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Preface

Australia’s health 2018 marks the 16th biennial flagship report on health that the
Australian Institute of Health and Welfare (AIHW) has released since it was
established in 1987.

This latest national report card continues the trend of providing independent,
trusted and timely information to the wide range of Australians who use it—the
community, policymakers, service providers and researchers.

Australia’s health 2018 examines health using a person-centred approach—this takes
the view that a person’s health is part of a broader social context and encompasses
the ideas that health:

+ is animportant part of how people feel and function
« contributes to, and is influenced by, social and economic wellbeing

+ can exist in degrees of good, as well as poor, health and varies over time.

The report profiles our health status and use of health services, and takes an in-depth
look at topical health issues, including the contribution of risk factors to disease
burden; how the health of the population is linked to the natural environment; and
the factors contributing to the increasing prevalence of overweight and obesity in our
community. Other featured topics include mesothelioma—Australia has one of the
highest diagnosis rates in the world for this cancer—and the increasing harm caused
by the use of both pharmaceutical and illegal opioids.

The series of feature articles accompanies a collection of short statistical snapshots
that outline the leading types of illness, risk factors, health behaviours, and the services
available to help prevent and treat ill health.

The report also contains a breadth of information on the health—and health
inequalities—experienced by some population groups, including Indigenous
Australians; Australians from culturally and linguistically diverse backgrounds;
Australian veterans; lesbian, gay, bisexual, transgender and intersex Australians;
and Australians living in rural and remote areas.

The AIHW manages a number of national health information assets, and works with
state and territory governments, the Australian Bureau of Statistics, other independent
bodies and the non-government sector, to ensure that the data included in Australia’s
health 2018 are comprehensive, accurate and timely.



Despite this, and ongoing efforts to develop and improve national health data,
many gaps remain and information that are collected are not always used to their
full potential. These and other data limitations are listed in ‘What is missing from
the picture?’ sections throughout the report. Australia’s health information and data
environment is changing rapidly, with increasing demands made on the collection,
reporting and use of health data. There is a strong need for a strategic approach to
how we manage national health data assets in Australia—a strategy that provides
a desirable vision for the future of Australia’s national information resources.

A structured, strategic approach to data and evidence is critical to support
continuous improvement, innovation and progress in health.

For users who seek more detailed information, we are pleased to be able to provide
a range of online visual presentations that supplement selected material throughout
the report. This includes, for the first time, dedicated online reporting of Australia’s
performance against national indicators of health. All online content is available at
<www.aihw.gov.au/reports/australias-health/australias-health-2018>.

For those who seek an ‘at a glance’ summary of the key facts and concepts from the
main report, we have again released an Australia’s health: in brief companion report.

| extend my thanks to everyone involved in producing this report and acknowledge
the valuable contributions of the external experts and agencies involved in
reviewing material.

This collaborative process, and the suite of Australia’s health 2018 products that it has
helped to produce, highlight the AIHW's commitment to its 5 strategic goals—to be
leaders in health and welfare data; drivers of data improvements; expert sources of
value-added analysis; champions for open and accessible data and information; and
trusted strategic partners.

The AIHW is committed to providing its data in the most accessible, user-friendly
formats possible. As such, we are considering new approaches and structures
for our biennial health and welfare reports and also welcome your feedback via
flagships@aihw.gov.au. This will allow us to continue to deliver on our mission of
providing stronger evidence, leading to better decisions and improved health and
welfare for all Australians.

Barry Sandison
Director

Australia's health 2018
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1.0 Overview

Good health is important—it influences not only how we feel, but also how we go about our
everyday lives. Health can mean different things to different people, but is widely accepted
to be much more than the presence or absence of disease. It incorporates dimensions of
physical, mental and social wellbeing and is influenced by factors such as our:

+ individual and psychological make-up

* lifestyle

+ environment and cultural influences

*+ socioeconomic conditions

+ access to quality health care programs and services.

Australians generally have good health and an effective health system. How do we

know this? We use a range of measures, such as life expectancy, mortality and morbidity,
to monitor Australia’s health over time and to compare it with that of other countries.
For instance, we use the Australian Health Performance Framework to assess the health
of our population and the performance of our health system. Since 1988, Australia’s
health has reported biennially on national indicators across the domains of health status,
determinants of health, and the health system. Trend assessment for indicators across
these three domains show mixed results:

+ We have seen some favourable trends in the health status domain, including a decline
in the incidence rate of heart attacks, bowel cancer and the prevalence of severe or
profound core activity limitation. However, there have been unfavourable trends too:
hospitalisations for injury and poisoning have been increasing.

« The proportion of adults who are daily smokers, who are at risk from long-term harm
from alcohol and who have an educational attainment of a non-school qualification or
above have all been trending favourably over the last 10 years. However, not all news in
the determinants of health domain is positive: the proportion of people who are obese
and overweight has been increasing over the past 20 years.

+ Assessment of the health system domain shows favourable progress for a number of
indicators, including immunisation rates for 1- and 5-year-olds and potentially avoidable
deaths. There has been no change over the last 10 years in some measures, such as
wait times for emergency departments, however, the wait time for elective surgery has
increased (an unfavourable trend).

Australia is a diverse nation. Its more than 25 million people have different backgrounds
and lived experiences. In 2016, more than one-quarter (26%) of its people were born
overseas, an estimated 3.3% (787,000) identified as Aboriginal and Torres Strait Islander
and about 71% (17.2 million) lived in Major cities.



Nationally, our life expectancy at birth has increased over time. Between 1890 and 2016,
it rose for males from 47.2 to 80.4 years, and for females from 50.8 to 84.6 years.
Australia now has the fifth highest life expectancy for males and the eighth highest for
females compared with other member countries of the Organisation for Economic
Co-operation and Development (OECD).

We are living longer lives, and those extra years are being lived in good health. A person
can, however, have different states of health at different stages of their life. A measure
called the health-adjusted life expectancy estimates, on average, how many years are
lived in full health. It forecasts that males born in 2011 can expect to have 1.7 more years
in full health than males born in 2003, while females can expect 1.2 more years.

While Australia performs well internationally on some measures of health, there is
room for improvement on others. At 12%, Australia has one of the lowest rates of
smoking among adults in the OECD, and a better than average rate of colon cancer
survival, ranking third best. However, it has higher rates than the OECD average of
alcohol consumption and obesity among people aged 15 and over.

