incidence and mortality estimates for 2020.

How common is cancer?

In 2020, it is estimated that:

e about 145,500 new cases of cancer will be diagnosed in Australia, an average of just
under 400 people every day; more than half (53%) of these cases will be diagnosed
in males

e the most commonly diagnosed cancers in males will be prostate cancer (16,700
cases), melanoma of the skin (9,500 cases), colorectal cancer (8,300 cases) and lung
cancer (7,200 cases)

e the most commonly diagnosed cancers in females will be breast cancer (19,800
cases), colorectal cancer (7,200 cases), melanoma of the skin (6,700 cases) and lung
cancer (6,000 cases).

The age-standardised incidence rate of all cancers combined rose from 384 cases per
100,000 people in 1982 to a peak of 507 cases per 100,000 in 2008, before decreasing to
490 per 100,000 in 2016. Age-standardised rates are estimated to continue to fall to 480
cases per 100,000 people in 2020 (Figure 1).

The increasing trend to 2008 was largely due to a rise in the number of diagnosed
prostate cancers in males and breast cancer in females. This trend may have been the
result of increased prostate-specific antigen testing, the introduction of national cancer
screening programs, and improvements in technologies and techniques used to identify
and diagnose cancer.
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Figure 1: Cancer cases and age-standardised incidence rates, by sex, 1982 to 2019
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Stage at diagnosis

Cancer stage at diagnosis refers to the extent or spread of cancer at the time of
diagnosis. The AIHW, Cancer Australia and state and territory cancer registries worked
together to produce national population-level data on cancer stage at diagnosis for the 5
most commonly diagnosed cancers (breast, prostate, colorectal and lung cancers and
melanoma of the skin) diagnosed in 2011. These cancers were assigned a ‘stage’ from |
to IV. The higher the number, the further the cancer had spread at the time of diagnosis.
The national statistics on cancer by stage at diagnosis from the above-mentioned
project remain the most recent available.

Collection and analysis of data on cancer stage at diagnosis enhances the understanding
of the variation in cancer stage at the time of diagnosis and how it affects survival.
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In 2011:

e most cancers were diagnosed at stage | or Il (66%), with melanoma of the skin
having the highest percentage diagnosed at stage | (78%)

e 12% of cases diagnosed with 1 of the 5 most commonly diagnosed cancers
presented with a stage IV cancer

e stage IV cancer accounted for 42% of lung cancers diagnosed, which was the highest
percentage of the 5 cancers.

Survival

Information on survival from cancer indicates cancer prognosis and the effectiveness of
treatment available. Relative survival refers to the probability of being alive for a given
amount of time after diagnosis compared to the general population (see Glossary). A 5-
year relative survival figure of 100% means that the cancer has no impact on people’s
chance of still being alive 5 years after diagnosis, whereas a figure of 50% means that
the cancer has halved that chance.

During 2012-2016 in Australia:

e individuals diagnosed with cancer had, on average, a lower (69%) chance of surviving
for at least 5 years after diagnosis compared with their counterparts in the general
population (referred to as ‘5-year relative survival’)

e among people who had already survived 5 years past their cancer diagnosis, the
chance of surviving at least another 5 years was 92%

e survival rates vary considerably between cancer types—cancers such as testicular,
thyroid and prostate cancer have 5-year survival rates over 95% while cancers such
as pancreatic, liver and lung cancers and mesothelioma have 5-year survival rates of
less than 20%

e 5-year survival rates increased from 5in 10 (51%) in 1987-1991 to nearly 7 in 10
(69%) in 2012-2016.

Survival by stage of diagnosis

The stage of cancer at diagnosis and subsequent treatment outcomes are important
determinants of cancer survival. Five-year relative survival rates were highest for cancers
diagnosed at earlier stages.

For the 5 cancers where stage at diagnosis data was collected in 2011, 5-year relative
survival for:

e breast cancer in females at Stage | was 100%; at Stage IV it was 32%
e colorectal cancer at Stage | was 99%; at Stage IV it was 13%

e lung cancer at Stage | was 68%; at Stage IV it was 3.2%

e melanoma of the skin at Stage | was 99%; at Stage IV it was 26%
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e prostate cancer in males at Stage 1 was 100%,; at Stage IV it was 36%.

Impact

Deaths

It is estimated that, in 2020, around 48,000 people will die from cancer, an average of
around 130 deaths every day. Males are estimated to account for 56% of these deaths.

In 2020, it is estimated the age-standardised mortality rate from cancer will be 150
deaths per 100,000 people; in 1982 the mortality rate was 209 deaths per 100,000
people (Figure 2). See Causes of death.

Figure 2: Cancer-related deaths and age-standardised mortality rates, by sex, 1982 to 2019
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Burden of disease

Burden of disease analysis measures the impact of disease and injury in a population by
estimating the ‘disability-adjusted life years’' (DALY) experienced by the population. This
measure counts the combined years of healthy life lost due to living with disease and
injury (non-fatal burden), and dying prematurely (fatal burden).

In 2015, cancer contributed to 18% of the total burden and was the leading disease
group causing burden. Dying from cancer accounted for 34% of the fatal burden in
Australia (AIHW 2019a). See Burden of disease.

Expenditure

In 2015-16, total recurrent expenditure on health goods and services was $160.3 billion,
of which an estimated 73% ($117 billion) was able to be attributed to specific disease
groups. Cancer and other neoplasms (tumours) was the fifth most expensive disease
group and accounted for 7.2% of the $117 billion disease-specific expenditure

(AIHW 2019b). See Health expenditure.

Treatment and management

The treatment and management of cancer may involve surgery, chemotherapy,
radiation therapy and palliative care. See Cancer screening and treatment.

Where do | go for more information?

For more information on cancer, see:

e Cancer data in Australia

e Cancer.in Australia 2019

e Cancer statistics for small geographic areas

e Mesothelioma in Australia 2018

Visit Cancer for more on this topic.
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Causes of death

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/causes-of-death

In 2018, there were 158,500 deaths in Australia (82,300 males; 76,200 females). These
deaths had a wide range of causes but some were more common than others.

Leading causes of death is a useful measure of population health. It is of most value
when making comparisons over time or between population groups. Changes in the
pattern of causes of death can result from changes in behaviours, exposures to disease
or injury, and social and environmental circumstances, as well as from data coding
practices.

About deaths data

Causes of death are documented on death certificates by medical practitioners or coroners,
and coded by the Australian Bureau of Statistics using the World Health Organization
International Statistical Classification of Diseases and Related Health Problems (ICD).

The ICD allows diseases that cause death to be grouped in a way that is meaningful for
monitoring population health. The AIHW uses the disease groups recommended by the
World Health Organization (Becker et al. 2006), with minor modifications to suit the
Australian context.

Leading causes of death presented in this snapshot are based on the ‘underlying cause of
death’, which is the disease or injury that began the train of events leading to death.

Most deaths, however, result from more than one contributing disease or condition.
Analyses using ‘associated causes of death’ may offer insight into the disease processes
occurring at the end of life or, for injury causes of death, the nature of the injury.

What are the leading causes of death?

In 2018, the leading cause of death for males was coronary heart disease, accounting for
10,300 (13%) deaths. Dementia including Alzheimer’s disease was the leading cause of
death for females, accounting for 9,000 (12%) deaths, closely followed by coronary heart
disease (7,300; 10% of deaths). Cerebrovascular disease (which includes stroke), lung
cancer and chronic obstructive pulmonary disease (COPD) make up the top 5 leading
underlying causes of death in Australia for males and females of all ages combined
(Figure 1).
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Males account for more deaths due to coronary heart disease, lung cancer and COPD.
Females account for the majority of deaths due to cerebrovascular disease and
dementia including Alzheimer’s disease.

Figure 1: Leading causes of death, by sex, 2018
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Leading causes of death by age

As well as differences by sex, the leading causes of death vary by age. Chronic diseases
feature more prominently among people aged 45 and over, while the leading causes
among people aged 1-44 are external, such as land transport accidents, suicides and
accidental poisoning (Figure 2).

Among infants, perinatal and congenital conditions (which includes respiratory and
cardiovascular disorders specific to the perinatal period, birth trauma and congenital
malformations) caused most deaths. See Health of mothers and babies.
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Land transport accidents were the most common cause of death among children aged
1-14 (accounting for 11% of all deaths in this age group). Suicide was the leading cause
of death among people aged 15-24 and 25-44. Coronary heart disease and lung cancer
were the leading causes of death for people aged 45-74. Dementia including Alzheimer’s
disease was the second leading cause of death among people aged 75 and over
(responsible for 12% of deaths), behind coronary heart disease (13%).

Figure 2: Leading causes of death, by age group, 2016-2018

Age group
Rank Under 1 1-14 15-24 25-44

Perinatal and
congenital Lung cancer
conditions
3 Sudden infant Brain cancer
death syndrome
Colorectal Colorectal
cancer cancer

Breast cancer Breast cancer

65-74 75+

Perinatal and
1 congenital
conditions

Lung cancer

Lung camcer

Disease group: click on a group to highlight those causes of death

Cancer . Ill-defined . Injuries . Respiratory
. Cardiovascular Infant & congenital . Meurological
Notes

1. 'Other ill-defined causes’ include the following codes: Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified
(1CD-10 codes ROO-R99, excluding R95: Sudden infant death syndrome (SIDS); Cardiac arrest, unspecified (146.9); Respiratory failure of newborn
(P28.5); Other unspecified convulsions {R56.8)). AIHW General Record of Incidence of Martality (GRIM) data are available for selected leading causes
of death.

2_There were no suicide deaths in children under 5. The number of deaths of children attributed to suicide can be influenced by coranial reporting
practices, see ABS 3303.0 - Causes of Death, Australia, 2011 (Explanatory Notes 92-95) for further information.

Sowrce: AIHW Mational Meortality Database.

41 Australia's health snapshots 2020



Trends

In Australia, death rates have continued to decline since at least the early 1900s. The
age-standardised death rate fell by 73% between 1907 and 2018 for males, and by 77%
for females. This was largely driven by the decline of infant and child deaths since the
early 1900s. The leading causes of death at that time were infectious diseases and
diseases of the circulatory system. As people are now more likely to reach older ages,
dementia including Alzheimer’s disease, cardiovascular diseases and other chronic
conditions (notably cancers) are becoming more prominent as causes of death.

The decline in death rates is reflected in improved life expectancy at birth. A boy born in
2016-2018 can expect to live to the age of 80.7 and a girl can be expected to live to 84.9
years, compared to 55.2 and 58.8 years, respectively, in 1901-1910 (ABS 2014; ABS
2019).

The 10 leading causes of death in 2018 were generally the same as in 2008, albeit with
different rankings (Figure 3).

e For males, coronary heart disease was the leading cause of death in both these
years, accounting for 17% of deaths in 2008 and 13% in 2018. However, the death
rate from coronary heart disease has decreased over the decade. The largest change
in leading causes of death for males from 2008 to 2018 was the rise of dementia
including Alzheimer's disease, from seventh to third place.

e For females, coronary heart disease, cerebrovascular disease, breast cancer and
colorectal cancer fell in rank from 2008 to 2018. On the other hand, there were
notable increases—for dementia including Alzheimer’s disease (from third to first
place) and for COPD (from seventh to fifth place).

e Kidney failure moved out of the 10 leading causes of death for females after 2008
and was replaced by influenza and pneumonia in 2018.
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Figure 3: Leading causes of death, by sex, 2008 and 2018

Coloured lines link the leading causes of death in 2008 with those in 2018: a grey line means that the ranking of the cause of
death remained the same in 2018 as in 2008; a green line, that the ranking of the cause of death rose compared with thatin
2008; and z blue line, that the ranking of the cause of death in 2018 decreased compared with that in 2008.
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1 Rankings are based on the number of deaths; a decline in rank does not necessarily mean a decline in the number of deaths.
2_Data for 2018 are based on the preliminary version of cause of death data and are subject to further revision by the Australian Bureau of Statistics.
Sowrce: AIHW Mational Mertality Database.

http:/fwww.aihw.gov.au

Variation between population groups

Leading causes of death differ between population groups. This may be driven by
variations in the population characteristics, causes of death at different ages,
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characteristics of the place where people live, the prevalence of illness and risk factors,
and access to health services.

Aboriginal and Torres Strait Islander Australians

e In2014-2018, the 5 leading causes of death for Indigenous Australians were
coronary heart disease, diabetes, lung cancer, COPD and suicide.

e For Indigenous Australians, the age-standardised death rate for diabetes was over 5
times as high as for non-Indigenous Australians (78 compared with 15 deaths per
100,000 population). For COPD, it was almost 3 times as high (70 compared with 24
deaths per 100,000 population).

e Diabetes and suicide were not included in the 5 leading causes of death for non-
Indigenous Australians (which were coronary heart disease, dementia including
Alzheimer’s, cerebrovascular disease, lung cancer, and COPD) (Figure 4).

See Indigenous life expectancy and deaths.

44 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/australias-health/indigenous-life-expectancy-and-deaths

Figure 4: Leading causes of death, by Indigenous status, 2014-2018

Rank Indigenous Mon-Indigenous

1
2
3 Lung cancer
4 Lung cancer
5
Cancer Endocrine . MNeurological

. Cardiovascular . Injuries . Respiratory

Nete: Mortality data by Indigenous status are restricted to those 5 states and territories where information
on Indigenous status is considered of sufficient quality and completeness of reporting: New South Wales,
Queensland, Western Australia, South Australia and the Northern Territory.

Sowurce: AIHW National Mortality Database.

hitp:/ /www. aibw. gov.au

Remoteness areas

e In 2014-2018, the overall age-standardised death rate increased with increasing
remoteness. In Very remote areas, the age-standardised mortality rate was 1.5 times
the rate in Major cities (773 and 506 deaths per 100,000 population respectively).
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The top 5 causes of death in Very remote areas were the same as for the total
Indigenous population—coronary heart disease, diabetes, COPD, lung cancer and
suicide.

Coronary heart disease was the leading cause of death across all remoteness areas;
in Very remote areas, the age-standardised death rate was 1.7 times the rate in Major
cities (97 and 59 deaths per 100,000 population respectively).

Diabetes was the second leading cause of death in Very remote areas and seventh in
Major cities—the age-standardised death rates were almost 4 times as high in Very
remote areas as in Major cities (57 and 14 deaths per 100,000 respectively).

In Very remote areas, the age-standardised death rates for suicide were 2.2 times as
high as in Major cities (24 and 11 deaths per 100,000 respectively).

Dementia including Alzheimer’s disease had a lower ranking in Remote and very
remote areas compared with Major cities and Regional areas (Figure 5).

See Rural and remote health.
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Figure 5: Leading causes of death, by remoteness area, 2014-2018

Remoteness area

Rank Major cities Inner regicnal areas QOuter regional areas Remote areas Very remote areas

- - Lung o

Lung cancer Diabetes

4 Lung cancer Lung cancer Lung cancer
5 - - o
Cancer . Cardiovascular Endocrine . Injuries . MNeurological . Respiratary

Sowrce: AIHW Mational Mertality Database.
http:/fwww. aihw.gov.au

Socioeconomic areas

e Inthe period 2014—2018, the overall age-standardised death rate decreased with
increasing socioeconomic position. For people living in the lowest socioeconomic
areas, the age-standardised death rate was 1.5 times the rate for people living in the
highest socioeconomic areas (638 and 432 deaths per 100,000 respectively).

e Four leading causes of death were common across all 5 socioeconomic areas—
coronary heart disease, dementia including Alzheimer's disease, cerebrovascular
disease and lung cancer. Colorectal cancer was the fifth leading cause of death for
the highest socioeconomic areas, while in the other socioeconomic areas this was
COPD.

e For people living in the lowest socioeconomic areas, age-standardised death rates
for diabetes, COPD and lung cancer were about twice those for people living in the

47 Australia's health snapshots 2020



highest socioeconomic areas (diabetes: 23 and 10 deaths per 100,000 respectively;
COPD: 35 and 15 deaths per 100,000 respectively; and lung cancer: 38 and 20 deaths
per 100,000 respectively).

See Health across socioeconomic groups.

Where do | go for more information?

For more information on causes on death in Australia, see:

e Deaths in Australia

e General incidence of mortality (GRIM) data

e Mortality over regions and time (MORT) books
e Australian Bureau of Statistics (ABS) Deaths, Australia, 2018
e ABS Causes of death, Australia, 2018

Visit Life expectancy & deaths for more on this topic.
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Chronic conditions and
multimorbidity

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/chronic-conditions-and-
multimorbidity

Chronic conditions are an ongoing cause of substantial ill health, disability and
premature death, making them an important global, national and individual health
concern. Also referred to as chronic diseases, non-communicable diseases or long-term
health conditions, chronic conditions are generally characterised by their long-lasting
and persistent effects.

Chronic conditions often have complex and multiple causes. They are not usually
immediately life-threatening but tend to develop gradually, becoming more common
with age. Once present, they often persist throughout a person’s life, so there is
generally a need for long-term management by individuals and health professionals.

Many people with chronic conditions do not have a single, predominant condition, but
rather they experience multimorbidity—the presence of 2 or more chronic conditions in
a person at the same time. People living with multimorbidity often have complex health
needs and report poorer overall quality of life.

For health service providers, multimorbidity can make treatment more complex and can
require ongoing management and coordination of specialised care across multiple parts
of the health system. This places a heavy demand on Australia’s health care system, and
requires substantial economic investment. A key focus of the Australian health system,
therefore, is the prevention and better management of chronic conditions to improve
health outcomes (Department of Health 2019).

Selected chronic conditions

Although the term ‘chronic conditions’ covers a diverse group of conditions, 10 chronic
conditions are the focus of analysis on this page: arthritis, asthma, back pain and problems,
cancer, cardiovascular diseases (selected heart, stroke and vascular diseases; excluding
hypertension), chronic obstructive pulmonary disease (COPD), diabetes, chronic kidney
disease, mental and behavioural conditions (including mood disorders, alcohol and drug
problems and dementia), and osteoporosis.

These conditions were selected because they are common, pose significant health problems,
and have been the focus of ongoing national surveillance efforts (ABS 2018). In many
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instances, action can be taken to prevent these conditions, making them an important focus
for preventative health initiatives (Department of Health 2020).

Self-reported data from the Australian Bureau of Statistics 2017-18 National Health Survey
(NHS) provide estimates of the number of Australians affected by 1 or more of the 10
selected chronic conditions, and how living with chronic conditions affects their lives (ABS
2018, 2019).

Findings on this page are largely based on analysis of NHS data as these data enable us to
look at the co-occurrence of the selected chronic conditions across the Australian population
to produce estimates of multimorbidity. Estimates presented here may differ from those
reported elsewhere due to differences in the data source used, including differences in the
method of data collection (for example, self-report survey or diagnostic survey), and the
specific chronic conditions included in analysis. Multimorbidity estimates presented here are
of multimorbidity associated with the 10 selected chronic conditions only, and do not
estimate the prevalence of multimorbidity more broadly.

For further detail on some of the most common chronic conditions see: Bone and joint
health, Cancer, Chronic kidney disease, Chronic respiratory conditions, Coronary heart
disease, Dementia, Diabetes, Mental health.

How common are chronic conditions?

Almost half of Australians (47%, or more than 11 million people) were estimated to have 1
or more of the 10 selected chronic conditions in 2017-18 (ABS 2018).

Mental or behavioural conditions; back pain and problems; and arthritis were the most
common of the 10 selected chronic conditions. Based on self-reported information from
the 2017-18 NHS, it was estimated that about:

e 4.8 million (20%) people had a mental or behavioural condition, which was the
most commonly reported chronic condition for both males and females (Figure 1)

e 4 million (16%) had back pain and problems, which includes sciatica, disc
disorders, and curvature of the spine

e 3.6 million (15%) had arthritis, with females (18%) more likely than males (12%) to
have the condition.

The most common chronic conditions varied by age group. Of the 10 selected conditions
in 2017-18:

e mental and behavioural conditions were the most common conditions among
people aged 15-44 (22%)

e back pain and problems, and arthritis were the most common conditions among
people aged 45-64 (25% each)

e almost half (49%) of people aged 65 and over were estimated to have arthritis—
the most common chronic condition among people in this age group (ABS 2018).
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Four in 5 Australians aged 65 and over (80%) were estimated to have 1 or more of the
selected chronic conditions in 2017-18 (ABS 2018).

Figure 1: Most commeon chronic conditions by sex and age, 2017-18

Filter
@) Sex
Age group

Males Mental and behavioural conditions

Back problems

Arthritis

Asthma

Diabetes

Females Mental and behavicural conditions

Arthritis

Back problems

Asthma

Osteoporosis

Perscns Mental and behavioural conditiens

Back problems

Arthritis

Asthma

Diabetes

0 2 4 [ 8 10 1z 14 16 18 20 22
Per cent
[Notes]

Source: ABS 2018

How common is multimorbidity?

It is estimated that 20% of Australians (4.9 million people) had 2 or more of the 10
selected chronic conditions in 2017-18, a state of health known as multimorbidity (ABS
2019).

Females were more likely to have multimorbidity than males (23% compared with 18%)
(ABS 2019) (Figure 2). This difference remained after adjusting for differences in the age
structure between females and males.
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Multimorbidity becomes more common with age. In 2017-18, people aged 65 and over
were more likely to have 2 or more of the selected conditions compared with people aged
15-44 (51% compared with 12%) (Figure 2).

Figure 2: Number of chronic conditions experienced by sex and age, 2017-18
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Variation between population groups

Certain groups of people are more likely to experience multimorbidity than others. In
2017-18, the prevalence of multimorbidity increased with increasing socioeconomic
disadvantage, ranging from 14% in the highest socioeconomic areas to 25% in the
lowest socioeconomic areas. However, the prevalence of multimorbidity was similar
across remoteness areas (ranging from 18% in Major cities and Remote areas to 21% in
Inner and Outer regional areas) (Figure 3). These findings adjust for differences in the age
structure of the populations being compared. See Rural and remote health.
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Figure 3: Number of chronic conditions experienced by remoteness and socioeconomic area, 2017-18
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Impact

Living with chronic conditions can have a substantial impact on an individual’s health
and their health service use. Analysis of the National Hospitals Morbidity Database,
National Mortality Database and Australian Burden of Disease Study 2015 data shows
the 10 selected chronic conditions:

e wereinvolvedin 5in 10 hospitalisations (51%) in 2017-18
e contributed to nearly 9 in 10 deaths (89%) in 2018

e contributed to around 66% of the total burden of disease (fatal and non-fatal) in
Australia in 2015 (excluding burden associated with osteoporosis which is not
available within current burden of disease estimates) (AIHW 2019). See Burden of
disease for more information on definitions and the burden of disease associated
with these conditions.

Living with chronic conditions can also affect a person'’s quality of life and have social
and economic effects. The impact is even greater for people living with multimorbidity.
Based on self-reported data from the 2017-18 NHS, people with multimorbidity were
less likely to be in the labour force (working or seeking work) than people with no
chronic conditions. Of all people aged 18-64 with multimorbidity, 71% were working or
seeking work compared with 86% of people aged 18-64 with no chronic conditions (ABS
2019).
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Compared with those with no long-term conditions, people aged 18 and over with
multimorbidity also had higher levels of:

o disability, restriction or limitation (50% of people aged 18 and over with
multimorbidity experienced disability, restriction or limitation compared with 7.9%
of people of the same age with no long-term conditions)

e high or very high psychological distress (35% compared with 4.3%)
e bodily pain experienced in the previous 4 weeks (88% compared with 55%)
e fair or poor health (32% compared with 5.3%) (ABS 2019).

These comparisons adjust for differences in the age structure of the populations being
compared.

Risk factors

Many chronic conditions share common risk factors that are largely preventable or
treatable, for example: tobacco smoking, physical inactivity, poor diet, overweight and
obesity and other biomedical risk factors such as high blood pressure. Preventing or
modifying these risk factors can reduce the risk of developing a chronic condition and
result in large population and individual health gains by reducing illness and rates of
death.

As with chronic conditions, these risk factors tend to be more prevalent in the lowest
socioeconomic areas and in regional and remote areas (see: Health across
socioeconomic groups and Rural and remote health).

Treatment and management

Most care for chronic conditions is provided in the primary health care setting by
general and allied health practitioners. Mental and behavioural conditions (including
anxiety, depression and mood disorders), musculoskeletal (including arthritis),
respiratory (including asthma) and endocrine and metabolic conditions (including
diabetes) were the most common health concerns managed by general practitioners in
2019 (RACGP 2019). Effective primary health care can help prevent unnecessary
hospitalisations and improve health outcomes (AMA 2017; OECD 2017). See: Primary
health care and Potentially preventable hospitalisations.

Within Australia, it is recognised that multimorbidity increases the complexity of patient
care (Harrison & Siriwardena 2018). People living with multiple chronic conditions have
more medical appointments and medications to manage (RACGP 2019), yet historically
there has been a lack of coordination and communication between different parts of the
Australian health care system (Department of Health 2018; RACGP 2019).

The Australian Government has implemented a number of approaches with the aim of
improving coordination and care for people with chronic conditions, including:
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e access to care plans and assessments through the Medicare Benefits Schedule for
the planning and management of chronic conditions

e subsidies through the Pharmaceutical Benefits Scheme for a range of medicines
used in the treatment of chronic conditions

e trialling Health Care Homes where patients are enrolled with a specific general
practice or Aboriginal Community Controlled Health Service to coordinate their care
and to facilitate services by a care team. The care team can include a range of health
professionals (for example, general practitioners, specialists, allied health
professionals and practice nurses) (Department of Health 2018).

In 2017, all Australian health ministers endorsed the National Strategic Framework for
Chronic Conditions (the Framework). The Framework provides guidance for the
development and implementation of policies, strategies, actions and services to tackle
chronic conditions. It moves away from a disease-specific approach and better caters for
shared health determinants, risk factors and multimorbidities across a broad range of
chronic conditions.

The Framework outlines 3 objectives that focus on preventing chronic conditions, and
thus minimising multimorbidities; providing efficient, effective and appropriate care to
manage them; and targeting priority populations (AHMAC 2017). The Framework will
inform the development of the National Preventative Health Strategy announced by the
Minister for Health in June 2019 (Department of Health 2019).

Where do | go for more information?

For further information on chronic conditions and multimorbidity, see:

e COPD, associated comorbidities and risk factors

e Asthma, associated comorbidities and risk factors

e Musculoskeletal conditions and comorbidity in Australia

e Cardiovascular disease, diabetes and chronic kidney disease: Australian facts:
prevalence and incidence

e Australian Bureau of Statistics National Health Survey: first results, 2017-18

Visit Chronic disease for more on this topic.
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Chronic kidney disease

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/chronic-kidney-disease

Chronic kidney disease (CKD) refers to all conditions of the kidney affecting the filtration
and removal of waste from the blood for 3 months or more. CKD is identified by
reduced filtration by the kidney and/or by the leakage of protein or albumin in the urine.
CKD is mostly diagnosed at more advanced stages when symptoms become more
visible. End-stage kidney disease (ESKD) is the most severe form of CKD where people
usually require kidney replacement therapy (KRT)—a kidney transplant or dialysis—to
survive.

CKD is largely preventable because many of its risk factors—high blood pressure,
tobacco smoking, overweight and obesity, and impaired glucose regulation—are
modifiable. Early detection of CKD by simple blood or urine tests enables treatment to
prevent or slow down its progression.

How common is chronic kidney disease?

In 2011-12, an estimated 1 in 10 people (1.7 million Australians) aged 18 and over had
biomedical signs of CKD, according to the Australian Bureau of Statistics’ (ABS) latest
National Health Measure Survey in 2011-12 (AIHW 2014). The risk of CKD increases
rapidly with age, affecting around 4 in 10 (42%) people aged 75 and over.

Early stages of CKD are often underdiagnosed as there are no apparent signs or
discomfort to the person. CKD is a largely underdiagnosed condition—only 10% of
survey respondents who showed biomedical signs of CKD reported having CKD.

Between 1999-2000 and 2011-2012, the CKD prevalence rate remained stable, but the
number of Australians with moderate to severe loss of kidney function nearly doubled
(from 322,000 in 1999-2000 to 604,000 in 2011-2012). This increase was mostly driven
by growth in the population of older people (as people live longer) and survival of
people with advanced stages of CKD receiving KRT (AIHW 2018).

There were around 5,100 new cases of end-stage kidney disease in Australia in 2013,
which equates to around 14 new cases per day. Of these, around 50% were receiving
KRT.

The rate of new cases of KRT-treated and non-KRT-treated ESKD increased with age for
all age groups to the age of 74. From age 75, only rates of non-KRT-treated ESKD rose
rapidly—an 11-fold increase from age 65-74 (from 13 to 145 per 100,000 population)
(Figure 1). The relative contribution of persons newly diagnosed with ESKD and receiving
KRT to the overall incidence rate decreases significantly with age: 9in 10 (92%) new
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patients with ESKD aged under 55 have received KRT compared with 1in 5 (19%) new
patients with ESKD aged 75 and over.

Figure 1: Incidence of ESKD, by age and treatment status, 2013
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Between 1997 and 2013, the number of new cases of KRT-treated and non-KRT-treated
ESKD increased by 71% and 35% respectively. However, the rate for both treatment
groups has remained relatively stable since 2001—an average of 10 per 100,000
population per year (Figure 2).
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Figure 2: Incidence of ESKD by treatment status, 1997 to 2013
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Impact

Burden of disease

The contribution of CKD to the total disease burden (fatal and non-fatal) in Australia has
increased since 2003. In 2015, CKD was responsible for 1.2% of the total burden
compared with 0.8% in 2003. The burden of CKD increased rapidly with age, with CKD
being the seventh leading cause of burden among those aged 85 and over.

Impaired kidney function contributes to the burden of CKD as well as several other
diseases, including gout, peripheral vascular disease, dementia, coronary heart disease
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and stroke. In 2015, 2.1% of total disease burden could have been prevented if people
had not had impaired kidney function (AIHW 2019b).

See Burden of disease.

Deaths

According to the National Mortality Database, CKD contributed to around 16,800 (11%,
or 1in 9) deaths in 2018, with 79% of these recording CKD as an associated cause of
death (AIHW 2019d). CKD is more often recorded as an associated cause as the disease
itself may not lead directly to death. When CKD was an associated cause of death, the
most common underlying causes of death were:

e diseases of the circulatory system (37%), such as coronary heart disease and heart
failure and cardiomyopathy

e cancers (19%) such as prostate, lung, blood and bladder cancer
e diseases of the respiratory system (8.8%) such as COPD and pneumonia
e endocrine, nutritional and metabolic diseases (8.8%), in particular type 2 diabetes

e dementia and Alzheimer's disease (7.6%).

CKD is often under-reported as a cause of death, as shown by linked data from the
Australia and New Zealand Dialysis and Transplant (ANZDATA) registry and National
Death Index, in which over half (53%) of the patients with ESKD who received KRT and
died during the period 1997-2013 did not have ESKD recorded on their death certificate
(AIHW 2016b).

See Causes of death.
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Treatment and management

Hospitalisations

According to the National Hospital Morbidity Database, in 2017-18, CKD was recorded
as the principal or additional diagnosis in around 1.9 million hospitalisations—17% of all
hospitalisations in Australia (AIHW 2019c). Of these, 80% (1.5 million) were for regular
dialysis treatment, making dialysis the most common reason for hospitalisation (AIHW
2019a). Age-standardised rates for dialysis have increased by 19% over the last decade,
from 4,500 per 100,000 population in 2007-08 to 5,400 per 100,000 population in 2017-
18.

There were 370,000 hospitalisations with a diagnosis of CKD (excluding regular dialysis
as a principal diagnosis) in 2017-18. Most of these (84%) had CKD as an additional
(rather than principal) diagnosis.

The number of hospitalisations for CKD as the principal diagnosis (excluding regular
dialysis) doubled between 2000-01 and 2017-18, from 24,100 to 51,300 hospitalisations.
The age-standardised hospitalisation rate for CKD increased by 54% between 2000-01
and 2017-18 (126 and 194 per 100,000 population, respectively).

See Hospital care.

Kidney replacement therapy

In 2018, around 25,400 people received KRT. KRT rates are higher in males than females
at all ages as ESKD is more prevalent in the male population. KRT rates increase with age
until the age of 80 and then fall from age 80. Of all people receiving KRT, 53% had
dialysis while 47% had a kidney transplant. The number of people receiving KRT has
more than doubled in the last 2 decades, from around 10,500 to 25,400 and the KRT rate
in 2018 (92 per 100,000) was 1.6 times as high as the rate in 1998 (57 per 100,000)
(Figure 3).
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Figure 3: People with ESKD receiving kidney replacement therapy (KRT), by sex, 1989 to 2018
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Variation between population groups

The impact of CKD varies between population groups, with rates being 2.1-7.3 times as
high among Aboriginal and Torres Strait Islander Australians compared with non-
Indigenous Australians. Generally, the impact of CKD increases with rising
socioeconomic disadvantage. Rates of CKD hospitalisation were 2.2 times as high in the
lowest socioeconomic areas compared with the highest.

Figure 4: Impact of chronic kidney disease (CKD)—variation between selected population groups
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Sources: AIHW 2014, 2015a, 2015b, 2016a, 2016b, 20190, 2019¢, 2015d; ANZDATA 2018.

Where do | go for more information?

More information on CKD is available at:

e Chronic kidney disease
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e Geographical variation in chronic kidney disease

e Incidence of end-stage kidney disease in Australia 1997-2013

e Australian Bureau of Statistics Australian Health Survey: Biomedical Results for
Chronic Diseases, 2011-12

Visit Chronic kidney disease for more on this topic.
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Chronic respiratory conditions

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/chronic-respiratory-conditions

Chronic respiratory conditions affect the airways, including the lungs and the passages
that transfer air from the mouth and nose into the lungs. These conditions are
characterised by symptoms such as wheezing, shortness of breath, chest tightness and
cough. Chronic respiratory conditions can be grouped in a variety of ways, including
obstructive lung diseases and restrictive lung diseases. Obstructive lung diseases are
diseases that cause more difficulty with exhaling air, such as asthma, chronic obstructive
pulmonary disease (COPD) and bronchiectasis. Restrictive lung diseases are diseases
that can cause problems by restricting a person'’s ability to inhale air, such as pulmonary
fibrosis, chronic sinusitis and occupational lung diseases (Leader 2019). This page
focuses on asthma, COPD and bronchiectasis as these are common respiratory
conditions and are associated with poor health and wellbeing.

Risk factors associated with chronic respiratory conditions can be behavioural,
environmental or genetic. Risk factors that cannot be changed include age and genetic
predisposition. Risk factors that can be changed include smoking; exposure to
environmental fumes, carbon-based cooking and heating fuels; occupational hazards;
poor nutrition; overweight/obesity; and sedentary lifestyle.

How common are chronic respiratory conditions?

The Australian Bureau of Statistics (ABS) 2017-18 National Health Survey (NHS) provides
estimates of the self-reported prevalence of chronic respiratory conditions. Chronic
respiratory conditions affect almost one-third (31%) of Australians. Of the estimated 7.4
million Australians with these conditions, 4.7 million (19% of the total population) had
allergic rhinitis (‘hay fever'); 2.7 million (11%) had asthma; 2.0 million (8.4%) had chronic
sinusitis; and 599,000 (2.5%) had COPD (ABS 2018).

COPD affects mainly middle-aged and older people. While it is occasionally reported in
younger age groups, in those aged 45 and over there is more certainty that the
condition is COPD and not another respiratory condition. The 2017-18 NHS estimates
that 464,000 (4.8%) Australians aged 45 and over had COPD (ABS 2019). However, a
large international study (Burden of Obstructive Lung Disease—BOLD), which used lung
function testing plus self-reported questionnaires of nearly 10,000 people, estimated
that the prevalence of COPD in Australia was 7.5% for people aged 40 and over and 30%
for people aged 75 and over (Toelle et al. 2013). It is important to note that accurately
estimating the prevalence of COPD requires clinical testing.
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Trend

During the last decade:

e the prevalence of asthma has increased, from 9.9% of the population in 2007-08 to
11% of the population in 2017-18

e the prevalence of COPD among people aged 45 and over has remained relatively
stable after adjusting for differences in age structure (3.9% of the population in
2007-08 and 4.6% of the population in 2017-18) (Figure 1).

Figure 1: Prevalence of asthma, people of all ages, by sex, 2007-08 tc 2017-18
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The prevalence of asthma and COPD varied by sex and age (Figure 2):
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e Asthma affects people of all ages. Asthma was more common in boys at younger
ages (0-14) and more common in women at older ages (25 years and over, with the
exception of the 35-44 year age group which was similar between men and women).

e COPD mainly occurs in people aged 45 and over, and the prevalence tends to
increase with age. COPD was more prevalent in women than men for those aged
55-64; however, the prevalence was similar between the sexes in other age groups.

Figure 2: Prevalence of asthma, people of all ages, by sex and age, 2017-18
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Comorbidity

People with chronic respiratory conditions often have other chronic and long-term
conditions. This is called ‘comorbidity’, which describes any additional disease that is
experienced by a person with a disease of interest (the index disease).

In the 2017-18 NHS, for people aged 45 and over with:
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e Asthma: 81% had at least 1 other chronic condition; among them, 49% had arthritis
and 37% had back problems. For more information on asthma comorbidities, see
Asthma, associated comorbidities and risk factors.

e COPD: 90% had at least 1 other chronic condition; among them, 55% had arthritis
and 43% had asthma. For more information on COPD comorbidities, see Chronic
obstructive pulmonary disease (COPD), associated comorbidities and risk factors.

There is an increasing recognition that asthma and COPD may occur together. Overall,
about 20% of patients with obstructive airway disease have been diagnosed with both
asthma and COPD (Gibson & MacDonald 2015).

Thunderstorm asthma

Thunderstorm asthma can occur suddenly in spring or summer when there is a lot of
pollen in the air and the weather is hot, dry, windy and stormy. People with asthma
and/or hay fever need to be extra cautious to avoid flare-ups induced by thunderstorm
asthma between September and January in Victoria, New South Wales and Queensland
because it can be very serious (National Asthma Council Australia 2019b). In 2016, a
serious thunderstorm asthma epidemic was triggered in Melbourne when very high
pollen counts coincided with adverse meteorological conditions, resulting in 3,365
people presenting at hospital emergency departments over 30 hours, and 10 deaths
(Thien et al. 2018). Following this event, a thunderstorm asthma forecasting system has
been developed to give Victorians early warning of possible epidemic thunderstorm
asthma events in pollen season (Victoria State Government 2019). See Natural
environment and health.

Impact

Deaths

In 2018, COPD was the fifth leading underlying cause of death in Australia, with 7,113
deaths (4.5% of all deaths). There were 389 deaths due to asthma (0.2% of all deaths),
and 387 deaths due to bronchiectasis, of which 371 (96%) were people aged 60 and
over. Trends over the last decade show that the age-standardised rate of death due to
COPD among people aged 45 and over fluctuated, with the highest rate in 2014 at 70
deaths per 100,000 population and the lowest in 2010 at 61 deaths per 100,000
population (Figure 3). See Causes of death.
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Figure 3: Deaths due to asthma, bronchiectasis and COPD, 2009 to 2018
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Sowrce: AIHW Mational Mortality Database.

