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It has been argued that, because of the enormous potential harm to children and adolescents 
from tobacco exposure, implementing effective tobacco control through legislation and other 
government initiatives is not only a valid concern, but also a binding obligation under the UN 
Convention on the Rights of the Child (WHO 2001b).
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Figure 3.26: Household smoking status of young people aged 12–24 years, 2004–05

•	 In 2004–05, 13% of young people aged 12–24 years lived in households where household 
members smoked inside the home. Proportions were similar for young people aged 12–17 and 
18–24 years (12% and 15% respectively). 

•	 Young people aged 18–24 years were less likely than those aged 12–17 years to live in households 
where no household members smoked (54% compared with 64%). They were also more 
likely than those aged 12–17 years to live in a household with more than one regular smoker 
(21% compared with 13%). This may be because young adults are more likely to be smokers 
themselves (see Substance use in Part 3 of this report). 

Aboriginal and Torres Strait Islander Young People

In 2004–05, Indigenous young people aged 12–24 years were more likely than non-Indigenous 
young people (almost 3 times) to be living in households where household members smoked 
inside (36% compared with 13%) (AIHW analysis of ABS 2004–05 NATSIHS confidentialised 
unit record file).

Housing environment
In 2001, while most young people lived in the family home, around 1 in 6 (16%) young people 
aged 15–24 years lived in independent accommodation (ABS 2006a). The majority (96%) of young 
people aged 12–24 years lived in private dwellings—of these, 83% lived in a separate house, with 
a further 16% living in flats, apartments or townhouses (ABS Census of population and housing 
2001, unpublished data). Only 4% resided in non-private dwellings such as boarding houses, 
hostels, residential colleges and boarding schools. Less than 1% of young people were living in 
accommodation that could be considered temporary, including caravans, cabins or houseboats, 
improvised homes or tents. Homelessness among young people is discussed under Homelessness 
in Part 3 of this report.
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A number of links between health and housing are especially relevant to young people. Due to 
financial constraints, young people are more likely to live in substandard or overcrowded dwellings 
and therefore be at increased risk of poor health outcomes. Waters (2001) found that people living 
in rented accommodation in Australia were significantly more likely to report fair or poor health 
status, to be smokers, to have recently visited a doctor, or to have a higher than average number of 
serious health conditions than home owners. 

Overcrowding can be a subjective concept, and may be influenced by cultural norms. Indigenous 
people may have different views about what constitutes overcrowding, especially in remote areas. 
For a number of Indigenous people, living in large family groupings may be culturally acceptable 
or non-problematic (Keys Young 1998). Nevertheless, overcrowding can result in severe health and 
wellbeing problems (Waters 2001). 

Overcrowding can put excessive demand on bathroom, kitchen and laundry facilities, as well as 
on sewerage systems such as septic tanks. It can lead to the spread of infectious diseases such as 
meningococcal meningitis or septicaemia, tuberculosis, rheumatic fever, respiratory diseases and 
skin infections (Bailie & Runcie 2001; Waters 2001). It has also been associated with poorer self-
reported health and higher rates of smoking (Waters 2001). In 2001, the proportion of Indigenous 
households that were overcrowded was 6 times as high as that of other households (9.5% compared 
with 1.6%) (AIHW 2005f).

Various measures can be used to assess the extent of overcrowding in dwellings. Occupancy 
standards are well-recognised, objective measures of overcrowding, which relate the household 
size and composition to the number of bedrooms available. For example, a house may be defined 
as overcrowded where two or more extra bedrooms are required to satisfy the proxy occupancy 
standard (AIHW 2005c). Using this measure, 6% of young people aged 12–24 years in public rental 
dwellings and state owned and managed Indigenous dwellings lived in overcrowded households at 
30 June 2005 (AIHW analysis of National Housing Data Agreement national minimum data set). 