The AIHW manages many important national health and welfare data collections.
Evidence based on these data—together with health information collected by other
government and non-government agencies—are used to inform research findings and
policy decisions. Despite the breadth of health information available, there are gaps in
our knowledge and opportunities to make better use of existing data, including through

data linkage. Australia’s health information and data environment is also changing rapidly.

A coordinated, strategic approach to identify gaps, overlaps and priorities in health
information would benefit policy, service delivery and research needs.



SNAPSHOT
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1.1 What is health?

Health is a state of wellbeing. It reflects the complex interactions of a person’s
genetics, lifestyle and environment. Generally, a person’s health depends on two
things: determinants (factors that influence health) and interventions (actions taken
to improve health, and the resources required for these interventions).

Some definitions view the health of an individual as the presence or absence of disease
or medically measured risk factors. The World Health Organization's definition of health
is broader and more multidimensional—namely, ‘a state of complete physical, mental
and social well being and not merely the absence of disease or infirmity' (WHO 1946).

Australians are generally seen to enjoy good health and to have an effective health
system. How do we know this? 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 Chapter 1.4 ‘Indicators of Australia’s health’).

Measures of health status

Figure 1.1.1 outlines some of the more common measures of the health status of an
individual and a population.

Figure 1.1.1: Common measures of health

The number of years of life, on average, remaining to an
Life expectancy individual at a particular age if death rates do not change.
The most commonly used measure is life expectancy at birth.

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

lIl health in an individual and levels of ill health within a
Morbidity population (often expressed through incidence, prevalence
and comorbidity measures—see Glossary).

One year of healthy life lost due to illness and/or death.
Disability-adjusted DALYs are calculated as the sum of the years of life lost due to
life year (DALY) premature death and the years lived with disability for people
living with the health condition or its consequences.

Health-adjusted The average Igngth of time an in.divi.dual.at a specific age can
expect to live in full health; that is, time lived without the health
consequences of disease or injury.

life expectancy

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




These measures are useful to compare health outcomes across different populations
as well as to look specifically at certain health conditions (see Chapter 3 for more
information on health conditions; chapters 5 and 6 for more information on the health
of population groups).

We glean many useful insights into the health of individuals and populations from
health data. Information so gained can then be used to improve health and health
services and to reduce health inequity across population groups.

Impact of determinants

Health determinants are multifaceted, interrelated factors that influence health.

Figure 1.1.2 divides them into four groups. The main direction of influence (as shown
by the horizontal arrows) is from left to right; that is, from contextual factors (such as
culture and affluence) through to more immediate influences (such as blood pressure).

The importance of the broader social determinants of health—not only social, but also
economic, political, cultural and environmental determinants—is becoming better
understood. Essentially, these are the conditions into which people are born, grow, live,
work and age (WHO 2015). At all stages along the path, the various factors shown in the four
groups in Figure 1.1.2 interact with an individual's physical and psychological make-up.

As well, the factors within each of these groups often interact with each other and are
closely interrelated (see Chapter 4 for more information on determinants of health).

Role of the health system

A major aim of any health system is to prevent disease and other ill health and injury
and to maintain health—not just to treat iliness—so that people remain as healthy

as possible for as long as possible. This approach includes a focus on the quality and
timeliness of health care received, including preventive health care such as screening
and immunisation. However, as health is not merely the absence of disease, our health
system also plays a vital role in positively influencing our health status by building social
and physical environments that support health and promote healthy behaviours

(see Chapter 7 for more information on prevention, treatment and health services).

Where do | go for more information?

More information on health definitions, social determinants of health, global health
actions and data can be obtained from the World Health Organization website
<www.who.int>.

References

WHO (World Health Organization) 1946. Preamble to the Constitution of the World Health Organization
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1.2 Profile of Australians

In 2018, our estimated population is 25.2 million:

A. aged 0-4 1.6 million
1
1 aged 5-14 3.1 million
1
1
1 aged 15-24 3.2 million
1
1
1 aged 25-34 3.7 million
1
1
! aged 35-44 3.4 million
1
1
: aged 45-54 3.3 million
1
: aged 55-64 2.9 million
1
: aged 65-74 2.2 million
1
' aged75-84 1.2 million
= = d 85
age 0.5 million
¥ and over

Source: ABS 2013.

In 2016, an estimated 3.3% of Australians identified
as Aboriginal and/or Torres Strait Islander—

787,000 people (s 2017a).

In 2016, 26% of people were born overseas—
6.1 million people (ss2017e).

In 2015, an estimated 18% of people had disability—
4.3 million people (ss 2016).
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In 2016:

Growth
from 2006

71% lived in Major cities—
17.2 million people

21%

18% lived in Inner regional areas—
4.4 million people

m 8.6% lived in Outer regional areas— 8.4%

15%

2.1 million people

1.3% lived in Remote areas— 1.4%

308,000 people

0.8% lived in Very remote areas—

194,000 people ss 20171 5.7%

people aged 15 and over was 62% and the unemployment
rate was 5.4% (ss 2017d).

ﬁ In December 2017, the employment to population ratio for

= In 2017, of people aged 20-64, 66% held a non-school

I qualification and 31% had attained a Bachelor degree
v qualification or higher (aBs 2017b).

In 2015-16, in real terms, the average disposable household income (after adjusting
for the number of people in the household) was $1,009. The weekly income for
low-income households was $421; for middle-income households it was $856 and
for high-income households, $2,009 (aBs 2017¢).

$2,009
$1,009 $856
Average Low income Middle income High income
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1.3 How healthy are
Australians?

Australians generally have good health. We know this based on the range of measures
we use (see Chapter 1.1 ‘What is health?) to compare our health over time or with that
of other countries (see Chapter 1.5 ‘International comparisons’).

Australians are living longer...

Life expectancy at birth in Australia has risen steadily over time. In 2016, life expectancy
at birth was 80.4 years for males and 84.6 years for females (Figure 1.3.1).

Figure 1.3.1: Life expectancy at birth, by sex, 1886-2016

Life expectancy at birth (years)
90 - Females

80
70 - /_/M_a;-
60
50 4

40
30 A
20 ~
10 -
0 - - - - - - - - - - - - .
1886 1896 1906 1916 1926 1936 1946 1956 1966 1976 1986 1996 2006 2016

Year

Sources: ABS 2014, 2017; Table S1.3.1.