Burden of disease

Chronic respiratory diseases contribute substantially to the disease burden in the
Australian population. In recognition of this burden, the National Asthma Strategy was
launched in January 2018 (Department of Health 2018), and the National Strategic Action
Plan for Lung Conditions was launched in February 2019 (Department of Health 2019).

The Australian Burden of Disease Study found that, in 2015, respiratory diseases
contributed 7.5% of the total burden of disease and injury in Australia (AIHW 2019a):

e Respiratory diseases were ranked as the sixth leading disease group contributing to
total burden, after cancer, cardiovascular disease, musculoskeletal conditions,
mental and substance use disorders, and injuries.
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e COPD contributed 51% of the respiratory diseases burden, and asthma contributed
34%.

e Atthe individual disease level: COPD was the third leading cause of total burden;
asthma was ranked as the ninth leading cause of total burden overall, but was the
first leading cause of total burden among children aged 5 to 14.

See Burden of disease.

Expenditure

The Australian Disease Expenditure Study showed that in 2015-16, an estimated 3.5%
(%4 billion) of total disease expenditure in the Australian health system was attributed to
respiratory conditions (AIHW 2019b):

e COPD cost the Australian health system an estimated $976.9 million, representing
24% of disease expenditure on respiratory conditions and 0.8% of total disease
expenditure.

e Asthma cost the Australian health system an estimated $770.4 million, representing
19% of disease expenditure for respiratory conditions and 0.7% of total disease
expenditure.

See Health expenditure.

Treatment and management

Primary care

General practitioners (GPs) play an important role in managing asthma in the
community, but there is currently no nationally consistent primary health care data
collection to monitor provision of care by GPs. One of the key steps in managing asthma
is for patients to follow a personal asthma action plan developed with their GP. The plan
outlines what to do if symptoms flare up and what to do in an asthma emergency
(National Asthma Council Australia 2019a). According to the 2017-18 NHS, an estimated
839,000 (31%) people with self-reported asthma across all ages had a written asthma
action plan. Children aged 0-14 with asthma were most likely to have a plan (67%), and
24% of people with asthma aged 15 and over had a plan (ABS 2019). See Primary health
care.

Hospitalisations

People with chronic respiratory conditions require admission to hospital when they
cannot be managed at home or by a GP, or their symptoms exacerbate acutely. In 2017-
18, asthma was the principal diagnosis in 38,800 hospitalisations; COPD was the
principal diagnosis in 77,700 hospitalisations of people aged 45 and over; and
bronchiectasis was the principal diagnosis in 7,700 hospitalisations. Trends over time
show that:
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e the hospitalisation rate for asthma fluctuated during the last decade, with the
highest rate at 183 per 100,000 population in 2009-10 and the lowest at 158 per
100,000 population in 2017-18

e the hospitalisation rate for COPD also fluctuated, with the highest at 757 per
100,000 population in 2016-17 and the lowest at 663 per 100,000 population in
2013-14 (Figure 4).

See Hospital care.

Figure 4: Hospitalisations due to asthma, bronchiectasis and COPD, 2008-09 to
2017-18
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Sowrce: AIHW Mational Hospitals Merbidity Database.

Hospitalisations due to asthma, COPD and bronchiectasis are classified as potentially
preventable. Potentially preventable hospitalisations are defined as admissions to
hospital where the hospitalisation could have potentially been prevented through the
provision of appropriate individualised preventative health interventions and early
disease management usually delivered in primary care and community-based care
settings (AIHW 2019c).
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Variation between population groups

The impact of asthma, COPD and bronchiectasis varies between population groups, with
rates of prevalence, hospitalisation, death and disease burden being 1.1-2.0 times as
high in Remote and very remote areas as in Major cities. Meanwhile, the impact of asthma,
COPD and bronchiectasis increases with decreasing socioeconomic position. Rates were
1.2-2.8 times as high in the lowest socioeconomic areas compared with the highest
(Figure 5).

Figure 5: Impact of selected chronic respiratory conditions, by selected population
groups

Hower on the numbers for more information on the impact of selected chronic respiratory conditions in each population group

Remote and very remote Lowest / Highest

Comparing rates for: / Major cities socioeconomic areas
Asthma Having asthma 1.1x 1 4x
Hospitalised for asthma 11x 18x

Burden of disease for asthma 1.3x 1.8x

Bronchiectasis Hospitalised for bronchiectasis 2.0x 12x
COPD Having COPD 1.1x 2.3x
Hospitalised for COPD 17x 2.8x

Dying from COPD 1.9x 2.8x

Burden of disease for COPD 16x 1.6x

* Age-standardised rates for asthma death and bronchiectasis death by remoteness and sociceconomic areas are not available due to small numbers.
The data for bronchiectasis prevalence and burden of disease are not available.

Where do | go for more information?

For more information on chronic respiratory conditions, see:

e Asthma
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Visit Chronic respiratory conditions for more on this topic.

Chronic obstructive pulmonary disease (COPD)

Bronchiectasis

Allergic rhinitis (‘hay fever')

National asthma indicators—an interactive overview

Australian Bureau of Statistics National Health Survey: First Results, 2017-18
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Coronary heart disease

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/coronary-heart-disease

Coronary heart disease (CHD) is the leading single cause of disease burden and death in
Australia. There are 2 major clinical forms—heart attack (also known as acute
myocardial infarction) and angina. A heart attack is a life-threatening event that occurs
when a blood vessel supplying the heart is suddenly blocked completely. Angina is a
chronic condition in which short episodes of chest pain can occur periodically when the
heart has a temporary deficiency in its blood supply.

CHD is largely preventable, as many of its risk factors are modifiable. These include
tobacco smoking, biomedical risk factors such as high blood pressure and high blood
cholesterol, insufficient physical activity, poor diet and nutrition, and overweight and
obesity. As a result of the substantial burden of CHD in the population, a National
Strategic Action Plan for Heart Disease and Stroke is under development. The action
plan aims to reflect priorities, and identify implementable actions to reduce the impact
of CHD in the community.

How common is coronary heart disease?

In 2017-18, an estimated 580,000 Australians aged 18 and over (2.8% of the adult
population) had CHD, based on self-reported estimates from the Australian Bureau of
Statistics 2017-18 National Health Survey. The prevalence of CHD increases rapidly with
age, affecting around 1 in 7 adults (14%) aged 75 and over (ABS 2019a).

In 2017, an estimated 61,800 people aged 25 and over had an acute coronary event in
the form of a heart attack or unstable angina—around 169 events every day. This
estimate is based on the number of hospitalisations for acute myocardial infarction
(heart attack) or unstable angina, and the number of deaths due to acute coronary heart
disease (AIHW 2019¢, 2019d).

Impact

Deaths

In 2018, CHD was the leading single cause of death in Australia, accounting for 17,500
deaths as the underlying cause of death. This represents 11% of all deaths, and 42% of
cardiovascular deaths. Forty-two per cent (7,300) of CHD deaths resulted from a heart
attack (AIHW 2019d).
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Overall, the CHD death rate has fallen 82% since 1980, or 4.2% a year. While CHD death
rates fell substantially in each age group, the rate of decline was more rapid for those
aged 75 and over than for younger age groups (Figure 1). The decline in CHD death rates
has been attributed to a combination of factors, including reductions in risk factor levels,
better treatment and care, and improved secondary prevention (ABS 2018).

See Causes of death.

Figure 1: CHD deaths among people aged 55-74 and 75 and over, by sex, 1980 to 2018
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Burden of disease

In 2015, CHD accounted for 6.9% of the total burden of disease in Australia. It accounted
for 11% of the overall fatal burden of disease and 2.8% of the non-fatal burden.

The total burden due to CHD was almost twice as high in males, at 216,800 disability-
adjusted life years (DALY), as in females (112,000 DALY), and increased rapidly from age
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45 onwards—from 16 DALY per 1,000 among people aged 45-64, to 225 per 1,000
among people aged 95 and over (Figure 2).

See Burden of disease.

Figure 2: Rate of DALY due to CHD, by age group and sex, 2015
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Sowrce: AIHW 2019a.

CHD burden can be attributed to several risk factors. In 2015, dietary risk factors were
responsible for the most CHD burden (62%), followed by high blood pressure (43%), high
cholesterol (37%), overweight and obesity (25%), tobacco use (14%) and physical
inactivity (12%). It is important to note that these risk factors overlap and, as a result, the
associated risk does not sum to 100%.

Between 2003 and 2015, the overall burden from CHD reduced by 43%, with a 45% drop
in the fatal burden of CHD. The non-fatal burden also fell, by 33% (AIHW 2019a).
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Expenditure

In 2015-16, the estimated expenditure on CHD was more than $2.2 billion. The greatest
cost was due to private hospital services and public hospital admitted patient services
($813 million and $693 million respectively). The estimated Pharmaceutical Benefits
Scheme (PBS) expenditure related to CHD was around $218 million (AIHW 2019b).

See Health expenditure.

Treatment and management

Medicines

In 2017-18, 94.5 million PBS and Repatriation Pharmaceutical Benefits Scheme
prescriptions for cardiovascular medicines were dispensed to the Australian
community—31% of the total prescription medicines dispensed.

Almost three-quarters (73%) of the estimated 4 million Australians who reported having
a cardiovascular condition in 2017-18 had used a cardiovascular system medicine in the
previous fortnight (ABS 2019a).

See Medicines in the health system.

Hospitalisations

In 2017-18, CHD was the principal diagnosis in about 161,800 hospitalisations (1.4% of
all hospitalisations). Of these, 36% were for heart attack (57,400) and 24% for angina
(38,900). Most admissions for heart attack (79%) and angina (66%) were emergency
admissions (AIHW 2019c).

Between 2000-01 and 2017-18, the age-standardised rate of hospitalisations where
CHD was the principal diagnosis declined by 33%, from 833 to 557 hospitalisations per
100,000 population. The decline in hospitalisations over this period was greater among
females than among males (39% and 31% respectively). CHD was the leading cause of
hospitalisation for cardiovascular disease in 2017-18 (28% of all hospitalisations with a
principal diagnosis of cardiovascular disease).

Of all CHD hospitalisations (principal and/or additional diagnoses), 58% had a coronary
angiography (a diagnostic procedure) and 29% underwent revascularisation (surgical
procedures to restore blood supply to the heart) (AIHW 2019¢).

See Hospital care.

Primary care

Regular and timely contact with primary health care providers, such as GPs and
cardiologists, can contribute to better outcomes for those with CHD.
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An analysis of administrative data from 2012 to 2015 demonstrated that, following a
hospital admission for CHD, follow-up care with a primary health care provider reduced
the risk of a cardiovascular disease (CVD) related emergency re-admission by 5%-11%,
or CVD-related death by 4%-6%, when compared with those who did not have contact
with primary health care services. Further, regular contact with primary health care
services was associated with lower risk of readmission or death when compared with
those with more sporadic contact (AIHW 2018).

See Primary health care.

Variation between population groups

The impact of CHD varies between population groups. Rates of CHD hospitalisation were
1.5 times as high in Remote and very remote areas as in Major cities, and 1.3 times as high
in the lowest socioeconomic areas compared with the highest (Figure 3). The rate of
hospitalisations and deaths due to CHD were around twice as high among Aboriginal
and Torres Strait Islander people as among non-Indigenous Australians.
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Figure 3: Impact of Coronary heart disease—Variation between selected population groups
Hover on the numbers for more information on the impact of CHD in each population group.

Indigenous / Remote and very  Lowest/highest

Comparing rates for: . remote / Major socioeconomic
non-Indigenous .

cities areas

Having CHD 2.0x 0.9x 1.6x

Hospitalised for CHD 2.1x 1.5x 1.3x

Dying from CHD 2.0x 15x 1.6x

Burden of disease 3.1x 2.0x 1.8x

Sources: AB3 2015; ABS 2019a; AIHW 2016; AIHW 2019a; AIHW 2019¢; AIHW 20194d.

Where do | go for more information?

For more information on coronary heart disease, see:

e Cardiovascular disease

e Cardiovascular disease in women

e Transition between hospital and community care for patients with coronary heart
disease: New South Wales and Victoria 2012-2015

e Trends in cardiovascular deaths

e Medicines for cardiovascular disease

e Australian Bureau of Statistics National Health Survey: first results, 2017-18
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Visit Heart, stroke & vascular disease for more information on this topic.
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Dementia

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/dementia

Dementia is a term used to describe a group of conditions characterised by the gradual
impairment of brain function. It is commonly associated with memory loss, but can
affect speech, cognition (thought), behaviour and mobility. An individual's personality
may also change, and health and functional ability decline as the condition progresses.

While there are many forms of dementia, the best known is Alzheimer’s disease—a
degenerative brain disease caused by nerve cell death resulting in shrinkage of the
brain. The boundaries between different forms of dementia are indistinct and it is

possible for a person to have multiple (mixed) types of dementia at the same time.

Although dementia can affect younger people, it is increasingly common with advancing
age and mainly occurs among those aged 65 and over, but is not a normal part of
ageing. Dementia is a major cause of disability and dependency among older people. It
not only affects individuals with the condition, but also has a substantial impact on their
families and carers, as people with dementia eventually become dependent on their
care providers in most, if not all, areas of daily living.

How common is dementia?

The exact number of people with dementia in Australia is currently not known. It is
estimated that in 2020 there are between 400,000 and 459,000 Australians with
dementia (AIHW 2018; DA 2020), with Alzheimer’s disease accounting for up to 70% of
diagnosed cases (DA 2018).

Measuring dementia prevalence

The estimates vary because national data for the prevalence of dementia are not readily
available. As a result, current estimates are based on rates derived from published
international and local studies that have been applied to the Australian population, and the
method in which they have been applied to the Australian context differs between sources.
See ‘Dementia data in Australia—understanding gaps and opportunities’ in Australia's health
2020: data insights for more information.

It is expected that the continued growth and ageing of Australia’s population will lead to
an increase in the number of people with dementia over time, as the condition is
increasingly common with advancing age and primarily affects older people. The
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number of people with dementia is expected to increase to between 550,000 (AIHW
2018; Figure 1) and 590,000 by 2030 (DA 2020).

Figure 1: Historical and projected dementia prevalence by age group, 2010 to 2030
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Sowrce: Australian Institute of Health and Welfare (AIHW) 20138 Australia’s health 2018. Supplementary table S3.14.1. Australia's health series no.
16. AUS 221, Canberra: AIHW.
httpy/fwww.aihw.gov.au/

See International comparisons of health data for information on how the prevalence of
dementia in Australia compares with other countries. Note, the Australian dementia
prevalence rates shown in the international comparisons section are produced by the
Organisation for Economic Co-operation and Development (OECD). These rates differ
from the Australian dementia prevalence estimates described in this section due to
methodological differences. The OECD dementia prevalence rates are used for
international comparisons only.
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Risk factors

A range of factors are known to contribute to the risk of dementia and may affect the
progression of its symptoms. Some risk factors can’t be changed, such as age, genetics
and family history. However, several are modifiable, and can be altered to prevent or
delay dementia. High levels of education, physical activity and social engagement are all
protective against developing dementia, while smoking, hearing loss, depression,
diabetes, hypertension, and obesity are all linked to an increased risk of developing
dementia (Livingston et al. 2017).

Impact

Deaths

Dementia was the second leading cause of death in Australia in 2018, accounting for
almost 14,000 deaths (ABS 2019). For females, dementia was the leading cause of death
(nearly 9,000 deaths), while it was the third leading cause for males (nearly 5,000
deaths).

Between 2008 and 2017, the number of deaths where dementia was an underlying
cause increased by 68% (Figure 2). Further, the dementia death rate grew from 33
deaths per 100,000 people to 42. This may reflect not only an increase in the number of
older people with dementia, but also changes in how dementia deaths are recorded.

See Causes of death.
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Figure 2: Deaths attributed to dementia, by sex, 2008 to 2017

Measure Select year(s):
@ MNumber of deaths 2008 to 2017

() Age-standardised rate (deaths per 100,000}

L

14,0004

12,0004

10,0004

8,000

Deaths

6,000

4,000

2,000

(=]

)7 2008 2005 2010 2011 2012 2013 201 2015 201 2017 2018

Sex . Males . Females Perzons

[Motes]

Spurce: Australian Institute of Health and Welfare (AIHW) 2019. GRIM (General Record of Incidence of Mortality) books 2017: Dementia and

Alzheimer disease. Canberra: AIHW.

Burden of disease

Burden of disease refers to the quantified impact of a disease or injury on an individual
or population. Dementia was the fourth leading cause of disease and injury burden
among the Australian population in 2015, and was responsible for 3.8% of the total
burden of disease and injury, equal to 179,804 disability-adjusted life years (DALY). The
burden from dementia accounted for a greater proportion of the total burden for
females than males, accounting for 5.0% of total DALY for females and 2.7% for males.
This is influenced by the fact that women live longer than men and therefore are more
likely to develop dementia. Females comprised 52% of dementia hospitalisations (Figure
3) and 58% of people dispensed anti-dementia medicines in 2017-18.
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As expected, the dementia burden was also higher among people aged 65 and over, for
whom it was the second leading cause of total burden of disease and injury (7.7% of
total DALY) (AIHW 2019c¢).

See Burden of disease.

Expenditure

The Australian Disease Expenditure Study estimated that about $428 million in health
expenditure (excluding aged care expenditure) was attributable to dementia in Australia
in 2015-16, with $5.5 million more spent on females than males. More than $324 million
was spent on hospital-related services for people with dementia—which includes both
public and private sectors and admitted and non-admitted care. Public hospital
admitted patients were the largest contributor to hospital expenditure, accounting for
$212 million. AlImost $90 million was spent on public hospital outpatient services,
around $17 million on private hospital services, and $5.1 million was spent on public
hospital emergency department services. Public hospital outpatient expenditure was
higher for females than for males (about $49 million for females compared with about
$41 million for males). However, public hospital admitted patient expenditure was
higher for males—$112 million was spent on the care of males compared with $100
million on females (AIHW 2019d).

In the same year (2015-16), more than $40 million was spent on medicines for people
with dementia. About half of this was for 4 specific medicines that are prescribed to
treat Alzheimer’s disease—Donepezil, Galantamine, Rivastigmine and Memantine (see
the blue box below for more information on these medicines) (AIHW 2019b). Services
provided by specialists accounted for more than $16 million while general practitioner
services accounted for almost $23 million, and $3.1 million was spent on allied health
and other services. About $13 million was spent on general practitioner services for
females compared with $9.6 million for males (AIHW 2019d).

See Health expenditure.

Treatment and management

Hospitalisations

In 2017-18, dementia was recorded as the principal and/or additional diagnosis in
93,800 hospitalisations (Figure 3). Although more than half of these hospitalisations
involved females (52%), after accounting for differences in age and population size,
males were 1.3 times as likely to be hospitalised with dementia as females. The majority
of people hospitalised with a principal and/or additional diagnosis of dementia were
aged 85-94 (43%), while 3.3% were under 65 and 4.6% were over 95.

See Hospital care.
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Trends in hospitalisations

The number of hospitalisations where dementia was recorded as the principal and/or
additional diagnosis fluctuated between 2008-09 and 2017-18, from about 86,700 to
93,800 (Figure 3). Overall, the rate of hospitalisations involving dementia decreased by
17% in this period—from 357 to 296 hospitalisations per 100,000 population.

It is not clear why there has been a decrease in the rate of dementia hospitalisations,
however some of the decrease may be due to changes to the way dementia is coded in
hospitals data. For example, in 2015, 29 supplementary codes for chronic conditions
(including dementia) and a new Australian Coding Standard were implemented in the
International Statistical Classification of Diseases and Related Health Problems, 10th
Revision, Australian Modification, 9th edition, and the Australian Coding Standards,
which are used to record diagnoses in hospitals data (see AIHW 2019a for further
information). Further research is required to determine the influence, if any, of the
supplementary codes on the coding of hospitalisations for dementia as this section
includes dementia hospitalisations as the principal and/or additional diagnosis only.

Hospitalisations for individual types of dementia (principal and/or additional diagnosis)
also changed over time. While the number of hospitalisations involving unspecified
dementia decreased by 42%, there was an increase in the number of hospitalisations
involving vascular dementia (79%), Alzheimer’s disease (39%) and delirium
superimposed on dementia (310%).

Similar to the trends in the number of hospitalisations by dementia type, there was a
decrease in the age-adjusted rate of hospitalisations involving unspecified dementia
(56%), and an increase in the age-adjusted rate for hospitalisations involving vascular
dementia (39%), Alzheimer's disease (6%) and delirium superimposed on dementia
(211%).

The large increase in the number and rate of hospitalisations involving delirium
superimposed on dementia may be a result of a marked increase in awareness and
education for delirium during this decade (Department of Health and Ageing 2011;
Department of Health & Human Services 2011).
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Figure 3: Number and age-standardised rates of dementia hospitalisations, by dementia type and sex,
2008-09 to 2017-18
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Hospitalisations by remoteness and socioeconomic areas

After accounting for age and population size, those living in Major cities were 1.2 times as
likely to be hospitalised with dementia as those living in Inner regional and outer regional
areas in 2016-17. Those living in Remote and very remote areas had a similar likelihood of
being hospitalised with dementia to those living in Major cities. People living in the
lowest socioeconomic areas were 1.1 times as likely to be hospitalised with dementia as
those living in the highest socioeconomic areas (AIHW 2019e).

Medicines

Although there is no cure for dementia, anti-dementia medicines can be used to
alleviate some of the symptoms of dementia. This section covers the 4 medicines used
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to treat Alzheimer’s disease that are subsidised by the Australian Government through
the Pharmaceutical Benefits Scheme and Repatriation Pharmaceutical Benefits Scheme.

Anti-dementia medicines
Cholinesterase inhibitors: Donepezil, Galantamine and Rivastigmine

Cholinesterase inhibitors are a class of anti-dementia medicine that prevent the breakdown
of acetylcholine, an important component in cognitive pathways in the brain. Levels of
acetylcholine decrease in people with Alzheimer’s disease and some other dementias. By
increasing the availability of acetylcholine in the brain, these medicines are thought to
improve or stabilise cognitive function in people with dementia.

N-methyl-D-aspartate (NMDA) receptor antagonist: Memantine

Memantine is a type of anti-dementia medicine that blocks the functioning of NMDA
receptors and reduces the levels of glutamate in the brain, thereby preventing the
movement of excess calcium in the brain. Increased levels of glutamate in the brain may
contribute to the symptoms and progression of Alzheimer’s disease and other dementias.
NMDA receptor antagonists are thought to improve or stabilise cognitive function in people
with Alzheimer's disease, with improvements seen in the function of daily activities, thinking
and behaviour.

About 572,000 prescriptions for anti-dementia medicines were dispensed to 60,900
people aged 30 and over with a diagnosis of Alzheimer's disease in 2017-18 (Figure 4).

See Medicines in the health system.

Medicines by age, sex and medicine name

Of people aged 30 and over and using anti-dementia medicines, 59% were women and
42% were men. After accounting for differences in age and population size, men and
women were dispensed anti-dementia medicines at similar rates (3 and 4 per 1,000
population, respectively). The majority (63%) of people on anti-dementia medicines were
aged 65-84, with 4.0% aged 30-64 and 32% aged over 85.

In 2017-18, the medication dispensed most often was Donepezil (66%), followed by
Galantamine (14%), Rivastigmine (12%) and Memantine (8.5%) (Figure 4). The supply of
all 4 types of anti-dementia medications was higher among women than men.
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Figure 4: Number of prescriptions for dispensed anti-dementia medicines, by medicine, sex and age,
2017-18
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Sowrce: Pharmaceutical Benefits Scheme and Repatriation Pharmaceutical Benefits Scheme claims data.

Aged care

Aged care services are an important resource for both people with dementia and their
carers. Services include those provided in the community for people living at home
(home support and home care), and residential aged care services for those requiring
permanent care or short-term respite stays. While aged care service use data provide
some insights into the care needs of people with dementia accessing these services,
they may underestimate the number of people with dementia.

About 107,000 people were using home care at 30 June 2019. Of these people, around
9% received the dementia and cognition supplement, a payment for people with
moderate to severe levels of cognitive impairment associated with dementia or other
conditions.
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At 30 June 2019, about 183,000 people were in permanent residential aged care, and
just over half (53%) had been diagnosed with dementia. The care needs of people in
permanent residential care are assessed through the Aged Care Funding Instrument
(ACFI) across 3 domains of care: activities of daily living, cognition and behaviour, and
complex health care. The care needs in each domain are allocated a rating of nil, low,
medium, or high. In 2019, people with dementia had higher care needs ratings than
people without dementia on the activities of daily living and cognition and behaviour care
domains; the differences were largest for the cognition and behaviour domain, where
nearly twice as many people with dementia (80%) had high care needs compared with
people without dementia (46%). A similar proportion of people with and without
dementia had high care needs in the complex health care domain (AIHW 2020a, 2020b).

See ‘Changes in people’s health service use around the time of entering permanent
residential aged care’ in Australia's health 2020: data insights.

Where do | go for more information?

For more information on dementia, see:

e Hospital care for people with dementia 2016-17

e Dispensing patterns for anti-dementia medications 2016-17

e Dementiain Australia 2012

e Improving dementia data in Australia: supplement to Dementia in Australia 2012

e Australian Bureau of Statistics Disability, Ageing and Carers, Australia: summary of
findings, 2018
Visit Dementia for more on this topic.
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Diabetes

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/diabetes

Diabetes is a chronic condition marked by high levels of glucose (sugar) in the blood. It is
caused by the body being unable to produce insulin (a hormone made by the pancreas
to control blood glucose levels) or to use insulin effectively, or both.

The main types of diabetes are:

e type 1 diabetes—an autoimmune disease that usually occurs in childhood or early
adulthood

e type 2 diabetes—the most common form of diabetes, generally occurring in
adulthood. It is largely preventable and is often associated with lifestyle factors such
as insufficient physical activity, unhealthy diet, obesity and tobacco smoking. Risk is
also associated with genetic and family-related factors

e gestational diabetes—when higher than normal blood glucose is diagnosed for the
first time during pregnancy

e other diabetes—a name for less common forms of diabetes resulting from a range
of different health conditions or circumstances. This includes diseases affecting the
pancreas and endocrine system, viral infections, genetic syndromes and in some
cases diabetes triggered from medications needed to manage or treat another
health condition.

Treatment aims to maintain healthy blood glucose levels to prevent both short- and
long-term complications, such as heart disease, kidney disease, blindness and lower
limb amputation. Insulin replacement therapy is required by all people with type 1
diabetes, as well as by a proportion of people with other forms of diabetes as their
condition worsens over time.

How common is diabetes?

Prevalence

An estimated 1 in 20 (4.9%, or 1.2 million) Australians had diabetes in 2017-18, based on
self-reported data from the Australian Bureau of Statistics (ABS) 2017-18 National
Health Survey. This includes people with type 1 diabetes, type 2 diabetes, and type
unknown, but excludes gestational diabetes (ABS 2019a).

The prevalence of diabetes increases with age. Almost 1 in 5 (19%) Australians aged 75
and over had diabetes in 2017-18, 4 times as high as for 45-54 year olds (4.5%) and 1.9
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times as high as for 55-64 year olds (10%). Diabetes was also more common in males
(5.0%) than females (3.8%) after controlling for age (ABS 2019a).

The age-standardised rate of self-reported diabetes increased from 3.3% in 2001 to 4.4%
in 2017-18. The rate of self-reported diabetes remained stable between 2014-15 and
2017-18 (Figure 1).

The prevalence rates presented above are likely to underestimate the true prevalence of
diabetes in the Australian population. This is because they are based on people who
have received a formal medical diagnosis of diabetes. However, Australian studies have
shown that many people have undiagnosed diabetes. For example, half of the
participants in the 1999-2000 AusDiab Study had test results indicating undiagnosed
diabetes prior to participating in the study (Dunstan et al. 2001). In the more recent
2011-12 ABS Australian Health Survey, which collected blood glucose data, 20% of
participating adults aged 18 and over had undiagnosed diabetes prior to the survey (ABS
2013a). Further research is required to examine whether or not the proportion of
people with undiagnosed diabetes in Australia has decreased over time and the impact
of this on the prevalence of disease in Australia.
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Figure 1: Prevalence of self-reported diabetes, by sex, 2001 to 2017-18
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Incidence

Around 47,800 new cases of type 1 diabetes were diagnosed between 2000 and 2018
according to the National (insulin-treated) Diabetes Register (NDR). This was around
2,500 new cases of type 1 diabetes each year—an average of 7 new cases a day (AIHW
2020).

There were 2,800 total new cases (incidence) of type 1 diabetes in Australia in 2018,
equating to 12 cases per 100,000 population after controlling for age (AIHW 2020). Work
is under way to refine methods for reporting type 2 diabetes incidence.

The incidence of type 1 diabetes remained relatively stable between 2000 and 2018,
fluctuating between 11 and 13 new cases per 100,000 population each year (AIHW
2020).
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In 2017-18, around 1 in every 6 females aged 15-49 who gave birth in hospital were
diagnosed with gestational diabetes (16%, or 43,100 females), according to the National
Hospital Morbidity Database.

Between 2000-01 and 2017-18, the rate of females diagnosed with gestational diabetes
in Australia more than tripled (Figure 2). However, caution should be taken when
comparing rates over time. A number of factors, including new diagnostic guidelines, are
likely to have had an impact on the number of females diagnosed with gestational
diabetes in recent years. See the discussion on changing trends in the AIHW's Incidence
of gestational diabetes in Australia report for more detail.

Figure 2: Incidence of gestational diabetes, 2000-01 to 2017-18
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Caution should be taken when comparing rates over time. See the trends discussion in the gestaticnal diabetes web report for more informaticn.

Sowrce: AIHW 2019d.
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Impact

Burden of disease

In 2015, type 2 diabetes contributed to 2.2% of the total disease burden (fatal and non-
fatal) in Australia. Type 2 diabetes was the 12th leading contributor to total burden.
Overall, the burden from type 2 diabetes increased slightly from 1.8% in 2003 to 2.2% in
2015. Type 1 diabetes contributed to 0.3% of Australia’s disease burden in 2015—
unchanged from both 2003 and 2011 (AIHW 2019a).

In 2015, 4.7% of the total burden of disease could have been prevented by reducing
exposure to the modifiable risk factor ‘high blood plasma glucose levels’ (including
diabetes) (AIHW 2019a).

See Burden of disease.

Expenditure

In 2015-16, an estimated 2.3% ($2.7 billion) of total disease expenditure in the
Australian health system was attributed to diabetes (AIHW 2019c).

See Health expenditure.

Adverse effects in pregnancy

Based on data from the National Perinatal Data Collection for 2014-2015, mothers with
pre-existing diabetes (type 1 and type 2 diabetes) and gestational diabetes had higher
rates of caesarean section, induced labour, pre-existing and gestational hypertension,
and pre-eclampsia compared with mothers with no diabetes in pregnancy (AIHW 2019b).

Compared with babies of mothers with gestational diabetes or no diabetes, babies of
mothers with pre-existing diabetes had higher rates of pre-term birth, stillbirth, low and
high birthweight, low Apgar score, resuscitation, and special care nursery/neonatal
intensive care unit admission, and stayed longer in hospital (AIHW 2019b).

See Health of mothers and babies.

Deaths

According to the AIHW National Mortality Database, diabetes was the underlying cause
of around 4,700 deaths in 2018. However, it contributed to around 16,700 deaths (10.5%
of all deaths) (AIHW 2019e).

See Causes of death.
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Treatment and management

Glycaemic control

Glycosylated haemoglobin (HbA1c) can be used to assess the average blood glucose
over the preceding 6-8 weeks and is considered the gold standard for assessing
glycaemic control. Targets for HbA1c in people with diabetes should be individualised,
but a general target of less than or equal to 7.0% is recommended for people with type
2 diabetes (Phillips 2012).

In 2011-12, an estimated 55% of adults with known diabetes achieved the target level
for HbA1c based on measured data from the 2011-12 Australian Health Survey. The
proportion who effectively managed their diabetes increased with age for both men and
women. Overall, 40% of adults aged 18-54 effectively managed their diabetes and this
proportion rose to 71% among those aged 75 and over (AIHW 2018).

In 2018, the mean HbA1c of individuals attending services for diabetes care at 50
diabetes centres across Australia was 8.2%, according to the Australian National
Diabetes Audit—-Australian Quality Self-Management Audit (ANDA-AQSMA) (National
Association of Diabetes Centres 2018). The average HbA1c has remained relatively
stable since 2010.

See Biomedical risk factors.

Medicines

In 2018-19, over 14 million Pharmaceutical Benefits Scheme (PBS) and Repatriation
Pharmaceutical Benefits Scheme (RPBS) prescriptions for medicines used to treat
diabetes were dispensed to the Australian community (Department of Health 2019).
Metformin was the eighth most dispensed medicine in 2018-19.

According to the NDR, 31,300 people began using insulin to treat their diabetes in 2018.
Of the people with diabetes who began using insulin, 54% had type 2 diabetes, 34%
were females who had gestational diabetes, 9.0% were people who were newly
diagnosed with type 1 diabetes and 2.0% were people who had other forms of diabetes
(AIHW 2020).

See Medicines in the health system.

Hospitalisations

Around 1.2 million hospitalisations were associated with diabetes in 2017-18, with 4.5%
recorded as the principal and 95.5% recorded as the additional diagnosis, according to
the AIHW National Hospital Morbidity Database. This represents 11% of all
hospitalisations in Australia (AIHW 2019d).

See Hospital care.
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Variation between population groups

The impact of diabetes was higher among Aboriginal and Torres Strait Islander people,
those living in lower socioeconomic areas and in remote areas. The diabetes prevalence
rate was 2.9 times as high among Aboriginal and Torres Strait Islander people as among
non-Indigenous Australians based on age-standardised self-reported data from the
2018-19 National Aboriginal and Torres Strait Islander Health Survey (ABS 2019b).
Generally, the impact of diabetes increases with increasing remoteness and
socioeconomic disadvantage. Deaths related to diabetes were 2.1 times as high in
Remote and very remote areas compared with Major cities, and 2.3 times as high in the
lowest compared with the highest socioeconomic areas (Figure 3).

Figure 3: Impact of diabetes—Variation between selected population groups

Howver on the numbers for more information en the impact of diabetes in each pepulation group.
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Where do | go for more information?

For more information on diabetes, see:
e Diabetes

e Incidence of insulin-treated diabetes in Australia

e Diabetes in pregnancy 2014-2015

e Incidence of gestational diabetes in Australia

e Australian Bureau of Statistics National Health Survevy: first results, 2017-18

Visit Diabetes for more on this topic.
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Health impacts of family, domestic
and sexual violence

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/health-impacts-family-domestic-
and-sexual-violence

Family, domestic and sexual violence is a major health and welfare issue in Australia
occurring across all socioeconomic and demographic groups, but predominantly
affecting women and children. The impacts of family, domestic and sexual violence can
be serious and long-lasting, affecting an individual's health, wellbeing, education,
relationships and housing outcomes. This page provides an overview of the health
impacts of family, domestic and sexual violence, including hospitalisations for assaults,
and deaths. See Australia’s welfare snapshot Family, domestic and sexual violence for
information on other support services.

What is family, domestic and sexual violence?

Family violence is violence between family members, such as between parents and children,
siblings, and intimate partners.

Domestic violence is a type of family violence, and refers specifically to violence which occurs
between current or former intimate partners (sometimes referred to as intimate partner
violence).

Both family violence and domestic violence include behaviours such as:
e physical violence (hitting, choking, use of weapons)
e emotional abuse, also known as psychological abuse (intimidating, humiliating)

e coercive control (controlling access to finances, monitoring movements, isolating from
friends and family).

Sexual violence covers sexual behaviours carried out against a person’s will. This can occur
in the context of family or domestic violence, or be perpetrated by other people known to
the victim or by strangers (ABS 2017).

Other forms of violence and harassment that can occur within the context of family and
domestic violence include: stalking, technology-facilitated abuse and image-based abuse.
Elder abuse can also occur in the context of family violence, and occurs where there is an
expectation of trust and/or where there is a power imbalance between the party responsible
and the older person (Kaspiew et al. 2019).
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How common is family, domestic and sexual
violence?

According to the Australian Bureau of Statistics (ABS) Personal Safety Survey 2016, 1in 6
(17%, or 1.6 million) women and 1 in 16 (6.1%, or 0.5 million) men had experienced
physical or sexual violence from a current or previous cohabiting partner since the age
of 15 (ABS 2017). Women were more likely to experience violence from a known person
and in their home, while men were more likely to experience violence from a stranger
and in a public place (ABS 2017). In times of major crisis, such as natural disasters and
epidemics, the risk of family and domestic violence can increase (Peterman et al. 2020;
van Gelder et al. 2020). Following the outbreak of COVID-19, Australian governments
agreed to strengthen family and domestic violence support services to meet expected
increases in need (COAG Women'’s Safety Council 2020; National Cabinet 2020).

Impact

Burden of disease

The Australian Burden of Disease Study 2015 estimated the amount of disease burden
that could have been avoided if no female aged 15 and over in Australia in 2015 were
exposed to intimate partner violence. Intimate partner violence includes physical
violence, sexual violence and emotional abuse from a current or former cohabiting
partner, boyfriend, girlfriend or date. The impact of this risk factor was estimated in
women only, as evidence in the literature to identify the causally linked diseases and the
amount of increased risk (relative risk) was available only for women (Ayre et al. 2016;
GBD 2016 Risk Factor Collaborators 2017).

Six diseases were causally linked to exposure to partner violence: depressive disorders;
anxiety disorders; early pregnancy loss; homicide and violence (injuries due to violence);
and suicide and self-inflicted injuries.

In 2015, for females aged 15 and over, partner violence contributed to:

e 223 deaths (0.3% of all deaths) in Australia (including deaths linked to suicide,
homicide & violence, alcohol use disorders and depressive disorders)

e 1.6% of the burden of disease and injury (AIHW 2019).

Mental health conditions were the largest contributor to the burden, with depressive

disorders making up the greatest proportion (43%) followed by anxiety disorders (30%).

Partner violence was ranked as the third leading risk factor contributing to total disease

burden for women aged 25-44, behind child abuse & neglect during childhood, and illicit
drug use (AIHW 2019).

If no female aged 15 and over had experienced partner violence in 2015 there would have
been (among females aged 15 and over):
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e 41% less homicide & violence (where females were the victim)
o 18% less early pregnancy loss

e  19% less suicide & self-inflicted injuries

e 19% less depressive disorders

e 12% less anxiety disorders

e 4% less alcohol disorders (AIHW 2019).

Three diseases were causally linked to child abuse & neglect: depressive disorders,
anxiety disorders, suicide & self-inflicted injuries.

For the Australian population in 2015, child abuse & neglect contributed to:

e 788 deaths (0.5% of all deaths)
e 2.2% of the total burden of disease and injury (AIHW 2019).

See Burden of disease.

Hospitalisations

Hospitals provide health services for those who have experienced assault. Data on
hospitalised assault cases (hospitalisations) presented here involve adults aged 15 and
over who were admitted to hospitals with injuries due to physical assault, sexual assault
or maltreatment. As not all family violence assault hospitalisations are identified as such,
the data below may underestimate rates of assault.

3in10

Assault hospitalisations for people aged 15 and over were due to family and domestic
violence.