This report mostly uses data on the self-reported adequacy of the number of bedrooms in the homes 
of young people, obtained from the HILDA longitudinal survey, as a measure of overcrowding. 
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Figure 3.27: Self-reported adequacy of the number of bedrooms in households of young people 
aged 15–24 years, 2001

•	 In 2001, around 1 in 10 young people aged 15–24 years considered the number of bedrooms in 
their home to be less than adequate (8%) or much less than adequate (2%).

•	 The vast majority of young people lived in households where the number of bedrooms was 
perceived as adequate (55%), more than adequate (26%) or much more than adequate (9%).
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Of young people aged 15–24 years, similar proportions of those living with their parents and 
those not living with their parents considered the number of bedrooms in their home to be less or 
much less than adequate (10% compared with 9%). However, those living with their parents were 
1.6 times as likely as those not living with their parents to report that the number of bedrooms in 
their home was more or much more than adequate (40% compared with 25%). 

Other environmental factors
In addition to passive smoking and overcrowding, there are a range of other environmental factors 
that can have an impact on the health and wellbeing of young people, including air and water 
quality, vectorborne diseases and food quality. 

Air quality

The air can be contaminated by pollutants, micro-organisms and odours, all of which can be 
harmful to human health and wellbeing. Ambient (that is, outdoor) air pollution in Australia is 
mainly caused by emissions from motor vehicles, heavy industry and mining activities. Air may 
also contain emissions from the combustion of fossil fuels for electricity generation, smoke from 
home heating and bushfires, and wind-blown dust. Indoor air may contain pollutants such as 
nitrogen dioxide from gas cookers and unflued gas heaters, volatile organic compounds from 
surface coatings and adhesives, moulds from moist surfaces, and tobacco smoke (AIHW 2006a).

Exposure to air pollutants has been associated with respiratory illness, asthma, allergy symptoms, 
eye and throat irritation, and reduced lung function among young people (Hansen et al. 2003; 
Peters et al. 1999). However, adverse health effects can also extend to cardiovascular conditions, 
impaired mental development and premature mortality (BTRE 2005; Kjellstrom et al. 2002). 

Urban air pollution

Air quality in Australia is relatively good by international standards (Manins et al. 2001) but 
requires regulation and continual monitoring. Environmental regulation has markedly reduced 
the ambient levels of sulfur dioxide, nitrogen dioxide, lead and carbon monoxide (BTRE 2005), 
and the concentration of lead in urban air has decreased substantially since unleaded fuels were 
introduced in the mid-1980s (Australian State of the Environment Committee 2001). However, 
levels of nitrogen oxides and of particulate matter with diameters of up to 10 microns (PM10) are of 
ongoing policy concern, as are those with diameters less than 2.5 microns (PM2.5), known to cause 
respiratory and cardiovascular illness (AIHW 2006a).

In 2004, two major capital cities exceeded the maximum allowable number of days when pollutant 
concentrations exceeded the National Environmental Protection Measure (NEPM) ambient air 
quality standard levels—Melbourne for PM10 and Sydney for ozone concentrations (AIHW 2006a). 
There are no national data on air quality specific to young people. 

Water quality

Providing a safe drinking water supply is fundamental to maintaining good public health. Disease 
outbreaks from public water supplies are rare in Australia, but they periodically occur from small 
private water supplies. In Australia, 93% of households are connected to mains water supplies, and 
over 80% use mains water as their primary source of drinking water. Other important sources of 
drinking water are rainwater tanks (11% of households), particularly in rural areas, and bottled 
water (7.6%) (ABS 2005c). 
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While national data are not available, results for New South Wales in 2003 indicate that almost 
100% of drinking water samples met guidelines for permissible levels of inorganic chemicals 
and pesticides (NSW Department of Health 2004). Although most Australians have access to 
good quality drinking water, in 2001 it was found that about 17,000 people living in Indigenous 
communities had drinking water supplies that failed testing at least once in the 12 months before 
the survey (ABS 2002b). 

Fluoridation of tap water delivers public health benefits by reducing dental caries, and most young 
Australians live in areas that are currently supplied by fluoridated mains water (see Oral health in 
Part 2 of this report).