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 a person’s lifetime;
as they survive through birth, childhood and adolescence, their chance of reaching older
age increases. Men aged 65 in 2016 could expect to live another 19.6 years and women
aged 65 could expect to live another 22.3 years (ABS 2017).

...and with more years in good health

Are longer lives also healthier lives? During their lifetime, a person can have different states
of health. The health-adjusted life expectancy (HALE) estimates, on average, how many
years a person will live in full health. As life expectancy has increased, so, too, has the
HALE—meaning people are living longer, and with more years of full health. Males born in
2011 could expect 1.7 more years in full health than males born 8 years earlier; females
could expect 1.2 more years. These gains in healthy years are comparable to the gains in
life expectancy. We are still, however (in 2011), living the same number of years in ill health
as we were in 2003: 9.0 years for males and 9.9 for females (Figure 1.3.2).



Figure 1.3.2: Life expectancy at birth in full health (HALE) and ill health, by sex,
2003 and 2011

Life expectancy (years) B Full health M Il health
90 -

70 A =
60 -
50 -
40 |
30 -
20 -
10 A
0 A

2003 2011 2003 2011
Males Females

Source: AIHW 2017; Table S1.3.2.

Australia is making population health gains

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 the number of years of healthy life lost due
either to premature death—dying before the ideal life span—or to living with ill health due
toillness or injury.)

There were good gains in the health of the Australian population between 2003 and 2011.
Based on findings from the 2011 Australian Burden of Disease Study, the age-standardised
DALY rate fell by 10%, mostly due to reductions in premature death (Figure 1.3.3).

Figure 1.3.3: Composition of total burden of disease (DALY rate), 2003 and 2011

Year M Years lost due to illness or injury [l Years lost due to premature death
210.5 DALYs
2003
2011 189.9 DALYs
0 50 100 150 200 250

DALYs per 1,000 population
Source: AIHW 2016; Table S1.3.3.
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Australians rate their health well

In 2014-15, more than half (57%) of Australians aged 15 and over self-rated their health as
‘excellent’ or ‘very good'—similar to the proportion recorded a decade earlier, in 2004-05
(ABS 2015).

How we rate our health

Poor Fair Good Very good Excellent

37

Per cent

These self-assessed health measures provide insight into the health of Australians at a
population level. Health indicators are an important way to assess not only the health

of our population but also the success of our health services and the health system.

The health indicators currently agreed for national reporting are presented in Chapter 1.4
‘Indicators of Australia’s health’. This report also presents disease-specific measures of
mortality and morbidity in Chapter 3. Some population groups have higher rates of illness,
health risk factors and death than others. Chapters 5 and 6 present information on health
inequalities and measure the health of selected population groups.

Where do | go for more information?

Self-assessed health measures are collected in the Australian Bureau of Statistics National
Health Survey. The most recent results for the 2014-15 National Health Survey and
measures of life expectancy are available at <www.abs.gov.au>.

The reports Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2011 and Health-adjusted life expectancy in Australia: expected years lived in full
health 2011 are available for free download from <www.aihw.gov.au>.
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1.4 Indicators of
Australia’s health

Health indicators are an important way to assess the health of our population and the
success of our health services and health system. These summary measures describe
particular aspects of our health and health system performance and have a range of

purposes. They can: ‘
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+ offer insights into the health of Australians and the quality of the health system at a
point in time (and allow different population groups, different regions and different
countries to be compared)

+ provide information on the effectiveness of changes to policies or new practices and
programs (when measured consistently over time)

« improve accountability and transparency of service provision, and support consumer
choices relating to health care

* encourage ongoing improvement in service delivery by highlighting areas of innovation
and where better performance is needed.

The indicators selected generally reflect what is important to governments, service
providers, funders of services (including taxpayers), and to patients and the broader
Australian community.

Nationally agreed health indicators are usually compiled and reported as ‘sets’ of
measures, organised into frameworks. Health indicator frameworks provide the
conceptual basis for the indicator sets; they describe the broad aspects of health, its
determinants and the health care system to be measured (for example, equity, quality
and efficiency). They also depict the relationships between the indicators within the
framework, and provide transparency in describing which aspects of the system are
being assessed (or not able to be assessed).

In Australia, a number of health indicator frameworks are used to assess aspects of our
health and health system. Some are related, and hence specific indicators may appear

in more than one framework—but they have different purposes. This article provides
information on the major national indicator frameworks in Australia, including the new
Australian Health Performance Framework (AHPF). It also outlines the latest data available
against the indicators agreed for reporting under the National Health Performance
Framework (NHPF), now subsumed by the AHPF.

13
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New Australian Health Performance
Framework

The AHPF was recently agreed by Australian and state/territory health ministers. It
provides a single, enduring framework that can be used in different ways to assess the
Australian health care system and its inputs, processes and outcomes (NHIPPC 2017).
It replaces the NHPF and the Performance and Accountability Framework, which had
separate but interrelated purposes:

+ The NHPF was agreed by the Australian Health Ministers’ Advisory Council in 2001
(NHPC 2002) to provide a conceptual framework to understand and evaluate the
health of Australians and the health system, and to serve as a general support for
performance assessment, planning and benchmarking in the health sector. In recent
years, the AIHW reported biennially on the national indicators agreed under this
framework in the Australia’s health report series (see, for example, AIHW 2016a).

* The Performance and Accountability Framework was agreed under the National
Health Reform Agreement (COAG 2011) to provide Australians with comparable,
locally relevant information about the performance of hospitals and health services
to support informed decision making by consumers and health care providers and
managers. The Performance and Accountability Framework indicators were identified
for reporting in two streams: for Primary Health Networks, and for hospitals/Local
Hospital Networks; data are published by the AIHW on the MyHealthyCommunities
and MyHospitals websites, respectively.

While these indicator frameworks and indicators were designed for different uses,
the purposes were related; hence, there was some overlap in the indicators reported.
Health ministers decided that it would be preferable to merge the frameworks into a
single framework that could be used in a flexible way. This would enable reporting
for use by different audiences, for different populations and at different levels of the
health system (for example, reporting at the international, national, state/territory,
and local area level).