In 2017-18, almost 31% (6,500) of the 21,300 assault hospitalisations for adults aged 15
and over were a result of family and domestic violence. Of these 6,500 hospitalisations:

e 73% (4,800) were female and 27% (1,700) were male
e 65% (4,300) had the perpetrator reported as a spouse or domestic partner
e 35% (2,300) had the perpetrator reported as a parent or other family member.

The remaining assault hospitalisations had another perpetrator reported, or the
relationship between perpetrator and victim was not specified (Figure 1). Almost two-
fifths (38%, or 8,100) of assault hospitalisations did not specify the relationship between
perpetrator and victim.
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Figure 1: Assault hospitalisations, people aged 15 and over, by perpetrator, 2017-18
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Source: AIHW National Hospital Morbidity Database.

In 2017-18, more than 2 in 3 hospitalisations of females due to assault by a spouse or
domestic partner involved bodily force (67%, or 2,500), around 15% involved a blunt
object and 7.1% a sharp object.

Hospitalisations of males for assault by a spouse or domestic partner were more likely
to involve assault with an object (64%, or 384 hospitalisations) than with bodily force
(28%, or 166 hospitalisations).

Over half (61%) of the hospitalisations for assault by a spouse or domestic partner
included an injury to the head and/or neck in 2017-18. Injury to the head and/or neck
was the main reason for:

e 63% (2,300) of hospitalisations for females aged 15 and over, including 229 for
brain injury
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e 46% (274) of hospitalisations for males aged 15 and over, including 28 for brain
injury.
In 2017-18, pregnant females made up 7.9% (292) of female assault hospitalisations by

a spouse or domestic partner. Trunk injuries (33%) were more common among
pregnant females than among those who were not pregnant (12%).

See Hospital care.

Long-term health impacts

Findings from the Australian Longitudinal Study on Women'’s Health demonstrated that
women who had experienced childhood sexual abuse were more likely to have poor
general health, and to experience depression and bodily pain, compared with those who
had not experienced sexual abuse during childhood (Coles et al. 2018). Women who had
experienced childhood sexual or emotional or physical abuse had higher long-term
primary, allied, and specialist health care costs in adulthood, compared with women
who had not had these experiences during childhood (Loxton et al. 2018).

Deaths

Between 2016-17 and 2017-18, the Australian Institute of Criminology’s (AIC) National
Homicide Monitoring Program (NHMP) recorded 183 domestic homicide victims from
173 domestic homicide incidents (see Glossary for definitions). Data from the NHMP are
from police and coronial records. Of the 183 domestic homicide victims, there were:

e 101 victims of intimate partner homicide

e 30 victims of filicide

e 23 victims of parricide

e 8victims of siblicide

e 217 victims of other family homicide (Bricknell 2020a; Bricknell 2020b).

Of all domestic homicide victims, 55% (100) were female. Of all female victims of
domestic homicide, 73% (73) were killed by an intimate partner. For male victims of
domestic homicide, 34% (28) were killed by an intimate partner (Figure 2). Victims of
filicide—where a custodial, non-custodial or step-parent kills a child—accounted for 16%
(30) of domestic homicide victims. Victims of filicide can include both children and
adults. In 72% (124) of all domestic homicide incidents, the perpetrator was male
(Bricknell 2020a; Bricknell 2020b).

In 2017-18, the rate of domestic homicides were 0.3 per 100,000—the lowest rate of
domestic homicide since the collection began in 1989-90 (Bricknell 2020a; Bricknell
2020b).

Data from ABS Recorded Crime—Victims are also available to report on family and
domestic violence homicides where incidents have been recorded by police. Homicide
and related offences include: murder, attempted murder and manslaughter.
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In 2018, there were 142 family and domestic violence homicide and related offences, of
which 93 (66%) were murder and 41 (29%) were attempted murder. Of the 142 victims of
family and domestic violence homicide, 53% were female and 24% were aged 0-19 (ABS

2019).

See Causes of death.

Figure 2: Proportion of domestic homicide victims, by type of homicide, by sex of victim, 2016-17 to
2017-18
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Population groups

Family, domestic and sexual violence occurs across all ages and demographics. However
some groups are more vulnerable than others, because they are at greater risk or
because the impacts and outcomes of violence can be more serious or long-lasting.
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Women

In 2017-18, assault by a spouse or domestic partner accounted for 48% of assault
hospitalisations for females aged 15 and over. The rate of assault hospitalisations for
injury by a spouse or domestic partner was higher for females than males across every
age group, except for those aged 85 and over.

Children and young people

The impacts of family, domestic and sexual violence on children can be severe, affecting
their health, wellbeing, education, relationships and housing outcomes (ANROWS 2018).
In 2017-18, there were 628 hospitalisations of children aged 0-14 for injuries due to
abuse (including assault, maltreatment and neglect). Of the 495 hospitalisations where a
perpetrator was specified, 65% (321) related to family violence with 47% (231) of
perpetrators recorded as a parent.

In 2017-18, there were 5,000 hospitalisations of young people aged 15-24 due to
assault. Of these cases, 24% (1,200) were perpetrated by a family member. Assault
perpetrated by a spouse or domestic partner accounted for 63% (753) of family and
domestic violence-related assault hospitalisations.

See Health of children and Health of young people.

People living in lower socioeconomic areas

In 2017-18, people aged 15 and over living in the lowest socioeconomic areas were
more than 6 times as likely to be hospitalised for assault by a spouse or domestic
partner (47 per 100,000) than those living in the highest socioeconomic areas (7.1 per
100,000). More than 2 in 5 (45%, or 1,900) hospitalisations for assault perpetrated by a
spouse or domestic partner involved people living in the lowest socioeconomic areas.

See Health across socioeconomic groups.

People living in remote areas

In 2017-18, the hospitalisation rate for assault by a spouse or domestic partner was 562
per 100,000 people for people aged 15 and over living in Very remote areas and 200 per
100,000 for people living in Remote areas. People living in Major cities, Inner regional, and
Outer regional areas had lower rates (12, 13 and 36 per 100,000 respectively). These
findings are affected by the higher proportions of Indigenous Australians living in Very
Remote areas.

See Rural and remote health.

Indigenous Australians

In 2017-18, there were more than 6,800 assault hospitalisations involving Aboriginal and
Torres Strait Islander people. Of the hospitalisations where the perpetrator was

109 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/australias-health/health-of-children
https://www.aihw.gov.au/reports/australias-health/health-of-young-people
https://www.aihw.gov.au/reports/australias-health/health-across-socioeconomic-groups
https://www.aihw.gov.au/reports/australias-health/rural-and-remote-health

specified, 77% (3,400) related to family violence—the perpetrator was identified as a
spouse or domestic partner in 48% (2,100) of hospitalisations, and another family
member in 29% (1,300) of hospitalisations.

In 2017-18, Indigenous females aged 15 and over were 34 times as likely to be
hospitalised for family violence-related assault as other females (685 per 100,000 versus
19.9 per 100,000). Indigenous males were 32 times as likely to be hospitalised for family
violence as other males (247 per 100,000 versus 7.8 per 100,000).

Where do | go for more information?

For more information on health impacts of family, domestic and sexual violence, see:

e Family, domestic and sexual violence in Australia: continuing the national story 2019

e Council of Australian Governments National Plan to Reduce Violence against Women
and their Children 2010-2022

Visit Domestic violence for more on this topic.

If you are experiencing family or domestic violence or know someone who is, please call
1800 RESPECT (1800 737 732) or visit the 1800RESPECT website.
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Health of people experiencing
homelessness

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/health-of-people-experiencing-
homelessness

People experiencing homelessness and those at risk of homelessness are among
Australia’s most socially and economically disadvantaged (see Glossary). Homelessness
can result from many factors, such as whether a person is working, experience of family
and domestic violence, ill health (including mental health) and disability, trauma, and
substance misuse (Fitzpatrick et al. 2013).

Homelessness can expose people to violence and victimisation, result in long-term
unemployment, and lead to the development of chronicill health. Some health
problems can cause a person to become homeless. For example, poor physical or
mental health can reduce a person'’s ability to find employment or earn an adequate
income. Alternatively, some health problems are a consequence of homelessness,
including depression, poor nutrition, poor dental health, substance abuse and mental
health problems. Recent studies have also found that people experiencing
homelessness also experience significantly higher rates of death, disability and chronic
illness than the general population (Australian Human Rights Commission 2008).

Profile of people experiencing homelessness

On Census night in 2016, more than 116,000 people enumerated in the Census were
homeless, up from 102,000 in 2011. Of these, 58% were male, 58% were aged under 35,
and 20% identified as Aboriginal and Torres Strait Islander Australians (ABS 2018).
Almost half (44%, or 51,100) were living in severely crowded dwellings, more than 21,200
(18%) were living in supported accommodation for the homeless, and 8,200 (7.0%) were
sleeping rough. The rate of homelessness has fluctuated over time—from 51 per 10,000
population in 2001 to a low of 45 in 2006, increasing to 48 in 2011 and 50 in 2016 (ABS
2018).

The General Social Survey provides additional information on people experiencing
homelessness in Australia. In 2014, an estimated 2.5 million people aged 15 and over
had experienced homelessness at some point in their lives; 1.4 million of these had
experienced at least 1 episode of homelessness in the previous 10 years, and 351,000
had experienced homelessness in the previous 12 months (ABS 2015a).

Of those who had experienced homelessness in the previous 10 years:
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e 1in7(14% or an estimated 198,000 people) reported the tight housing
market/rental market as the reason for their most recent experience of
homelessness

e 13% (an estimated 190,000 people) reported financial problems as their reason for
experiencing homelessness.

Information is also available from government-funded specialist homelessness services
(SHS) across Australia that provide services supporting people who are experiencing
homelessness or who are at imminent risk of homelessness. In 2018-19, around
290,000 clients received assistance from SHS, with around 112,000 clients homeless
when they first began support (AIHW 2019).

For further information about the profile of people experiencing homelessness and the
support provided by specialist homelessness services, see Homelessness and
homelessness services.

Health impact of homelessness

While the causes of homelessness vary, there is a growing amount of research on the
impact of insecure housing on health, and the associated costs to the health system
(Davies & Wood 2018; Zaretzky & Flatau 2013). There are various forms of
homelessness, including rough sleeping (the most visible form of homelessness), couch
surfing, short-term or temporary accommodation, and severe overcrowding.

Meeting basic physical needs such as food, water and a place to sleep can be the most
important day-to-day priority for people experiencing homelessness, especially those
rough sleeping, and subsequently health needs are often not considered until an
emergency arises (Wise & Phillips 2013). While rough sleeping is the least common form
of homelessness in Australia (ABS 2018), the longer-term impacts of rough sleeping on
health are typically more profound due to issues such as poor nutrition, living in harsh
environments and high rates of injury (Fazel et al. 2014).

Severe overcrowding is a less obvious, but most common, form of homelessness in
Australia, and is associated with different health impacts. For example, severe
overcrowding places stress on the infrastructure of the dwelling, such as food
preparation areas, bathrooms, laundry facilities and sewerage systems. It may lead to
more rapid transmission of infectious disease and induce psychological stress (AIHW
2014).

Regardless of the form of homelessness, international research on the gap in life
expectancy consistently reveals large differences among those who are experiencing
homelessness compared to those who aren't—more than 30 years in the United
Kingdom and the United States (Maness & Khan 2014; Perry & Craig 2015), and more
than 10 years for people in marginal housing in Canada (Hwang et al. 2009).

More recent research has shown that much of this gap is due to conditions which could
be effectively treated with appropriate health care (Aldridge et al. 2019). A study from
Scotland found that interactions with health services increased in the years prior to
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becoming homeless, with a peak in interactions around the time of the first assessment
as homeless—particularly for services related to mental health or drug and alcohol
misuse (Waugh et al. 2018). The authors submit that the pattern of health service use
suggests that health services could play a role in preventing homelessness by identifying
risk factors, and early intervention.

Self-assessed health

In 2014, around 1 in 4 (26%) people in Australia who had ever experienced
homelessness assessed their health as fair or poor, compared with 14% of those who
had not experienced homelessness (ABS 2015a). (Note that the data source is limited to
people who had experienced homelessness but who were living in private dwellings at
the time of the survey.)

In general, a higher proportion of people who reported at least 1 experience of
homelessness had a health condition or disability compared with those who had never
had an experience of homelessness (Figure 1). People who had experienced
homelessness were more likely to report having a mental health condition or a long-
term health condition, with depression, back pain or back problems, anxiety and asthma
the most commonly reported long-term conditions.
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Figure 1: Self-assessed health status, by experience of homelessness, 2014
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Sourca: AIHW analysis of ABS General Secial Survey, June 2014, TableBuilder.

Specialist Homelessness Services clients - health services

In 2018-19, around 33,000 clients of SHS who were homeless when they first
presented to an SHS agency for assistance identified health-related reasons for
seeking support, with around 1 in 10 (11%) of these identifying medical issues as a
reason for seeking assistance. Some people had more than 1 health-related reason
for seeking support (Figure 2):23,800 clients identified mental health issues

11,700 clients identified medical issues

9,700 clients identified problematic drug or substance use

4,500 clients identified problematic alcohol use.
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Figure 2: Number of SHS clients who were homeless at first presentation, by sex and health-related
reasons for seeking assistance, 2018-19
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Source:Specialist Homelessness Services Collection 2018-13, unpublished.

SHS agencies provide various services to clients, from accommodation to more
specialised services such as health or medical services. When an SHS agency is unable to
provide specialised services, clients can be referred to another agency, with health-
related services among the most commonly referred service types.

In 2018-19, SHS clients who were homeless at first presentation needed a range of
health-related services—more than 14,300 clients needed health/medical services and
13,000 needed mental health services (Table 1). Note that individual clients may have
more than 1 need and SHS data does not cover whether referred clients eventually
received the health care needed.
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Table 1: Number of clients who were homeless at first presentation, by
health-related service need, 2018-19

Number of Provided as Referred only Not provided

clients percentage of as percentage or referred as

need identified of need percentage of

identified need

identified®

Health/medical 14,307 56.8 20.6 22.6
services
Mental health

services 12,997 44 .4 21.9 33.7

Drug/alcohol 5,673 43.9 20.1 36.0
counselling

(a) Includes clients who refuse a service.

Source: Specialist Homelessness Services Collection 2018-19, unpublished.

Barriers to health care

While the impact of homelessness on health is known to be substantial, an unstable
housing situation also presents challenges for the delivery of effective medical care,
including barriers to referrals and follow-up care (Davies & Wood 2018).

In 2014, people who had experienced homelessness at least once in the previous 10
years were more likely to report experiencing a barrier to accessing health care when
needed (13% of those who had experienced homelessness compared with 4.4% of those
who had not experienced homelessness) (ABS 2015a). Among those who were unable to
obtain health care when needed, 2 in 5 (40%) identified cost of service as the main
barrier to access, followed by long waiting times or a lack of available appointments
(ABS 2015a).

lliness and poor health can itself be a barrier to receiving health care. For example,
mental illness can influence both attending appointments and the effectiveness of
health care provided (Davies & Wood 2018). Feeling stereotyped or judged can also have
an impact.

Physical barriers pose further challenges. For example, being able to afford public
transport to attend appointments, having no mailing address or phone to receive
appointment reminders, and being able to keep medications secure are difficulties faced
by people in transient housing such as rough sleeping, couch surfing or short-term
accommodation.
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Where do | go for more information?

For more information on the health of people experiencing homelessness, see:

e Specialist homelessness services annual report 2018-19

e Housing data dashboard

e Australian Bureau of Statistics (ABS) Census of Population and Housing: estimating
homelessness, 2016

e ABS Information Paper—a statistical definition of homelessness, 2012

See Homelessness services for more on this topic.
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How healthy are Australians?

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/how-healthy-are-australians

Australia performs well on many health measures. Australians are living longer—with
more of those years lived in good health—and generally rate their health well. Australia
also performs well internationally on a number of health measures—see International
comparisons of health data—however, these country-level findings can obscure issues
affecting specific population groups. For example, Aboriginal and Torres Strait Islander
people generally experience poorer health than other Australians. See Indigenous
health and wellbeing for more information.

Key health measures help inform us about how healthy all Australians are. See What is
health? for a description of health measures presentd here. Health measures can be
grouped into an indicator framework to provide an overall view of the health of, for
instance, particular groups or for a nation. Australia’s health performance framework is
an interactive data visualisation tool that measures Australia’s health and health care
performance.

Life expectancy

Life expectancy at birth in Australia is continuing to rise (Figure 1). In 2018 life
expectancy at birth was 80.7 years for males and 84.9 years for females (ABS 2019b).
Australian males had the ninth highest and Australian females had the seventh highest
life expectancy at birth among the 36 OECD (Organisation for Economic Co-operation
and Development) countries in 2018 (OECD 2019b).
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Figure 1: Life expectancy at birth, by sex, 1886-2018
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Source: ABS 2019z, 2015b.

Life expectancy measures how long, on average, a person is expected to live based on
current age and sex-specific death rates. Life expectancy changes over the course of a
person’s life because as they survive the periods of birth, childhood and adolescence,
their chance of reaching older age increases. Men aged 65 in 2018 had 19.8 expected
years of life remaining and women aged 65 in 2018 had 22.6 expected years (ABS
2019b). Among the 36 OECD countries in 2018, Australian men ranked third and
Australian women ranked seventh for life expectancy at age 65 (OECD 2019a).

Health-adjusted life expectancy

While Australians are living longer, it is important to understand whether people are
spending more years in good health or more years living with illness. The measure of
health-adjusted life expectancy (HALE) can be used to understand this. HALE estimates,
on average, how many years a person will live in full health.
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As life expectancy has increased, so too has HALE—males born in 2015 were expected
to have 2.0 more years of healthy life than males born in 2003, and females born in
2015 could expect 1.3 more years of healthy life (AIHW 2019). These gains in healthy
years are comparable to the gains in life expectancy. But we are still living the same
number of years in ill health in 2015 as we were in 2003—8.9 years for males and 10.2

for females (Figure 2).

Figure 2: Life expectancy at birth in full health (HALE) and ill health, by sex, 2003 and 2015
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HALE at birth for males and females in 2015 in Remote and very remote areas was 5.2 and
5.8 years shorter, respectively, than for those in Major cities (AIHW 2019). See Rural and
remote health for more information.

HALE is also unequal between socioeconomic areas—see ‘Longer lives, healthier lives?

in_Australia’s health 2020: data insights.
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Disability-adjusted life years

We can assess the current health status of the population by looking at the impact of
living with illness and dying early. We call this the ‘burden of disease’ and express it as
disability-adjusted life years (DALYs). DALYs measure years of healthy life lost, either
through premature death (fatal burden) or from living with illness or injury (non-fatal
burden). See Burden of disease for more information.

The Australian population has seen reductions in disease burden. Between 2003 and
2015 the rate of burden decreased by 11% from 208 DALYs per 1,000 population to 184
per 1,000 after adjusting for population increase and ageing (AIHW 2019).

However, there is an unequal distribution of disease burden across population groups.
The total burden rate in the lowest socioeconomic areas was 1.5 times as high as in the
highest socioeconomic areas. The rate was 1.7 times as high for fatal burden. Total
disease burden would be 20% lower if all areas had the same rates of burden as the
highest socioeconomic areas (Figure 3). See Health across socioeconomic groups for
more information.
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Figure 3: Non-fatal and fatal burden rates by socioeconomic area, 2015
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Self-assessed health status

Based on the Australian Bureau of Statistics National Health Survey (NHS) estimates,
more than half (56%) of Australians aged 15 and over self-assessed their health as
‘excellent’ or ‘very good' in 2017-18—the same as the proportion in 2014-15 (56%).
Australians self-assessed their health less positively as they aged—68% of those aged
15-24 self-assessed their health as ‘excellent’ or ‘very good’, compared with 42% of
Australians aged 65 and over (Figure 4) (ABS 2018).
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Figure 4: Self-assessed health status of Australians aged 15 and over, by age group, 2017-18
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Source: ABS 2018.

People with disability assessed their health more poorly than people without disability.
In the 2017-18 NHS, 24% of adults with disability assessed their health as ‘very good or
excellent’, compared with 65% of adults without disability (ABS 2019c). See Health of
people with disability for more information.

Mortality and morbidity

Death rates are usually used to measure mortality, while morbidity measures include
incidence of illness and injury, disease prevalence and comorbidity.

In Australia, death rates at a given age have continued to decline since at least the early
1900s. See Causes of death for more information.
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Chronic diseases are the leading cause of premature death, ill health and disability (see
Chronic conditions and multimorbidity). For disease-specific measures of mortality and
morbidity, see Health status snapshots in Australia's health snapshots.

Where do | go for more information?

For more information on the health of Australians, see:

e Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2015

e ABS Life tables, states, territories and Australia, 2016-2018
e ABS National Health Survey: first results 2017-18

Visit Burden of disease and Life expectancy & deaths for more on this topic.
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Infectious and communicable
diseases

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/infectious-and-communicable-
diseases

Infectious diseases (also known as communicable diseases) are caused by infectious
agents and can be passed from one person or animal to another. Transmission can
occur directly (through contact with bodily discharge), indirectly (for example, by sharing
a drinking glass) or by means of vectors (such as mosquitoes). They are caused by
bacteria, viruses, parasites or fungi or their toxic products. Examples of these
communicable diseases include coronavirus, malaria, influenza and chickenpox.

Throughout the 1900s, improved sanitation and new prevention and treatment options
drastically reduced the burden of communicable diseases. Immunisation and
vaccination is a key preventive measure against communicable diseases and has been
highly successful at reducing infections from significant diseases such as polio and
tetanus.

Although the burden of infectious diseases in Australia is relatively small (2.0% of total
burden) (AIHW 2019), most people will experience an infection from a communicable
disease during their lifetime—for example, a common cold or a stomach bug. Many
infectious diseases have the potential to cause significant illness and outbreaks. Some
have developed resistance to antimicrobial agents, increasing the risk of more lengthy
and complex treatment and poor outcomes (ACSQHC 2017).

Outbreak: COVID-19 pandemic (novel coronavirus—SARS-CoV-2)

SARS-CoV-2 is a coronavirus which was first observed in Wuhan City, China, in December
2019 and causes the disease known as COVID-19. It has animal origins (Huang et al. 2020)
and infections in humans have not been observed previously. The World Health
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Organization declared COVID-19 a pandemic (that is, the worldwide spread of a new
infectious disease) on 11 March 2020.

Early symptoms of COVID-19 include fever, fatigue and respiratory symptoms including
coughing, sore throat and shortness of breath. The disease ranges from mild illness to
serious illness possibly causing death. SARS-CoV-2 is related to other coronaviruses, such as
those causing severe acute respiratory syndrome (SARS) and middle east respiratory
syndrome (MERS), which have previously caused serious outbreaks.

The Commonwealth Department of Health's website provides updated information about
the evolving situation in Australia (see Department of Health COVID-19 current situation).

While the full impact of COVID-19 on the health of Australians will not be known for some
time, the article ‘Four months in: what we know about the new coronavirus disease in
Australia’ in Australia's health 2020: data insights takes a look at the early days of the disease
in Australia. It compares Australia with other countries and compares COVID-19 with other
diseases in Australia.

Often, the illness caused by an infectious disease is mild and short-lived and medical
care is not required or sought. As a result, the prevalence of many communicable
diseases is difficult to measure. To assist in understanding their impact, certain
infectious diseases are notifiable conditions. When a diagnosis is made of one of these
diseases, a report is made to health authorities. Notification means that trends in the
number and characteristics of cases can be monitored over time from a consistent and
comparable data set. Outbreaks can be detected in a timely way so that interventions
can be implemented to prevent or reduce transmission. Monitoring, analysis and
reporting on notifiable diseases occurs nationally via the National Notifiable Disease
Surveillance System (NNDSS).

Notifiable diseases

Notifiable diseases are a subset of communicable diseases. Legislation requires that each
detected case is reported to state and territory health departments. Notifiable diseases
include bloodborne diseases, gastrointestinal diseases, sexually transmissible infections,
vaccine-preventable diseases, vectorborne diseases, zoonoses, listed human diseases, and
other bacterial diseases (see Department of Health list of Australian notifiable diseases).

This page highlights the impact of infectious diseases in Australia, both notifiable and
non-notifiable.

How common are notifiable infectious diseases?

More than 593,000 cases of notifiable diseases were reported to the NNDSS in 2019.
Four infectious diseases accounted for 82% of these notifications to Australian health
authorities in 2019:

e influenza—more than 313,000 notifications
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e chlamydia—almost 103,000 notifications
e campylobacter (a gastrointestinal infection)—almost 36,000 notifications

e gonorrhoea—more than 34,000 notifications.

Figure 1: Number of notifiable communicable diseases, Australia, 2009 to 2019

Select a disease category: Select a disease/s:
Bloodborne diseases All
12,0004
10,0004
8,000
P
u
=]
E .
i c,Oﬂu—
4,000
2,000
—
- ,—,—-—“"--_
2005 2010 2011 2012 2013 2014 2015 2016 2017 2018 2015
Disease

B Hepatitis B (newly acquired)
Hepatitis B (unspecified)

. Hepatitis C (newly acquired)

. Hepatitis C (unspecified)

. Hepatitis D

Source: NNDS5.
www._health.gov.au

Vaccine-preventable diseases

One key group among notifiable diseases is vaccine-preventable diseases. Many of
these, including rubella (22 notifications in 2019), diphtheria (7 notifications in 2019) and
tetanus (3 notifications in 2019) are rare in Australia, as a result of Australia’s high
immunisation rates (see Immunisation and vaccination diseases such as pertussis
(whooping cough) and measles, the number of notifications can increase during
outbreak periods because people with low or no immunity can be infected.
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Influenza, usually preventable by vaccination, accounts for the most notifications in
Australia. Overall influenza notifications have generally increased over time but annual
totals have fluctuated from year to year. There were more than 313,000 notifications in
2019, a substantial increase from 2018 (nearly 59,000 notifications). The number of
influenza notifications changes depending on the particular type of influenza circulating
in the population, and on factors such as the amount of laboratory testing of unwell
people, or the types of tests used. The extent of under-notification and trends in
notifications of influenza can change from year to year. Other surveillance systems are
also used to determine trends in influenza to help understand the relative impact of the
illness on society in Australia (Department of Health, 2019a).

The number of notifications of rotavirus, shingles and chickenpox have also risen
recently. It is difficult to determine how much of the increase is due to improved
diagnosis and notification and how much reflects a real increase in the number of
infected people.

Sexually transmitted infections

Varying prevention and control measures are used by public health authorities
depending on the type of infection or disease. Monitoring of the population groups
affected by sexually transmitted infections (STls) allows targeted prevention programs to
be designed. The number of notified STIs has increased over the last decade, with
chlamydia being the most commonly notified (more than 102,000 notifications in 2019).
Gonorrhoea notifications have increased, but infections continue to affect the same
groups: Aboriginal and Torres Strait Islander males and females in Remote or Very
Remote areas, and non-Indigenous males in metropolitan settings.

Similarly, the number of notifications of infectious syphilis have increased in the last
decade. New syphilis cases are diagnosed mainly in men who have sex with men in
urban areas, or young Indigenous Australians in Remote or Very Remote regions. Part of
the increase in numbers can be attributed to an ongoing outbreak among Indigenous
Australians in Northern Australia, accounting for just over 3,000 notifications since
January 2011 (Department of Health 2019b; Kirby Institute 2017).

How common are non-notifiable infectious
diseases?

Non-notifiable communicable diseases are not routinely monitored, though their impact
can be tracked through assessing presentations to hospital, or through mortality data.
These data sources capture the small proportion of people who have severe ilness,
causing hospitalisation or resulting in death.
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Classifying non-notifiable infectious diseases

The non-notifiable infectious diseases are broadly categorised based on the International
Statistical Classification of Diseases and Related Health Problems, 10th Revision, Australian
Modification (ICD-10-AM) codes for hospitalisations and International Statistical Classification
of Diseases and Related Health Problems, 10th Revision (ICD-10) for deaths. The categories
include other gastrointestinal infections, upper respiratory tract infections, lower respiratory
tract infections, other meningitis and encephalitis, trachoma, abscess causing pneumonia¥,
otitis media, unspecified viral hepatitis, and other infections.

*not listed as a separate category in mortality coding

Treatment and management

Hospitalisations

In 2017-18, 89% of the nearly 447,000 hospitalisations for communicable diseases were
for non-notifiable diseases. From 2000-01 to 2017-18, the hospitalisation rate for non-
notifiable communicable diseases peaked at 15.3 per 1,000 in 2016-17 (nearly 400,000
hospital separations). In 2017-18, the most commonly diagnosed infectious cause of
hospitalisation was lower respiratory tract infections (such as pneumonia and
bronchitis), accounting for almost 145,000 hospitalisations.

Influenza was the most common cause of hospitalisation for all notifiable diseases in
2017-18, with 62% of nearly 50,000 hospitalisations attributed to it. The hospitalisation
rate per 1,000 population for notifiable communicable diseases has ranged between 0.8
in 2006-07 and 1.8 in 2017-18 (Figure 2).

See Hospital care.
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Figure 2: Age-standardised hospitalisations rates for notifiable and non-notifiable communicable
diseases, 2000-01to 2017-18
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Impact

Deaths

In 2018, almost 6,000 deaths in Australia were attributed to communicable diseases.
Between the years 2000 and 2018 around 99,000 deaths were attributed to
communicable diseases. The vast majority (89%) of the deaths caused by infections were
attributed to non-notifiable diseases, the most common of which were lower respiratory
infections caused by various bacteria and viruses (Figure 3). The death rate per 100,000
population due to non-notifiable communicable diseases ranged from 13 in 2009 to 24
in 2003 (Figure 4).
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Figure 3: Deaths due to non-notifiable infectious and communicable diseases,
Australia, 2000 to 2018
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Of the 10,700 deaths attributed to notifiable diseases between 2000 and 2018, the most
common causes of death were influenza (more than 3,300) and chronic hepatitis C
infection (almost 1,500). It is likely that the true impact of influenza is underestimated in
mortality data as many people who died would not have been tested for influenza.

See Causes of death.
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Figure 4: Age-standardised mortality rates for notifiable and non-notifiable communicable diseases,
2001 to 2017
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Where do | go for more information?

For more information on infectious and communicable diseases, see:

e Vaccine-preventable diseases

e The burden of vaccine preventable diseases in Australia

e The burden of vaccine preventable diseases in Australia—summary

e Department of Health Communicable diseases

e Department of Health Infectious syphilis outbreak

e Department of Health Australian Influenza Survelliance Report and Activity Updates
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Injury

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/injury

Most injuries, whether unintentional or intentional, are preventable (WHO 2014).
Despite this, every year in Australia, thousands of people die and many more are
admitted to hospital or attend hospital emergency departments because of injuries.
While people with minor injuries typically recover completely, people with serious
injuries, if they survive, often have lasting health problems (Gabbe et al. 2017).

Injuries can happen to anyone, but some population groups are more at risk than
others, such as people who live in areas that are more remote or have a lower
socioeconomic position, Aboriginal and Torres Strait Islander people, older people and
males (Figures 1 and 2).

The leading causes of injury and injury deaths in Australia include unintentional falls,
transport crashes and intentional self-harm and suicide (AIHW 2020a, b) (Figures 1 and
2). Other causes of injury and injury deaths include exposure to animate and inanimate
mechanical forces, assault, poisoning, thermal causes, and drownings and submersions.
Exposure to animate mechanical forces includes contact with animals (for example,
being bitten or struck by an animal) and contact with people (for example, being hit
unintentionally by another person). Exposure to inanimate mechanical forces includes
contact with tools, machinery, or sharp or exploding objects. Injuries commonly have
multiple causes. For example, frailty and weak bones contribute to fall-related injury in
old age.

Understanding the data on injury and injury deaths is an important factor in creating
effective measures—for example, appropriate legislation, policies, education and
technology—to reduce the risk of injury.

Falls are the leading cause of injury and injury
deaths

In 2017-18, almost 223,000 cases of hospitalised injury and more than 5,100 injury deaths
were due to unintentional falls. Falls were estimated to cost the Australian health system
$3.9 billion in 2015-16 (AIHW 2019a).

137 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/australias-health/injury

How common are injuries?

Hospitalised injury cases

In 2017-18, over 532,500 cases of injury resulted in admission to hospital in Australia:

The rate of hospitalised injury was 2,148 per 100,000 population.

The main causes of hospitalised injury were falls (42%), followed by injury due to
inanimate mechanical forces (14%) and transport crashes (12%).

The most common areas of the body injured were the head and neck (22%) and the
hip and lower limb (20%). The most common types of hospitalised injury were
fractures (38%) and open wounds (15%).

Males accounted for more than half (55%) of all hospitalised injury cases. The rate of
injury for males overall was 2,368 cases per 100,000 males, compared with 1,931 per
100,000 females. This difference remained when differences in age structure were
accounted for (2,336 per 100,000 for males and 1,781 for females).

For both males and females, rates of hospitalised injury were highest in people aged
65 and over. Males had higher rates of hospitalised injury than females in all age
groups from 0-64, but from the age of 65, females had a higher rate, with females
aged 85 and over having much higher rates than males.

The age-standardised rate of hospitalised injury for Indigenous Australians was
almost double (3,903 per 100,000) that for non-Indigenous Australians (1,991).

The age-standardised rate of injury in Very remote regions (4,313 per 100,000
population) was more than double the rate in Major cities (1,901).

The age-standardised rate of hospitalised injury increased with decreasing
socioeconomic position—from 1,892 per 100,000 in the highest socioeconomic
areas, to 2,118 in the lowest socioeconomic areas.

See Hospital care.
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Figure 1: Hospitalised injury cases, 2017-18
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Deaths due to injury

In 2017-18, injury was recorded as a cause of more than 13,000 deaths—=8.1% of deaths
in that year:

e The rate of injury deaths was 53 per 100,000 population.

e Just over 45% of all deaths at ages 1-44 were due to injury.

e Unintentional falls were the most common cause of injury deaths (40% of all deaths),
followed by suicide (23%) and transport crashes (11%).

e For males, suicide and falls were the leading causes of injury death (29% of male
injury deaths each).

e For females, falls were the leading cause of injury death (56% of female injury
deaths), with 97% of female deaths due to falls involving those aged 65 and over.
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e Injury death rates for males were higher than for females in every age group,
especially 25-44.

e Of age groups 0-4, 5-14, 15-24, 25-44, 45-64 and 65 and over, injury death rates
were lowest for children aged 5-14 and highest for people aged 65 and over.

e Indigenous Australians were almost twice as likely to die from an injury than other
Australians—the age-standardised injury death rate for Indigenous Australians was
86 deaths per 100,000 population, compared with 44 per 100,000 for other
Australians.

e Injury death rates rose with increasing remoteness—41 deaths per 100,000
population were recorded in Major cities, and 81 per 100,000 in Very remote areas
(age-standardised rates).

e The age-standardised rate of injury death increased with decreasing socioeconomic
position—the rate for people in the lowest socioeconomic areas was 1.3 times the
rate for those in the highest socioeconomic areas.

See Causes of death.
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Figure 2: Injury deaths, 2017-18
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Emergency departent presentations

One in 4 (25%, or just over 2.0 million) presentations to public hospital emergency
departments in 2018-19 were due to injury (AIHW 2020c). Of these:

e more than one-quarter (26%, or 541,000) were for children aged 0-14, and a further
17% (344,000) for people aged 15-24

e about 1in5 (18% or 375,000 resulted in admission to hospital).
See Hospital care.
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Impact

In 2015, injuries accounted for 8.5% of the burden of disease in Australia (AIHW 2019b)
and 7.0% of the long-term health conditions of the more than 4.3 million Australians
living with a disability (ABS 2016). Injury is one of the top 5 contributing categories to the
national burden of disease, along with cancer, cardiovascular diseases, musculoskeletal
conditions and mental and substance use disorders (AIHW 2019b). See Burden of
disease.

In 2015-16, it was estimated that injury cost the Australian health system $8.9 billion
dollars (7.6% of total health expenditure) (AIHW 2019a). See Health expenditure.

In 2017-18, the average length of stay in hospital for injury cases was 3.8 days—a total
of almost 1.8 million days in hospital was recorded (AIHW 2020a).

Where do | go for more information?

For more information about injury, see:

e Trends in hospitalised injury, Australia, 2007-08 to 2016-17
e Trends in injury deaths, Australia, 1999-00 to 2016-17

e Emergency department care 2018-19

e Disease expenditure in Australia

e Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2015

Visit Injury for more on this topic.
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International comparisons of
health data

Find the most recent version of this information at:

https://www.aihw.gov.au/reports/australias-health/international-comparisons-of-
health-data

Australia performs as well as, or better than many countries on a range of health and
health care indicators. However, there are some areas where improvement can be
made.

The interactive visualisation on this page compares Australia with other member
countries of the Organisation for Economic Co-operation and Development (OECD).
Data are for 2017 (or the nearest available year) (OECD 2019a, 2019b). The 36 OECD
countries provide a useful comparison for Australia as most are considered to be
developed countries with high-income economies. Some of the indicators presented
here are reported nationally in the Australian Health Performance Framework.
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How does Australia’s health compare with other
OECD countries?

How does Australia compare?

see how Australia compare he QEC sther O wuntries on a particular theme.
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Health status

The health status of populations can be measured in a range of ways, such as by life
expectancy, and rates of death and illness.

In 2017:
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Life expectancy at birth for Australian females ranked seventh highest of 36 OECD
countries at 84.6 years. Japan ranked highest at 87.3 years and Mexico ranked
lowest at 77.9 years. The average among all OECD countries was 83.4 years.

Life expectancy at birth for Australian males ranked ninth highest of 36 OECD
countries at 80.5 years, higher than the OECD average of 78.1 years. Switzerland
ranked highest at 81.6 years and Latvia ranked lowest at 69.8 years.

In Australia 77 deaths per 100,000 population were due to coronary heart disease,
below the OECD average of 115 deaths per 100,000 population. Australia ranked
14th lowest of 36 OECD countries. Japan had the lowest rate at 31 deaths per
100,000 population, and Lithuania had the highest rate at 383 deaths per 100,000
population (all rates are age-standardised).

The estimated prevalence of dementia in Australia was 14.6 per 1,000 population,
close to the OECD average of 15.3 per 1,000 population and ranking 17th lowest of
36 OECD countries. Mexico had the lowest rate, half the Australian rate at 7.6 per
1,000 population, whereas Japan’s rate was considerably higher at 24.8 per 1,000
population.

For more information on these topics see How healthy are Australians?, Coronary heart
disease and Dementia.

Determinants of health

Determinants of health are factors that influence health status, and include health
behaviours and biomedical factors.

In 2017:

Australians consumed 9.4 litres of pure alcohol per year for each person aged 15
and over. This is higher than the OECD average of 8.9 litres per person and Australia
ranked 17th highest (or 20th lowest) of 36 OECD countries. Turkey had the lowest
rate at 1.4 litres per person, and Lithuania had the highest at 12.3 litres per person
per year.

3in 10 (30%) Australians aged 15 and over were obese, higher than the OECD
average of 24%, and the fifth highest (or 19th lowest) of 23 OECD countries for which
data were available. Japan had the lowest rate at 4.4% and the United States had the
highest at 40%.

1in 8 (12%) Australians aged 15 and over were daily smokers, the seventh lowest
rate of 36 OECD countries. Mexico had the lowest rate of 7.6% and Greece had the
highest rate of 27%. The OECD average was 18%.