Water-based recreation promotes healthy physical activity and enhances wellbeing, but may also 
expose participants to microbial (such as blue-green algae) or chemical contaminants. Public 
swimming pools have been the source of a number of outbreaks of cryptosporidiosis in recent years 
in Australia (Hellard et al. 2000; Paterson & Goldthorpe 2006). 

Vectorborne disease 

Water also provides a habitat for insect vectors of water-related diseases, such as mosquitoes (Yassi 
et al. 2001). The occurrence of vectorborne disease fluctuates considerably with patterns of human 
mobility, weather, and the ecology of vector species. Changes in the environment, weather and 
climate, but also mosquito control activities, influence the prevalence and geographic range of some 
mosquito-borne diseases within Australia (AIHW 2006a). These include dengue (44 cases notified 
in Australia in 2005, among 15–24 year olds), Ross River virus disease (228 cases), Barmah Forest 
virus disease (134 cases) and malaria (187 cases). 
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Figure 3.28: Vectorborne disease notifications for young people aged 15–24 years, 2005

•	 In 2005, the most common vectorborne disease among 15–24 year olds was Ross River virus  
(8.1 per 100,000 young people), followed by malaria (6.6 per 100,000), Barmah Forest virus 
disease (4.8 per 100,000), and dengue (1.6 per 100,000).

•	 In 2005, notification rates for young people for dengue and malaria were higher than the 
national notification rates.

•	 Of all age groups in Australia in 2005, the 20–24 year and 15–19 year age groups had the second 
and third highest malaria notification rates (6.8 and 6.5 respectively). 
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Food quality 

Contamination of food anywhere on the food chain from ‘paddock to plate’ can lead to foodborne 
illness. An estimated 4 to 7 million cases of foodborne infection (gastroenteritis) occur annually 
in Australia (Hall et al. 2005) and foodborne infectious illnesses other than gastroenteritis can also 
occur. Various pesticides and other non-natural contaminants can also be found in some foods, but 
the estimated average dietary exposures to pesticides and other contaminants in Australia remain 
within acceptable health standards (AIHW 2006a; FSANZ 2002).

Foodborne infections

Poor hygiene and temperature control in any part of the food production chain can increase the 
risk of illness. In Australia, notification rates for potentially foodborne infections have increased 
over recent decades. This is partly because of more complete reporting and improved laboratory 
capacity to identify pathogens, but is probably also due to changed behaviours—people are eating 
more takeaway and pre-prepared meals, which may pose higher risks if not carefully prepared 
(AIHW 2006a). 

Campylobacteriosis and salmonellosis are common types of bacterial gastroenteritis. All age 
groups can be affected but infection is more common in children under 5 years of age and young 
adults. The most common symptoms of infection are diarrhoea, abdominal pain, fever, nausea and 
vomiting. Dehydration can be a serious complication. 

Table 3.40: Foodborne disease notification rates(a) for young people aged 15–24 years, 2001 to 2005

Disease Age (years) 2001 2002 2003 2004 2005

Campylobacteriosis 15–19 110.4 102.8 105.1 107.0 113.2

20–24 169.4 166.0 161.1 155.2 166.2

All ages 125.3 116.2 116.4 116.5 121.6

Salmonellosis 15–19 28.8 28.7 27.2 28.5 32.1

20–24 31.6 40.0 35.4 41.3 46.0

All ages 36.2 39.8 35.3 39.0 41.5

(a) 	Notification rate per 100,000 population.

Source: National Notifiable Diseases Surveillance System.

•	 In 2005, there were 3,768 notifications of salmonellosis and campylobacteriosis among 
15–24 year olds, with 60% of these occurring in young people aged 20–24 years. 

•	 Since 2001, the campylobacteriosis notification rate among young people aged 20–24 years has 
remained much greater than the notification rate for all ages (33% to 43% greater). In addition, 
this age group had the second highest campylobacteriosis notification rates across all age groups 
in Australia over this period (ages 0–4 years had the highest). 

•	 Since 2001, the notification rates for salmonellosis and campylobacteriosis have remained 
relatively constant among young people aged 15–24 years.