The AHPF comprises a Health System Conceptual Framework, and a Health System
Performance Logic Model.

Health System Conceptual Framework

The conceptual framework depicts the indicator domains relevant to assessing the
health system as a whole, namely: health status, determinants of health, and the
health system (Figure 1.4.1). Key components are identified within these domains
(for example, within the health status domain, it is relevant to consider including
indicators that relate to health conditions, human functioning, wellbeing and deaths).


https://www.myhealthycommunities.gov.au/
https://www.myhospitals.gov.au/

The conceptual framework also identifies a range of information needs that can be
considered as ‘health system context’; that is, factors that are often beyond the direct
control of health system decision makers (such as the demographic composition of the
population). This is not a performance domain as such, but recognises information that
is relevant in the planning, delivery and evaluation of health services.

‘Equity’ is recognised as a principle that applies across all domains, and one that should
be reflected in appropriate reporting. The interrelationships between all domains is
recognised explicitly in this framework presentation.

Health System Performance Logic Model

The performance logic model presents similar domains to the conceptual model, but

is organised in a program logic model. This indicates how the framework could be used
to evaluate the outcome of specific health programs, initiatives and interventions—that is,
in a performance measurement context (Figure 1.4.2).

For example, a number of the domains that were considered ‘health system context’

in the conceptual framework are considered to be ‘health system inputs’ in this model.
Similarly, the ‘health status’ domain in this model is re-framed in terms of ‘health system
outcomes’ where the focus is on measuring change in health status associated with

a specific intervention or policy. The Health System Performance Logic Model is
based on the service process model used for the Report on Government Services (ROGS)
(SCRGSP 2018), which is further described elsewhere in this article.

Implementing the new framework

Indicator sets and reporting arrangements for the AHPF will be developed, aiming to
ensure thatindicator content and reporting formats continue to reflect national strategic
priorities for health and health care delivery, and are delivered in ways that are most
relevant for key audiences.

In the first instance, indicators previously agreed for reporting under the NHPF and the
Performance and Accountability Framework have been transferred to the AHPF. Data for
those indicators previously agreed to be relevant for national reporting (that is, the NHPF
indicators) are summarised later in this article, but presented against the AHPF conceptual
framework. At a later date, it is expected that these existing indicators will be reviewed in
working towards a full set of indicators under the framework.

This work is also expected to identify relevant tiers for reporting that would allow for data
presentation to be disaggregated in different ways—for example, at the state/territory
and national levels and at different geographic levels, as well as for individual service
providers, targeted population groups, people experiencing different health conditions,
and for public and private health care providers and funders.

15
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Other national health performance
frameworks

As well as the AHPF, there are other national performance indicator frameworks and
monitoring activities used in Australia and applied in the health context. Key frameworks
are summarised in this section.

National Healthcare Agreement

The National Healthcare Agreement is an agreement between the Australian Government
and state and territory governments that outlines the role and aims of Australia’s health
system, the roles and responsibilities of the parties, the policy and reform directions
proposed to achieve desired outcomes, and accountability requirements (COAG 2012a).
These requirements include reporting against specific performance indicators and
performance benchmarks outlined within the specified outcome areas (better health,
better health services, social inclusion and Indigenous health, and sustainability of the
health system). Where possible, indicator data are disaggregated for specific population
groups to ensure that the aims of focusing on social inclusion and tackling Indigenous
disadvantage are being met.

The National Healthcare Agreement indicator data are reported annually in the RoGS
series (for example, SCRGSP 2018), along with other indicator data.

As well as the National Healthcare Agreement, a range of other national agreements
(for example, the National Indigenous Reform Agreement—COAG 2012b) include
performance indicators for health and health service delivery. Some of these indicators
are also included in the National Healthcare Agreement.

Report on Government Services

Publication of an annual RoGS was initiated by the heads of government (now the
Council of Australian Governments) to provide information on the equity, efficiency and
effectiveness of a range of government human and social services in Australia, and to
promote ongoing performance improvement. The first RoGS was published in 1995.

In recent years, the RoGS has been based on performance indicators set against
a framework (consistent across all service areas) that reflects the review's focus
on outcomes, consistent with the demand of governments for outcomes-oriented
performance information.

Performance indicators included in the RoGS are supplemented by information on
outputs, grouped under equity, effectiveness and efficiency headings. The RoGS for 2018
included chapters on public hospitals, ambulance services, primary and community
health, and mental health management (SCRGSP 2018).



Sector and population specific frameworks

As well as national performance frameworks, there are several other (related)
performance frameworks. These support more in-depth monitoring of the health
status of, and services delivered to, specific populations—for example, the Aboriginal
and Torres Strait Islander Health Performance Framework (AHMAC 2017)—or focus
on specific types of health services, such as the National Core Maternity Indicators
(AIHW 2016b).

Performance monitoring and reporting at other ‘levels’ of the health system are
also undertaken; for example, by states and territories, by some service provider ‘
organisations, and by participating in international reporting activities (see Chapter 1.5 _
‘International comparisons’ for some indicator data available at the international level). 5
a
(1]
<
(@]

Over time, some of these Australian indicator frameworks may be ‘re-framed’ by the
owners of the indictor sets and presented against the AHPF. This would help to ensure that
similar indicators in different indicator sets are reported consistently wherever possible.

Other related monitoring and reporting activities

Supplementing the national indicator framework and performance reporting
arrangements are the activities of health service providers in measuring and
monitoring performance within their organisations, and in improving clinical outcomes
and the appropriateness of services. These activities are related to (but not considered
the same as) ‘performance reporting’, and organisations may or may not choose to make
this information publicly available. For example, the national Key Performance Indicators
for Aboriginal and Torres Strait Islander primary health care support continuous quality
improvement within services (AIHW 2017).

In recent years, the Australian Commission on Safety and Quality in Health Care has
supported these activities. As part of its work to lead coordinated improvement in
safety and quality in health care across Australia, the Commission undertakes and helps
to enable the development of safety- and quality-related indicators for use in such local
monitoring (see Chapter 7.9 ‘Safety and quality of hospital care’ for more information
about safety and quality monitoring in Australian hospitals).
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AHPF indicators for national reporting

The rest of this article presents the latest data for indicators currently agreed for
national reporting in the AHPF. These indicators were previously agreed as NHPF
indicators; the other indicators that have been transitioned to the AHPF were previously
agreed for reporting either at local area levels (that is, at the Primary Health Network
level), or the hospital (or Local Hospital Network) level. Data for those indicators will
continue to be made available on the MyHealthyCommunities and MyHospitals websites.