For more information on these topics see Tobacco smoking, Alcohol risk and harm and
Overweight and obesity.
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Health system

A range of measures can be used to compare Australia’s health system internationally.
When combined they can be used to form an impression of how Australia’s system
performs relative to other countries.

In 2017:

Australia had the eighth highest health care expenditure at 9.2% of Gross Domestic
Product (GDP) out of 36 OECD countries, higher than the OECD median of 8.1%. The
lowest health expenditure was in Turkey at 4.2%, and the highest was in the United

States at 16.2% of GDP (AIHW health expenditure database; OECD 2019a).

Australia had 3.7 practising doctors per 1,000 population, compared with the OECD
average of 3.5 per 1,000 population. Australia ranked 14th highest of 36 OECD
countries. The lowest rate was 1.9 per 1,000 population in Turkey, and the highest
was 6.1 practising doctors per 1,000 population in Greece.

Australia had 12 practising nurses per 1,000 population, compared with the OECD
average of 8.8. Australia ranked ninth highest of 36 OECD countries. The lowest rate
was 2.1 per 1,000 population in Turkey, and the highest was 18 practising nurses per
1,000 population in Norway.

Australia had 3.8 hospital beds per 1,000 population, compared with the OECD
average of 4.7. Australia ranked 18th highest of 36 OECD countries. The lowest rate
was 1.4 per 1,000 population in Mexico, and the highest was 13 in Japan.

Australia had the third highest 5-year net survival rate for colon cancer of 32 OECD
countries for which data were available, at 71%, while the OECD average was 62%.
South Korea had the highest survival rate at 72%, and Chile had the lowest at 44%.

For more information on these topics see Health expenditure, Health workforce,
Hospital care and Cancer.

Where do | go for more information?

For more information on international comparisons of health data, see:

International health data comparisons, 2018

International comparisons of welfare data

A working guide to international comparisons of health

Organisation for Economic Co-operation and Development (OECD) OECD.Stat
OECD Data website.

Visit International comparisons for more on this topic.

References
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Mental health

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/mental-health

Mental health is a key component of overall health and wellbeing (WHO 2013). The
National Survey of Mental Health and Wellbeing conducted in 2007 found that an
estimated 1 in 5 (20%) Australians aged 16-85 experienced a mental disorder in the
previous 12 months (ABS 2008). A mental iliness can be defined as ‘a clinically
diagnosable disorder that significantly interferes with a person'’s cognitive, emotional or
social abilities’ (COAG Health Council 2017). The term itself covers a range of ilinesses
including anxiety disorders, affective disorders, psychotic disorders and substance use
disorders.

However, a person does not need to meet the criteria for a mental illness or mental
disorder to be negatively affected by their mental health (COAG Health Council 2017;
Slade et al. 2009). Mental health affects and is affected by multiple socioeconomic
factors, including a person'’s access to services, living conditions and employment status,
and affects not only the individual but also their families and carers (Slade et al. 2009;
WHO 2013).

How common is mental illness?

Measuring mental health

The National Survey of Mental Health and Wellbeing was a program of 3 targeted mental
health epidemiological surveys that based their classification of mental disorders on existing
diagnostic criteria to estimate prevalence (ABS 2008). The 3 surveys included the National
Survey of Mental Health and Wellbeing, the National Survey of People Living with Psychotic
llIness and the Australian Child and Adolescent Survey of Mental Health and Wellbeing
(AIHW 2020). The data obtained from these surveys are due to be updated from 2020-21 as
part of the Intergenerational Health and Mental Health Study, which will consist of 4 surveys
over 3 years (ABS 2019; AHHA 2019). The National Study of Mental Health and Wellbeing will
update the data on the prevalence of mental disorders from 2007. Another source of
information about the mental health of Australians is the ABS's National Health Survey
2017-18, which provides data on a range of health conditions including mental and
behavioural disorders. The National Health Survey estimates are based on self-reported
data, and record a participant as having a mental or behavioural condition during the
collection period only if it was also reported as long-term (had lasted, or was expected to
last, a minimum of 6 months) (ABS 2018).
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Together, these surveys provide an overview of the prevalence of mental disorders in
Australia.

The National Survey of Mental Health and Wellbeing 2007 estimated that:

nearly 1in 2 (46%) Australians aged 16-85 had experienced a mental disorder
during their lifetime

1in 5 (20%) people who had experienced a mental disorder in their lifetime had
symptoms in the 12 months before the survey interview. For these people, anxiety
disorders were the most prevalent type of disorder (14%), followed by affective
disorders (6.2%) and substance use disorders (5.1%)

a higher proportion of males than females (48% compared with 43%) had
experienced a mental disorder in their lifetime, however, a higher proportion of
females than males (22% compared with 18%) had experienced symptoms in the 12
months before the survey

16-24 year olds (26%) were most likely to have experienced symptoms of a mental
disorder in the previous 12 months and 75-85 year olds the least likely (5.9%)

over 4 in 10 (43%) people with a disability status of profound or severe core-activity
limitation experienced symptoms of a mental disorder in the 12 months before the
survey, compared with 17% of people with no disability or limitations (ABS 2008).
See Health of people with disability.

The National Survey of People Living with Psychotic Illness 2010 estimated that:

64,000 (or 4.5 cases per 1,000 population) people with a psychotic iliness, who were
aged 18-64, were in contact with public specialised mental health services in a 12-
month period

the prevalence of psychotic disorder was higher for males than for females (5.4 and
3.5 cases per 1,000 population, respectively). The age groups with the highest
prevalence were 25-34 and 35-44 (5.6 cases per 1,000 population for both age
groups) (Morgan et al. 2011).

The Australian Child and Adolescent Survey of Mental Health and Wellbeing 2013-14
(Young Minds Matter) estimated that, in the 12 months before the survey:

560,000 children and adolescents aged 4-17 (14%) experienced a mental disorder
males had a higher prevalence of mental disorders (16%) than females (12%)

of the mental disorders experienced by participants, the following were most
prevalent: attention deficit hyperactivity disorder (ADHD) (7.4%); anxiety disorders
(6.9%); major depressive disorder (2.8%); and conduct disorder (2.1%). (Lawrence et
al. 2015). See Health of young people.

The National Health Survey 2017-18 estimated that:

1in 5 (20%, or 4.8 million) Australians reported that they had a mental or
behavioural condition during the collection period (July 2017 to June 2018)
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females reported a higher proportion of mental or behavioural conditions (22%)
than males (18%)

overall, 15-24 year olds had the highest proportion of mental or behavioural
conditions (26%) and 0-14 year olds had the lowest (11%)

of those participants who had a severe disability, 58% had a mental or behavioural
condition compared with 14% of people with no disability or long-term restrictive
health condition (ABS 2018).

Figure 1: Proportion of Australians with current long-term mental or behavioural conditions, by age
group and sex, 2017-18
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Impact

Burden of disease

Mental health affects not just the individual but also the wider community. The total
burden of a disease on a population can be defined as the combined loss of years of
healthy life due to premature death (known as fatal burden) and living with ill health
(known as non-fatal burden). Mental and substance use disorders contributed 12% of
Australia’s total burden of disease in 2015, making it the fourth highest disease group
contributing to total burden. Of the total burden caused by mental and substance use
disorders, 98% was due to living with the effects of these disorders (AIHW 2019). Mental
and substance use disorders were the second highest disease group contributing to
non-fatal burden (23%) after the first-ranked musculoskeletal conditions (25%). See
Burden of disease.

Indigenous Australians

There is a substantial difference in the burden of mental health on Aboriginal and Torres
Strait Islander Australians compared with non-Indigenous Australians. In 2011, the years
of healthy life lost per 1,000 people due to mental and substance use disorders among
Indigenous Australians was 2.4 times the rate for non-Indigenous Australians (57.8
compared with 23.6) (AIHW 2016). See Indigenous health and wellbeing.

Suicidality

For individuals who have a mental illness, suicidality—a term that encompasses suicide
plans, attempts and ideation—is more prevalent than for those who have no mental
illness. According to the National Survey of Mental Health and Wellbeing in 2007, almost
11in 12 (8.6%) people with 12-month mental disorders reported being suicidal in the 12
months prior to the survey; 0.8% of people without a 12-month mental disorder
reported suicidality in that same period (Slade et al. 2009). Overall, 72% of people who
exhibited suicidality had a 12-month mental disorder (ABS 2008). See Suicide and
intentional self harm for more information on suicide in Australia.

Comorbidity

A person may also have more than 1 type of condition at a time. The 2007 National
Survey of Mental Health and Wellbeing estimated that 3.2% of Australians aged 16-85
had experienced more than 1 mental disorder in the previous 12 months, and 11.7%
had experienced a mental disorder and a physical condition in the previous 12 months
(ABS 2008). See Physical health of people with mental illness for more information.
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Treatment and management

See Mental health services for more information on mental health treatment and
management in Australia.

Where do | go for more information?

For more information on mental health, see:

e Mental health services in Australia

e Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2015

e Council of Australian Governments Health Council Fifth National Mental Health and
Suicide Prevention Plan

Visit Mental health services for more information on this topic.

If you or someone you know needs help, please call:
+ Lifeline 131114
+  Suicide Call Back Service 1300 659 467

+ Kids Helpline 1800 55 1800
 MensLine Australia 1300 78 99 78

+ Beyond Blue 1300 22 4636.

Crisis support services can be reached 24 hours a day.
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Physical health of people with
mental iliness

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/physical-health-of-people-with-
mental-illness

Mental health and physical health are inextricably linked and people with mental
illnesses are more likely to develop physical illness and tend to die earlier than the
general population.

International studies report a reduced life expectancy in psychiatric patients by 20 years
in males and 15 years in females (Laursen 2011; Wahlbeck et al. 2011). Research from
Western Australia found that the gap in life expectancy for people with psychiatric
disorders registered with West Australian mental health services increased between
1985 and 2005, from 13.5 to 15.9 years for males and 10.4 to 12.0 years for females.
The majority of excess mortality was attributed to physical health conditions, such as
cardiovascular disease, respiratory disease, and cancer (Lawrence et al. 2013).

Evidence suggests that people with mental illness are more likely to develop physical
illness due to a combination of lifestyle, socioeconomic and system-level factors such as
social stigma, lack of health service integration, and a lack of clarity about who is
responsible for physical health monitoring in people with mental illness. Medication side
effects (for example, weight gain and hyperlipidaemia—elevated levels of lipids in the
blood) may also be a significant contributor for some individuals (Firth et al. 2019; Liu et
al. 2017). See Mental health for more information about mental illiness.

Measuring physical health of people with mental iliness

Part of the challenge in reporting on the physical health of people experiencing mental
illness is a lack of information. However, while there is no national data set on prevalence of
physical illness in mentally ill people, information is available from a number of other data
sources. Together these sources provide insight into the chronic conditions and substance
use in people with mental illness.

A number of initiatives and programs that monitor the physical heath of Australians with
mental illness have the potential to provide insight into this important issue, but they are not
consistent across jurisdictions and different health settings. In 2017,

the Australian Government committed to regular national monitoring and reporting
(Department of Health 2017); funding for an updated National Nutrition and Physical Activity
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Study and a National Health Measures Study was also announced in 2019. It is expected that
data from these studies will better inform future physical health information activities.

Measuring patient experience is an important component of the care for people with
mental illness not only to guide service improvement, but also because quality of care is
linked with clinical outcomes. Because of the bidirectional relationship between physical
and mental health, New South Wales has investigated several aspects of physical health
care including healthy eating and diet, smoking, alcohol and drug use, sexual health,
exercise and physical activity, and possible side effects of some medications. According
to its 2018-19 Your Experience of Service survey, more than half of mental health
consumers recall being provided with information on exercise, diet, medication side
effects, smoking, and alcohol and drug use. People were less likely, though, to recall
receiving information on sexual health (NSW Ministry of Health 2019). See Patient
experience of health care.

How common is physical illness among people
with mental illness?

There is no national data set that directly monitors the prevalence of physical illness in
mentally ill people but some information is available from other data sources.

For example, the 2017-18 National Health Survey (ABS 2018) estimated that there was a
strong overlap between physical health and mental health problems. People who
reported having a mental illness were much more likely to report having a chronic
medical condition, and vice versa. Females with a mental and/or behavioural condition
were more likely to have a physical health comorbidity than males. The most common
chronic conditions reported included back problems, arthritis, and asthma (Table 1). See
Chronic conditions and multimorbidity for more information.

Table 1: Chronic conditions of persons with and without mental illness in
2017-18

Selected chronic Persons with Persons without
condition mental illness® (%) mental illness (%)
Arthritis® 23.3 13
Asthma 18.2 9.5
Back problems(© 27.7 13.5
Cancer (malignant 2.6 1.6
neoplasms)
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Selected chronic
condition

Chronic obstructive
pulmonary
disease'®

Diabetes mellitus®

Heart, stroke and
vascular disease!?

Kidney disease

Osteoporosis

Persons with
mental illness® (%)

52

6.7

7.1

1.9

6.3

Persons without
mental illness (%)

1.8

4.4

4.2

0.8

3.2

(@) Includes alcohol and drug problems, mood (affective) disorders, anxiety-related disorders, organic
mental disorders and other mental and behavioural conditions.

(b) Includes rheumatoid arthritis, osteoarthritis, other and type unknown.

() Includes sciatica, disc disorders, back pain/problems not elsewhere classified and curvature of the
spine.

(d) Includes bronchitis and emphysema.

(e) Includes Type 1 and Type 2 diabetes, and type unknown. Estimates also include persons who
reported they had diabetes but that it was not current at the time of interview.

(f) Includes angina, heart attack, other ischaemic heart diseases, stroke, other cerebrovascular
diseases, oedema, heart failure, and diseases of the arteries, arterioles and capillaries. Estimates
include persons who reported they had angina, heart attack, other ischaemic heart diseases, stroke
or other cerebrovascular diseases but that these conditions were not current at the time of
interview.

Source: ABS 2018.

The second national survey of People Living with Psychotic Iliness (Morgan et al. 2011)
also provides estimates on the physical health of Australians living with psychosis.
Chronic back, neck or other pain were the most common chronic physical conditions
(32% compared with 28% for the general population) identified among people with
psychosis in 2010. Other common conditions included asthma (30% compared with 20%
for the general population) and heart or circulatory conditions (27% compared with
16%).

One-quarter (24%) of people with psychosis were at high risk of cardiovascular disease.
About half (45%) of people with psychotic illness were obese and almost two-fifths (38%)
reported gaining weight as a medication side effect. Physical activity levels were far
lower in people with psychosis, with 96% classified as either sedentary or undertaking
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low levels of exercise in the previous week compared with 72% for the general
population (Morgan et al. 2011).

Substance use and mental illness

There is a strong association between the use of alcohol, tobacco and illicit drugs and
mental illness. Use of these substances can not only trigger or worsen mental health
issues, but is strongly associated with physical health conditions including cancer,
cirrhosis, and cardiovascular disease (Crocq 2003).

According to the 2019 National Drug Strategy and Household Survey (AIHW 2020),
people who had been diagnosed or treated for a mental health condition in the previous
12 months were estimated to be about 1.2 times as likely to drink alcohol at levels that
exceeded the lifetime risk and single occasion risk (at least monthly) guidelines than
people who had not been diagnosed or treated for a mental illness (Table 2). According
to the People living with psychotic illness 2010 report, the lifetime rate of alcohol use or
dependence in people with psychosis was double the rate of the general population
(51% compared with 25%) (Morgan et al. 2011).

Table 2. Proportion of people aged 18 years and over who use alcohol,
tobacco and illicit drugs by mental health status in 2019

Mental illness® Alcohol use Any illicit Daily
drug use smoking

Single occasion Lifetime

risk (at least risk (%)

monthly) (%)

Diagnosed or 309 21.3 26.2 20.2
treated for a

mental health

condition

Not diagnosed or 253 171 15.2 .8
treated for a

mental health

condition

(@) Includes depression, anxiety disorder, schizophrenia, bipolar disorder, an eating disorder and other
form of psychosis.

Source: AIHW 2020.

Use of Illicit drugs is also common among people with mental illness. In 2019, compared
to people with no mental iliness, people with mental health condition were 1.7 times as
likely to have used any illicit drug in the previous 12 months and about 2 times as likely
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to have used meth/amphetamine and pharmaceuticals for non-medical purposes (AIHW
2020). The lifetime rate of any substance use or dependence in people with psychosis, at
51%, was 6 times the population figure of 9% (Morgan et al. 2011). See lllicit drug use.

A similar pattern to that for consumers of alcohol and users of illicit drugs is apparent
for daily smokers. People who reported a mental health condition were twice as likely to
smoke daily as those who had not been diagnosed with, or treated for, a mental health
condition (20% compared with 9.9%) (Table 2) (AIHW 2020). Two-thirds (66%) of people
with psychosis smoke, smoking on average 21 cigarettes per day. Almost one-third (31%)
of people had tried to quit in the last year, but just over one-quarter (27%) had never
tried (Morgan et al. 2011).

Another source of information on physical health and substance use in people with
mental illness is Victoria’s Mental Health Services annual report, where new indicators on
the incidence of tobacco and diabetes have been added as part of Victoria's 10-Year
Mental Health Plan. According to the 2018-19 report, 10% of registered Victorian mental
health clients were diagnosed with type 2 diabetes and 37% of admitted clients were
tobacco users (DHHS 2019).

Treatment and management

To improve the management of physical health conditions in adults with severe mental
disorders, and support the reduction of individual health behaviours constituting risk
factors for these illnesses in order to decrease morbidity and premature mortality, the
World Health Organization (WHO) has developed guidelines discussing pharmacological
and non-pharmacological interventions related to tobacco cessation, weight
management, substance use disorders, cardiovascular disease and risk, diabetes
mellitus, HIV/AIDS, and other infectious diseases (tuberculosis, hepatitis B/C). In
summary, WHO recommends that lifestyle changes such as following a healthier diet,
increasing physical activity and quitting smoking together with psychosocial support
have an important role in reducing physical illness in people with severe mental illness
(WHO 2018). See Mental health services for more information.

Future directions

Improving the physical health of Australians with mental illness and ensuring that their life
expectancy and quality of life is the same as among the general population is a priority for
policymakers and clinicians. A number of common themes are evident in national and state
mental health commission reports on this issue, including:

e the need for holistic person-centred physical and mental health care using a
collaborative and coordinated approach

e addressing the side effects of antipsychotic medication

e education (Mental Health Commission of NSW 2016).
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Where do | go for more information?

For more information on the physical health of people with mental iliness, see:

e Australian Bureau of Statistics National Health Survey: first results, 2017-18

e Equally Well Improving the physical health of people living with mental illness

e National Drug Strategy Household Survey 2019

e NSW Ministry of Health Your Experience of Service: What consumers say about NSW
Mental Health Services 2018-2019.

e The Royal Australian & New Zealand College of Psychiatrists Keeping body and mind
together: improving the physical health and life expectancy of people with serious
mental illness
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Stroke

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/stroke

On this page

How common is stroke?

Impact

Treatment and management
Variation between population groups

Where do | go for more information?

Stroke occurs when a blood vessel supplying blood to the brain either suddenly
becomes blocked (ischaemic stroke) or ruptures and begins to bleed (haemorrhagic
stroke). Either may result in part of the brain dying, leading to sudden impairment that
can affect a number of functions. Stroke often causes paralysis of parts of the body
normally controlled by the area of the brain affected by the stroke, or speech problems
and other symptoms, such as difficulties with swallowing, vision and thinking.

Stroke is often preventable because many of its risk factors are modifiable. These
include biomedical risk factors such as high blood pressure, insufficient physical activity,
overweight and obesity, and tobacco smoking. Stroke contributes to premature death,
disability, and preventable hospitalisations, consequently a National Strategic Action
Plan for Heart Disease and Stroke is under development. The action plan aims to reflect
priorities, and identify implementable actions to reduce the impact of stroke in the
community.

How common is stroke?

In 2018, an estimated 387,000 people—214,000 males and 173,000 females—had had a
stroke at some time in their lives, based on self-reported data from the Australian
Bureau of Statistics 2018 Survey of Disability, Ageing and Carers (ABS 2019). The
estimated prevalence of stroke has declined slightly between 2003 and 2018 (1.7% and
1.3% respectively) (ABS 2019; AIHW 2013).

In 2017, there were around 38,000 stroke events—more than 100 every day. The rate of
these events, based on hospital and mortality data, fell 24% between 2001 and 2017,
from an age-standardised rate of 169 to 129 per 100,000 population. The rate of decline
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was greater among those aged 75 and over, when compared to those aged 55-74
(Figure 1).

Figure 1: Stroke events among those aged 55 and over, by age group and sex, 2001 to 2017
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Impact

Deaths

In 2018, stroke was recorded as the underlying cause of 8,400 deaths, accounting for
5.3% of all deaths in Australia.

Between 1980 and 2018, overall death rates for stroke have fallen by three-quarters
(75%), or 3.5% a year.
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The rate of decline has remained steady in people aged 75 and over but slowed among
younger age groups (Figure 2).

See Causes of death.

Figure 2: Stroke deaths in Australia, 1980 to 2018
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Burden of disease

In 2015, stroke accounted for 2.7% of the total burden of disease in Australia and was
the 10th leading specific cause of disease burden. Stroke was the third highest disease
burden in people aged 85 and over, accounting for 6.6% of the burden in males and
8.1% of the burden in females.

The total burden of disease due to stroke decreased by 41% between 2003 and 2015.
This included a 42% decline in the fatal burden and a 30% decline in the non-fatal
burden (AIHW 2019a).
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See Burden of disease.

Expenditure

In 2015-16, the estimated health system expenditure on stroke was more than $633
million. The greatest cost was for public hospital admitted patient services ($345 million)
followed by private hospital services ($105 million) (AIHW 2019b).

See Health expenditure.

Treatment and management

Hospitalisations

In 2017-18, there were almost 40,000 acute care hospitalisations with a principal
diagnosis of stroke, at a rate of 133 per 100,000 population. Acute care hospitalisation
rates were higher among males than females (1.4 times as high), and most
hospitalisations (73%) were for people aged 65 and over.

The average length of stay for stroke patients in acute hospital care was 7 days in 2017-
18. Stroke patients in rehabilitation care had an average length of stay of 24 days.

See Hospital care.

Variation between population groups

The impact of stroke varies between population groups, with rates higher among
Aboriginal and Torres Strait Islander people than among non-Indigenous Australians.

Death rates and burden of disease were similar in Remote and very remote areas and
Major cities. Hospitalisation rates for stroke were 1.4 times as high in Remote and very
remote areas as in Major cities. The rate of hospitalisation for stroke was 1.4 times as
high in the lowest socioeconomic areas as in the highest (Figure 3).

See Rural and remote health.
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Figure 3: The impact of stroke—Variation between selected population groups

Hower on the numbers for more information on the impact of stroke in each population group.
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Where do | go for more information?

For more information on stroke, see:

e Cardiovascular disease

e Cardiovascular disease in women—a snapshot of national statistics

e Australian Bureau of Statistics Disability, ageing and carers, Australia: summary of
findings, 2018
Visit Heart, stroke and vascular disease for more on this topic.
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Suicide and intentional self-harm

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/suicide-and-intentional-self-harm

Suicide and intentional self-harm are complex and can have multiple contributing
factors, yet with timely and appropriate interventions they may be preventable.

Where to find help and support

The AIHW recognises that each of the numbers reported here represents an individual.
The AIHW acknowledges the devastating effects suicide and self-harm can have on
people, their families, friends and communities.

This page discusses suicide and presents material that some people may find
distressing. If this report raises any issues for you, these services can help:

e Lifeline1311 14
e Suicide Call Back Service 1300 659 467

e Kids Helpline 1800 55 1800
e MensLine Australia 1300 78 99 78

e Beyond Blue 1300 22 4636.
Crisis support services can be reached 24 hours a day.

Mindframe is a national program supporting safe media coverage and communication
about suicide, mental ill health and alcohol and other drugs. Mindframe reminds media
and communications professionals accessing this page to be responsible and accurate
when communicating about suicide, as there is a potential risk to vulnerable audiences.
Context is therefore important. Resources to support reporting and professional
communication are available at: mindframe.org.au

See ‘Chapter xx Improving suicide and intentional self-harm monitoring in Australia’ in
Australia's health 2020: data insights for information on how suicide data can be
improved.

What are suicide and intentional self-harm?

Suicide is the act of deliberately killing oneself (WHO 2014), while intentional self-harm is
deliberately causing physical harm to oneself but not necessarily with the intention of
dying. The latest statistics on suicide and intentional self-harm are presented, including
incidence, trends over time and variations by sex, age, and state and territory of usual
residence. The main source of data is the Australian Bureau of Statistics (ABS) national
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Causes of Death data set which presents deaths statistics based on year of registration
of death. In this data set deaths are classified as suicide if the available evidence
indicates the death was from intentional self-harm and are compiled based on the state
or territory of usual residence of the deceased, regardless of where in Australia the
death occurred and was registered (ABS 2019). See Causes of death.

About deaths data

The ABS collects demographic and cause of death information on all registered deaths in
Australia from the states and territories. For reportable deaths (including deaths by suicide),
causes of death are coded using information (coronial findings, autopsy, toxicology and
police reports) from the National Coronial Information System (NCIS) database. As coronial
processes can be lengthy and often not closed at the time ABS cause of death processing is
finalised, the ABS undertakes initial processing with subsequent revisions. This enables
coroner’s cases that remain open to be coded (using the World Health Organization
International Statistical Classification of Diseases and Related Health Problems, 10th
revision, known as ICD-10) as intentional self-harm (X60-X84, Y87.0) if evidence available on
the NCIS indicates the death was from suicide. However, if insufficient information is
available, less specific ICD-10 codes are assigned. These cases are then reviewed 12 and 24
months after initial processing so that any change in information regarding the deceased's
intention to die can be updated. For the 2019 ABS Causes of Death release, 2018 and 2017
data are considered ‘preliminary’, 2016 data are ‘revised’ and 2009-2015 data are ‘final'.
Although many of the statistics presented here are preliminary, the observed patterns of
distribution (for example, age and sex) described in this article are consistent with those
observed for finalised deaths by suicide from 2009 to 2015.

How common is suicide?

In 2018, 3,046 deaths by suicide were registered in Australia—an average of about 8
deaths per day—more than two and a half times that of the national road toll in the
same year (1,135 road deaths) (BITRE 2019).

Suicide was the leading cause of death among people aged 15-44 in 2016-2018. See
Causes of death. To some extent, this is due to the sound physical health of people in
these age groups, with chronic diseases only beginning to feature more prominently
among people aged over 45 (AIHW 2019).

Nonetheless, deaths by suicide are statistically rare events, with an age-standardised
suicide rate of 12.1 deaths per 100,000 population in 2018.

Major cause of premature death

Suicide and self-inflicted injuries was the third leading cause of premature death from
injury or disease in 2015 (Figure 1), accounting for an estimated 5.7% of the total fatal
burden of disease in Australia. The total years of life lost (YLL) due to suicide and self-
inflicted injuries was estimated to be 134,100 years, behind coronary heart disease
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(262,000) and lung cancer (154,400) (AIHW 2019). Males experienced almost 3 times the
fatal burden from suicide and self-inflicted injuries that females did (100,300 versus
33,800 YLL) (AIHW 2019).

How fatal burden is calculated

Fatal burden is a measure of the years of life lost in the population due to dying from injury
or disease. The YLL associated with each death is based on 2 factors: the age at which death
occurs and the life expectancy (according to an aspirational life table), which is the number
of remaining years that a person would, on average, expect to live from that age. The YLL is
calculated by adding the number of deaths at each age, multiplied by the remaining life
expectancy for each age of death.

Injuries or diseases that usually cause deaths at younger ages (for example, suicide and self-
inflicted injuries) have a much higher average YLL per death than those that tend to cause
deaths at older ages (for example, stroke and chronic kidney disease). Therefore, similar
amounts of fatal burden can result from a small number of deaths occurring at young ages
and a large number of deaths occurring at older ages.
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Figure 1: Years of life lost (YLL) for 10 leading causes of fatal burden, 2015
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Sourca: AIHW 2019,

Trends over time

Trends may be presented by year of occurrence of death or year of registration of
death. Using year of occurrence of death is common when the exact time period of the
death is important; however, the latest data available may underestimate the
occurrence of recent deaths, especially those in the later months of the year, due to a
lag in registration. For this reason, year of registration of death is reported to allow the
latest year of data to be compared with previous years.

Age-standardised death rates enable the comparison of death rates over time and take
into account population increases and the different age structures of populations.

Although the number of deaths by suicide varies each year, the age-standardised suicide
rate in Australia has increased from 10.7 per 100,000 population in 2009 to 12.1 deaths
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per 100,000 population in 2018—a 13% increase. The rate increased by 13% in males
from 2009 to 2018 and 14% in females (Figure 2).

Figure 1: Years of life lost (YLL) for 10 leading causes of fatal burden, 2015
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Source: AIHW 2019.

Over the last century in Australia, suicide rates for males have fluctuated above and
below a rate of about 20 deaths per 100,000 population per year, with a peak of almost
30 deaths per 100,000 in 1930. Rates for females were about 5 deaths per 100,000
population per year throughout most of this period, with a marked rise in female suicide
rates to more than 10 deaths per 100,000 for most of the 1960s (AIHW: Harrison &
Henley 2014).

Sex differences

More than three-quarters of the 3,046 registered deaths by suicide in 2018 (76%)
occurred in males. In all age groups, the number of deaths by suicide was markedly
higher for males than females in 2018 (Figure 3). Over the decade to 2018 the age-
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standardised suicide rate for males has been approximately 3 times that of females
(Figure 2).

In 2018, the age distribution of deaths by suicide (the proportion of suicides that
occurred within each 5-year age group) was similar for males and females—despite
there being considerable difference in the number of suicide deaths for each sex (Figure
3).

Figure 3: Age-specific suicide rate, by sex and age, 2018
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1. Deaths registered in 2018 are based on preliminary data and are subject to further revisions by the Australian Bureau of Statistics.
2. Deaths by suicide in the 0-14 age group have been excluded because of the small number of deaths that ccour within this age group.
3. For more information see Intentional self-harm, key characteristics and the explanatory notes from the data source.

Source: ABS 2015.

Age groups most at risk

Suicide affects people of all ages, except young children. The highest proportion of
deaths by suicide occurs among young and middle-aged people, and the proportion
decreases in progressively older age groups (Figure 3). In 2018, the median age at death
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for suicide was 44, which was considerably lower than the median age for all deaths (82
years).

Age-specific death rates show how suicide manifests across age groups by relating the
number of deaths to the size and structure of the underlying population. Age-specific
suicide rates for males are consistently higher than those for females and reflect the
higher number of deaths by suicide that occur among males in each age group (Figure
3).

Middle-aged

Age-specific death rates are high between the ages of 35 and 59 for both males and
females. More than half of all deaths by suicide in 2018 (55%) occurred in people aged
30-59 (1,669 deaths). Males aged 45-49 accounted for the highest proportion of male
deaths by suicide (10%, or 230 of 2,320 deaths). For females the highest proportion of
deaths by suicide occurred in the 40-44 age group (10%, or 75 of 726 deaths).

Children and adolescents

Deaths of children by suicide is a sensitive issue. The number of deaths of children
attributed to suicide may be influenced by coronial processes and considerations as to
whether the deceased had the developmental maturity to understand the
consequences of their actions or to form an intent to die (AIHW: Harrison & Henley
2014). Deaths by suicide are reported only for 5-17 year olds; there have not been any
deaths by suicide recorded in children aged under 5.

In 2018, suicide was the leading cause of death among Australian children and
adolescents aged 5-17. This is in part explained by low rates of other causes of death,
reflecting Australia’s high standard of living and high life expectancy. Deaths by suicide
among children and adolescents (aged 5-17) are rare (100 deaths in 2018) with the
majority occurring in those aged 15-17 (78% in 2018).

See Health of children and Health of young people.

Older Australians

While males aged 85 and over accounted for 2.7% of male deaths by suicide, they had
the highest age-specific rate of suicide (32.9 per 100,000 population). The age-specific

rate for females aged 80-84 was 9.0 per 100,000 population—the second highest age-
specific suicide rate behind those aged 40-44 and equal with females aged 50-54. This
indicates that deaths by suicide have a significant impact on these older age groups.

See Health of older people.

Regional variation

The number and rate of deaths by suicide differs between states and territories and
across different regions of Australia.
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State and territory

In 2018, the age-standardised suicide rate ranged from 9.1 per 100,000 population in
Victoria to 19.5 per 100,000 in the Northern Territory (Figure 4). In all states and
territories where male and female age-standardised suicide rates were reported, male
rates were higher than female rates. New South Wales and Queensland recorded the
most deaths by suicide (899 and 786, respectively) while the Northern Territory and the
Australian Capital Territory had the lowest number of deaths by suicide (47 each).

Figure 4: Age-standardised suicide rates, by sex, by state and territory, 2018
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1. Causes of death statistics for states and territories are reported based on the state or territory of usual residence of the deceased,
regardless of where in Australia the death occurred and was registered. Deaths of persons usually resident overseas which occur in
Australia are included in the state or territory in which their death was registered.

2. hge-standardised rates for females in Tasmania, the Australian Capital Territory and the Northern Territory are not available for
publication because they cannot be presented for counts of less than 20.

3. Care needs to be taken when interpreting data derived from Victorian coroner-referred deaths including suicide.

4. For more information see Intentional self-harm, key characteristics and the explanatory notes from the data source.

Source: ABS 2015.

Region

The ABS Causes of Death data set releases data based on Greater Capital City Statistical
Areas. These include the population within the urban area of the city, as well as those
who regularly socialise, shop or work within the city, but live in small towns and rural
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areas surrounding the city. Within each state and territory (except the Australian Capital
Territory), the area not defined as being part of the Greater Capital City is represented
by a Rest of State/Territory region.

In 2018, the age-standardised suicide rate was higher in all Rest of State/Territory areas
than in the corresponding Greater Capital City. The Rest of Northern Territory area
recorded the highest age-standardised rate at 27.1 per 100,000 population. This was
followed by Rest of State areas in Western Australia (20.1), Queensland (17.6) and
Tasmania (16.4). The highest rate for Greater Capital Cities was 14.2 per 100,000
population in Greater Darwin, followed by Greater Brisbane (13.8).

Aboriginal and Torres Strait Islander people

In 2018, 169 Aboriginal and Torres Strait Islander people died by suicide. Age-
standardised rates of Indigenous deaths by suicide have increased over time, from 20.2
per 100,000 persons in 2009-2013 to 23.7 per 100,000 persons in 2014-2018—almost
double the rate for non-Indigenous Australians in 2014-18 (12.3 per 100,000 persons).
Suicide is also a pronounced issue for Indigenous youth—in the 5 years from 2014 to
2018, suicide rates were highest for those aged 25-34 (47.1 per 100,000) and 15-24 (40.5
per 100,000).

Suicide method

Restricting access to methods of suicide is a key element of suicide prevention;
therefore, a detailed understanding of the methods of suicide used in the community is
required (WHO 2014). The information presented here is intended to provide an
understanding of the methods of suicide used by males and females in Australia. This
information may be distressing for some people.

In 2018, both males and females were most likely to die of suicide by hanging,
strangulation or suffocation (63% of male and 49% of female suicide deaths). Poisoning by
drugs was more common among females than males, accounting for almost a third
(29%) of female deaths by suicide and 8.2% of male suicide deaths.

Hospitalisations for intentional self-harm

There were an estimated 33,100 cases of hospitalised injury due to intentional self-harm
in 2016-17, making up 7% of all hospitalised injury cases (AIHW: Pointer 2019). See
Injury and Hospital care.

About hospital data

Hospital data on admitted patients can provide limited information on suicide attempts and
intentional self-harm (where people have intentionally hurt themselves but not necessarily
with the intention of dying). Currently, admitted patient care data does not effectively
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distinguish between acts of self-harm with no intention of suicide (for example, self-
mutilation) and acts of self-harm with suicidal intent (AIHW: Pointer 2019).

Sex and age differences

While males are more likely than females to die by suicide, females are more likely to be
hospitalised for intentional self-harm (1.75 times); in 2016-17 females made up almost
two-thirds (64%) of intentional self-harm hospitalisation cases (AIHW: Pointer 2019).

In 2016-17, the age-specific rates of hospitalised injury cases for intentional self-harm
peaked among females aged 15-19 at 686 cases per 100,000—nearly 4 times the rate
for males in the same age group (180 per 100,000). The age-specific rates for females

aged 0-14 and 15-24 rose markedly between 2007-08 and 2016-17, from 19 and 317
cases per 100,000 respectively in 2007-08 to 49 and 512 cases per 100,000 in 2016-17
(Figure 5).

Type of injury

The information presented here is intended to provide an understanding of the
methods of intentional self-harm used by males and females in Australia. This
information may be distressing for some people.

In 2016-17, Intentional self-poisoning was the most common cause of intentional self-
harm requiring hospitalisation, accounting for 86% of female cases and 77% of male
cases (AIHW: Pointer 2019). Intentional self-harm by sharp object was the second most
common cause of intentional self-harm injury resulting in hospitalisation, for both males
(13%) and females (10%) (AIHW: Pointer 2019).

Suicidal ideation, plans and attempts

The National Survey of Mental Health and Wellbeing (2007) estimated that, at some
point in their lives, 1 in 8 (13%) Australians aged 16-85 had had serious thoughts about
taking their own life; 1 in 25 (4.0%) made a suicide plan, and 1 in 33 (3.3%) had
attempted suicide. This is equivalent to more than 2.1 million Australians having thought
about taking their own life, more than 600,000 making a suicide plan and more than
500,000 making a suicide attempt during their lifetime (Slade et al. 2009).

The second Australian Child and Adolescent Survey of Mental Health and Wellbeing,
conducted between 2013 and 2014, captured information about self-harming activity
from young people aged 12-17 (Lawrence et al. 2015). Around 1 in 10 young people
aged 12-17 reported having ever self-harmed (10.9%, equivalent to 186,000 young
people) and about three-quarters (73.5%) of these had harmed themselves in the
previous 12 months. Around 1 in 13 young people aged 12-17 had seriously considered
attempting suicide in the previous 12 months (7.5%, equivalent to 128,000 young

people).
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Both of these national surveys relied on self-reported responses, and therefore should
be interpreted with caution as respondents may not feel comfortable commenting on
suicidal behaviours.

It is important to remember that although suicidal thoughts are relatively common, the
majority of people who experience suicidal ideation do not go on to take their lives.

If you, or someone you know, is struggling with thoughts of suicide or suicide-related
behaviour, help is available.

Where do | go for more information?

If this report has raised any issues for you, these services can help:
e Lifeline131114

e Suicide Call Back Service 1300 659 467

e Kids Helpline 1800 55 1800
e MensLine Australia 1300 78 99 78

o Beyond Blue 1300 22 4636.
Crisis support services can be reached 24 hours a day.
For more statistical information on suicide and intentional self-harm, see:

e General Record of Incidence of Mortality (GRIM) data

e Mortality over regions and time (MORT) books

e Suicide and hospitalised self-harm in Australia: trends and analysis
e Admitted patient care 2017-18
e Trends in hospitalised injury, Australia 2007-08 to 2016-17

Visit Suicide and intentional self-harm for more on this topic.
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What is health?