Key findings are presented in the following section—reported in three sections that align
with the AHPF conceptual framework domains: health status, determinants of health, and
health system. Note that as there are currently no agreed information requirements for
the 'health system context’ domain (as there was no equivalent domain included in the
previous NHPF), information on this domain is not presented in this chapter, although
relevant context information is available elsewhere in this report. Where possible,
indicators are disaggregated for relevant population groups to ensure that they also
satisfy the ‘equity’ reporting requirements under the framework.

Also included for each section is a table stating whether new data have become available
since Australia’s health 2016 (AIHW 2016a) and whether the available data show a
favourable or unfavourable trend (where this could be assessed).

For more information on each indicator and to view detailed data see the online
llll data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

Assessment of trends

Trends have generally been assessed using the most recent 10 years of data where
comparable data were available for at least 3 time periods. In a small number of cases
(where data sources have become available irregularly or on a triennial basis), a slightly
longer time period was considered (up to 12 years). These time periods were used for
the trend assessment even where time series information is presented in this article
for longer periods; the exceptions are cancer survival rates and rates of overweight and
obesity, for which the trend assessment is based on the longer time series information
discussed in the indicator text.

A favourable trend is noted when the indicator has moved in the desired direction—for
example, the proportion of people eating the recommended number of serves of fruit and
vegetables should increase and instances of unsafe sharing of needles should decrease.

A trend is considered unfavourable if it is opposite to the desired direction. For indicators
where the measure does not appear to have changed meaningfully over the time period,
the trend is described as ‘no change'. For indicators where there are insufficient data to
support trend analysis, the trend is described as ‘no data/insufficient data'.


https://www.myhealthycommunities.gov.au/
https://www.myhospitals.gov.au/

Limitations of the AHPF performance indicators

The performance indicators for national reporting were last reviewed and endorsed

(as indicators under the NHPF—now replaced by the AHPF) by health ministers in 2009.
Over time, some limitations have become evident for a number of them. Data quality
may have diminished, for example, where changes in service delivery has meant that
data would need to be captured from more disparate sources, or changes in policies and
priority areas for monitoring have meant that the usefulness of some indicators is now
questionable.

In this report, a small number of indicators previously reported at the national level are
not reported here:

* Survival following an acute coronary heart disease event (last reported in 2012). The AIHW
has judged that, due to changes in the method used to identify acute coronary events,
reporting on this indicator is not appropriate.

* Proportion of people with diabetes who complete a GP annual cycle of care (last reported
in 2012). The AIHW has assessed that the available data are likely to resultin an
underestimate, due to changes in treatment patterns, and a recognition that people
with diabetes may use other avenues for care.

+ Selected potentially avoidable GP-type presentations to emergency departments (last
reported in 2014). Previous work has shown limitations in the method used (AIHW 2015)
and so the data are not presented here; indicator data are presented in the RoGS
(SCRGSP 2018).

+ Cost per casemix-adjusted separation for acute and non-acute episodes (last reported in
2014). A range of stakeholders regard the previous calculation method as being no
longer appropriate, and a revised method has not yet been agreed.

For indicators where no new data are available or where new data could not be readily

obtained, previously reported data are used, though new disaggregations are presented
where appropriate.
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Key results
Health status

The health status domain is assessed by considering measures related to the incidence or
prevalence of health conditions, and measures related to human functioning, wellbeing
and mortality rates and life expectancy.

The indicators reported for health status are outlined in Table 1.4.1.

For more information on each indicator and to view detailed data see the online
data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

+ In 2015, the heart attack rate for men was more than twice that for women, though
rates have declined for both men and women since 2007. Overall, there has been a
decline of 37% in the rate of heart attack since 2007.

+ Inthe latest 10 years for which data are available, there has been an increase in the
incidence of breast cancer in females and a decrease in the incidence of bowel cancer.
Rates of melanoma of the skin and lung and cervical cancer have remained stable over
this period.

+ Over the last 10 years for which data are available, notification rates for hepatitis B
and C have fallen, but rates of syphilis, chlamydia and gonorrhoea have risen.

The notification rate of human immunodeficiency virus (HIV) has remained steady
and was 4.2 notifications per 100,000 people in 2016.

+ In 2013, there were 5,100 new cases of end-stage kidney disease—an age-standardised
rate of 19 per 100,000 people. The incidence rate increases substantially with age.

* In 2015-16, there were an estimated 509,900 hospitalised cases due to injury and
poisoning. Rates of hospitalised cases for injury and poisoning increase substantially
with age for people aged 75 and over.

+ In 2015, 5.0% of liveborn singleton babies were of low birthweight. The proportion of
low birthweight singleton babies born to Aboriginal and Torres Strait Islander mothers
was 2.2 times the proportion of babies born to non-Indigenous mothers.

« In 2015, 1.4 million people had a severe or profound core activity limitation—that is, a
limitation in communication, mobility and/or self-care activities. Overall, the proportion
of people with a severe/profound core activity limitation had decreased since 2003.

+ The death rate for infants aged under 1 and children aged 1-4 has decreased since
2001—a trend that has been maintained in the most recent 10 years for which data are
available. Since 2001, the death rate for Indigenous infants also fell, however, the rate is
still almost twice that for all infants.

+ Life expectancy for a boy born in Australia between 2014 and 2016 was 80.4 years, and
for a girl, 84.6 years. However, the estimated life expectancy for an Indigenous boy born
between 2010 and 2012 was 10.6 years lower than for a non-Indigenous boy, and for
girls the difference was 9.5 years.



Table 1.4.1: Indicators of AHPF domain—health status

Trend legend v X ~ .
Favourable Unfavourable No change No data/insufficient data
AHPF dimension/Indicator ':‘e,:v"ii'i: 1%!::::;2’::
Health conditions
Incidence of heart attacks Yes v 4
Incidence of selected cancers
Breast cancer (females)@ Yes —
Bowel cancer Yes v
Melanoma of the skin Yes ~
Lung cancer Yes ~
Cervical cancer Yes ~

Incidence of sexually transmissible infections and blood-borne viruses

Syphilis Yes X
Human immunodeficiency virus (HIV) Yes ~
Hepatitis B Yes v
Hepatitis C Yes v
Chlamydia Yes X
Gonorrhoea Yes X
Incidence of end-stage kidney disease Yes ~
Hospitalisation for injury and poisoning Yes X
Proportion of babies born with low birthweight Yes ~
Human function
Severe or profound core activity limitation Yes v
Wellbeing
Psychological distress No ~
Self-assessed health status No ~
Deaths
Infant/young children mortality rate
All infants (<1 year) Yes v
Indigenous infants (<1 year) Yes v
All children aged 1-4 years Yes v
Life expectancy
All males Yes v
All females Yes v
Indigenous males No oo
Indigenous females No oo

(a) Breast cancer incidence has increased but is not assessed as unfavourable because increases in observed
incidence may be due to improved detection.
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Determinants of health

The determinants of health domain is assessed by considering measures related to
health behaviours, and personal biomedical, environmental and socioeconomic factors.

The indicators reported for health status are outlined in Table 1.4.2.

For more information on each indicator and to view detailed data see the online
llll data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

+ In 2014-15, 14.5% of people aged 18 years and over smoked daily (16.9% of men and
12.1% of women). Age-adjusted daily smoking rates have fallen since 1989-90.

¢« In 2014-15, 17% of adults consumed more than 2 standard drinks per day on average,
exceeding the lifetime risk guideline. Men were almost 3 times as likely as women to
consume alcohol at risky levels.

* In 2014-15, 50% of adults and 68% of children ate sufficient serves of fruit, and 7% of
adults and 5% of children ate sufficient serves of vegetables.

+ Over half (52%) of all adults aged 18-64 were not sufficiently active to gain a health
benefitin 2014-15; among adults aged 65 and older, 75% were not sufficiently active.

+ In 2016, 19% of injecting drug users reported using needles and syringes after
someone else.

« The proportion of households with children aged 0-14 in which a person smokes inside
the home fell between 1995 and 2016 (from 31% to 2.8%).

+ The proportion of Australian adults who are overweight or obese was 63% in 2014-15;
among children aged 5-17, it was 27%.

* In 2015-16, 2.2 million people lived on less than half the median equivalised household
income (that is, less than $427 per week), including 1.2 million people living on less than
40% of the median ($341).

« More than two-thirds (69%) of people aged 25-64 had a non-school qualification
in 2017. People living in Major cities and Inner regional areas were more likely to have
a non-school qualification than people living in Outer regional or in Remote and
Very remote areas.



Table 1.4.2: Indicators of AHPF domain—determinants of health

Trend legend v X ~
Favourable Unfavourable No change

No data/insufficient data

AHPF dimension/Indicator New. data 10-year trend
available assessment

Health behaviours

Health literacy No .

Proportion of adults who are daily smokers No v

Proportion of adults at risk of long-term harm from alcohol No v

Fruit and vegetable intake No e

Physical inactivity No .o

Unsafe sharing of needles Yes X

Children exposed to tobacco smoke in the home Yes v

Personal biomedical factors

Proportion of persons obese and overweight No ) &

Environmental factors

Water quality No ~

Socioeconomic factors

Proportion of people with low income Yes v 4

Educational attainment Yes v

(@) The trend assessment for this indicator is based on 20 years of data (rather than 10).
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Health system

The health system domain is assessed through measures related to the quality of the health
system (that is, aspects of effectiveness, safety, appropriateness, and the continuity and
accessibility of care), and also by looking at the efficiency and sustainability of health care.

The indicators reported for the health system domain are outlined in Table 1.4.3.

For more information on each indicator and to view detailed data see the online
data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

+ Overall, immunisation rates for children aged 1 and 5 have risen in recent years, though
the 10-year trend for immunisation rates among 2-year-olds has shown no clear trend.

+ Nearly two-thirds (65%) of females who gave birth in 2015 attended at least one
antenatal visit in the first trimester of pregnancy.

+ About half of all women in the relevant target age groups participated in BreastScreen
Australia and the National Cervical Screening Program (55% and 56% respectively) in
2015 and 2016 combined. For the National Bowel Cancer Screening Program, 41% of
invitees in targeted age groups participated in 2015 and 2016.

+ In 2015-16, there were an estimated 26.4 potentially preventable hospitalisations per
1,000 people (accounting for 6.4% of all hospital separations). These are hospitalisations
that are thought to have been avoidable if timely and adequate non-hospital care had
been provided.

« The 5-year relative survival for all cancers combined for 2009-2013 was 68%, an
increase of 20 percentage points from 48% in 1984-1988. This represents the
percentage of people diagnosed with cancer who survived for at least 5 years after
diagnosis, relative to people of the same age and sex in the general population.

+ In 2016, there were around 27,000 potentially avoidable deaths in Australia—105
deaths per 100,000 people. This is a decrease of 45% from the rate in 1997. These
are deaths from selected conditions that are considered to have been potentially
preventable in the context of the present health system.

+ In 2015-16, there were 5.4 adverse events per 100 hospital separations. These are
incidents in which harm resulted to a person receiving health care, such as infections
and problems with medication and medical devices.

* More than 148.7 million non-referred general practitioner (GP) attendances were claimed
through Medicare in 2016-17 and 127.5 million (86%) of these services were bulk-billed.

+ In 2016-17, the median waiting time for all admissions from the public hospital elective
surgery waiting list was 38 days. Overall, Indigenous Australians had longer median
waiting times than Other Australians for elective surgery (45 and 38 days respectively).

* In 2016-17, 73% of all emergency department presentations were seen within the
recommended time for their triage category. Presentations triaged as Urgent had
the lowest proportion of presentations seen on time (66%), while almost 100% of
Resuscitation presentations were seen within the recommended time.

* The number of employed full-time equivalent medical practitioners and nurses/midwives
rose (by 14% and 12% respectively) between 2011 and 2016. In 2016, the rate of
full-time equivalent medical practitioners was 400 per 100,000 population; for nurse/
midwives it was 1,145 per 100,000 population).