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/what-is-health

Health can be viewed as the presence or absence of disease or medically measured risk
factors in an individual. However, more broadly, health is ‘a state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity’ (WHO
1946). Health reflects the complex interactions of a person’s genetics, lifestyle and
environment. Generally, a person’s health depends on 2 things: determinants (factors
that influence health) and interventions (actions taken to improve health, and the
resources required for those interventions).

Health is fundamental to an individual's wellbeing. It reflects a person’s relative ability to
effectively engage with society—improved health outcomes support better economic
(WHO 2019a), educational (Suhrcke & Nieves 2011) and social (Burton 2010) outcomes
and conditions (see Social determinants of health and Health and welfare links).

Australians are generally seen to enjoy good health and to have an effective health
system. How do we know this? We compare Australia with other OECD countries and we
use the Australian Health Performance Framework to assess the health of our
population and health system. It outlines health indicators that describe specific
elements of our health or aspects of our health system’s performance; it also compares
data for different population groups, different geographic regions, and internationally.
The Framework includes the domains of health status, determinants of health, and the
health system (see also the Health system domain in Australia's health snapshots).

Measuring health

Many measures can be used to describe the health of an individual or a population.
Some commonly used measures are listed in Table 1 below and presented in How
healthy are Australians?.
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Table 1: Common measures of health status

Life expectancy The number of years of life, on average,
remaining for an individual at a particular

age if death rates do not change. The

most commonly used measure is life

expectancy at birth.

Mortality The number of deaths in a population in
a given period.

Morbidity Il health in an individual and levels of ill
health within a population (often

expressed through incidence, prevalence

and comorbidity measures—see

Glossary).

Disability-adjusted life year (DALY) One year of healthy life lost due to illness
and/or death. DALYs are calculated as the

sum of the years of life lost due to

premature death and the years lived with

disability due to disease or injury.

Health-adjusted life expectancy The average length of time an individual
at a specific age can expect to live in full

health; that is, time lived without the

health consequences of disease or injury.

Self-assessed health status An individual's own opinion about how
they feel about their health, their state of
mind and their life in general.

These measures are useful to observe trends over time, compare different population
groups and geographic regions, and monitor certain health conditions. Health measures
allow differences in outcomes to be identified. These measures are discussed in more
detail in the Health status and Health of population groups domains in Australia's health

snapshots.

What influences health?

‘Health determinants’ are the many risk and protective factors that influence an
individual's health. Figure 1 divides determinants into 4 groups, where the main
direction of influence is from contextual factors (broad features of society and
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environmental factors) through to more direct influences (such as blood pressure and
body weight).

Health outcomes affect and are affected by the social determinants of health, a term
that encompasses not only social but economic, political, cultural and environmental
determinants. Essentially, these are the conditions into which people are born, grow,
live, work and age (WHO 2019b).

All of these social determinants interact with the physical and psychological make-up of
individuals. Additionally, the factors within each box in Figure 1 can interact and are
closely related to each other. See the Determinants of health domain in Australia's
health snapshots for more information.

Figure 1: Framework for determinants of health

) A
A 4 oS 4
h 4 v
Broad features Socioeconomic Health behaviours Biomedical factors
of society characteristics Tobaceotise Birthweight
Culture Education Alcohol consumption Body weight Wy
. i ealth an
Affluence Employment Physical activity Blood pressure wellbeing over time
Social cohesion Income and wealth Dietary behaviour Blood cholesterol Lireepecnty)
Social inclusion Family, neighbourhood Use of illicit drugs Glucose tolerance m(;rtality &
Political structures A Housing N Sexual practices K Immune status Subjective health
: L Access to services L4 Ao L
Media A Vaccination Functioning, disability
igration
Language refuggee status Psychological factors lliness, disease
Environmental factors Food security Stress Injury
Natural Trauma, torture
. Knowledge,
Built attitudes and beliefs safety factors
Geographical location Health literacy Risk taking, violence
Remoteness Occupational health
Latitude and safety

Individual physical and psychological make-up

Genetics, antenatal environment, gender, ageing, life course and intergenerational influences

Health system interventions

The health system supports the health of the nation by treating iliness, preventing
disease and maintaining people’s health. Health system overview describes how
Australia’s health system works. A functioning health system ensures that people remain
as healthy as possible for as long as possible. Australia’s health system facilitates this by
providing services such as hospital care and primary health care and access to
preventative measures such as immunisation and vaccination. Medical research and
health promotion are also crucial parts of the system which supports people’s health.
See also the Health system domain in Australia's health snapshots.
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Australian Charter of Healthcare Rights

The Australian Charter of Healthcare Rights (ACSQHC 2017) describes the 7 key rights of
patients and consumers who seek or receive health care:

e Access—the right to access health care services and treatment that meet their needs
e Safety—the right to safe and high-quality health care in a safe environment

e Respect—the right to be treated as an individual, with dignity and respect, and to have
culture, identity, beliefs and choices recognised and respected

e Partnership—the right to be involved in open and honest communication, make
decisions with health care providers, and to choose who to include in planning and
decision making

e Information—the right to clear information about conditions and services, and to
assistance when needed to understand health information

e Privacy—the right to privacy and confidentiality of personal information

e Give feedback—the right to comment on care, to have concerns dealt with transparently
and in a timely manner, and to share experiences and participate to improve quality of
care and health services (ACSQHC 2017).

The application of the Charter to the health system is informed by 3 guiding principles: the
right of everyone to access health care; the commitment of the Australian Government to
international agreements recognising the right to health; and the acknowledgement of and
respect for the different cultures and ways of life in Australian society.

Where do | go for more information?

For more information on health definitions see:

e World Health Organization
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Determinants of health

A person'’s health is closely linked to the conditions in which they
live and work. Factors such as socioeconomic position, educational
attainment and lifestyle behaviours can affect the health of

individuals and communities. |



Alcohol risk and harm

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/alcohol-risk-and-harm

Alcohol has a complex role in society. Consumption patterns reflect different attitudes
towards alcohol. Harmful levels of consumption are a major health issue, associated
with increased risk of chronic disease, injury and premature death. Most Australians
drink alcohol at levels that cause few harmful effects. However, those who do drink at
risky levels increase the risk of harm to themselves, their families, bystanders and the
broader community (NHMRC 2009).

How many people consume alcohol?

The 2019 National Drug Strategy Household Survey (NDSHS) reported an estimated 4 in
5 (79%) people aged 18 and over had consumed alcohol in the previous 12 months; this
is a decline from 81% reported in 2016 (AIHW 2017; AIHW 2020b). Similarly, results from
the National Health Survey (NHS) 2017-18 showed that an estimated 4 in 5 (79%)
Australians aged 18 and over had consumed alcohol in the previous 12 months (ABS
2019b).

Data sources

A number of nationally representative data sources are available to analyse recent trends in
alcohol consumption. The NDSHS and NHS both collected data on alcohol consumption
among individuals. The ABS (Australian Bureau of Statistics) also provides estimates of
apparent consumption of alcohol based on availability of alcoholic beverages in Australia,
but does not account for factors such as storage or waste (ABS 2019a). Data presented on
this page on alcohol consumption among individuals are from the 2019 NDSHS and 2017-18
NHS, as these were the latest available data.

Comparisons of data from the NDSHS and NHS show variations in estimates for alcohol
consumption but similar trends.

For more information on the consumption of alcohol from the 2019 NDSHS, including
drinking behaviours, see National Drug Strategy Household Survey 2019.

Trends in alcohol consumption

The overall volume of alcohol available for consumption in Australia in 2017-18 was 191
million litres of pure alcohol—the equivalent of 9.51 litres per person aged 15 and over.
This was a slight increase on the 9.48 litres available in the previous year, but the overall
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per capita trend over the last decade shows a decline of around 1.1% per year (10.8
litres per person in 2007-08). Over the last 50 years, the levels of apparent consumption
of different alcoholic beverages have changed substantially, with a decrease in the
proportion of beer and total alcohol consumed (per capita), and an increase in wine and
spirits (Figure 1) (ABS 2019a).

Figure 1: Apparent consumption of pure alcohol, per capita, year ended 30 June 1968 to 2018
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Sowrce: ABS 2019a.

Drinking behaviours
The NDSHS reported changes in drinking patterns between 2001 and 2019 including
that:

e the proportion of adults abstaining from alcohol (not consuming alcohol in the
previous 12 months) increased from 15.5% in 2001 to 19.5% in 2016 and rose to 21%
in 2019 (Figure 2a)
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in 2019, just under 3 in 4 people aged 14-17 abstained from drinking alcohol—more
than double the proportion in 2001 (32% in 2001, 73% in 2019) (Figure 2a). A similar
pattern was seen for people in their 20s with the proportion of abstainers also more
than doubling, from 8.9% in 2001 to 22% in 2019. In contrast, for people aged 70 and
over, the proportion abstaining has declined (from 32% in 2001 to 28% in 2019)

the proportion of adults aged 18 and over exceeding the lifetime risk guidelines
declined from 21% in 2001 to 17.6% in 2019. The proportion exceeding the single
occasion risk guidelines (at least once in the past year) also declined from 43% in
2001 to 38% in 2019. There was little change in the proportions exceeding either
guideline between 2016 and 2019 (AIHW 2020b).

Similar changes to drinking patterns were reported by the NHS between 2014-15 and
2017-18 including that:

fewer young people aged 15-17 were drinking alcohol and the proportion abstaining
had increased, but this change was not statistically significant (66% in 2014-15 and
71% in 2017-18) (Figure 2b)

the proportion of adults aged 18 and over abstaining from alcohol has remained
relatively stable (11% in 2014-15 and 12% in 2017-18 after adjusting for age) (Figure
2b) (ABS 2019c¢).
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Figure 2a: National Drug Strategy Household Survey, proportion of people aged 14-17 and 18 and over
who abstained from drinking alcohol and the proportion aged 18 and over who exceeded lifetime and
single occasion (at least yearly) alcohol risk guidelines, 2001 to 2019
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Source: NDSHS 2019,

In 2019, men aged 18 and over were at higher risk of alcohol-related harm than women
from drinking at levels that exceed the lifetime risk guidelines (26% of men compared
with 9.9% women)—this was similar to 2016 (26% and 10.4%, respectively). Men aged 18
and over were also at higher risk of injury than women from drinking at levels that
exceed the single occasion risk guidelines at least once in the past year (48% of men
compared with 29% of women)—this was similar to 2016 (49% and 29%, respectively)
(AIHW 2020b).

Results from the 2017-18 NHS similarly show that men were more likely than women to
exceed the lifetime risky drinking guidelines (24% and 8.8%, respectively) and the single
occasion risky drinking guidelines in the previous 12 months (54% and 31%, respectively)
(ABS 2019b). These results were similar to those from the 2014-15 NHS (ABS 2018b).

In 2019, 15.6% of people aged 18 and over reported drinking 11 or more drinks on 1
occasion at least once a year—this was similar to 16.2% in 2016 (AIHW 2020b). Similarly,
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based on data from the 2017-18 NHS, an estimated 19% of people aged 18 and over
consumed 11 or more drinks on at least 1 occasion in the last 12 months (ABS 2019b).

Australian Guidelines to Reduce Health Risks from Drinking

Alcohol
The National Health and Medical Research Council (NHMRC) publishes 4 guidelines for

reducing the health risks of drinking alcohol. The data for alcohol risks on this page are
reported against the following 2 guidelines:

e Guideline 1 (lifetime risk): For healthy men and women, drinking no more than two
standard drinks on any day reduces the risk of alcohol-related harm (such as chronic
disease or injury over a lifetime

e Guideline 2 (single occasion risk): For healthy men and women, drinking no more than
four standard drinks on a single occasion reduces the risk of alcohol-related injury
arising from that occasion (NHMRC 2009).

e The data presented on this page are based on the 2009 Australian guidelines to reduce
health risks from drinking alcohol. In December 2019, the NHMRC released revised draft
guidelines which are expected to be finalised in the third quarter of 2020. The 2009
Alcohol Guidelines remain NHMRC's current advice until the review of the guidelines is
finalised.

Age

Since 2001, trends in single occasion risky drinking (at least once a month) have followed
a similar pattern to lifetime risk, with risky drinking declining among younger age groups
(18-39) but increasing among older age groups (40 and over). The proportion of people
exceeding the lifetime risk guidelines has remained stable for older age groups since
2001, while for younger age groups, it has declined (Figure 3) (AIHW 2020b).

In 2019, young people aged 18-24 remained the group most likely to consume alcohol
at levels which exceed single occasion risk guidelines at least once a month (41%).
However, they were one of the least likely groups to drink at levels which exceed lifetime
risk guidelines—this was highest among adults aged 40-49 and 50-59 (both 21%) (Figure
3) (AIHW 2020b).
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Figure 3: National Drug Strategy Household Survey, proportion of people who exceeded lifetime and
single occasion (at least monthly) alcohol risk guidelines, by age group, 2001, 2016 and 2019
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Variation between population groups

See Health risk factors among Indigenous Australians for information on alcohol risk
and harm among Aboriginal and Torres Strait Islander Australians.

Although there has been some reduction in risky drinking behaviour by some people,
the harmful consumption of alcohol is more common in certain subsets of the
population.

Some population groups drink alcohol in quantities that put them at risk of single
occasion or lifetime harm more often than others. For example, analysis of the 2019
NDSHS showed that exceeding lifetime risk guidelines was more commonly reported by
people living in Outer regional and Remote and very remote areas, people whose main
language spoken at home is English, people living in the highest socioeconomic area and
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people who are employed (Figure 4). See also Health across socioeconomic groups and

Rural and remote health.

Figure 4: Proportion of people who exceeded single occasion (at least monthly) and lifetime risk

guidelines, aged 18 and over, by selected demographic characteristics, 2019

@) Exceeded lifetime risk guidelines All
Exceeded single occasion risk guidelines (at least monthly)

Main language English

spoken at home
F Language other than Engli..

Socic-economic Lowest

ares
- Highest

Remoteness area  Major cities
nner regional
CQuter regional

Remote and very remote

Level of highest Year 1lorless.

educational

) Completed yea
sttainment p year

Certificate Il or
Diploma

Bachelar degree or higher

Employment
status

Employed
Unemployed
Home duties
Retired/pension
Student

Unable to work

Volunteer/charity work

Other

3
F

50 60

Per cent
[Motes]

Sowrce: NDSHS 2019,
hitpc/fwww. i goy

Health impact

Deaths

100

Alcohol-induced deaths are defined as those that can be directly attributed to alcohol

use, as determined by toxicology and pathology reports (ABS 2018a).

In 2017, the alcohol-induced death rate was 5.1 per 100,000 population (1,366 deaths)
and it has remained stable since a low of 4.5 deaths per 100,000 in 2012. In 2017,
alcohol was mentioned as a contributory cause in an additional 2,820 deaths. This
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demonstrates that people were twice as likely to have alcohol certified at death as a
contributory factor rather than to have died from an alcohol-induced death (ABS 2018a).

Burden of disease

Alcohol was the fifth-highest risk factor contributing to disease burden in Australia in
2015. Alcohol use was estimated to be responsible for 4.5% of the total burden of
disease and injury, based on estimates from the Australian Burden of Disease Study
2015.

For adolescents and young adults, non-fatal burden was the main contributor to alcohol
attributed burden, while for those aged 55 and over fatal burden was the main
contributor.

The burden from alcohol disorders was higher in males (2.0%) than females, ranking
13th in total male burden and outside the top 20 for females. Alcohol use was the
leading risk factor contributing to disease burden for males aged 15-24 (13%) and 25-44
(12%) (AIHW 2019a). See Burden of disease.

Hospitalisations

The number of hospitalisations in Australia with a drug-related principal diagnosis of
alcohol use increased from 64,200 hospitalisations in 2013-14 to 72,300 in 2017-18 (or
from 275.8 to 291.9 hospitalisations per 100,000 population). As a proportion this
equates to a decline from 55% of drug-related hospitalisations in 2013-14 to 53% in
2017-18 (AIHW 2019b). The decrease in proportion of alcohol-related hospitalisations is
due to an increase in non-alcohol drug-related hospitalisations in 2017-18.

See lllicit drug use for information on drug-related hospitalisations where alcohol was
not the drug.

Treatment

The number of closed treatment episodes provided in publicly funded alcohol and other
drug treatment agencies across Australia for a person’s own drug use (where alcohol
was the principal drug of concern) fell between 2012-13 and 2016-17 (from 63,800 to
62,400) but increased between 2017-18 and 2018-19 (from 70,900 to 74,700). As a
proportion this equates to a decline from 41% of total episodes of treatment in 2012-13
to 36% in 2018-19 (AIHW 2020a). See Alcohol and other drug treatment services.

Social impact

Alcohol misuse was estimated to cost Australia around $14 billion in 2010 ($6.0 billion in
lost productivity), followed by traffic accidents ($3.7 billion), the criminal justice system
($2.9 billion) and costs to the health system ($1.7 billion) (Manning et al. 2013). However,
these costs do not include the negative impacts on others associated with someone
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else’s drinking (such as violence, poor productivity, disturbing the peace), estimated at
$6.8 billion in 2008 (Laslett et al. 2010).

Where do | go for more information?

For more information on alcohol risk and harm, see:

e Alcohol, tobacco & other drugs in Australia

e National Drug Strategy Household Survey 2019

e Alcohol and other drug treatment services in Australia 2018-19

e Australian Burden of Disease Study 2015: Interactive data on risk factor burden

e Australian Bureau of Statistics National Health Survey: First Results, 2017-18

Visit Alcohol for more on this topic
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Biomedical risk factors

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/biomedical-risk-factors

Biomedical risk factors are bodily states that have an impact on a person’s risk of
disease. This page focuses on 3 biomedical risk factors: blood pressure, blood lipids and
blood glucose—elevated levels of which have been directly linked to specific health
outcomes such as cardiovascular disease, including coronary heart disease and stroke,
chronic kidney disease and diabetes. Obesity, which is also a biomedical risk factor, is
discussed in Overweight and obesity. The information on this page is based mostly on
the Australian Bureau of Statistics (ABS) 2011-12 Australian Health Survey, 2014-15
National Health Survey and 2017-18 National Health Survey.

The most recent national data on blood lipid and blood glucose levels were collected in
2011-12, and subsequent national health surveys have relied on self-reported data.
More surveys are needed to continue to monitor the levels of these risk factors in the
Australian population over time. The (ABS) is commencing in 2021 a new
Intergenerational Health and Mental Health Survey which will include measurement of
biomedical risk factors.

High blood pressure

High blood pressure—also known as hypertension—is a risk factor for chronic
conditions, including heart failure, chronic kidney disease and stroke. In 2015, it was
estimated that high blood pressure contributed 65% of hypertensive heart disease
burden, 43% of coronary heart disease burden, 41% of stroke burden, 38% of chronic
kidney disease burden, and 32% of atrial fibrillation and flutter burden (AIHW 2019).

High blood pressure contributed 5.8% of the total burden of disease in Australia in 2015
and 21% of high blood pressure burden is due to a diet high in sodium (AIHW 2019). See
Burden of disease.

In 2017-18, an estimated 34% of adults had high blood pressure. This included 23% who
had uncontrolled high blood pressure, and 11% whose blood pressure was controlled
with medication (ABS 2019). The proportion of Australian adults with high blood
pressure has remained stable since 2011-12.

Abnormal blood lipids

Abnormal levels of blood lipids, such as cholesterol and triglycerides—also known as
dyslipidaemia—can lead to the build-up of fatty deposits in the blood vessels and
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contribute to the risk of cardiovascular disease. In 2015, it was estimated that high
cholesterol contributed 37% of coronary heart disease burden and 15% of stroke
burden. High cholesterol levels contributed 3.0% of the total burden of disease in
Australia in 2015 (AIHW 2019). See Burden of disease.

Based on self-reported data from the National Health Survey in 2017-18, an estimated
1.5 million adults (7.8%) reported that they had high blood cholesterol levels (ABS 2019).
This was lower than the self-reported prevalence in 2014-15, where 9.1% of adults (1.6
million) reported high blood cholesterol levels (ABS 2017).

Self-reported data underestimates the true impact of abnormal blood lipids in the
population, as many people are unaware they have abnormal levels. In 2011-12, blood
cholesterol levels were measured, via a blood test, to ascertain the prevalence of
abnormal blood lipids in the Australian population. Based on these data, an estimated 2
in 3 (65%, or 8.4 million) Australian adults had abnormal blood lipid levels. This included
59% with uncontrolled blood lipids and 6.7% with normal blood lipid levels who were
taking lipid-modifying medication (ABS 2014).

Impaired glucose regulation

Impaired glucose regulation is a condition where blood glucose levels are higher than
normal, but not high enough to be regarded as type 2 diabetes. People with impaired
glucose regulation are at increased risk of diabetes and cardiovascular disease. High
blood plasma glucose was responsible for the entire burden of each type of diabetes,
60% of chronic kidney disease burden and 6.7% of coronary heart disease burden. High
blood plasma glucose (including intermediate hyperglycaemia and diabetes) contributed
4.7% of the disease burden in Australia in 2015 (AIHW 2019). See Burden of disease.

Based on self-reported data from the National Health Survey in 2017-18, an estimated
99,700 adults reported that they had high sugar levels measured in their blood or urine.
This was around 0.5% of the adult population. This was consistent with results reported
in 2014-15.

As for other biomedical risk factors, self-reported data underestimate the true impact of
impaired glucose regulation in the population, as many people are unaware they have
impaired regulation. In the 2011-12 Australian Health Survey, impaired glucose
regulation was assessed via measurement of blood glucose levels after fasting. Based
on these results, 3.1% (416,000) of Australian adults were estimated to have impaired
glucose regulation.

Multiple biomedical risk factors

Biomedical risk factors can have an interactive or cumulative effect on disease risk.
Multiple risk factors can increase the risk of disease, lead to earlier disease onset,
increase severity and complicate treatment.
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The development of 1 risk factor can lead to the occurrence of another, or they may
have shared causes. For example, high blood pressure and abnormal blood lipids are
often related to poor diet and being overweight.

In 2011-12, an estimated 1 in 4 (25%) Australian adults had both high blood pressure
and abnormal blood lipids. This includes people with measured high blood pressure and
abnormal blood lipids, and those who take medication to control these conditions. This
increased with age, from 4.3% in people aged 18-34 to 65% in people aged 75 and over.
Just over 7 in 10 (71%) adults had either high blood pressure, abnormal blood lipids or
both risk factors. This was highest in people aged 75 and over (96%) (ABS 2014).

Managing risk factors

Treating or managing biomedical risk factors includes changes in lifestyle (such as
dietary modifications or increased physical activity), use of medications, and surgery.
Improving biomedical risk factors can prevent disease, delay disease progression and
improve treatment outcomes, and have the potential to enhance the health of the
population.

e In2017-18, hypertension was the most commonly reported chronic condition at
general practice encounters, and abnormal blood lipids was the fourth most
commonly reported chronic condition (NPS MedicineWise 2019).

e In2017-18, an estimated 23% of adults had measured high blood pressure but were
not taking any blood pressure medication. There has been no change in the
prevalence of uncontrolled high blood pressure since 2011-12 (ABS 2019).

e In2011-12, 87% of people with measured abnormal blood lipids were not using lipid
modifying medications. This reflects current guidelines, which state that prescription
of lipid modifying medications is not based on abnormal blood lipids alone, but on
the absolute risk of cardiovascular disease (RACGP 2018). The absolute risk of
cardiovascular disease considers risk factors, such as blood pressure and cholesterol
levels, in combination (ABS 2014).

e In2011-12, a total of 7.7% of people were identified as having abnormal blood
lipids, despite reporting using lipid lowering medications. Poorly controlled blood
lipids, despite the use of medication, was highest in people aged 65-74 (20%) (ABS
2014).

Where do | go for more information?

For more information on biomedical risk factors, see:

e Cardiovascular disease, diabetes and chronic kidney disease—risk factors

e Australian Burden of Disease Study 2015: Interactive data on risk factor burden

e Australian Bureau of Statistics (ABS) Australian Health Survey: biomedical results for
chronic diseases, 2011-12

e ABS National Health Survey: first results, 2017-18
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Visit Risk factors for more on this topic.
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Built environment and health

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/built-environment-and-health

The built environment influences our health in many ways, including activity levels,
access to nutritious food, the houses we live in, where we work, contact with nature and
the spaces we have for social interactions. It also affects the air we breathe and the
water we drink, and shelters us from the weather.

What is the built environment?

The built environment refers to the human-made surroundings where people live, work and
recreate. It includes buildings and parks as well as supporting infrastructure such as
transport, water and energy networks (Coleman 2017).

The built environment affects the natural environment through its use of land, water and
energy resources, and the waste and emissions produced. Conversely, extreme weather
events such as floods, cyclones, bushfires and heatwaves are considered the largest risk to
the built environment and people who live in it. See Natural environment and health.

Urban form

The shape, size, population density and layout of a city is known as the urban form. In
2018, over 90% of the Australian population lived in Major cities and Inner regional areas
(ABS 2019). Australian cities have unusually low population densities compared with
cities in other developed countries with similar population sizes (Coleman 2017).
Australia’s cities are also characterised by:

e small, dense cores with large, low population density outer suburbs

e segregated land use that separates where people live from where they work, often
by great distances (Coleman 2017).

Urban form and population density may play a role in the spread and transmission of
communicable diseases, such as COVID-19, as it may be easier for people to maintain
physical distance from one another in areas of low population density. However, there
are many other environmental, social and economic impacts from this type of urban
form, with flow-on effects to human health, including:

e increased car use, which decreases physical activity and increases the risk of chronic
disease and its risk factors including obesity and hypertension, as well as increasing
the risk of injury from accidents (Chandrabose et al. 2019). Road transport also
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increases the level of greenhouse gas emissions, reducing air quality in built-up
areas

e loss of agricultural land and green spaces, which reduces areas for food production,
recreation, exercise and community gathering, and affects biodiversity. The loss of
green spaces, particularly tree canopy coverage, can also increase temperatures in
urban areas (Government of South Australia 2019)

e socioeconomic inequality, as more affordable housing is often found further away
from city centres and employment areas, which requires longer travel times,
increased travel costs, and reduced time available to engage in healthy behaviours
such as physical activity (Christian 2012; Daley et al. 2018; Trubka et al. 2010).

Walkability

Neighbourhood walkability (how conducive an area is to walking) affects health through
its impact on physical activity and social capital (Giles-Corti et al. 2010). People are more
likely to walk for recreation or exercise if they live in neighbourhoods that are within a
walkable distance of destinations (including public transport services), have well
connected streets and higher residential densities (Gebel et al. 2009; Kamruzzaman et
al. 2014). Participating in 30 minutes of walking on average a day can lower the risk of
heart disease, stroke, and diabetes by 30-40% (National Heart Foundation 2019).

A ‘walkability index’ has been created by the Centre for Urban Research, which combines
dwelling density, daily living destinations and street connectivity (Arundel et al. 2017).
Using this index, only a minority of Australians living in cities live in walkable
communities, and these are generally concentrated in the inner (and some middle)
suburbs. However, there are some exceptions where the implementation of policies has
resulted in highly walkable outer suburbs, such as in Perth and Canberra (Arundel et al.
2017). The Liveable Neighbourhoods operational policy created by The Western
Australian Planning Commission in 1997 provides guidance and requirements for the
design of urban areas (WAPC 2015). A study by Bull and others (2015) found that for
every 10% increase in compliance with the policy, participants were:

e 53% more likely to walk within their neighbourhood
e 40% less likely to feel unsafe

e 14% more likely to have better mental health.

The study also found that:

e people living within 1.6 km of a convenience store, shopping centre or newsagent
were 2 times more likely to walk regularly

e people with access to parks and well-connected footpaths were 2.5 times more likely
to walk for more than 1 hour each week

e children living closer to school and having highly connected street networks and low
traffic volumes were nearly 4 times more likely to walk or cycle to school.
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Green and public open spaces

Green and public spaces are areas of public and private land such as nature reserves,
public parks, residential gardens, sporting facilities, beachfronts and waterways. They
are important for both physical and mental health (Sugiyama et al. 2008; WHO 2019).
Spending 2 hours or more in natural environments over the week is associated with
higher levels of self-reported good health and wellbeing compared with those who
spend no time in them (White et al. 2019).

Australian studies show that:

e people were 3 times more likely to do any moderate or vigorous physical activity if
they lived within 400 metres of a park (Mavoa et al. 2016)

e access to a larger park within 1.6 km of home increased the likelihood of walking for
150 minutes or more in a week (equivalent to Australia’s Physical Activity and
Sedentary Behaviour Guidelines for adults) (Sugiyama et al. 2010).

Green spaces also provide places for social interaction, both planned and incidental, and
facilitate community connections and wellbeing (Infrastructure Australia 2019). This is
important for feelings of safety, neighbourhood satisfaction and positive mental health,
and can help to reduce social isolation (Giles-Corti et al. 2010; Mahmoudi Farahani
2016).

Well-planned green spaces support biodiversity, improve air quality, and reduce noise
pollution and temperatures in urban areas (Kent & Thompson 2019). Contact with the
natural environment may also benefit our immune system (WHO & SCBD 2015).

Transport

An effective transport system is an essential part of a healthy built environment. It
provides access to the resources and facilities people need for a healthy life, such as
employment, health care and nutritious food. Transport systems can positively influence
health by promoting active travel, or negatively influence health through car
dependence, traffic accidents and sedentary behaviour. Transport systems can also
affect greenhouse gas emissions and climate change, air pollutants, environmental
noise, and lead to the reduction of natural space (Kent & Thompson 2019).

How do Australians commute to work?

On the day of the 2016 Census of Population and Housing (Census), 9.2 million people
travelled an average of 16.5 km to their workplace:

e 79% travelled by private vehicle
e 14% took public transport

e 5.2% either cycled or walked.
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The average distance travelled was shortest for those living in the Greater Darwin area (13
km), and greatest for those living in regional areas of Western Australia (21 km) (ABS 2018a).

Car dependence

The great majority of Australians depend on their cars for transport. Car-dependent
suburbs tend to have poor access to public transport, employment services and shops.
Car dependence increases traffic congestion, commuting times and air and noise
pollution. It can also lead to an increase in traffic accidents and affect respiratory and
cardiovascular health, as well as mental health and life satisfaction (BITRE 2016; Giles-
Corti et al. 2016). It contributes to sedentary lifestyles and growing rates of overweight
and obesity (AIHW 2011).

Poor air quality due to traffic emissions can be harmful to both human health and the
ecosystem, and tends to concentrate around major road corridors (Infrastructure
Australia 2019). Car dependence can have a larger effect on those from lower
socioeconomic areas, who often have less choice in housing location and may have to
live in outer suburbs due to housing affordability. This results in a higher proportion of
their household income being spent on car-related expenses (and less available for
health needs), and increased vulnerability to changes in fuel prices and mortgage stress
(Dodson & Sipe 2008; Dodson et al. 2004; Infrastructure Australia 2019).

Traffic accidents

Traffic-related accidents are a major public health issue and can result in injury,
disability or death. In Australia, there were 1,145 deaths due to road traffic crashes in
2018. The number and rate of road deaths decreased over the decade from 2009 to
2018 (by 23% and 33% respectively). Comparable data for road crash hospitalisations
are available only for the period 2013-2016, and show the number and rate of
hospitalised injuries has increased (by 11% and 6.2% respectively) (BITRE 2019).

Active travel

Active travel is the process of being physically active (usually walking or cycling) while
moving from one place to another, and can include multiple modes of transport in 1
trip. The health benefits of active travel include:

e increased physical activity
e social and psychological benefits from incidental interactions with other people

e reductions in greenhouse gas emissions and traffic congestion and less noise and air
pollution.

Living in close proximity (400-800 m) to a mix of destinations is associated with higher
levels of active transport across all age groups (Boulange et al. 2017; McCormack et al.
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2008; Sallis et al. 2012). Other factors associated with increased active travel include
safety from traffic, well-lit streets and footpaths (Sallis et al. 2012).

On Census night in 2016, of those who commuted to work 5.2% walked or cycled (ABS
2018a). People who walked or cycled to work generally had the shortest commuting
distance.

Food environments

The built environment influences food choices, either by enabling healthy food options
or by providing exposure to unhealthy options. Diet is a modifiable risk factor for many
chronic conditions as well as overweight and obesity. See Diet and Overweight and

obesity.

Some evidence links an increased density of fast food outlets with overweight and
obesity in people and conversely, closer proximity to supermarkets with a higher intake
of fruit and vegetables and a higher quality of diet (Allender et al. 2012; Levy 2012). The
density of alcohol outlets has also been associated with alcohol-related harm in
Australia and internationally (Livingston et al. 2015).

In Australia, the Australian Bureau of Statistics (ABS) National Health Survey 2017-18
included information about the proximity of major supermarket and fast food chain
outlets to survey participants (ABS 2018c). Just over half (56%) of Australians lived within
1,500 m of a supermarket, and less than half (44%) within 1,500 m of a fast food outlet.
However, the estimates showed no difference for adults in consumption of sweetened
drinks, fruit or vegetables by proximity to supermarkets or fast food outlets. This was
despite a greater proportion of people from areas of relatively greater disadvantage
living within 1,500 m of a supermarket or fast food outlet.

Access to urban agriculture and community gardens is associated with greater
consumption of fruit and vegetables. Other health benefits include more active
lifestyles, and the mental health and social capital benefits of engagement with other
people in natural spaces (Townshend et al. 2015).

More research is needed to better understand the relationship between availability of
food, individual food choice and health outcomes in Australia.

Housing

Housing is a very important influence on health and wellbeing. It provides shelter,
safety, security and privacy. The availability of affordable, sustainable and appropriate
housing enables people to better participate in the social, economic and community
aspects of their lives. Housing construction and design and the social and
neighbourhood environment can affect various aspects of physical and mental health
and quality of life of the inhabitants (Giles-Corti et al. 2012).

In Australia, building design codes regulate the insulation, ventilation, room sizes, ceiling
heights and access to sunlight of dwellings. However, the built environment is slow to
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adapt to increases in extreme heat events, and heat-related deaths are expected to
increase over time (Coleman 2017).

It has been estimated that almost 1,000,000 Australians live in housing regarded as
being in poor condition (Baker et al. 2016). Poor-quality housing is associated with
greater psychological distress (Giles-Corti et al. 2012) and lower self-assessed general
and physical health (Baker et al. 2016).

Frequent moves, renting, and being in financial housing stress are associated with
negative children’s physical health outcomes (Dockery et al. 2013).

In cities, housing affordability and homelessness are major challenges. On Census night
in 2016, an estimated 116,000 people were homeless (ABS 2018b), and in 2017-18 more
than 1 million low-income households were in financial housing stress (AIHW 2019b).
See Health of people experiencing homelessness.

In remote areas, inadequate supply and poor conditions of social housing can lead to
housing overcrowding, particularly for Aboriginal and Torres Strait Islander people
(AIHW 2019a)—see Social determinants and Indigenous health. Overcrowding can affect
health and education outcomes, and reduce employment opportunities (Infrastructure
Australia 2019).

Water resources

Reliable and safe drinking water and wastewater services are vital for the wellbeing and
long-term sustainability of communities. In metropolitan areas, water infrastructure
includes drinkable supply and wastewater services; many rural and remote areas rely on
small, localised or onsite systems (Infrastructure Australia 2019).

Water quality in urban areas of Australia is generally good, however some parts of
regional Australia do not meet drinking water standards (Coleman 2017). In some
remote communities, water and wastewater infrastructures are poorly maintained,
routinely fail, or fail to provide services to their designed standard (Infrastructure
Australia 2019).

With the increasing population, and longer and more severe droughts expected,
maintaining water supply and quality will become increasingly challenging (Coleman
2017).

Where do | go for more information?

For more information on the built environment and health, see:

e Health and the environment: a compilation of the evidence

e Department of the Environment and Energy Australia: state of the environment
2016: built environment

e Infrastructure Australia Australian Infrastructure Audit 2019: social infrastructure

e Heart Foundation Blueprint for an Active Australia
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Diet

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/diet

The food and beverages people consume (our diet) play an important role in their
overall health and wellbeing. Food provides energy, nutrients and other components
that, if consumed in insufficient or excess amounts, can result in ill health. A healthy diet
helps to prevent and manage health risk factors such as overweight and obesity, high
blood pressure and high blood cholesterol, as well as associated chronic conditions,
including type 2 diabetes, cardiovascular disease and some forms of cancer (NHMRC
2013). Diet-related chronic conditions are among the leading causes of death and
disability in Australia.

Australian Dietary Guidelines

The Australian Dietary Guidelines provide advice on healthy eating habits to promote overall
health and wellbeing, reduce the risk of diet-related disease and protect against chronic
conditions (NHMRC 2013). They recommend that Australians eat a wide variety of nutritious
foods from the 5 food groups every day:

e vegetables and legumes/beans

fruit

grain (cereal) foods

lean meat and poultry, fish, eggs, nuts and seeds and legumes/beans

milk, yoghurt, cheese and dairy alternatives.

Discretionary foods are foods and drinks that aren’t needed for a healthy diet and don't fit
into the 5 food groups. They are high in energy, saturated fat, added sugars, added salt
and/or alcohol and low in fibre and the Australian Dietary Guidelines recommend that their
consumption should be limited.

The Australian Dietary Guidelines also provide advice on the number of serves of each food
group that Australians should eat each day. Different amounts are recommended for people
of different ages, sex, life stages, height and physical activity level.

See Australian Dietary Guidelines.

This page includes dietary information about the Australian population from 2 surveys:

¢ Inthe National Nutrition and Physical Activity Survey 2011-12, participants were
asked about all the foods and drinks they consumed in the day before they were
surveyed, using a method known as 24-hour dietary recall (ABS 2013).
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¢ Inthe National Health Survey 2017-18, participants were asked about their fruit and
vegetable consumption and their sugar-sweetened drink consumption using short
questions, such as, ‘How many serves of fruit do you usually eat each day? (ABS
2019b).

There are strengths of, and limitations to, the information from each survey—while the
2011-12 information is more comprehensive, the 2017-18 information is more recent.
Because of this, information from both surveys is included on this page. However,
because of the different methods used in the surveys, the results from the 2 surveys
should not be compared with each other.

Data from both 24-hour dietary recalls and short survey questions are also subject to
various biases. For example, data collected from nutrition surveys are subject to
potential under-reporting of food intake, due to:

e actual changes in diet that participants may make when they know they will be
surveyed

e misrepresentation (whether deliberate, unconscious or accidental) to make diets
appear healthier or to make diets quicker to report (ABS 2014).

How common are poor diets?

The 5 food groups

In 2011-12, most Australians didn't consume the recommended number of serves from
the 5 food groups (ABS 2017; Table 1).

Table 1: Proportion of Australians who do not eat the recommended serves
of the 5 food groups® (per cent), 2011-12

Males Females Men Women
Food group
(Aged 2-18) (Aged 2-18) (Aged 19+) (Aged 19+)

Vegetables and 99.6 99.7 96.5 94.8
legumes/beans

Fruit® 53.5 54.0 70.7 77.0

Grain (cereal) 60.5 73.7 66.6 75.6
foods

Lean meat and 924 98.7 79.1 87.0
poultry, fish,
eggs, nuts and
seeds and
legumes/beans
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Milk, yoghurt, 80.4 79.8 89.9 96.5
cheese and
alternatives

(@) Includes dried fruit, fresh or canned fruit and fruit juice.

(b) The recommended number of serves can differ by age and sex and provide the total daily amount of
food required each day. See the Australian Dietary Guidelines recommended serves for adults and
recommended serves for children and adolescents for further details.

Source: ABS 2017.

In 2017-18, most Australians didn’t consume the recommended number of serves of
vegetables (ABS 2018). The proportion not meeting the recommendation was similar for
boys (95%) and girls (93%) aged 2-17, and higher for men (96%) than for women (89%).

However, the proportion of Australians consuming the recommended number of serves
of fruitin 2017-18 (ABS 2018) was higher than the proportion meeting the
recommendation for vegetables. The proportion not meeting the recommendation was
higher for boys (30%) than for girls (24%) aged 2-17, and higher for men (53%) than for
women (44%).

Discretionary foods

More than one-third (35%) of total energy consumed in 2011-12 was from discretionary
foods (ABS 2014). The percentage of total energy consumed from discretionary foods
was:

e similar for males (39%) and females (38%) aged 2-18
e slightly higher for men (36%) than for women (33%) aged 19 and over.

Sugar-sweetened drinks are a discretionary food. They include soft drink, cordials,
sports drinks, and caffeinated energy drinks. In 2017-18:

e 7.1% of children and adolescents aged 2-17 and 9.1% of those aged 18 and over
consumed sugar-sweetened drinks daily

e men were almost twice as likely (12%) as women (6.4%) to consume sugar-
sweetened drinks daily (ABS 2018).

Trends

Before 2011-12, the last national nutrition survey of children and adults was conducted
in 1995. Under-reporting of food intake is estimated to have increased from 1995 to
2011-12, so comparisons between the 2 surveys are based on serves per 10,000
kilojoules rather than reported daily intake (ABS 2017).

Between 1995 and 2011-12, the estimated number of serves per 10,000 kilojoules
consumed:
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e increased for lean meat and poultry, fish, eggs, nuts and seeds and legumes/beans

e remained similar for fruit; grain (cereal) foods; and milk, yoghurt, cheese and
alternatives

e decreased for vegetables and legumes/beans, and discretionary foods.

Health impact

Burden of disease analysis estimates the contribution of various risk factors to disease
burden. In 2015, 7.3% of the burden of disease was attributable to dietary risks (such as
a diet low in wholegrains and fruit) (AIHW 2019a). Dietary risks were the third leading
risk factor contributing to the burden of disease, after tobacco use and overweight and
obesity.

More than 40% of cardiovascular disease burden and 34% of endocrine disease burden
was attributable to dietary risks. See Burden of disease.

Variation between population groups

See Health risk factors among Indigenous Australians for information on diet among
Aboriginal and Torres Strait Islander Australians.

Remoteness area

In 2017-18, after adjusting for age, Australians aged 18 and over living in Outer regional
and remote areas (53%) were less likely to meet the fruit recommendation than those
living in Major cities (48%) (Figure 1). The proportions not eating the vegetable
recommendation were similar for adults living in Outer regional and remote areas (92%)
and those living in Major cities (93%) (AIHW 2019b).

In 2017-18, after adjusting for age, Australians aged 18 and over living in Outer regional
and remote areas were more likely to consume sugar-sweetened drinks daily (14%) than
those living in Major cities (8.3%) (ABS 2019a).

Socioeconomic area

In 2017-18, after adjusting for age, Australians aged 18 and over living in the lowest
socioeconomic areas were less likely to meet the fruit and vegetable recommendations
than those living in the highest socioeconomic areas, although the differences were not
large:

e 53% of those living in the lowest socioeconomic areas didn't meet the fruit
recommendation, compared with 46% in the highest

e 94% of those living in the lowest socioeconomic areas didn't meet the vegetable
recommendation, compared with 92% in the highest (AIHW 2019b).
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Australian adults living in the lowest socioeconomic areas were 3 times as likely to drink
sugar-sweetened drinks daily (15%) than those living in the highest socioeconomic areas

(4.4%) in 2017-18, after adjusting for age (ABS 2019a).

Figure 1: Prevalence of poor diet among adults, by selected population characteristics, 2017-18

Dietary intake
Inadequate vegetable consumption
Inadequate fruit consumption
Daily sugar sweetened drink consumption

Major cities
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Remoteness area

Quter
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Per cent

MNote: Rates are age-standardised to the 2001 Australian population.
Source: ABS 2019a; AIHW 20190
hitp:/fwww aihw.gov.au/

Where do | go for more information?

For more information on diet, see:

e Poor diet
e Nutrition across the life stages

e Australian Burden of Disease Study 2015: Interactive data on risk factor burden

100

e Australian Bureau of Statistics (ABS) Australian Health Survey: nutrition first results—

foods and nutrients, 2011-12
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e ABS Australian Health Survey: consumption of food groups from the Australian
Dietary Guidelines, 2011-12

e ABS National Health Survey: first results, 2017-18

Visit Food & nutrition for more on this topic.
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Health literacy

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/health-literacy

Health literacy relates to how people access, understand and use health information in
ways that benefit their health. People with low health literacy are at higher risk of worse
health outcomes and poorer health behaviours.

The idea of health literacy is dynamic and evolving. While there are many published
definitions, there is no consensus on its meaning (Serensen et al. 2012). Health literacy
initially focused on the ability of individuals to read and understand medical
information, however the way information is delivered by health care professionals and
organisations is equally important. Therefore, health literacy has 2 main components:

e Individual health literacy—these are individual skills, such as the ability to find,
understand and use health information; for example, to complete health care forms
or understand and use the health care system.

e The health literacy environment—these are the health system-based elements, such
as policies, processes, and materials, which affect the way the individual engages
with the health system (ACSQHC 2014a).

Why is health literacy important?

People with low health literacy are more likely to have worse health outcomes overall
(Berkman et al. 2011) and adverse health behaviours, such as:

e lower engagement with health services, including preventive services such as cancer
screening (Kobayashi et al. 2014)

e higher hospital re-admission rates (Mitchell et al. 2012)

e poorer understanding of medication instructions (for example, non-adherence,
improper usage) (Marvanova et al. 2011; Miller 2016)

e lower ability to self-manage care (Geboers et al. 2016).

In contrast, better levels of health literacy are associated with increased patient
involvement in shared decision making (de Oliveira et al. 2018; Seo et al. 2016), which is
important in patient-centred care. Improving health literacy is therefore a key element in
allowing people to partner with health professionals for better health.

At the population level, low health literacy may be a contributing factor to health
inequalities among certain groups (Kickbusch et al. 2006). There is a strong association
between some social determinants of health, such as lower levels of education and
socioeconomic status, older age, and being from a culturally and linguistically diverse
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background, and low health literacy (Adams et al. 2009; Heijmans et al. 2015; Rowlands
et al. 2015). Targeting health literacy programs at these groups has the potential to
reduce health inequalities.

The COVID-19 pandemic highlights the importance of health literacy in the wider
community, as whole populations are asked to understand and rapidly digest complex
health concepts relating to infection, immunity and use of the health care system—for
example, ‘flattening the curve’—to produce a coordinated response to try and slow the
spread of disease. Understanding health literacy levels among the population (and
vulnerable sub-populations) helps the development and delivery of consumable and
effective population health messages during such large-scale outbreaks.

See Health promotion.

Measuring health literacy

Data generated by measuring health literacy can inform policy decisions and assist
health organisations to tailor services appropriately to particular groups of people. The
Organisation for Economic Co-operation and Development (OECD) identified that
addressing gaps in health literacy measurement is an important way to remove barriers
to health literacy (Moreira 2018). However, the ability to measure health literacy is
hampered by the broad range of definitions, a lack of consensus on what to measure,
and the multiple approaches to measuring it (Osborne et al. 2013; Poureslami et al.
2017). This makes it difficult to provide comparable reporting on health literacy over
time.

Health Literacy Survey

In 2018, the Australian Bureau of Statistics (ABS) conducted the Health Literacy Survey
(ABS 2019), using the Health Literacy Questionnaire (HLQ) (Osborne et al. 2013). The
HLQ is a validated tool that has been used in a range of settings, in Australia and abroad
(ABS 2019; Bo et al. 2014; NZ Ministry of Health 2018).

The benefits of the Health Literacy Survey data are that they report a larger range of
health literacy characteristics and can therefore be used to improve health service
provision. The HLQ does not give a total score of health literacy, nor does it state
whether health literacy levels are high or low. Rather, it assesses health literacy across 9
domains that encompass both individual and health environment measures and so
provides information about gaps or strengths in the health literacy of the population
(Beauchamp et al. 2017).

Selected estimates from the ABS Health Literacy Survey are:

e the majority of people (97%) agreed or strongly agreed that they have sufficient
information to manage their health (Figure 1a)

e the majority of people (96%) felt that they are understood and supported by health
care providers (Figure 1a)
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the majority of people (92%) agreed or strongly agreed that they are actively

managing their health (Figure 1a)

while the majority of people (83%) felt they are able to appraise health information,
asmany as 1in 6 (17%) people disagreed or strongly disagreed that they are able to

do so (Figure 1a)

almost 2 in 5 people (39%) find it always easy to understand health information well
enough to know what to do, with a further 54% stating that they usually find this

easy (Figure 1b).

Figure 1a: Health Literacy Survey 2018—summary results, for persons aged 18 and over
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Figure 1b: Health Literacy Survey 2018—summary results, for persons aged 18 and over
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The findings from the ABS Health Literacy Survey also showed that for some domains
there was variation by age group. Younger people aged 18-24 were almost twice as
likely to strongly agree that they have access to social support compared with older
people aged 65 and over (39% compared with 20%). In contrast, navigating the health
care system appears to be more difficult for younger age groups. Nearly 1 in 5 (19%)

people aged 18-24 stated that they found navigating the health care system difficult, and
this decreased to 7.9% for those aged 65 and over.

There was also some variation in the results according to main language spoken in the
home (figures 1a and 1b). Overall, the proportion of people who disagreed or strongly
disagreed that they feel understood and supported by health care providers was similar
for people who spoke English in the home (4.2%) and those who did not (5.2%).
However, a higher proportion of people who spoke English in the home strongly agreed
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they feel understood and supported by health care providers (33%) than those who did
not speak English in the home (20%).

Additionally, those who spoke English in the home were more likely to always find it easy
to actively engage with health care providers (34%) than those who spoke a language
other than English in the home (26%).

How can health literacy be improved?

The National Statement on Health Literacy (ACSQHC 2014b) acknowledges the
importance of health literacy in enabling effective partnerships in health, and proposes
actions that can be implemented within the health system to improve health literacy
levels. This has been a driver for health literacy at the local level, with Local Health
Networks, Primary Health Networks and community organisations designing and
implementing locally appropriate health literacy interventions.

Some examples of activities being undertaken at the national and community levels to
improve health literacy are provided below.

National initiatives

The National Strategic Framework for Chronic Conditions (Australian Health Ministers’
Advisory Council 2017) and the National Safety and Quality Health Service Standards
(ACSQHC 2017) are 2 national initiatives that acknowledge and integrate health literacy
as an important component of the health system.

Community initiatives

The Centre for Culture, Ethnicity and Health works closely with community, government
and health professionals to represent people from culturally diverse backgrounds,
particularly migrants and refugees. It provides a range of resources to address health
literacy across all audiences, including:

e health literacy training courses—including the first health literacy course in Australia

e health translations directory—an online library of health information translated into
more than 100 languages (in conjunction with the Victorian Government)

e Drop the Jargon day—a national day encouraging health professionals to think
about using simple language with their clients, in place of medical terms and
acronyms.

Where do | go for more information?

For more information on health literacy, see:

e Australian Bureau of Statistics National Health Survey: Health Literacy, 2018

e Australian Commission on Safety and Quality in Health Care National Statement on
Health Literacy—Taking action to improve safety and quality
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e Centre for Culture, Ethnicity and Health Resources in Health literacy
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lllicit drug use

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/illicit-drug-use

llicit drug use affects individuals, families and the broader Australian community. These
harms are numerous and include:

e health impacts such as burden of disease, death, overdose and hospitalisation
e social impacts such as violence, crime and trauma
e economic impacts such as the cost of health care and law enforcement

e some specific population groups are at greater risk of experiencing disproportionate
harms associated with illicit drug use, including young people, people with mental
health conditions and people identifying as gay, lesbian, bisexual, transgender or
intersex (Department of Health 2017).

Definition of illicit drug use
‘Illicit use of drugs’ covers the use of a broad range of substances, including:

e illegal drugs—drugs prohibited from manufacture, sale or possession in Australia,
including cannabis, cocaine, heroin and amphetamine-type stimulants

e pharmaceuticals—drugs available from a pharmacy, over-the-counter or by prescription,
which may be subject to misuse (when used for purposes, or in quantities, other than
for the medical purposes for which they were prescribed). Examples include opioid-
based pain relief medications, opioid substitution therapies, benzodiazepines, steroids,
and over-the-counter codeine (not available since 1 February 2018)

e other psychoactive substances—legal or illegal, used in a potentially harmful way—for
example, kava; synthetic cannabis and other synthetic drugs; inhalants such as petrol,
paint or glue (Department of Health 2017).

Each data collection cited on this page uses a slightly different definition of illicit drug use;
see the relevant report for information.

How common is illicit drug use?

According to the 2019 National Drug Strategy Household Survey (NDSHS), an estimated
9.0 million (43%) people aged 14 and over in Australia had illicitly used a drug at some
point in their lifetime (including the non-medical use of pharmaceuticals) and an
estimated 3.4 million (16.4%) had used an illicit drug in the previous 12 months. This was
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similar to proportions in 2016 (43% and 15.6%, respectively) but has increased since
2007 (38% and 13.4%, respectively) (Figure 1).

In 2019, the most common illicit drugs used in the previous 12 months was cannabis
(11.6%), followed by cocaine (4.2%) and ecstasy (3.0%) (Figure 1). A number of changes
were reported in the recent use of illicit drugs between 2016 and 2019, including
increases in the use of:

e cannabis (from 10.4% to 11.6%)

cocaine (from 2.5% to 4.2%)

e ecstasy (from 2.2% to 3.0%)

e hallucinogens (from 1.0 % to 1.6%)

e inhalants (from 1.0% to 1.4%)

e ketamine (from 0.4% to 0.9%) (Figure 1) (AIHW 2020b).

Overall, in 2019, an estimated 900,000 people (4.2%) aged 14 and over used a
pharmaceutical drug for non-medical purposes in the previous 12 months, a decline
from 4.8% (an estimated 1 million people) in 2016 (AIHW 2020b). Between 2016 and
2019, the proportion of people using ‘pain-killers and opioids’ for non-medical purposes
declined from 3.6% to 2.7%. This decline is likely to be due to a reclassification of
medications containing codeine that was implemented in 2018. Under the change, drugs
with codeine (including some painkillers) can no longer be bought from a pharmacy
without a prescription. The proportion of people using codeine for non-medical
purposes has halved since 2016, from 3.0% to 1.5% in 2019.

In 2016, pain-killers and opioids used for non-medical purposes were the second most
commonly used illicit drug in the previous 12 months after cannabis, but in 2019, they
were fourth, after cannabis, cocaine and ecstasy (AIHW 2020b).

Due to the changes in recent use of a number of illicit drugs between 2016 and 2019,
meth/amphetamines are no longer in the top 5 illicit drugs most likely to be used in the
previous 12 months. Meth/amphetamine use has been declining since it peaked at 3.4%
in 2001 and stabilised in 2019 (1.4% in 2016 and 1.3% between 2016 and 2019).

To better understand illicit drug use in Australia, it is important to consider the
frequency of drug use and not just the proportion of people that have used a drug in the
previous 12 months. Some drugs are used more often than others, and the health risks
of illicit drug use increase with the frequency, type, and quantity of drugs used
(Degenhardt et al. 2013). While cocaine and ecstasy were used by more people in the
previous 12 months, most people used these drugs infrequently with 57% of people
who used cocaine and 51% of people who used ecstasy reporting they only used the
drug once or twice a year in the 2019 NDSHS. Conversely, monthly or more frequent
drug use was more commonly reported among people who had used cannabis (50%) or
meth/amphetamines (33%).
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Figure 1: Proportion of people aged 14 and over who recently used selected illicit drugs, 2001 to 2019
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Health impact

Deaths

Drug-induced deaths are defined as those that can be directly attributable to drug use,
as determined by toxicology and pathology reports (see ‘Glossary’ for more
information).

Analysis of the National Mortality Database showed that:

e in 2018, 1,740 deaths were drug-induced (7.0 per 100,000 population, age-
standardised)—one of the highest rates on record, but still lower than in 1999 (9.1
deaths per 100,000 population, age-standardised) (Figure 2)
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opioids was the most common drug class present in drug-induced deaths over the
past decade (4.6 per 100,000 in 2018, age-standardised). Opioids include the use of a
number of drug types, including heroin, opiate-based analgesics (such as codeine
and oxycodone) and synthetic opioid prescriptions (such as tramadol and fentanyl)
(Figure 2)

in 2018, benzodiazepines were the most common single drug type present in drug-
induced deaths (3.6 per 100,000, age-standardised) (benzodiazepines are included in
the drug class ‘depressants’) (Figure 2)

over the past decade, drug-induced deaths were more likely to be due to
prescription drugs than illegal drugs, and there has been a substantial rise in the
number of deaths with a prescription drug present (AIHW 2017).

Figure 2: Drug-induced deaths, by selected drug type and drug class, number and rate, 1997 to 2018
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Burden of disease

According to the Australian Burden of Disease Study 2015, illicit drug use contributed to
2.7% of the total burden of disease and injury in 2015 (AIHW 2019b). This included the
impact of opioids, amphetamines, cocaine, cannabis, and other illicit drug use, as well as
unsafe injecting practices. The rate of total burden of disease and injury attributable to
illicit drug use increased 18% between 2003 and 2015 (AIHW 2019b).

Opioid use accounted for the largest proportion (37%) of the illicit drug use burden,
followed by amphetamine (21%), cocaine (11.4%) and cannabis (8.3%) use. An estimated
27% of the burden was from poisoning and 18.2% was from diseases contracted
through unsafe injecting practices (AIHW 2019b). See Burden of disease.

Hospitalisations

The National Hospital Morbidity Database contains information on drug-related
hospitalisations (see Glossary for more information).

In 2017-18, 63,800 of the 11.3 million hospitalisations in Australia’s public and private
hospitals had a drug-related (excluding alcohol) principal diagnosis (0.6% of all
hospitalisations).

The total number and rate of drug-related (excluding alcohol) hospitalisations has risen
from around 52,500 in 2013-14 to 63,800 in 2017-18 (from 225.5 to 257.7 per 100,000
population). The rise in drug-related (excluding alcohol) hospitalisations has largely been
driven by increases associated with:

e methamphetamines (15.3 hospitalisations per 100,000 population in 2013-14 to
42.0 hospitalisations per 100,000 population in 2017-18)

e cannabinoids (21.4 to 26.1 hospitalisations per 100,000 population) (Figure 3) (AIHW
2019a).

In 2017-18, rates of drug-related hospitalisations per 100,000 population for
methamphetamine (42.0 per 100,000), opioids (including heroin, opium, morphine and
methadone) (35.4 per 100,000), antidepressants and antipsychotics (34.6 per 100,000),
and non-opioid analgesics (31.6 per 100,000) remained high (Figure 3) (AIHW 2019a).

See Alcohol risk and harm for information on drug-related hospitalisations where
alcohol was the drug.

226 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/australias-health/burden-of-disease
https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/burden-of-disease/glossary
https://www.aihw.gov.au/reports/australias-health/alcohol-risk-and-harm

Figure 3: Hospitalisations by selected drug-related principal diagnosis, number and rate, 2013-14 to
2017-18
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Source: AIHW analysis of the National Hospital Morbidity Database.

Non-fatal overdose

Data from the 2019 lllicit Drugs Reporting System (IDRS) and Ecstasy and related Drugs
Reporting System (EDRS) include rates of self-reported overdose:

e 0f 2019 IDRS participants, 12% reported a heroin overdose in the past 12 months
(Peacock et al. 2019b)

e 0f 2019 EDRS participants, 22% reported having ever experienced a non-fatal
stimulant overdose in the past 12 months (Peacock et al. 2019a).

Treatment

The Alcohol and Other Drug Treatment Services National Minimum Data Set reported a
total of 130,000 treatment episodes in 2018-19 (63%) where the principal drug of
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concern (PDOC) was an illicit drug (this includes episodes where prescription drugs and
volatile solvents were the PDOC) (AIHW 2020a).

Amphetamines were the most common principal illicit drug of concern in 2018-19,
having surpassed cannabis for the first time in 2015-16. Between 2009-10 and 2018-19,
closed treatment episodes for amphetamines as a principal drug of concern increased
nearly 6-fold from 10,000 to 58,200 and increased for cannabis episodes from 31,500 to
41,200 (AIHW 2020a). See Alcohol and other drug treatment services.

Social impact

The social impacts of illicit drug use are pervasive and include criminal activity,
engagement with the criminal justice system and victimisation. For example:

e more than 2 in 5 participants of the 2019 IDRS (45%) and EDRS (45%) reported
participating in criminal activities, most commonly property crime and selling and/or
dealing of drugs (Peacock et al. 2019b; Peacock et al. 2019a)

e in2019,1in10(10.5%) people aged 14 and over had been a victim of an illicit drug-
related incident (experiencing verbal abuse, physical abuse or being put in fear) in
the previous 12 months, an increase from 9.2% in 2016 (AIHW 2020b)

e in2015-16, less than 3 in 10 (28%) of victims and 16% of offenders had consumed
illicit drugs before a homicide incident (Bricknell 2019).

Priority populations

The National Drug Strategy 2017-2026 specifies priority populations who have a high
risk of experiencing direct and indirect harm as a result of drug use, including young
people, people with mental health conditions and people identifying as gay, lesbian,
bisexual, transgender or intersex (Department of Health 2017).

Young people

Young people are susceptible to permanent damage from alcohol and other drug use as
their brains are still developing, which makes them a vulnerable population
(Department of Health 2017).

Young people (aged 14-29) in 2019 were less likely to have used an illicit drug in the
previous 12 months than young people in 2001—with a particularly large difference
seen among teenagers and people in their 20s. For example, in 2001, 28% of 14-19 year
olds had used an illicit drug in previous 12 months, but by 2019, this was 16%.

In 2019, people aged 20-29 were the most likely to have used an illicit drug in the
previous 12 months (31%), a similar proportion to 2016 (28%). There have been
significant changes in the types of drugs used by people in their 20s. Ecstasy use among
people in their 20s declined from 12.0% in 2004 to 7.0% in 2016 then rose again to 9.8%
in 2019. This was the first time an increase was reported in ecstasy use for people in this
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age group in over a decade, with use returning to a similar level reported in 2001 (10.4%)
(Figure 4). Cocaine use among people in their 20s was at its highest level in 2019. Much
of the rise in cocaine use among people in this age group occurred between 2016 and
2019—from 4.3% in 2001 to 6.9% in 2016 and up to 12.0% in 2019. On the other hand,
use of methamphetamines among people in their 20s is at its lowest level since 2001
(declined from 11.2% in 2001 to 2.4% in 2019).

See Health of young people.

Figure 4: Proportion of people aged 20-29 who recently used ecstasy, cocaine, and
meth/amphetamine, 2001 to 2019
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People with mental health conditions

There is a complex relationship between illicit drug use and mental health conditions.
However, it is difficult to determine to what extent drug use causes mental health
problems, and to what degree mental health problems give rise to drug use (Loxley et al.

2004).
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In 2019, the NDSHS showed that the proportion of self-reported mental health
conditions was higher among people aged 18 and over who reported the use of illicit
drugs in the previous 12 months (26%) than those who had not used an illicit drug over
this period (15.2%) (AIHW 2020b). For example, mental conditions were reported by:

e 31% of people who recently used meth/amphetamine (compared with 16.6% of non-
users)

e 27% of people who recently used cannabis (compared with 15.4% of non-users)
e 22% of people who recently used ecstasy (compared with 16.7% of non-users)

e 22% of people who recently used cocaine (compared with 16.6% of non-users) (AIHW
2020b).

The EDRS reported an increase in self-reported mental health conditions between 2014
and 2019 (from 28% to 57%) (Peacock et al. 2019a). See Physical health of people with
mental illness.

People identifying as gay, lesbian or bisexual

People who identify as gay, lesbian, bisexual, transgender or intersex can be at an
increased risk of licit and illicit drug use. These risks can be increased by a number of
issues such as stigma and discrimination, familial issues, fear of discrimination and fear
of identification (Department of Health 2017). There is limited data available on
substance use by people identifying as gay, lesbian, bisexual, transgender, intersex or
queer. The NDSHS provides substance use estimates by sexual identity for people
identifying as gay, lesbian or bisexual, however it does not include estimates for people
identifying as transgender or intersex (NDSHS 2020b).

The NDSHS has consistently shown that the proportion of people reporting illicit drug
use has been higher among people who identify as gay, lesbian or bisexual than among
heterosexual people—40% compared with 15.4% had used an illicit drug in the previous
12 months in 2019. After adjusting for differences in age, in comparison to heterosexual
people, gay, lesbian or bisexual people were:

e 9.0 times as likely to use inhalants in the previous 12 months
e 3.9times as likely to have used meth/amphetamines in the previous 12 months

e 2.6 times as likely to have used ecstasy in the previous 12 months (NDSHS 2020b).

The types of illicit drugs people had used in the last 12 months varied quite considerably
by a person’s sexual orientation and it is important to note that there are differences in
substance use between people who identified as gay or lesbian and people who
identified as bisexual (NDSHS 2020b).

Where do | go for more information?

For more information on illicit drug use, see:

e Alcohol, tobacco & other drugs in Australia
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e National Drug Strategy Household Survey 2019

e Alcohol and other drug treatment services in Australia 2018-19

e Australian Burden of Disease Study 2015: interactive data on risk factor burden

e National Drug and Alcohol Research Centre

Visit Illicit use of drugs for more on this topic.
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Insufficient physical activity

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/insufficient-physical-activity

Physical activity is any body movement produced by skeletal muscles that uses energy
(WHO 2018). Low levels of physical activity are a major risk factor for chronic conditions.
People who are not active enough have a greater risk of developing cardiovascular
disease, type 2 diabetes, osteoporosis and dementia. Being physically active improves
the immune system and mental and musculoskeletal health, and reduces other risk
factors such as overweight and obesity, high blood pressure and high blood cholesterol.
Physical activity can also improve symptoms and/or delay or halt the progression of a
number of conditions or the onset of associated diseases and complications (Pedersen
& Saltin 2015).

Being physically active is important across all ages and contributes to healthy growth
and development in children and adolescents (WHO 2018). Australia’s Physical Activity
and Sedentary Behaviour Guidelines and the Australian 24-hour Movement Guidelines
are evidence-based recommendations that outline the minimum amount of physical
activity required for health benefits (Department of Health 2019). The Guidelines
recognise that different amounts and types of physical activity are required across the
life span for optimal health.

This page focuses on the physical activity component of the Guidelines measurable
through national health surveys.

Physical activity guidelines for adults
Physical activity can include:

e going for a walk, jog or bike ride

e playing a sport, like tennis, soccer or basketball

e going swimming, or taking a class at the gym.

Adults aged 18-64 should be active on most (preferably all) days, accumulating at least 150
minutes of moderate intensity physical activity or 75 minutes of vigorous intensity physical
activity each week (or an equivalent combination of both).

People aged 65 and over should accumulate at least 30 minutes of moderate intensity
physical activity on most, preferably all days (Department of Health 2019).

See Australia’s Physical Activity and Sedentary Behaviour Guidelines for Adults (18-64 years)
and Physical Activity Recommendations for Older Australians (65 years and older)
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Information on physical activity for adults is based on self-reported data from the
Australian Bureau of Statistics (ABS) 2017-18 National Health Survey. The survey relies
on people accurately remembering their physical activity levels, which can introduce
recall bias and lead to over- or underestimations of the amount of physical activity
completed.

Insufficient physical activity is captured here as:

e for adults aged 18-64: not completing 150 minutes of moderate to vigorous activity
(where time spent on vigorous activity is multiplied by 2) across 5 or more days a
week

o for adults aged 65 and over: not completing 30 minutes or more of physical activity
on at least 5 days each week.

How common is insufficient physical activity?

Adults

Based on self-reported data from the 2017-18 National Health Survey, more than half of
adults (55%) didn't participate in sufficient physical activity (AIHW 2019b). Women were
more likely than men to be insufficiently active (59% compared with 50%).

The rate of insufficient physical activity generally increases with age—less than half of
those aged 18-24 were insufficiently active (41% of men and 48% of women) compared
with more than two-thirds of those aged 65 and over (69% of men and 75% of women)
(Figure 1).
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Figure 1: Prevalence of insufficient physical activity among adults, by age and sex, 2017-18
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Source: AIHW 201%a.

Trends

There was a slight decrease in the percentage of adults who were insufficiently active
between 2007-08 and 2017-18, after adjusting for age—from 69% to 65% (AIHW 2019b).
However, rates did not change significantly between 2014-15 and 2017-18. These data
exclude workplace physical activity as information on this was collected in 2017-18 only.

Children and young people

Physical activity guidelines for children and young people

Physical activity for children includes:

e energetic play (such as climbing, running, jumping and dancing)
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e going for a swim, walk, jog or bike ride
e playing a sport like tennis, soccer or basketball

Children aged 2-5 (who have not yet started full-time schooling) should spend at least 180
minutes a day on a variety of physical activities, including energetic play, with no more than
60 minutes of screen time per day.

Children and young people aged 5-17 should accumulate at least 60 minutes of moderate to
vigorous activity per day, and no more than 120 minutes of recreational screen time per day
(Department of Health 2019).

See Australian 24-Hour Movement Guidelines for the Early Years (Birth to 5 years) and
Australian 24-Hour Movement Guidelines for Children and Young People (5-17 years).

The most recent data available on physical activity and sedentary screen time for
children and young people aged 2 and over is from the ABS 2011-12 National Nutrition
and Physical Activity Survey. However, under the Intergenerational Health and Mental
Health Study, the ABS National Nutrition and Physical Activity Survey is scheduled to be
conducted again in 2023.

In 2011-12, 83% of children aged 2-5, 88% of children aged 5-12, and 98% of young
people aged 13-17 had not met the physical activity and sedentary behaviour guidelines
on all 7 days in the previous week (AIHW 2018).

See Physical activity across the life stages for more information on the physical activity
and sedentary behaviour of Australian children and young people.

Health impact

In 2015, 2.5% of the disease burden in Australia could have been avoided if all people in
Australia were sufficiently active (as defined in the Australian Burden of Disease Study)
(AIHW 2019a).

The burden due to insufficient physical activity for associated diseases was:
e 19% for type 2 diabetes

e 17% for bowel cancer

e 16% for uterine cancer

e 14% for dementia

e 12% for coronary heart disease

e 11% for breast cancer

e 10% for stroke.

See Burden of disease.
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Variation between population groups

See Health risk factors among Indigenous Australians for information on insufficient
physical activity among Aboriginal and Torres Strait Islander Australians.

There were no significant differences in the prevalence of insufficient physical activity
between remoteness areas for adults in 2017-18, after adjusting for age (AIHW 2019b).
However, there were differences between socioeconomic areas—63% of adults in the
lowest socioeconomic areas were insufficiently active compared with 48% in the highest,
after adjusting for age (Figure 2). See Rural and remote health and Health across
socioeconomic groups.

Figure 2: Prevalence of insufficient physical activity among adults, by selected population
characteristics, 2017-18
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Where do | go for more information?

For more information on insufficient physical activity, see:

e |nsufficient physical activity

e Physical activity across the life stages

e Australian Burden of Disease Study 2015: Interactive data on risk factor burden

e Physical activity during pregnancy 2011-12

Visit Physical activity for more on this topic.
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Natural environment and health

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/natural-environment-and-health

The natural environment comprises the atmosphere, land, water, oceans, and the
diversity of living things (UN 2019). It provides essential resources for health and
wellbeing including food, fresh water, wood and fibre, fuel and medicines. It also helps
regulate weather, vegetation, soils, and the quality of water and air, and provides a
range of aesthetic, cultural, recreational and spiritual services to people (Whitmee et al.
2015).

As a result of human pressure, the health of most or all of the planetary systems that
provide these services is currently in decline, including some already considered
irreversibly damaged (UN 2019).

This page presents a selection of evidence about the pressures on some of Australia’s
major environments and their direct and indirect impacts on human health. See Built
environment and health for information on the health impacts of the human-made
surroundings.

2019-20 bushfires

Accumulated Forest Fire Danger Index values for spring 2019 were the highest on record
over large areas of Australia. Record high values were observed in areas of all states and
territories. Rainfall across the country was 62% below average making it the driest spring on
record and daytime temperatures were above average to highest on record over most of
Australia (BOM 2019a).

The 2019-20 bushfires were unprecedented, with 21% of Australia’s temperate forests
burned compared with the 2% typical of previous major fire years (Boer et al. 2020). This
page describes the health impacts of bushfires in general terms (see Bushfires); however the
full health and related impacts of these bushfires won't be known for some time. The
forthcoming release, A burning issue: Short-term health impacts of the 2019-20 Australian
bushfires (AIHW forthcoming 2020) will describe some of the more immediate impacts of the
2019-20 bushfires on health and the health system.
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Climate change and health

What is climate change?

Climate change refers to a change in the pattern of weather, which affects oceans, land
surfaces and ice sheets, occurring over decades or longer (Australian Academy of Science
2019). Human activities, such as burning fossil fuels, agriculture and deforestation have
resulted in an increase in atmospheric greenhouse gas (GHG) concentrations. These gases
trap heat in the atmosphere, which heats the land and oceans and changes weather
patterns (IPCC 2014).

Climate change affects environmental determinants of human health through a range of
different pathways, from extreme weather events to infectious and communicable
diseases, and availability of food and water (Ebi et al. 2018). This can result in health
effects such as thermal stress, injury, vector-borne and other microbial diseases, food
insecurity and poor mental health (McMichael et al. 2006). The social determinants of
health are being affected by climate change (WHO 2018a).

Climate change affects some population groups more than others. Groups at greater
risk include older people, children, people with chronic conditions and multimorbidity,
outdoor workers, people living in rural and remote areas, those living in low-lying, flood
or bushfire-prone areas, and socioeconomically disadvantaged groups.

Extreme weather events

The extreme weather events described here include heat waves, drought, bushfires,
violent storms, heavy rainfall events and flooding.

Under climate change, the intensity and/or frequency of at least the first 2 of these
extreme weather events and the number of days with fire weather conditions has
increased, and is projected to continue increasing (BOM & CSIRO 2018). Without
adaptation and mitigation, the health impacts of these events are also likely to increase
(Beggs et al. 2019; WHO 2018b).

What are mitigation and adaptation?

Mitigation is action taken to reduce greenhouse gas emissions, such as replacing coal
burning power stations with solar or wind power, and/or increasing the amount of
greenhouse gases removed from the atmosphere by carbon sinks such as forests or soils
(IPCC 2014).

Adaptation involves taking practical action to manage risks from climate impacts, protect
communities and strengthen the economy, such as bushfire preparedness and heatwave
response planning (Department of the Environment and Energy 2019; Zhang et al. 2018).
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Heatwaves and very hot days

A heatwave is defined as 3 or more days of high maximum and minimum temperatures
that are unusual for a location (BOM 2019b). Heatwaves are monitored by the Bureau of
Meteorology (BOM 2019b).

Heatwaves are associated with heat-related conditions ranging from minor rashes and
body cramps to more serious conditions such as heatstroke (severe hyperthermia).
Excessive heat can also exacerbate existing health conditions such as heart disease,
diabetes, and kidney disease; reduce productivity; and increase the geographic spread
of vector-borne diseases and transmission of food-borne diseases such as
gastroenteritis (AMA 2015).

Increases in hospitalisations and deaths in Australia have been observed during
heatwaves. Consistent and significant increases in hospitalisations and emergency
department presentations occurred on heatwave days compared with non-heatwave
days across South Australia in 2000-2016 (Williams et al. 2018). In Victoria, there were
374 extra deaths (a 62% increase in all-cause mortality) during a heatwave from 26
January to 1 February 2009 (Department of Health and Human Services 2009).

Recent data from the Bureau of Meteorology show that 2019 was Australia’s hottest
year on record, with average temperatures 1.52 degrees Celsius above the long-term
average (BOM 2020). The number of days over 35 degrees has increased (BOM & CSIRO
2018), increasing the probability of heatwaves. Very high monthly maximum
temperatures that occurred around 2% of the time in the past (1951-1980) now occur
around 12% of the time (2003-2017) (BOM & CSIRO 2018). This increase in the number
of very hot days is projected to continue under climate change (BOM & CSIRO 2018).

Bushfires

Health impacts from bushfires include immediate effects of death and trauma from the
fire, as well as longer-term effects.

In Australia, there were an average of 5.4 bushfire-related deaths per year between
1901 and 1964, and 10.5 per year between 1965 and 2011 (Blanchi et al. 2012)—a
comparison which doesn't take population growth into account. A large proportion of
these deaths occurred in 6 individual years, including 2009, when the Black Saturday
bushfires killed 173 people (The 2009 Victorian Bushfires Royal Commission 2009). In
addition, an average of 174 bushfire-related injuries are estimated each year for the
period 1967-2013 (Geoscience Australia 2019).

Smoke generated by bushfires can affect respiratory health over large areas, as
evidenced by increased respiratory hospital admissions during bushfire events (Chen et
al. 2006; Johnston et al. 2002; Kolbe & Gilchrist 2009; Morgan et al. 2010; Tham et al.
2009). See the section on air pollution for more information on smoke-related air
quality.

The longer-term effects of bushfires include deterioration of existing health conditions
such as hypertension, gastrointestinal disorders, diabetes and mental illness (McFarlane
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et al. 1997). The experience of bushfire may increase the occurrence of psychological
and behavioural disorders such as anxiety, depression and substance misuse (AIHW
2011).

Based on estimates from a recent study of the impacts of the 2019-20 bushfire season,
10% of Australian adults considered their home or property was directly threatened,
while over half (54%) experienced anxiety or worry due to the bushfires (Biddle et al.
2020). Reports of bushfire-associated anxiety or worry were more common in females,
young people and people living in capital cities—but this last finding is thought to reflect
under-reporting in rural and remote people due to cultural values of stoicism in the face
of hardship (Biddle et al. 2020).

A follow-up study of psychological outcomes 5 years after the 2009 Black Saturday
bushfires found that 22% of people who had been in communities highly affected by the
fires were suffering probable post-traumatic stress disorder (PTSD), major depressive
episode or severe distress, compared with 5.6% of people who had been in regions that
were less affected by the fires. Levels of PTSD for those with any exposure to bushfires
were markedly higher than for those measured in the general population (Bryant et al.
2018).

Drought

Australia is drought-prone and many areas have a dry climate. Long periods of below-
average rainfall adversely affect the natural environment, and have flow-on effects for
human health (AIHW 2011; Kalis et al. 2009).

Many health effects of drought have been documented globally, including malnutrition
and mortality, water-related disease such as E. coli, airborne and dust-related disease,
vector-borne diseases such as dengue fever, mental health effects and distress (Stanke
et al. 2013).