Table 1.4.3: Indicators of AHPF domain—health system performance

Trend legend v X ~ oo

Favourable Unfavourable No change No data/insufficient data

AHPF dimension/Indicator

New data 10-year trend

available assessment

Effectiveness

Immunisation rates for vaccines in the national schedule

1 year Yes v 4
2 years Yes ~
5 years Yes (V4
Adults No .o
Proportion of pregnancies with an antenatal visit in the first trimester Yes ~
Cancer screening rates
Breast Yes oo
Cervical Yes ~
Bowel Yes o
Selected potentially preventable hospitalisations Yes ~
Survival of people diagnosed with cancer Yes V@
Potentially avoidable deaths Yes v
Survival following acute coronary heart disease event® — oo
Safety
Adverse events treated in hospital Yes ~
Falls resulting in patient harm in hospitals Yes X
Appropriateness
No indicators for this dimension
Continuity of care
Proportion of people with asthma with a written asthma action plan No v 4
Proportion of people with mental iliness with a GP care plan No [V 4
Proportion of people with diabetes with a GP annual cycle of care® — oo
Accessibility
Bulk-billing for non-referred (GP) attendances Yes v 4
Differential access to hospital procedures Yes oo
Waiting time for elective surgery Yes X
Waiting time for emergency department care Yes ~
Selected potentially avoidable GP-type presentations to emergency departments® — oo
Efficiency and sustainability
Cost per casemix-adjusted separation for acute and non-acute care episodes® — oo
Net growth in health workforce
Medical practitioners Yes [V 4
Nurses and midwives Yes v

(a) The trend assessment for this indicator is based on 30 years of data (rather than 10).

(b) Not reported here due to lack of data or agreed methodology—see section ‘Limitations of the AHPF
performance indicators'.

27



Australia's health 2018

28

What is missing from the picture?

As already noted, the indicators previously agreed for reporting under the NHPF

(as national-level indicators) have been reported here against the AHPF domains where
suitable data are available. In the future, it is expected that the framework will be
‘re-populated’ with a refreshed set of indicators for national reporting (also identifying
indicators suitable for other levels of reporting). It will be necessary to identify information
needs associated with those areas of the framework for which national-level indicators
had not previously been agreed—including the ‘appropriateness’' component area in the
health system domain, and all components of the ‘health system context’ domain, as
these information needs were not covered by the NHPF.

Where do | go for more information?
For more health indicators, see the MyHealthyCommunities and MyHospitals websites.

More information about the performance of health and other government services is
available at <www.pc.gov.au>.

More information about safety and quality monitoring of health services is available at
<www.safetyandquality.gov.au>.
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1.5 International
comparisons

Australia matches or betters other comparable countries on many measures of health.
However, there is room for improvement on some measures.

This snapshot compares Australia with other member countries of the Organisation
for Economic Co-operation and Development (OECD) in 2015 (or the nearest available
year of data), unless otherwise noted. These 34 other countries provide a useful
comparison for Australia as most are considered to be developed countries with
high-income economies.

Chapter1‘| SNAPSHOT |

Health status

The health status of a population can be considered in many ways, such as by rates of
illness and injury, and by measures of life expectancy and death. Compared with other
OECD member countries, Australia has:

« the fifth highest life expectancy at birth for males and the eighth highest for females
+ arate of deaths due to coronary heart disease close to the OECD average
+ a prevalence of dementia similar to the OECD average (Figure 1.5.1).

While life expectancies at birth for males and females in Australia have increased from
2005 to 2015, Australia’s rankings among OECD member countries have dropped slightly
over this time, from fourth to fifth highest for males and from fifth to eighth highest for
females (OECD 2007).

The health status of a population can also be considered in terms of disability-adjusted life
years (DALYs). A DALY is equivalent to a single year of ‘healthy’ life lost due to illness and/

or death (see Chapter 3.1 ‘Burden of disease across the life stages’). Compared with other
OECD member countries, Australia had the fourth lowest rate of DALYs in 2016 (IHME 2017).

Determinants of health

Determinants of health are factors that influence health status, and include health
behaviours and biomedical factors. Compared with other OECD member countries,
Australia has:

+ one of the lowest rates of smoking among people aged 15 and over
+ a level of alcohol consumption similar to the OECD average

+ arate of obesity among people aged 15 and over that is well above the OECD average
(Figure 1.5.1).
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Health system

The performance of a health system can be assessed by looking at measures such as
access to care, quality of care, and health expenditure. However, greater resources do not
necessarily mean a health system performs better. Compared with other OECD member
countries, Australia has:

+ alevel of health care expenditure per person close to the OECD average

+ close to the OECD average number of practising doctors, practising nurses, and hospital
beds per 1,000 population (Figure 1.5.2)

* a better than average rate of colon cancer survival, ranking third best (Figure 1.5.1)

Figure 1.5.1: Australia’s performance among OECD member countries,
selected indicators, 2015 (or nearest available year of data)
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Colon cancer survival (%) 51.5 & * 71.7

Note: Data for Australia reflect those in the OECD.Stat database and may differ from data presented
elsewhere in this report due to the potential for slight variation in data definitions and calculation
methodologies.

Source: OECD 2017; Table S1.5.1.



Figure 1.5.2: Comparison of Australia’s health care resources as one of the 35 OECD
member countries, selected indicators, 2015 (or nearest available year of data)
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Note: Data for Australia reflect those in the OECD.Stat database and may differ from data presented
elsewhere in this report due to the potential for slight variation in data definitions and calculation
methodologies.

Source: OECD 2017; Table S1.5.2.

What is missing from the picture?

Making valid comparisons of health across countries can be challenging, as data
collection and reporting methods can vary. Comparisons of health system performance
can be particularly difficult because of the different ways health systems operate.
These differences should be considered when making comparisons.

Participation in international efforts to standardise data collection and reporting, such
as the development of the International Classification of Diseases 11th Revision, is an
important step in improving the comparability of data between countries.

Where do | go for more information?

More information on international health data, including other health indicators,
is available at <www.aihw.gov.au/reports-statistics/health-welfare-overview/international-
comparisons/overview> and <data.oecd.org/health.htm>.
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1.6 What is missing from
the picture?