The mental health effects of drought appear to be complex. Some studies have found
associations between the health of men and drought, but women seem to be less
affected. A longitudinal study (Powers et al. 2015) found that drought did not lead to
poorer mental health among mid-aged Australian women.

From 2001-02 to 2007-08, people living in drought-affected areas in rural Australia had
higher levels of distress than people living in urban areas (O'Brien et al. 2014). A 2012
study (Hanigan et al. 2012) found an increased risk of suicide among males aged 30-49
living in rural areas of Australia during periods of drought between 1970 and 2007.

Drought can also restrict physical and financial access to healthy foods. For example,
drought was identified as the primary contributor to substantial increases in the price of
fresh fruit (43% rise) and vegetables (33% rise) between 2005 and 2007 (Quiggin 2007).
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Storms and floods

Health effects from storms and floods may be short-term (for example, physical
trauma), medium-term (for example, the spread of vector-borne disease) or long-term
(such as post-traumatic stress and depression) (Fewtrell & Kay 2008; Ivers & Ryan 2006).

A survey of the disaster-related trauma from the 2010-2011 Queensland floods and
cyclones found that 14% of respondents felt terrified, helpless or hopeless following the
events and 7.1% of respondents continued to experience distress months later
(Clemens et al. 2013).

Like drought, storm and flood damage can also restrict food availability and increase
food prices. These weather events may also have broader economic impacts. As an
example, the reduced banana supply following Cyclone Yasi in 2011 resulted in a 0.7
percentage point increase in inflation (Debelle 2019) affecting the entire Australian
economy.

Ultraviolet radiation

Ultraviolet radiation (UV) from the sun is essential for good health as it helps the body
manufacture vitamin D (WHO 2019a). However, it is also known to cause a number of
cancers, such as non-melanoma skin cancers (including basal and squamous cell
carcinomas), melanoma (including melanoma in situ) and cancer of the eye. UV may be
responsible for 20% of cataracts globally (WHO 2019b).

In 2015, UV exposure was responsible for 0.8% of the total burden of disease in
Australia (AIHW 2019a).

In 2017-18, an estimated 410,800 Australians had cataracts (ABS 2018).

In 2019, an estimated 15,200 new cases of melanoma and 23,700 new cases of
melanoma in situ of the skin were diagnosed in Australia, while 1,700 deaths were
attributed to melanoma. This compares to 8,700 cases of and 970 deaths due to
melanoma in 2000 (AIHW 2019b; AIHW 2020).

Exposure to UV can be moderated by protective behaviours. However, only 47% of
adults and 33% of adolescents typically employ 2 or more of these (hat, sunscreen,
shade, clothing) (Cancer Australia 2019).

Biodiversity

Biodiversity is fundamentally important for human health because ‘it helps to regulate
climate, filters air and water, enables soil formation and mitigates the impact of natural
disasters. It also provides timber, fish, crops, pollination, ecotourism, medicines, and
physical and mental health benefits’ (UN 2019).

Contact with nature also has health benefits—increased attention, energy and
tranquillity, and significantly decreased anxiety, anger, fatigue and sadness are all
associated with exposure to natural environments (Bowler et al. 2010). Natural places
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such as parks provide opportunities for outdoor recreation, spiritual and cultural
heritage connection, physical, mental, and social health benefits and neighbourhood
amenity (Parks Victoria 2015).

Planetary biodiversity (the range of living things) is declining rapidly (WWF & ZSL 2018)
and the ‘status of biodiversity in Australia is generally considered poor and worsening’
(Cresswell & Murphy 2017), with about 1,800 species of plants and animals in Australia
listed as threatened as a consequence of invasive species (particularly feral animals),
habitat fragmentation and degradation, and the increasing impact of climate change
(Cresswell & Murphy 2017).

Access to urban biodiversity is also becoming increasingly important to human health
and wellbeing as cities continue to grow. See Built environment and health.

Air pollution

Air pollution, in particular fine airborne particles (particulate matter) known as PM2.5
can have both long-term and short-term adverse impacts on human health (AIHW 2011).
These particulates can decrease lung function, increase respiratory symptoms, chronic
obstructive pulmonary disease, cardiovascular and cardiopulmonary disease and
mortality (Pope & Dockery 2006), and decrease life expectancy (Pope et al. 2009). In
2013, the International Agency for Research on Cancer classified outdoor air pollution as
a human carcinogen (Jackson et al. 2016).

In 2015, nearly 2,600 (1.6%) deaths and 0.8% of the burden of disease in Australia was
attributed to PM2.5 air pollution (AIHW 2019a).

People with an underlying health condition, such as asthma, chronic obstructive
pulmonary disease, or cardiovascular disease, are particularly at risk from poor air
quality (Jackson et al. 2016).

Thunderstorm asthma

Air pollution can sometimes result in major single health events. In 2016, a major
thunderstorm asthma epidemic was triggered in Melbourne when very high pollen counts
coincided with adverse meteorological conditions resulting in 3,365 people presenting at
hospital emergency departments over 30 hours, and 10 deaths (Thien et al. 2018). See
Chronic respiratory conditions.

Air quality is monitored at 75 locations across Australia and reported nationally by the
Department of Environment and Energy (NEPC 2019). Air quality in Australian cities is
generally good to very good in comparison with similar developed economies, but the
majority of Australian cities exceeded the PM2.5 advisory standard (25ug/m?) on at least
1 day each year during 2008-2014 (Keywood et al. 2016), due to extreme localised
events (for example, bushfires and dust storms).
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The air quality in New South Wales (NSW) and in the Australian Capital Territory (ACT)
was greatly affected by the widespread bushfires burning in 2019-20. Figure 1 shows
the daily average PM2.5 concentrations in Canberra and Sydney, January 2019 to January
2020. On January 1, 2020, a PM2.5 reading of 1197ug/m3was recorded at Monash in the
ACT—a reading almost 48 times the PM2.5 advisory standard of 25ug/m?.

Figure 1: Daily average PM2.5 concentrations in Canberra and Sydney, January 2019 to January 2020
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Sources: NSW Department of Planning, Industry and Environment 2020; ACT Health 2020.

Although the AIHW will examine some of the more immediate impacts of the 2019-20
bushfire season on health for some fire-affected areas in a forthcoming release, data on
the expected wide-ranging impacts are not available at the time of writing. However,
modelled data from a range of sources estimates that, during the 19 weeks of
continuous bushfire activity from September 2019 to February 2020, bushfire smoke
was responsible for 417 excess deaths; 1,127 hospitalisations for cardiovascular
problems; 2,027 hospitalisations for respiratory problems; and 1,305 presentations to
emergency departments for asthma across NSW, Queensland, Victoria and the ACT
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(Arriagada et al. 2020). The study was not able to consider the longer-term health effects
of smoke inhalation over that period.

PM levels are expected to worsen with increased temperatures and greater frequency of
events such as bushfires (Ebi & McGregor 2008; Jacob & Winner 2009; Spickett et al.
2011). Activities such as reduction in the use of wood for heating, uptake of electric cars
and use of public transport may reduce urban air pollution (Keywood et al. 2016).

Vector-borne diseases

Disease vectors (such as mosquitoes) and disease micro-organisms (such as bacteria
and viruses) are a natural part of the Australian environment.

Vector-borne diseases in Australia include Ross River virus, Barmah Forest virus, Murray
Valley encephalitis, Kunjin and dengue. Cases of malaria in Australia currently occur only
as a result of international travel.

Changes in climate are likely to extend the geographic spread and lengthen the
transmission seasons of important vector-borne diseases and increase the likelihood of
food- and water-borne disease (Bambrick et al. 2011; Jackson et al. 2016; WHO 2018b).

Since 1950, there has been a 14% increase in the main dengue mosquito’s capacity to
transmit disease to humans. This is projected to increase into the future (Zhang et al.
2018). Notifications of dengue virus infections in Australia have increased over the past
30 years, from typically a few hundred annually to typically over a thousand annually
(Department of Health 2015).

Bacterial and viral contamination of food and water was responsible for 57,600 disease
notifications in 2019 including around 35,800 caused by campylobacteria infection,
14,700 by salmonella and 3,100 by shigella (Department of Health 2020).

Where do | go for more information?

For more information on the natural environment and health, see:

e Health and the environment: a compilation of the evidence

e Department of the Environment and Energy Australia state of the environment 2016
e Bureau of Meteorology and CSIRO State of the climate 2018

e Medical Journal of Australia The 2019 report of the MJA-Lancet countdown on health
and climate change: a turbulent year with mixed progress

e United Nations Intergovernmental Panel on Climate Change (IPCQC)
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Overweight and obesity

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/overweight-and-obesity

Overweight and obesity refer to excess body weight, which is a risk factor for many
diseases and chronic conditions, and is associated with higher rates of death. It mainly
occurs because of an imbalance between energy intake (from the diet) and energy
expenditure (through physical activities and bodily functions).

Genetic factors, schools, workplaces, homes and neighbourhoods, the media, availability
of convenience foods, and portion sizes can all influence a person’s body weight.

Measuring overweight and obesity
Body Mass Index (BMI)

e BMlis an internationally recognised standard for classifying overweight and obesity in
adults. While BMI does not necessarily reflect body fat distribution or describe the same
degree of fatness in different individuals, at a population level BMl is a practical and
useful measure for monitoring overweight and obesity.

e BMIlis calculated by dividing a person’s weight in kilograms by the square of their height
in metres. A BMI of 25.0-29.9 is classified as overweight but not obese, while a BMI of
30.0 or over is classified as obese. A BMI of greater than 35.0 is classified as severely
obese.

e To calculate your BMI and see how it compares with other Australian adults, enter your
height and weight into the AIHW BMI calculator.

e Height and body composition are continually changing for children and adolescents, so a
separate classification of overweight and obesity (based on age and sex) is used for
young people aged under 18 (Cole et al. 2000).

Waist circumference

e Waist circumference is another common measure of overweight and obesity in adults. A
waist circumference above 80 cm for women and 88 cm for men is associated with an
increased risk of chronic disease. For information on measuring and understanding
your waist circumference, see Heart Foundation.
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How common is overweight and obesity?

Children and adolescents

In 2017-18, 1 in 4 (25%) children and adolescents aged 2-17 were overweight or obese
(1.2 million children and adolescents). Of all children and adolescents aged 2-17, 17%
were overweight but not obese, and 8.2% were obese. Rates varied across age groups,
but were similar for males and females (ABS 2018).

Adults

In 2017-18, 2 in 3 (67%) Australians aged 18 and over were overweight or obese (36%
were overweight but not obese, and 31% were obese). That's around 12.5 million adults.

More men than women were overweight but not obese (42% of men and 30% of
women), but obesity rates for men and women were similar (33% of men and 30% of
women).

Obesity is more common in older age groups—16% of adults aged 18-24 were obese,
compared with 41% of adults aged 65-74.

See Overweight and obesity: an interactive insight for information on age differences in
overweight and obesity.

The proportion of adults with a waist circumference associated with a substantially
increased risk of metabolic complications increased with age, and was higher in women
than men (peaking at 57% of men aged 65-74, and 65% of women aged 75-84) (ABS
2018).

Trends in overweight and obesity

Children and adolescents

The prevalence of overweight and obesity in children and adolescents aged 5-17 rose
from 20% in 1995 to 25% in 2007-08, then remained relatively stable to 2017-18 (25%)
(Figure 1). Similarly, the prevalence of obesity in this age group increased from 4.9% in
1995 to 7.5% in 2007-08 then remained relatively stable to 2017-18 (8.1%) (ABS 2009,
2013a, 2013b, 2015, 2019).

Rates of overweight but not obese children and adolescents increased between 1995
and 2014-15 (from 15% to 20%), then declined to 17% in 2017-18. This decline did not
result in a lower proportion of overweight and obese children overall, but instead
resulted in some children moving from the overweight to the obese category.
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Figure 1: Proportion of overweight and obese children and adolescents aged 5-17, 1995 to 2017-18
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Adults

After adjusting for different population age structures over time, the prevalence of
overweight and obesity among Australians aged 18 and over increased from 57% in

1995 to 67% in 2017-18. This was largely due to an increase in obesity rates, from 1in 5
(19%) in 1995to 1in 3 (31%) in 2017-18.

The distribution of BMI in adults shifted towards higher BMIs from 1995 to 2017-18, due
to an increase in obesity in the population over time (Figure 2).
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Figure 2: Distribution of BEMI among persons aged 18 and over, 1995 and 2017-18
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Health impact

In 2015, 8.4% of the total burden of disease in Australia was due to overweight and
obesity. Overweight and obesity was the leading risk factor contributing to non-fatal
burden (living with disease) (AIHW 2019). See Burden of disease.

Overweight and obesity increases the likelihood of developing many chronic conditions,
such as cardiovascular disease, asthma, back problems, chronic kidney disease,
dementia, diabetes, and some cancers (AIHW 2017). It is also associated with a higher
death rate when looking at all causes of death (di Angelantonio et al. 2016).

Variation between population groups

See Health risk factors among Indigenous Australians for information on overweight and
obesity among Aboriginal and Torres Strait Islander Australians.
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Remoteness area

Overweight and obesity rates differ across remoteness areas, with the lowest rates in
Major cities.

In 2017-18, a higher proportion of Australian children and adolescents aged 2-17 living
in Inner regional areas were overweight or obese, compared with those living in Major
cities (29% and 23% respectively). For children and adolescents living in Outer regional
and remote areas, the proportion was 27% (ABS 2019).

For Australians aged 18 and over, 70% of adults living in Outer regional and remote areas
and 71% in Inner regional areas were overweight or obese, compared with 65% in Major
cities (after adjusting for age). See Rural and remote health.

Socioeconomic area

Overweight and obesity rates differ across socioeconomic areas, with the highest rates
in the lowest socioeconomic areas.

In 2017-18, obesity rates for children and adolescents aged 2-17 were 2.4 times as high
in the lowest socioeconomic areas (11%) compared with the highest socioeconomic
areas (4.4%). For overweight and obesity combined, rates were also higher in the lowest
socioeconomic areas (28%) compared with the highest socioeconomic areas (21%) (ABS
2019).

Australians aged 18 and over in the lowest socioeconomic areas were more likely to be
overweight or obese than those in the highest socioeconomic areas in 2017-18: 72%
compared with 62% (after adjusting for age). Obesity rates were the underlying reason
for this difference (38% compared with 24% respectively). See Health across
socioeconomic groups.

Where do | go for more information?

For more information on overweight and obesity, see:

e Overweight and obesity: an interactive insight

e A picture of overweight and obesity in Australia

e Overweight and obesity in Australia: a birth cohort analysis

e Australian Burden of Disease Study 2015: interactive data on risk factor burden

e Australian Bureau of Statistics National Health Survey: first results, 2017-18

Visit Overweight & obesity for more on this topic.
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Social determinants of health

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/social-determinants-of-health

Evidence supports the close relationship between people’s health and the living and
working conditions which form their social environment (Wilkinson & Marmot eds.
2003). Factors such as socioeconomic position, conditions of employment, power and
social support—known collectively as the social determinants of health—act together to
strengthen or undermine the health of individuals and communities (see 'Social
determinants of health in Australia' in Australia’s health 2020: data insights).

The World Health Organization (WHO) describes social determinants as ‘the
circumstances in which people grow, live, work, and age, and the systems put in place to
deal with illness. The conditions in which people live and die are, in turn, shaped by
political, social, and economic forces’ (CSDH 2008).

According to the WHO, social inequalities and disadvantage are the main reason for
avoidable and unfair differences in health outcomes and life expectancy across groups
in society.

This page provides selected data to monitor key social determinants of health in
Australia.

See ‘Social determinants of health in Australia’ and ‘Housing conditions and key
challenges in Indigenous health’ in Australia’s health 2020: data insights for in-depth
discussion of social determinants of health.

What are the social determinants of health?

‘Social determinants of health” has rapidly become a central concept in population and
public health, leading to the emergence of new theoretical models and frameworks.

Although there is no single definition of the social determinants of health, there are common
usages across government and non-government organisations.

In 2003, the World Health Organization Europe suggested that the social determinants of
health included socioeconomic position, early life, social exclusion, work, unemployment,
social support, addiction, food and transportation (Wilkinson & Marmot eds. 2003).

Other commonly accepted social determinants of health include housing and the living
environment, health services and disability.
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Socioeconomic position

In general, every step up the socioeconomic ladder is accompanied by a benefit for
health (see Health across socioeconomic groups). The relationship is two-way—poor
health can be both a product of, and contribute to, lower socioeconomic position.

Socioeconomic position is often described through indicators such as educational
attainment, income or level of occupation.

e In 2019, 65% of people aged 25-64 held a non-school qualification at Certificate Il
level or above, an increase of 17 percentage points since 2004 (ABS 2019a).

e Around 10.5% of the population lived in low income households (defined as less
than half the median equivalised household income) in 2017-18. This rate has
fluctuated between 9.3% and 13.6% since 2003-04 (AIHW 2018; ABS 2019¢) (Figure
1).

¢ Among major occupation groups, Managers had the highest average weekly total
cash earnings in 2018 ($2,425), and Sales workers, the lowest ($736) (ABS 2019b).
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Figure 1: Selected social determinants of health, by disaggregation and period
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Early childhood

The foundations of adult health are laid in-utero and during the early childhood period.
The different domains of early childhood development—physical, social/emotional and
language/cognition—strongly influence school success, economic participation, social
citizenship and health.

e 1In 2017, almost4in5 children aged 0-2 (79%, or 738,000) were read to or told
stories by a parent regularly (3 or more days in the previous week). One in 6 children
(16%) were not read to or told stories at all. Parents living in highest socioeconomic
areas (85%) were more likely to read or tell stories to their children than those living
in lowest socioeconomic areas (70%) (AIHW 2019a).
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e Between 2009 and 2018, the proportion of children entering school who were
developmentally vulnerable on 1 or more Australian Early Development Census
(AEDC) domains decreased slightly from 24% to 22%. In 2018, children in the lowest
socioeconomic group (32%) were more vulnerable than children in the highest
socioeconomic group (15%) (AIHW 2019a). See Transition to primary school.

e Onein 10 (10%) children aged 4-12 scored in the ‘of concern’ range on the Strengths
and Difficulties Questionnaire measuring social and emotional wellbeing in 2013-14,
indicating substantial risk of clinically significant problems in their home, school and
community environments (AIHW 2019a).

Family relationships

An individual's family can influence physical and mental health through providing access
to services, products and activities, and through creating a safe and supportive
emotional and learning environment.

As with other health determinants, the effects follow a continuum from large potential
benefit in positively functioning and supportive families, to potential disadvantage in
families with abuse or neglect.

e 87% of all families with children aged 10-11 rated their family cohesion as good,
very good or excellent in 2014-15 (89% for couple families, 76% for one-parent
families) (AIHW 2019b).

e Child abuse and neglect increases the risk of anxiety disorders, depressive disorders
and suicide or self-inflicted injuries. When quantified as a risk factor for the burden
of disease, the largest relative impacts in 2015 were among young adults (15-24
years; 8.0% of disease burden for females and 5.1% for males) and early working
years (25-44 years; 6.5% for females and 4.7% for males) (AIHW 2019c¢).

e 1In2016,1in 6 women (17% or 1.6 million) and 1 in 16 men (6.1% or 548,000) had
experienced physical or sexual violence by a current or previous partner since the
age of 15 (AIHW 2019d). See Family, domestic and sexual violence and Heath
impacts of family, domestic and sexual violence.

Social support and exclusion

Social connectedness and the degree to which individuals form close bonds with others
outside the family has been linked in some studies to lower morbidity and increased life
expectancy. Strong social networks may benefit physical and mental health, through
practical and emotional help and support, and through networks that help people find
work or cope with economic and material hardship.

Social exclusion is a term that describes social disadvantage and lack of resources,
opportunity, participation and skills which are essential for full participation in society
(see Glossary). Social exclusion through discrimination or stigmatisation can cause
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psychological damage and harm health through long-term stress and anxiety. Poor
health can also lead to social exclusion. See Social isolation and loneliness.

e Anestimated 1in 10 (9.5%, or around 1.8 million) Australians aged 15 and over
reported lacking social support in 2016 (AIHW 2019g).

e In 2014, most people aged 18 and over (95%) reported being able to get supportin
times of crisis from people living outside the household, a similar prevalence to that
in 2002 (94%) (AIHW 2019b).

e Almost 1 in 4 Australians (24%, or 4.8 million people) experienced some degree of
social exclusion in 2017, with 5.6% (1.1 million) experiencing deep social exclusion
and 1.2% (240,000) very deep social exclusion (Brotherhood of St Laurence &
MIAESR 2019). The prevalence of deep social exclusion has remained relatively
steady since 2006 (Productivity Commission 2018).

e 52% of Australians who had a long-term health condition or disability experienced
some level of exclusion in 2017, with 16% experiencing deep social exclusion
(Brotherhood of St Laurence & MIAESR 2019).

Employment and work

The psychosocial stress caused by unemployment has a strong impact on physical and
mental health and wellbeing. Once employed, participating in quality work helps to
protect health, instilling self-esteem and a positive sense of identity, while providing the
opportunity for social interaction and personal development.

e The proportion of the Australian population aged 15-64 who are employed
(employment-to-population ratio) has increased over the last 15 years, from a low of
69.9% in February 2004 to a current high of 74.6% in January 2020. Over the same
period, the unemployment rate fluctuated between 4.0% (February 2008) and 6.5%
(October 2014), with a rate of 5.4% in January 2020 (ABS 2020).

e InJjune 2017, there were 1.4 million jobless families in Australia (21% of all
families)—a similar figure to that in June 2012 (20%)—and around 339,000 jobless
families had dependants (11% of all families with dependants) (ABS 2017b).

e In November 2019, 1in 11 (8.9%) employed people aged 15-64 were
underemployed (not working the hours they would like to, and available to work)—
7.0% and 10.9% of the male and female labour force, respectively (ABS 2020).

See Employment trends and The experience of employment.

Housing and homelessness

Access to appropriate, affordable and secure housing can limit the physical and mental
health risks presented by factors such as homelessness and overcrowding.

Evidence also supports a direct association between poor-quality housing and poor
physical and mental health (Baker et al. 2016). Young people, Aboriginal and Torres
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Strait Islander people, people with long-term health conditions or disability, people living
in low income housing, or people who are unemployed or underemployed are at greater
risk of living in poor-quality housing.

More than 116,000 men, women and children, or 50 per 10,000 population, were
estimated to be homeless on the night of the 2016 Census of Population and
Housing, an increase of 10% from 45 per 10,000 population in 2006 (Figure 2) (ABS
2018). See Homelessness and homelessness services and Health of people
experiencing homelessness.

43% of low income households were in rental stress in 2017-18, spending more
than 30% of their gross income on housing costs. In 2007-08, 35% of low income
households were in rental stress (AIHW 2019e). See Housing affordability.

Nearly one-quarter (24%) of renters had windows or doors that did not close
properly and 21% of renters had experienced leaks or flooding in 2016 (AIHW
2019e).

In 2018, overcrowding in social housing, based on those households needing 1 or
more extra bedrooms, was 4.9%. Overcrowding was higher for Indigenous housing
at 14% (AIHW 2019f). See Indigenous housing.
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Figure 2: Rate of homelessness, people per 10,000 population, by homelessness group, 2001 to 2016

Homelessness group
All homeless persons

Rate (per 10,000 population)

2001 2006 2011

Mofe: Homelessness groups ere mutually exclusive, therefore persons will only appear in one category.
- ABS 2018,

Monitoring social determinants of health

The AIHW has prioritised continuing monitoring of social determinants and the
distribution of health across social groups. It investigates, where possible, which factors
contribute to observed inequalities.

There is need for more research to assess the effects of the social determinants of
health by following individual experiences over time and across generations. Linking
health and welfare data has the potential to provide a broader understanding of the
associations between social determinants and health, the experience of population
groups, and better evidence for causal pathways to good health.

Where do | go for more information?

For more information on social determinants of health, see:
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e Australia’s welfare snapshots

e World Health Organization Social determinants of health
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Stress and trauma

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/stress-and-trauma

Stress and trauma affect the physical and emotional wellbeing of millions of Australians.
It is difficult to get accurate information about the prevalence of stress and trauma and
associated impacts because of the complex events and variation in individual responses.

Difference between stress and trauma

According to Gomes 2014, ‘Trauma is an experience of extreme stress or shock that is/or
was, at some point, part of life’. Traumatic events are often life-threatening and include
events such as natural disasters, motor vehicle accidents, the illness of a close friend or
family member, sexual assault or difficult child birth experiences. Stress is a reaction to less
dramatic and actual life events such as a job loss, exams, deadlines, finances, or divorcing a
spouse. While stress is not always harmful, trauma nearly always is.

What is stress?

According to the website MedicineNet, ‘Stress is a physical, mental, or emotional factor
that causes bodily or mental tension’. Stresses can be external (from the environment,
psychological, or social situations) or internal (iliness, or from a medical procedure).
Stress can initiate the ‘fight or flight’ response, a complex reaction of the neurologic and
endocrinologic systems. Continuous stress without relief can result in a condition called
distress—a negative stress reaction that can lead to physical symptoms such as
headaches, loss of appetite, increased blood pressure, chest pain, sexual dysfunction,
and problems sleeping. Stress can also cause or influence a broad range of physical
health conditions such as heart disease, diabetes, poor healing, irritable bowel
syndrome, and mental disorders such as depression or anxiety (Gouin & Kiecolt-Glaser
2011; NIMH 2019; Stoppler 2018).What is trauma?

Any event that involves exposure to actual or threatened death, serious injury, or sexual
violence has the potential to be traumatic. Most people will go through at least 1
traumatic event in their lives, but not everyone will respond in the same way. Australian
research suggests that the most common traumatic events experienced by Australians
are:

e experiencing an unexpected death of a close loved one
e witnessing a person critically injured or killed, or finding a body
e beingin a life-threatening car accident (Phoenix Australia 2019).
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Post-traumatic stress disorder (PTSD)

Following a traumatic event, many people develop post-traumatic symptoms, and a
minority develop post-traumatic stress disorder (PTSD), which is a severe reaction to an
extreme and frightening traumatic event (Phoenix Australia 2019). PTSD is typically
characterised by all of the following:

e re-experiencing the traumatic event or events in vivid intrusive memories,
flashbacks, or nightmares, typically accompanied by strong or overwhelming
emotions, particularly fear or horror, and strong physical sensations

e avoiding thoughts and memories of the event or events, or avoidance of activities,
situations, or people reminiscent of the event or events

e persistent perceptions of a heightened current threat, which, for example, might
lead to hypervigilance, or reacting beyond what would normally be expected to
something like an unexpected noise.

The symptoms persist for at least several weeks and cause significant impairment in
personal, family, social, educational, occupational or other important areas of
functioning (WHO 2019). In some cases, individuals remain symptomatic for 3 years or
longer and may develop secondary problems such as substance misuse (National
Collaborating Centre for Mental Health 2005).

Trauma and mental iliness

Experience of trauma can contribute to development of many different forms of mental
illness such as psychosis, schizophrenia, eating disorders, personality disorders,
depressive and anxiety disorders, alcohol and substance use disorders, and self-harm
and suicide-related behaviours (Heim et al. 2010; Phoenix Australia 2019). Childhood
trauma experiences not only increase the risk of onset of mental iliness but also affect
clinical course and responses to treatment. Previous research has shown that 90% of
public mental health clients have been exposed to (and most have actually experienced)
multiple experiences of trauma (Jennings 2004). See Mental health.

How common is stress?

The Australian Bureau of Statistics (ABS) measures stress in 2 of its surveys: the National
Health Survey (NHS) and the General Social Survey (GSS). It uses 2 methods to quantify a
respondent’s level of stress:

e the Kessler 10 (K10) psychological distress scale measuring non-specific
psychological distress, based on questions about negative emotional states
experienced in the past 30 days (ABS 2012)

e asking respondents whether they experienced 1 or more specific personal stressors.
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Psychological distress

According to the 2017-18 ABS NHS, 13% or 2.4 million Australians aged 18 and over
reported high or very high levels of psychological distress, a 12% increase from 2014-15
(11.7% or 2.1 million Australians). High or very high levels of psychological distress were
more often reported by women than men in 2017-18 (15% and 11% respectively) (ABS
2019).

In 2017-18, adults living in the most disadvantaged areas (the first quintile) across
Australia were more than twice as likely to report high or very high levels of
psychological distress as adults living in the least disadvantaged areas (the fifth quintile)
(18% and 9% respectively), similar to the pattern seen in 2014-15 (18% and 7%
respectively) (ABS 2019).

Personal stressors

The ABS defines personal stressors as ‘events or conditions that occur in a person's life
that may adversely impact on the individual's or their family's health or wellbeing. A
stressor may occur directly, such as personally experiencing a serious illness, or
indirectly, such as having a family member with a serious illness. In some instances,
personal stressors may have an ongoing impact or limit the capacity of a person, or
family, to live a satisfying and productive life’. (ABS 2011).

According to the ABS General Social Survey, the proportion of Australians reporting at
least 1 personal stressor did not change significantly between 2010 and 2014. In the
survey, people were asked whether selected issues such as serious illness, death of a
family member or difficulty getting a job had been a problem for them or their family or
close friends in the last 12 months. Men were less likely than women to report a
stressor.

In 2014, about 2 in 3 (63%) Australians aged 15 and over reported experiencing at least 1
personal stressor in the previous 12 months, with people in 1-parent families with
children being more likely to experience personal stressors (ABS 2014).

How common is trauma and PTSD?

While there is limited data on the prevalence of trauma in Australia, 2 studies suggest
that 57-75% of Australians will experience a potentially traumatic event at some point in
their lives (Mills et al. 2011; Rosenman 2002). International studies estimate that 62-68%
of young people will have been exposed to at least 1 traumatic event by the age of 17
(Copeland et al. 2007; McLaughlin et al. 2013).

According to the 2007 National Survey of Mental Health and Wellbeing, 12% of
Australians experience PTSD in their life (lifetime prevalence), with women being at
almost twice the risk of men (15.8% and 8.6% respectively) (ABS 2007). According to the
2017-18 National Health Survey, 1.7% of women and 1.3% of men reported that they
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had been told by a doctor, nurse, or health professional that they have PTSD (point
prevalence) (ABS 2019).

Trauma exposure is more common among specific groups such as people who
experience homelessness, young people in out-of-home care or under youth justice
supervision, refugees, women and children experiencing family and domestic violence,
LGBTIQ people and certain occupation groups (for example emergency services, armed
forces and veterans) (Bendall et al. 2018; Phoenix Australia 2013). As cumulative
exposure to work-related traumatic events is associated with increased risk of PTSD, the
rates of the disorder may be more likely among long-term emergency services
employees than new recruits (Phoenix Australia, 2013). This is also supported by a study
of the mental health of current and retired Australian firefighters, where prevalence of
PTSD was more than two times higher in retired than current firefighters (18% and 7.7%,
respectively) (Harvey et al. 2016). Historical and current trauma experienced as a result
of separation from family, land, and cultural identity has also had a serious impact on
the social and emotional wellbeing of Aboriginal and Torres Strait Islander people
(Bendall et al. 2018; AIHW 2018). See Indigenous health and wellbeing.

What is the cost of stress and trauma?

Stress and trauma have a considerable economic impact on society. The Economic Cost
of the Social Impact of Natural Disasters study reviewed some of the intangible costs:
the 2010-11 Queensland floods and the 2009 Black Saturday bushfires in Victoria.
Queensland residents affected by floods were 5.3 times more likely to report poorer
health than those not affected, and 2.3 times more likely to develop PTSD (Alderman et
al. 2013). Mental health issues represented the largest financial impact of the floods,
with a lifetime cost estimated at $5.9 billion. In addition to more than 170 deaths and
400 injuries caused by bushfires in Victoria, the lifetime cost of the mental health issues
was estimated to be more than $1 billion (Deloitte Access Economics 2016).

Prevention and management

According to Howlett & Stein, ‘Public policy and public health interventions to reduce
violence, traumatic injuries, and other traumatic events have a major role to play in the
primary prevention of acute stress disorders and PTSD'. Secondary prevention includes
targeted interventions for individuals at the highest risk of developing PTSD after
trauma, including those with pre-existing psychiatric disorders, a family history of
disorders and/or childhood trauma, and psychosocial and somatic approaches such as
cognitive behavioural therapy (Breslau 2002; Howlett & Stein 2016). The
recommendations made in the Australian Guidelines for the Treatment of Acute Stress
Disorder and Posttraumatic Stress Disorder (Phoenix Australia 2013) remain the
recommended practice for Australian health providers; however, beyond PTSDs,
evidence for treatment of trauma is scarce (Bendall et al. 2018).
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Primary prevention—intervening before health effects occur, through measures such as
vaccinations, altering risky behaviours (poor eating habits, tobacco use), and banning
substances known to be associated with a disease or health condition.

Secondary prevention—screening to identify diseases in the earliest stages, before the
onset of signs and symptoms, through measures such as mammography and regular blood
pressure testing (CDC 2017).

People are negatively affected by stress when they have not developed a stable set of
strategies for coping with stressors. Stress management is recognised as an effective
treatment modality and may include drugs as well as non-drug components such as
psychological and relaxation methods including meditation, progressive muscle
relaxation, and yoga, and adopting a healthy lifestyle (Chen & Kottler 2012).

Where do | go for more information?

For more information on stress and trauma, see:

e Australian Bureau of Statistics (ABS) National Health Survey: first results, 2017-18

e ABS National Survey of Mental Health and Wellbeing: summary of results, 2007

e Orygen 2008 Trauma and young people: moving toward trauma-informed services

and systems
e Phoenix Australia
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Tobacco smoking

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/tobacco-smoking

Tobacco smoking is the leading cause of preventable diseases and death in Australia.
Successful public health strategies over many decades have resulted in a significant
decline in daily smoking proportions, with Australia now having one of the lowest daily
smoking proportions among Organisation for Economic Cooperation and Development
countries. Despite these positive changes, the harm from tobacco smoking continues to
affect current smokers and ex-smokers, as well as non-smokers through their exposure
to second-hand smoke (AIHW 2019).

How many people smoke?

The latest data from the National Drug Strategy Household Survey (NDSHS) estimated
that 11.6% of adults smoked daily in 2019. This daily smoking rate has declined from an
estimated 12.8% in 2016 and has halved since 1991 (25%) (2020a) (Figure 1a).

Similarly, data from the National Health Survey (NHS) 2017-18 show that smoking rates
declined steadily over the nearly 3 decades to 2017-18 and, after adjusting for age, the
proportion of adults who are daily smokers has halved since 1989-90 (ABS 2019a; ABS
2019b) (Figure 1b).

Data sources

A number of nationally representative data sources are available to analyse recent trends in
tobacco smoking. The NDSHS and NHS have collected data on tobacco smoking for a
number of years. Data presented on this page are from the 2019 NDSHS and the 2017-18
NHS, as this was latest smoking data available.

Comparisons of data from the NDSHS and NHS show variations in estimates for tobacco
smoking but similar long-term trends.

For more information on tobacco smoking from the 2019 NDSHS go to National Drug
Strategy Household Survey 2019.
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Figure 1a: National Drug Strategy Household Survey 2019, tobacco smoking status by sex, aged 18
and over, 2001 to 2019
Click to view National Health Survey data
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How many cigarettes do adults smoke?

In 2019, the NDSHS reported current smokers aged 18 and over smoked an average of 12.9
cigarettes per day, a decrease from 15.9 cigarettes in 2001. Men and women smoked a
similar number of cigarettes per day in 2019—average of 13.1 and 12.9 cigarettes per day
respectively (AIHW 2020a).

In 2019, the proportion of pack-a-day (20 cigarettes or more) smokers increased with age—2
in 5 people (approximately 40%) in age groups 40 and over smoked more than 20 cigarettes
per day, compared to 1 in 5 (approximately 20%) people aged 18-39 (AIHW 2020a).
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Trends

The 2019 NDSHS found that people in their 40s and 50s had the highest daily smoking
proportions (15.8% and 15.9%, respectively)—different from the situation in 2001, when
people in their 20s and 30s were the most likely to smoke daily.

Between 2016 and 2019, the proportion of people who smoked daily fell for people in

their 20s and 30s but there was no change for people in their 40s, 50s and 60s. Over the
period of 2001 to 2019, for people aged 18-39, the proportion smoking daily has halved
but there has been little improvement among people in their 50s and 60s (AIHW 2020a).

The proportion of adults aged 18 and over who never smoked increased from 48% in
2001 to 60% in 2016 and remained stable at 61% in 2019 (AIHW 2020a). Similarly,
findings from the NHS show the proportion of adults who have never smoked is
increasing over time, from 52.6% in 2014-15 to 55.6% in 2017-18 (or from 52.9% in
2014-15t0 56.1% in 2017-18, after adjusting for age) (ABS 2019b).

In 2019, adolescents aged 14-17 and young adults aged 18-24 were more likely to have
never smoked than any other age group (97% and 80%, respectively). This proportion
remained fairly stable since 2016 (96% and 79%, respectively) and represents an
increase in the proportion of adolescents and young adults who never smoked since
2001 (82% and 58%, respectively). Of the young adults aged 18-24, nearly 8 in 10 (77%)
men reported they never smoked in 2019; this has remained stable since 2013 (76%) but
has increased since 2001 (56%). More than 8 in 10 (83%) women aged 18-24 reported in
2019 that they had never smoked, an increase from 59% in 2001 and similar to 2016
(79%) (AIHW 2020a).

Age and sex

In 2019, among those aged 18 and over, men were more likely than women to smoke
daily (12.8% compared with 10.4%). The proportion of women who smoke daily has
remained stable between 2016 and 2019 (11.2% compared with 10.4%), while the
proportion of men who smoke daily has decreased from 14.6% in 2016 to 12.8% in 2019.
The greatest difference between the sexes was among 40-49 year olds, with more men
(18.4%) smoking daily than women (13.4%) in 2019 (Figure 2).
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Figure 2: Daily smokers, by age and sex, 2019
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Variation between population groups

See Health risk factors among Indigenous Australians among Aboriginal and Torres
Strait Islander Australians.

Although there has been a large reduction in smoking rates over time, smoking remains
a major risk factor contributing to the health, social and economic inequalities
experienced by certain population groups in Australia. While some improvements are
being made, the 2019 NDSHS shows daily smoking continues to be more commonly
reported among people living in the lowest socioeconomic areas, people living in Outer
regional or Remote and very remote areas, people who are unable to work or
unemployed, and people who completed Year 11 or below and people with a Certificate
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lIl or IV (Figure 3). See Health across socioeconomic groups and Rural and remote
health.

Figure 3: Proportion of people who are daily smokers aged 18 and over, by selected demographic
characteristics, 2019
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Electronic cigarettes

Electronic cigarettes (also known as e-cigarettes, e-cigs, electronic nicotine delivery systems,
electronic non-nicotine delivery systems, alternative nicotine delivery systems, personal
vaporisers, e-hookahs, vape pens or vapes) are devices designed to deliver nicotine and/or
other chemicals via an aerosol vapour that the user inhales (Greenhalgh & Scollo 2018).
Most e-cigarettes contain a battery, a liquid cartridge and a vaporisation system and are
used in a manner that simulates smoking (ACT Health 2019). The liquid solution used in e-
cigarettes can contain nicotine, but also flavourings and other chemicals. In Australia, it is
illegal to sell e-cigarettes and e-liquids that contain nicotine in any form (Cancer Council
2017), however, it may be lawful for people to import up to 3 months’ personal supply of
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nicotine for personal therapeutic use in e-cigarettes with a written authorisation from a
doctor, subject to state and territory laws (TGA 2019).

Australian governments have taken a precautionary approach to the marketing and use of e-
cigarettes in view of the risks these products pose to tobacco control and population health.
This approach is underpinned by the current state of evidence regarding: the direct harms e-
cigarettes pose to human health, their impacts on smoking initiation and cessation, uptake
among youth and dual use with conventional tobacco products (Byrne et al 2018; Gotts et al
2019; Kennedy et al 2019).

New questions about the frequency and duration of e-cigarette use were added to the
NDSHS in 2016. According to the NDSHS in 2019:

e current use of e-cigarettes reported by people aged 18 and over increased from 1.2% in
2016 t0 2.6% in 2019

e among current smokers aged 18 and over, almost 2 in 5 (38%) had tried e-cigarettes in
their lifetime (an increase from 31% in 2016) and 9.6% currently use them (an increase
from 4.4% in 2016)

e among non-smokers aged 18 and over, 6.8% had tried e-cigarettes in their lifetime (an
increase from 4.7% in 2016) and 1.4% currently use them (an increase from 0.6% in
2016)

e e-cigarette use was higher among younger age groups with 64% of smokers aged 18-24
trying an e-cigarette in their lifetime, compared with 26% of smokers aged 60-69 (AIHW
2020a).

In 2017, 1in 5 (21%) secondary school students aged 16-17 had tried e-cigarettes (Guerin &
White 2018).

The most common reason for trying e-cigarettes for people aged 18 and over was curiosity
(53%), but people’s reasons varied by age (AIHW 2020a).

Burden of disease

Smoking was responsible for 9.3% of the total burden of disease in Australia in 2015,
making it the leading risk factor contributing to disease burden. AImost three-quarters
(73%) of the burden due to smoking was fatal—that is, due to premature death. In 2015,
smoking was responsible for more than 1 in every 8 (21,000) deaths.

Cancers accounted for 43% of the burden of disease from smoking, and almost two-
thirds of this was from lung cancer (28% of total burden). Chronic obstructive pulmonary
disease (COPD) accounted for 30% of the burden, followed by cardiovascular diseases
(17%) primarily related to coronary heart disease (10%) and stroke (3.1%) (AIHW 2019).

Tobacco use has remained the leading risk factor, but the disease burden from smoking
fell from 10.5% of total burden to 9.3% between 2003 and 2015. After adjusting for age,
the rate of disease burden from smoking showed a decrease of 24% between 2003 and
2015, with a greater decrease in males than females. The burden also fell for all 6 of the
leading diseases that are linked to smoking (COPD, lung cancer, coronary heart disease,
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stroke, oesophageal cancer and asthma). However, while the burden linked to current
smoking decreased, the burden linked to past smoking (ex-smokers) rose. This is likely
to be because some diseases associated with smoking, such as lung cancer and COPD,
can take many years to develop. As a result, the effects of past smoking are expected to
continue to have an impact on disease burden in the near future, even if smoking rates
continue to decrease (AIHW 2019). See Burden of disease.

A major Australian study estimated that mortality from cardiovascular disease (CVD) is
almost 3 times higher in current smokers than never smokers (Banks et al. 2019).
Quitting smoking at any age substantially reduces a person’s risk of CVD, with those
quitting by age 45 avoiding almost all of the excess risk (Banks et al. 2019).

Remoteness area

The burden of disease attributable to tobacco use is unequally distributed across
Australia. In remote and very remote areas tobacco use was responsible for 10.7% of
the total burden of disease, compared with 8.5% in major cities in 2015. After adjusting
for age, rates similarly showed that burden of disease attributable to tobacco use
increases as remoteness increases, with Remote and very remote areas experiencing 1.8
times the burden of Major cities (AIHW 2019).

Socioeconomic area

There was a clear gradient of decreasing burden as socioeconomic position increased. In
the lowest socioeconomic areas (those experiencing the highest socioeconomic
disadvantage), tobacco use was responsible for 11.7% of the total burden of disease,
compared with 6.5% in the highest socioeconomic areas (those experiencing the least
disadvantage). After adjusting for age, rates similarly showed that burden of disease
attributable to tobacco use was 2.6 times higher in the lowest socioeconomic area than
in the highest socioeconomic area (AIHW 2019).

Second-hand smoke

Exposure to second-hand smoke affects people of all ages and can cause cardiovascular
and respiratory diseases in adults, and in infants and children can cause low birthweight
and sudden infant death syndrome, and induce and exacerbate a range of mild to
severe respiratory effects (WHO 2018).

Results from the 2019 NDSHS show that parents and guardians are choosing to reduce

their children’s exposure to smoke inside the home. The proportion of households with
dependent children where someone smoked inside the home fell from 19.7% in 2001 to
2.8% in 2016 and to 2.1% in 2019 (AIHW 2020a).

Between 2016 and 2019, the proportion of adult non-smokers exposed to tobacco
smoke inside the home decreased from 2.9% to 2.4%, this was lower than in 2001
(10.6%) (AIHW 2020a).
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Proportions of smoking during pregnancy in Australia have fallen over time, with fewer
than 1in 10 (9.6%, or 28,219) mothers who gave birth smoking at some time during their
pregnancy in 2018, a decrease from 15% in 2009 (AIHW 2020b).

Social impact

Despite the decline in smoking proportions in Australia over recent decades, a
significant health and economic burden is experienced by individuals and society. The
total net cost of smoking in Australia in 2015-16 has been estimated at $136.9 billion,
comprising $19.2 billion in tangible costs and $117.7 billion in intangible costs. The
largest of these tangible costs was spending on tobacco by dependent smokers ($5.5
billion), followed by workplace costs ($5.0 billion) and the reduction in economic output
due to premature mortality ($3.4 billion). Intangible costs were estimated using the
value of life lost and pain and suffering caused by smoking-attributable ill health ($25.6
billion), and premature mortality ($92.1 billion) (Whetton et al. 2019).

Where do | go for more information?

For more information on tobacco smoking, see:

e Alcohol, tobacco & other drugs in Australia

e National Drug Strategy Household Survey 2019

e Burden of tobacco use in Australia: Australian Burden of Disease Study 2015

e Australian Burden of Disease Study 2015: interactive data on risk factor burden

e Australian Bureau of Statistics National Health Survey: first results, 2017-18

Visit Smoking for more on this topic
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Health system

Health systems play a crucial role in health and can help to reduce
the burden that ill health places on the community. Australia’s
health system is a complex mix of programs and services delivered

by a range of health professionals. |



Alcohol and other drug treatment
services

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/alcohol-and-other-drug-treatment-
services

Alcohol and other drug use is linked to increased risk of injury, mental iliness,
preventable disease, road trauma and death (AIHW 2020a). Alcohol and other drug
treatment services help people to address their own drug use, and provide support to
their family and friends. Treatment objectives can include reducing or stopping drug
use, and improving social and personal functioning. Treatment services include
detoxification, rehabilitation, counselling and pharmacotherapy, and are delivered in
residential and non-residential settings.

See Alcohol risk and harm and lllicit drug use for information on use of alcohol and
other drugs.

Data sources

e Information on publicly funded alcohol and other drug treatment services in
Australia, and the people and drugs treated, is collected through the Alcohol and
Other Drug Treatment Services National Minimum Data Set (AODTS NMDS).

e The National Opioid Pharmacotherapy Statistics Annual Data (NOPSAD) collection
contains information on pharmacotherapy treatment—that is, opioid substitution
therapy (OST)—provided to people dependent on opioid drugs.

e Agencies whose sole function is to prescribe or provide dosing services for opioid

pharmacotherapy are excluded from the AODTS NMDS, as data from these agencies

are captured in the NOPSAD collection (AIHW 2020b and AIHW 2020c).

Who uses alcohol and other drug treatment
services?

In 2018-19, the AODTS NMDS reported that around 137,000 clients aged 10 and over
received just under 220,000 closed treatment episodes from 1,283 publicly funded
alcohol and other drug treatment agencies.
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Clients of alcohol and other drug treatment services were more likely to be male (65%)
than female (35%), and most likely to be aged 20-39 (54%). Around 1 in 6 (17%) clients
identified as Aboriginal or Torres Strait Islander Australians, representing a rate of 3,580
clients per 100,000.

Between 2014-15 and 2018-19, the estimated number of clients who received
treatment increased by 19% (from 115,000 clients to 137,000). This equates to a rate of
623 clients per 100,000 people in 2018-19, compared with 555 clients per 100,000 in
2014-15.

Who receives opioid pharmacotherapy treatment?

The NOPSAD collection reported that more than 50,000 clients received opioid
pharmacotherapy treatment at more than 2,900 dosing points across Australia on a
snapshot day in mid-2019.

These clients had broadly similar characteristics to the clients receiving alcohol and
other drug treatment services, but were more likely to be slightly older.
Pharmacotherapy clients were more likely to be male (67%) than female, and most likely
to be aged 30-49 (64% of clients). Around 1 in 10 (10%, or 5,184) clients identified as
Indigenous Australians.

For which drugs do people seek treatment?

In 2018-19, the AODTS NMDS indicated that alcohol was the principal drug of concern
(PDOC) that led the largest percentage of clients to seek alcohol and other drug
treatment services. However, between 2014-15 and 2018-19, the proportion of closed
treatment episodes for alcohol fell from 38% to 36%. By contrast, the proportion of
closed treatment episodes attributable to amphetamines rose from 20% to 28% (Figure
1).
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Figure 1: Proportion of closed treatment episodes for own drug use by selected principal drugs of
concern, 2014-15 to 2018-19
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In 2019, the NOPSAD collection reported that heroin continued to be the most common
(37%) opioid drug of dependence for clients receiving opioid pharmacotherapy
treatment. However, 2 in 5 (39%) clients did not state their opioid drug of dependence
(Figure 2).
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Figure 2: Clients receiving pharmacotherapy treatment on a snapshot day, by opioid drug of
dependence, 2015 to 2019
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How do treatment patterns vary across age
groups?

The AODTS NMDS reported that clients of different age groups sought treatment for
different drugs of concern. In 2018-19:

e where cannabis was the principal drug of concern, most clients were aged 10-19
(32%) or 20-29 (36%)

e where amphetamines were the principal drug of concern, most clients (71%) were
aged 20-39

e where alcohol was the principal drug of concern, most clients were comparatively
older—52% were aged 40 and over and only 5.1% were aged 10-19 (Figure 3).
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Figure 3: Alcohol and other drug treatment service clients by selected principal drugs of concern and
age group, Australia, 2018-19
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Type of treatment and management

In 2018-19, the AODTS NMDS indicated that counselling continued to be the most
common (38%) main treatment type provided to clients accessing alcohol and other
drug treatment services for their own drug use, followed by assessment only (19%) and
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withdrawal management (12%) (Figure 4).

Figure 4: Proportion of closed episodes for clients’ own drug use by main treatment type, 2014-15to
2018-19
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In 2019, the NOPSAD collection reported that methadone remained the most common
(61%) form of opioid pharmacotherapy treatment provided to clients.

Where do | go for more information?

For more information on alcohol and other drug treatment services, see:

Alcohol and other drug treatment services in Australia 2018-19

Alcohol and other drug treatment services in Australia 2018-19: key findings
National Opioid Pharmacotherapy Statistics Annual Data collection (NOPSAD) 2019

Alcohol, tobacco & other drugs in Australia

Visit Alcohol & other drug treatment services for more on this topic.

288 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-2018-19/contents/summary
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-2018-19/contents/summaryhttps:/www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/aodts-2017-18/data
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-aus/contents/key-findings
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/national-opioid-pharmacotherapy-statistics-2019/contents/introduction
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/introduction
https://www.aihw.gov.au/reports-data/health-welfare-services/alcohol-other-drug-treatment-services/overview

References

AIHW (Australian Institute of Health and Welfare) 2020a. Alcohol, tobacco & other drugs
in Australia. Cat. no. PHE 221. Canberra: AIHW.

AIHW 2020b. Alcohol and other drug treatment services in Australia 2018-19. Cat. no.
HSE 230. Canberra: AIHW.

AIHW 2020c. National Opioid Pharmacotherapy Statistics Annual Data collection
(NOPSAD) 2019. Cat. no. HSE 218. Canberra: AIHW.

289 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/aodts-2017-18/data
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/nopsad-2018/contents/introduction
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/nopsad-2018/contents/introduction

Allied health and dental services

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/allied-health-and-dental-services

Allied health professionals apply specific skills and knowledge to prevent, diagnose and
treat health conditions and illnesses. They provide services directly to patients either
individually or as part of a multidisciplinary team, and work in a variety of settings.

While there is no universally accepted understanding of which specific disciplines are
considered to be allied health professionals, they can include: audiologists,
chiropractors, occupational therapists, optometrists, osteopaths, physiotherapists,
podiatrists, psychologists and speech pathologists (see, for example, AHPA 2019). Allied
health professionals are required to be registered with the Australian Health
Practitioner Regulation Agency or their relevant professional body for self-regulating
professions.

Dental professionals provide preventive, diagnostic and restorative dental services. They
can include dentists, dental prosthetists, dental hygienists, oral health therapists and
dental therapists (Dental Board of Australia 2018). While dentists are not usually
ascribed to allied health, dental therapists and hygienists are sometimes included within
that term. Access arrangements for dental professionals have many similarities to the
provision of allied health services. All dental professionals must be registered to practise
in Australia.

See Health workforce.

Allied health services

Australians can access allied health services through many channels, including Medicare,
the Department of Veterans' Affairs (DVA), the National Disability Insurance Scheme
(NDIS), community health services, public and private hospitals or privately by paying for
the service out-of-pocket.

Those who purchase services privately and have private health insurance general
treatment (‘ancillary’ or ‘extras’) cover may have part of the cost subsidised by their
insurance provider. In 2017-18, private health insurers subsidised 52.4 million allied
health and related services (including the supply of aids and equipment such as
prescription glasses and prostheses, AIHW 2019a).

In public hospitals, admitted patients recorded 5.1 million allied health interventions in
2017-18 (AIHW 2019b) and outpatient clinics at public hospitals recorded almost 1.3
million physiotherapy visits, almost 500,000 occupational therapy visits, 300,000
nutrition and dietetics visits, and a range of other allied health visits (AIHW 2019c).
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Australia’s national health insurance scheme, Medicare, can also subsidise access to
some types of allied health services. This section describes allied health care that
Australians receive outside of hospital under these arrangements. See Primary health
care for details on allied health services subsidised by private health insurers.

What are Medicare-subsidised allied health services?

Under Medicare arrangements, subsidised allied health services are delivered by the
following health professionals: audiologists, chiropractors, diabetes educators, dietitians,
exercise physiologists, occupational therapists, optometrists, orthoptists, osteopaths,
physiotherapists, podiatrists, psychologists, social workers and speech pathologists
(Department of Health 2019b). In addition, Medicare subsidises services delivered by
Aboriginal and Torres Strait Islander health practitioners and mental health nurses under its
allied health service arrangements. While these professionals are not always considered to
be allied health professions, they are treated as such in the Medicare arrangements and are
included in the relevant data analyses presented on these pages.

With the exception of optometry services, Medicare-subsidised allied health services are
available only to patients who are referred by a medical practitioner (usually a general
practitioner (GP)). Common referral pathways include GP Management plans for people with
a chronic health condition (previously known as Enhanced Primary Care GP services) and GP
Mental Health Treatment plans for people with a mental health condition under the Better
Access Scheme, which provides access to psychologists, occupational therapists and social
workers.

Types of services

In total, 9 million patients (37% of people) received 23 million Medicare-subsidised allied
health services in a non-hospital setting in 2017-18. Table 1 shows the range of
Medicare-subsidised allied health services provided in 2017-18, including;:

e 29% of people received optometry services under Medicare, which was the most
common allied health service accessed, with each patient receiving on average 1.3
services

e 5.1% of people received mental health care provided by a Medicare-eligible allied
health practitioner, with each patient receiving on average 4.5 services—the highest
number of services per patient for the allied health professions.

Table 1: Use of Medicare-subsidised allied health services, 2017-18

Type of service Number of Proportion of Number of
(non-hospital) services (million) people receiving a services per

service (%) patient
Optometry 9.4 29.3 1.3
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Type of service Number of Proportion of Number of
(non-hospital) services (million) people receiving a services per
service (%) patient
Mental health 5.6 5.1 4.5
care®
Physical health 3.5 4.3 3.3
care®
Podiatry 3.3 4.3 3.1
Other 0.9 1.7 2.2
Total allied 22.7 36.6 2.5
health

(a) Mental health care provided to a person with an assessed mental disorder by a Medicare-eligible health
practitioner, including: psychologists, occupational therapists and social workers as well as mental
health nurses and Aboriginal health workers. The analysis does not report on mental health services
provided by other health practitioners, such as general practitioners and psychiatrists. For information
on all Medicare-subsidised mental health services see the Mental Health Services page.

(b) ‘Physical health care’ includes physiotherapy, exercise physiology, chiropractic and osteopathy services.

Sources: AIHW analysis of MBS claims data; ABS 2018.

Trends

Overall, the number of patients receiving Medicare-subsidised allied health services in a
non-hospital setting increased markedly over the past decade—from 5.6 million in
2008-09 (25% of people) to 9.0 million in 2017-18 (37% of people). After adjusting for
differences in the age structure of the population, the number of services per 100
people has increased from 49 in 2008-09 to 88 in 2017-18 (Figure 1).

A range of factors may have affected the supply and demand for Medicare-subsidised
allied health services, including increasing rates of chronic illness, increasing patient
awareness of chronic conditions and Medicare-subsidised treatments, and new
Medicare items which provide Medicare-subsidised allied health services for an
expanded range of patient circumstances. These include, for example, the Better Access
Initiative items introduced in 2006 for treatment of common mental disorders including
anxiety and depression (Department of Health 2019a), and in 2017 the introduction of
telehealth psychological therapy items to provide a Medicare subsidy for mental health
services delivered through video conferencing.
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Figure 1: Allied Health services per 100 people, 2008-09 to 2017-18
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Patient characteristics

In 2017-18, 66% of Australians aged 65 or over received a Medicare-subsidised non-
hospital allied health service, whereas 31% of Australians aged 64 or under received a
service.

A higher proportion of females (42%) accessed services than males (31%).

The proportion of Australians who received services varied depending on where they
lived. The proportions were similar for residents of Inner regional areas and Major cities
(39% and 37% respectively), but decreased with increasing remoteness to 17% of people
living in Very remote areas. Lower use of Medicare-subsidised allied health services in
remote and very remote areas may be partly attributed to these populations relying
more on general practitioners (GPs) to provide health care services (AIHW 2019d) or
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reflect that services may be accessed through other arrangements that are not captured
in the Medicare statistics (e.g. Aboriginal medical services).

Spending

In 2017-18, $1.7 billion was spent on Medicare-subsidised allied health services outside
of hospitals. This comprised:

e $1.43 billion in Medicare benefits paid by the Australian Government
e $0.24 billion in patient out-of-pocket costs.

Almost three-quarters of spending was on mental health care ($0.77 billion, 46%) and
optometry ($0.45 billion, 27%) services combined.

In 2017-18, 17.2 million Medicare-subsidised allied health services (76%) were bulk-
billed (indicating that patients did not incur costs for these services). The remaining 24%
of services were patient-billed (that is, the patient incurred out-of-pocket costs).

For those who did incur out-of-pocket costs (18% of patients—1.6 million people), the
average out-of-pocket cost per patient was $152 in the year. By service type:

e 5.7% of optometry patients paid out-of-pocket costs; these patients paid $34 in
out-of-pocket costs (on average) in 2017-18

e 54% of patients who received mental health care from an eligible allied health
practitioner under Medicare paid out-of-pocket costs; these patients paid $274 in
out-of-pocket costs (on average) in 2017-18.

Dental services

As for many of the allied health professions, dental services are funded, and can be
accessed, in a number of ways—privately or through public dental clinics or DVA (based
on eligibility). For those who purchased services privately, some may have had all or part
of the costs of the service subsidised. In 2018-19:

e 42.9 million dental services were subsidised by private health insurance providers
(APRA 2019)

e 5.4 million services were subsidised under the Australian Government's Child Dental
Benefits Schedule (Department of Health 2019a) which supports provision of basic
dental services to eligible children aged 2-17.

Data on dental services provided in Australia are limited, especially in relation to services
provided in the private sector, as no comprehensive national data sources are available.
The most complete information about Australians’ use of dental services is available via
national population surveys.

Dental visits

The National Child Oral Health Study 2012-14 (Brennan et al. 2016) found that for
children aged 5-14, it is estimated that:
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e most (57%) had made their first dental visit before the age of 5

e the majority (87%) first visited a dental professional for a check-up (rather than for a
problem)

e the majority (81%) had last visited a dental professional in the 12 months prior to
the survey and most (57%) had last visited a private dental service

e 1in9(11%) had never visited a dental provider

e the proportion of children who last visited a dental professional for a check-up
(which reflects a favourable visiting pattern) varied by household income. Nearly 9 in
10 children (88%) living in households with high income last visited the dentist for a
check-up, compared with 7 in 10 children (71%) from households with low income.

The Patient Experience Survey 2018-19 (ABS 2019) found that for people aged 15 and
over, it is estimated that:

e nearly half (49%) visited a dental professional in the last 12 months

e of those who needed to and saw a dental professional, the majority (58%) visited
more than once in the last 12 months

e around 1in 8 (12%) people who saw a dental professional received public dental
care

e around 3in 10 (28%) who needed to see a dental professional delayed seeing or did
not see one at least once in the previous 12 months—and around 2 in 10 (18%)
reported that cost was a reason for delaying or not seeing a dental professional.

Spending

In 2017-18, around $10.5 billion was spent on dental services in Australia. The majority
of this cost (around $6.0 billion, or 57%) was paid by patients directly, with individuals
spending on average $243 on dental services over the 12-month period, not including
premiums paid for private health insurance (AIHW 2019e). Private health insurance
providers financed around $2.0 billion (19%) of total expenditure for dental services
(AIHW 2019e). See Health expenditure.

Where do | go for more information?

For more information on allied health and dental services, see:

e Medicare-subsidised GP, allied health and specialist health care across local areas:
2013-14t0 2017-18

e Mental health services in Australia, Medicare-subsidised mental health-specific
services

e Oral health and dental care in Australia

e Allied Health Professions Australia

e Department of Health National Health Workforce Data Set—Allied health factsheets
2017
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Cancer screening and treatment

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/cancer-screening-and-treatment

Cancer is a major cause of illness in Australia—there are over 1 million people alive in
Australia who are either living with or have lived with cancer (AIHW 2019b). Around 30
years ago, about 5 in 10 people survived for at least 5 years after their cancer diagnosis.
More recent figures are closer to 7 in 10 people surviving at least 5 years (AIHW 2019b).
Understanding and avoiding the risk factors associated with cancer can help to reduce
the chance of getting the disease. Cancer screening programs increase the likelihood of
detecting cancer early, enabling better outcomes from treatments. Improvements in
treatments and care are also important contributors to improvements in survival. This
page focuses on cancer screening programs and cancer treatments in Australia. See
Cancer for information on cancer incidence, mortality, prevalence and survival.

Cancer screening

Population-based cancer screening is an organised, systematic and integrated process
of testing for signs of cancer or pre-cancerous conditions in populations without obvious
symptoms. In Australia, there are national population-based screening programs for
breast, cervical and bowel cancers. They are run through partnerships between the
Australian Government and state and territory governments. The programs target
populations and age groups where evidence shows that screening helps to reduceill
health and deaths from cancer.

BreastScreen Australia

BreastScreen Australia provides free 2-yearly screening mammograms (see Glossary) to
women aged 40 and over, and actively targets women aged 50-74. Between 1 January
2016 and 31 December 2017:

e more than 1.8 million women aged 50-74 participated in BreastScreen Australia—
around 55% of the target population (AIHW 2019a, 2019e)

e participation in BreastScreen Australia for women aged 50-74 varied between
population groups (AIHW 2019a):

- around 41% of Aboriginal and Torres Strait Islander women participated in
BreastScreen Australia compared with 54% of non-Indigenous women

- around 43% of women living in Very remote areas participated in BreastScreen
Australia compared with 57% for those living in Outer regional areas

297 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/australias-health/cancer-screening-and-treatment
https://www.aihw.gov.au/reports/australias-health/cancer
https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/burden-of-disease/glossary

- around 46% of women from culturally or linguistically diverse backgrounds
participated in BreastScreen Australia compared with 56% for English-speaking
women

e Between 1 January 2017 and 31 December 2017, more than half (59%) of all breast
cancers detected through BreastScreen Australia were small (€15 mm); small breast
cancers are associated with more treatment options and improved survival (AIHW
2019a).

National Cervical Screening Program

From 1991 to 30 November 2017, the National Cervical Screening Program (NCSP)
targeted women aged 20-69 for a 2-yearly Papanicolaou smear, or ‘Pap test' (see

Glossary).

e Between 1 January 2016 and 30 June 2017 (the last monitoring period for the Pap
test-based NCSP) nearly 3 million women aged 20-69 participated in cervical
screening—estimated to be around 54-56% of the target population (AIHW 2019c,
2019e).

e Participation varied across remoteness areas—it was highest in Inner regional areas
(57%) and lowest in Very remote areas (46%), and ranged from 50% for those living in
the lowest socioeconomic areas to 62% for those living in the highest socioeconomic
areas (AIHW 2019c¢).

e Between 1 January 2017 and 30 June 2017, for every 1,000 women screened, around
7 had a high-grade abnormality detected, providing an opportunity for treatment
before possible progression to cervical cancer (AIHW 2019c).

Changes to cervical screening

Over time there have been improvements in technology as well as a greater understanding
of the role of the human papillomavirus (HPV) in the development of cervical cancer. A HPV
vaccine has been introduced that is administered to girls and boys under the National
Immunisation Program (see also Immunisation and vaccination). All these developments led
to a process by which the NCSP was reviewed and ‘renewed’, to ensure that the program
continued to provide Australian women with safe and effective cervical screening. On 1
December 2017, a ‘renewed’ NCSP was introduced.

The renewed NCSP changed the way that women are screened. Instead of women aged 20-
69 having a Pap test every 2 years, women aged 25-74 now have a Cervical Screening Test
(CST) every 5 years (the CST is a HPV test, followed by a cytology test (see Glossary) if HPV is
found). Another change is the collection of cervical screening data by the National Cancer
Screening Register, which is now the primary source of cervical screening data.
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National Bowel Cancer Screening Program

The National Bowel Cancer Screening Program (NBCSP) was established in 2006,
offering screening to 2 target ages (55 and 65). In 2014, the Australian Government
announced that the target ages would be expanded to offer 2-yearly screening to all
Australians aged 50-74. This expansion was completed in 2020.

In 2017-2018 (the latest reportable period), the program invited men and women
turning 50, 54, 55, 58, 60, 62, 64, 66, 68, 70, 72 and 74 to screen for bowel cancer using a
free immunochemical faecal occult blood test (iFOBT) (see Glossary).

e Since the expansion of the program from 2014, the NBCSP participation rate has
increased from 39% in 2014-2015 to 42% in 2017-2018 (AIHW 2019e).

e Of the diagnostic assessment data available, for participants in 2017 who underwent
a diagnostic assessment after a positive screen, 3.4% were diagnosed with a
confirmed or suspected bowel cancer, and 5.4% were diagnosed with an advanced
adenoma (pre-cancerous tumour) (AIHW 2019d). The return of NBCSP forms is not
mandatory, and as a result these diagnostic assessment data (adenoma and cancer
detection rates) are incomplete and should be interpreted with caution.

How effective are the cancer screening programs?

National cancer diagnosis data do not reveal if a new case of cancer was identified
through a screening program. This information can currently only be determined using
data linkage. Recent linkage work conducted by the AIHW examined the effectiveness of
the 3 national cancer screening programs on cancer mortality (AIHW 2018).

e Women aged 50-69 who were diagnosed with a breast cancer through BreastScreen
Australia between 2002 and 2012 had a 42% lower risk of dying from breast cancer
by 2015 than women with breast cancers who had never been screened (AIHW
2018).

¢ Women aged 20-69 who were diagnosed with a cervical cancer through the National
Cervical Screening Program between 2002 and 2012 had an 87% lower risk of dying
from cervical cancer by 2015 than women with cervical cancers who had never had a
Pap test (AIHW 2018).

e People aged 50-69 who were diagnosed with a bowel cancer detected through the
National Bowel Cancer Screening Program had a 40% lower risk of dying from bowel
cancer by 2015 than those with a bowel cancer who had not been invited to screen
during the study period (AIHW 2018).

Cancer treatment

While population-based cancer screening in Australia focuses on asymptomatic
populations for breast, cervical and bowel cancers, treatments for cancer aim to
improve outcomes for individuals once they have received a cancer diagnosis,
irrespective of the cancer type. Detailed reporting on cancer-related treatments can be
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found in Cancer in Australia 2019 (AIHW 2019b). Summaries of 4 key areas of cancer
treatment (hospitalisations, chemotherapy, radiotherapy and palliative care) are
presented below.

Cancer-related hospitalisations

In 2016-17, there were around 1,229,000 cancer-related hospitalisations, accounting for
about 11% of all hospitalisations in Australia (AIHW 2019b). Of these:

e 72% (around 888,000) were same-day hospitalisations (see Glossary). The large
number of same-day hospitalisations is in part accounted for by the number of
chemotherapy treatments

e 28% (around 341,000) were overnight hospitalisations (see Glossary), with an
average length of stay of 7.8 days. Cancer of other central nervous system had the
longest average length of stay (14.4 days), followed by cancer of other plasma cell
(12.7) and leukaemia (12.5)

¢ non-melanoma skin cancer was the most common cancer recorded as a principal
diagnosis (25%), followed by cancer of secondary site (see Glossary) (9.5%) and
prostate cancer (8.4%).

Chemotherapy

Chemotherapy involves the use of drugs (chemicals) to prevent or treat disease (in this
case, cancer). Chemotherapy can be used on its own or in combination with other
methods of treatment.

In 2016-17, around 684,000 chemotherapy procedures were performed for cancer-
related hospitalisations (AIHW 2019b). Of these:

e lymphoma was the most common principal diagnosis for both males (21%) and
females (17%). This was followed by leukaemia (16% for males and 14% for females)
and colorectal (bowel) cancer (11% for males and 12% for females)

o females accounted for just over half of chemotherapy procedures for cancer-related
hospitalisations (around 361,000 hospitalisations; 53%).

Radiotherapy

Radiotherapy is the use of X-rays to destroy or injure cancer cells so they cannot
multiply and is an important part of cancer treatment. Australian research indicates that
48% of cancer patients should receive external beam therapy (the most common form
of radiotherapy) at least once during their treatment (Barton et al. 2014). Similarly to
chemotherapy, radiotherapy can be used on its own or in combination with other
treatment methods.

In 2016-17, more than 63,500 courses of radiotherapy were administered in Australia
(AIHW 2019b). Of these, around one-quarter of the radiotherapy courses for males were

300 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2019/contents/table-of-contents
https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/burden-of-disease/glossary
https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/burden-of-disease/glossary
https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/burden-of-disease/glossary

for prostate cancer (26%) and 44% of radiotherapy courses for females were for breast
cancer.

In 2017, around 67,900 people received more than 2.2 million Medicare-subsidised
radiotherapy services (AIHW 2019b). Of these:

e patients had, on average, 32 radiotherapy services (34 for males and 30 for females)

e the Australian Government contributed, on average, $6,684 per patient ($7,011 for
males and $6,350 for females)

e around 90% of patients were over the age of 50.

Palliative care

Palliative care—sometimes referred to as ‘hospice care’, ‘end-of-life care’ and ‘specialist
palliative care’—is an approach that aims to improve the quality of life of patients and
their families facing the problems associated with life-threatening illness. This is done
through the prevention and relief of suffering by means of early identification and
assessment and treatment of pain and other problems, physical, psychosocial and
spiritual (WHO 2002).

In 2016-17, around 77,400 hospitalisations in Australia involved palliative care (0.6% of
all hospitalisations). Of these, 54% were cancer-related (AIHW 2019b).

The most common type of cancer recorded for palliative care hospitalisation was
secondary site cancer (21%), followed by lung cancer (13%) and colorectal (bowel) cancer
(6.8%) (AIHW 2019b).

Where do | go for more information?

For more information on cancer screening and treatment, see:

e National Bowel Cancer Screening Program: monitoring report 2019

e BreastScreen Australia monitoring report 2019

e Cervical screening in Australia 2019

e Analysis of cancer outcomes and screening behaviour for national cancer screening
programs in Australia

e National cancer screening programs participation data

e Cancer.in Australia 2019

Visit Cancer screening and Cancer for more on this topic.

References

AIHW (Australian Institute of Health and Welfare) 2018. Analysis of cancer outcomes and
screening behaviour for national cancer screening programs in Australia. Cat. no. CAN
115. Canberra: AIHW.

301 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/cancer-screening/national-bowel-cancer-screening-program-monitoring/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer-screening/breastscreen-australia-monitoring-report-2019/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer-screening/cervical-screening-in-australia-2019/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer-screening/cancer-outcomes-screening-behaviour-programs/summary
https://www.aihw.gov.au/reports/cancer-screening/cancer-outcomes-screening-behaviour-programs/summary
https://www.aihw.gov.au/reports/cancer-screening/national-cancer-screening-programs-participation/contents/summary
https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2019/contents/table-of-contents
https://www.aihw.gov.au/reports-data/health-welfare-services/cancer-screening/overview
https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/cancer/overview
https://www.aihw.gov.au/reports/cancer-screening/cancer-outcomes-screening-behaviour-programs/summary
https://www.aihw.gov.au/reports/cancer-screening/cancer-outcomes-screening-behaviour-programs/summary

AIHW 2019a. BreastScreen Australia monitoring report 2019. Cat. no. CAN 128.
Canberra: AIHW.

AIHW 2019b. Cancer in Australia 2019. Cat. no. CAN 123. Canberra: AIHW.

AIHW 2019c. Cervical screening in Australia 2019. Cat. no. CAN 124. Canberra: AIHW.

AIHW 2019d. National Bowel Cancer Screening Program: monitoring report 2019. Cat.
no. CAN 125. Canberra: AIHW.

AIHW 2019e. National cancer screening programs participation data. Cat. no. CAN 114.
Canberra: AIHW. Viewed 2 December 2019.

Barton M, Jacob S, Shafiq J, Wong K, Thompson S, Hanna T et al. 2014. Estimating the
demand for radiotherapy from the evidence: a review of changes from 2003 to 2012.
Radiotherapy and Oncology 112:140-4.

WHO (World Health Organization) 2002. National cancer control programmes: policies
and managerial guidelines. 2nd edn. Geneva: WHO.

302 Australia's health snapshots 2020


https://www.aihw.gov.au/reports/cancer-screening/breastscreen-australia-monitoring-report-2019/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2019/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer-screening/cervical-screening-in-australia-2019/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer-screening/national-bowel-cancer-screening-program-monitoring/contents/table-of-contents
https://www.aihw.gov.au/reports/cancer-screening/national-cancer-screening-programs-participation
https://www.thegreenjournal.com/article/S0167-8140(14)00169-8/fulltext
https://www.thegreenjournal.com/article/S0167-8140(14)00169-8/fulltext
https://www.who.int/cancer/publications/nccp2002/en/
https://www.who.int/cancer/publications/nccp2002/en/

Clinical quality registries

Find the most recent version of this information at:
https://www.aihw.gov.au/reports/australias-health/clinical-quality-registries

Clinical quality registries are mechanisms for monitoring the quality of health care
delivered to a specified group of patients through the collection, analysis and reporting
of relevant health-related information. Clinical quality registries collect and analyse
clinical data to identify benchmarks for clinical performance and related variation in
clinical outcomes. Along with these clinical data, registries can include such data as
demographics, administrative transactional data, and patient-reported experiences and
outcomes. The registries report this information to clinicians to improve their clinical
practice and decision making. Ongoing reporting of clinical data from the registry
completes the clinical outcome feedback loop (Figure 1) which is a defining feature of
clinical quality registries (ACSQHC 2019a).
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Figure 1: Clinical improvement cycle in clinical quality registries
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Clinical quality registry development to date

Effective clinical quality registries need to have an integrated process for collecting and
analysing clinical data defined according to agreed data definitions and data collection
standards. Some examples of the types of progression these registries have gone
through to improve their data are at Table 1.

Clinical quality registries collect data on processes of care and health outcomes, and in
some cases patient-reported outcome measures, patient-reported experience measures
and health system costs. Each component of the data can contribute to understanding
the benefits and cost effectiveness of treatment and care from the perspectives of
patients, clinicians, health service administrators, health insurers and government
authorities. Clinical quality registries thus have great potential to inform health system
improvements at the patient, clinician, local, national and Australasian levels (ACSQHC
2019a).
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Table 1. Examples of progress by clinical quality registries towards data

improvement
Clinical quality registry

Neck of Femur Fracture
Registry of Australia
(NOffRA)/Australia &
New Zealand Hip
Fracture Registry
(ANZHFR)

National Breast Cancer
Audit (NBCA)/
BreastSurgANZ Quality
Audit

Bi-National Burns
Registry (BNBR)/Burns
Registry of Australia and
New Zealand (BRANZ)

Australasian
Rehabilitation
Outcomes Centres
(AROC)

Australian Cardiac
Procedures Registry
(ACPR)/Australasian
Cardiac Outcomes
Registry

Australian Stroke
Clinical Registry (AuSCR)

Status at 2009

Pilot project covering 3
opt-in hospitals entering
data according to the
‘Standardised Audit
Fractures in Europe’
model

Data quality assurance
under development

‘Interoperable Framework’
under development to
standardise entry of
burns units' data to a
centralised registry

Continual improvement
through use of data
dictionaries, audits and
training

Achieved through use of
standardised data
dictionaries and training
of hospital-based data
collectors

Achieved at participating
hospitals through AuSCR
online tool with data
dictionary, dropdown
menus, logic checks and
mandatory fields
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Status at 2019

Automated data validation
and time-seqguence
checks, and automated
and manual data
completeness checks, for
data from 67 participating
hospitals

Detailed user manual for
online data entry by
participating breast

cancer surgeons

Data dictionary with
detailed specifications for
web-based data entry at
participating sites

Further improved through
development of web-
based interface

Merging established
registry with Melbourne
Intervention Group
Percutaneous Cardiac
Intervention Registry, and
extending data collection
to other implantable
cardiac devices

Extended to further
participating hospitals
through registration and
training site links

Sources: ACSQHC 2010; ANZHFR 2020; RACS 2019; BRANZ 2020; AROC 2020a; ACPR 2020; AuSCR 2020.
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Clinicians and colleges of surgeons and medical specialists operating in Australia and/or
New Zealand have traditionally provided leadership in the development of clinical
quality registries. They have often worked together with state health authorities,
research institutions and dedicated non-government organisations such as Movember
(for prostate cancer).

The Australian Commission on Safety and Quality of Health Care (ACSQHC) has
produced a framework for clinical domains that are important to the delivery of
improved health care to Australians. Table 2 summarises the status of Australia’s clinical
quality registries according to the ACSQHC framew