The AIHW manages many important national health and welfare data collections and
ensures that the information it reports is comprehensive, accurate and timely. Other
government and non-government agencies also collect and report health information
based on surveys, registries and administrative data collections. This information is used
to inform research findings and policy decisions that improve the health and wellbeing
of Australians. Despite efforts by policy, service delivery and statistical agencies, both
individually and collaboratively, to develop and improve national health data, there
remain opportunities to make better use of existing data and fill gaps in our knowledge.

A key issue for all data users is ensuring that information collected is used in the most
effective manner; that is, turning ‘big data’ into ‘smart data’. Information may be collected
in ‘silos’ and may not be readily accessible or integrated or even comparable from one
jurisdiction to another. Improving access to and use of existing data (see Chapter 2.5
‘Secondary use of health information’) would benefit Australians both through health
research and through enhanced policy and service delivery. Additionally, it will allow
real data gaps to be identified. This will be important for future National Healthcare
Agreements, and is timely in the context of Australia’s Digital Health Strategy (see
Chapter 2.4 'Digital health’) and, more broadly, the Australian Government's public

data agenda (PM&C 2018).

However, there is currently no overarching strategic approach implemented to manage
and address these gaps nationally. A strategy, with associated action plan, could improve
health information assets and would be guided by policy, service delivery and research
needs. This requires an understanding of the health information environment and health
priority areas. The ‘enhanced health data’ priority associated with the current national
health reform agenda (COAG 2018) provides an ideal opportunity to initiate development
of a strategy and a work plan.

Individual chapters in this report describe data gaps under the ‘What is missing from the
picture?’ headings. Some articles and snapshots list gaps that are unique to the topic or
data collection. Data gaps exist where no national data are currently available or where
data collected are not comprehensive. The ‘What is missing from the picture? sections
may also describe analysis or research gaps that may be addressed by making better use
of existing data.

This snapshot lists some of the major gaps, both data and analysis gaps, in health data
and considers how they can be filled.



Major data gaps

A number of health data gaps are identified throughout this report. These gaps include:

primary health care data (see Box 1.6.1)

incidence and prevalence data for certain health conditions (for example, dementia and

mental health)

the ability to measure patient pathways through the health system, including across
different service types and different jurisdictions

longitudinal data to measure outcomes related to health determinants, health
conditions or health interventions

the ability to identify some populations of interest in health data (for example, people
with disability)

geospatial information to look at locational variation in health and the effects of
population growth and demographic change.

Box 1.6.1: Gaps in primary health care data

Primary health care and hospital services each account for more than one-third

of health expenditure in Australia but compared with the volume of hospital
information that exists, there is a surprising lack of primary health care data.
Medicare services data provide some insight into variation in use of primary health
care (mostly general practice) across Australia, but do not include information
about why patients visit health professionals, their diagnosis, the treatment or care
they received, test results or referrals for further care. There is currently no national
data that allows assessment of the appropriateness, cost-effectiveness, safety,
quality and accessibility of primary health care. The cessation of the Bettering the
Evaluation and Care of Health survey (which collected data on general practice
visits including patient demographics, types of problems being managed and the
type of care provided from 1998 to 2015-16) has enlarged the primary health care
data gap. Additionally, there are no comprehensive, national data for ambulance,
aeromedical, allied health or state-funded community health services.

There have been developments to improve the completeness and utility of primary
health care data, including a commitment to develop a national primary care data
set. Making electronic health information available for secondary use will support
improved primary health care data but is not a total solution.

Filling data gaps

The goal of filling these major health data gaps is to achieve stronger evidence for better
decisions and improved health for Australians. The AIHW is working with government and
non-government agencies to fill some of these gaps and make better use of existing data,

including through data linkage.
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Data linkage, also called data integration, is a process that combines information from
multiple databases, while preserving privacy, to tell a much more powerful story than
would be possible from a single source. The Productivity Commission’s (2017) Data
Availability and Use, Inquiry Report highlighted the substantial value of data linkage because
it enabled ‘more insights to be derived from information already collected’. Data linkage is
cost-effective because it re-uses existing data, and is non-intrusive because it avoids the
need to re-contact people whose information has already been collected. Data linkage is
most commonly used to measure health outcomes; for example, showing that the human
papillomavirus vaccination is effective in reducing cervical cancer (Gertig et al. 2013).
However, it is also valuable for patient pathways—for example, hospital re-admission
following a heart attack (Lopez et al. 2017)—and for identifying populations within an
existing data collection.

Data linkage is increasingly being used to link across health and welfare; for example, the
National Integrated Health Services Information Analysis Asset brings together aged cared
with health services data (AIHW 2018). The volume and complexity of linkage projects
undertaken by the AIHW continues to increase.

Much of this work centres on achieving valid and valuable person-centred data while
ensuring that individual privacy is protected. Person-centred data are beneficial for insight
on an individual's health situation, their treatment pathways, interactions and experiences
with heath care and their health outcomes, potentially leading to improved coordination
and quality of care. However, individuals need to trust how their data will be handled, feel
they have control over how and who will use it and see the value and benefits in its use.

A national direction for filling data gaps

Australia’s health information and data environment is changing rapidly, with increasing
demands made on the collection, reporting and use of health data. There is a strong need
for a strategic approach to how we manage national health data assets in Australia—a
strategy that provides a desirable vision for the future of Australia’s national information
resources. The overall aim would be that future developments in national health data
assets are more coordinated, cost-effective and tailored to current health priority areas.

This rapid change and current technological developments mean that now is the time

to build on current health information work and existing infrastructure to improve how
we use and share data. The AIHW is well placed to work with Australian and state and
territory agencies to provide strategic direction and improve coordination. This would
ensure investments are well targeted, and that new and improved data collections match
national priorities.

Improved coordination and planning of health information work could assist in creating

a more comprehensive list of current and future national information gaps and overlaps,
as well as identifying priorities—as determined by policy and policymakers, strengthening
the links between policy and outcomes. A structured, strategic approach to data and
evidence is critical to support continuous improvement, innovation and progress in
health—strengthening it as a ‘learning system'.
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2.0 Overview

This chapter looks at key aspects of the health system in Australia—how it works, who
funds it, and the composition of the workforce that delivers frontline services. It also
examines the importance of digital health and secondary use of health data in achieving
better health outcomes for all Australians.

Every day, millions of Australians come in contact with the health system. It may be

as simple as a visit to the pharmacist to pick up a prescription—or a more complex
interaction, such as being admitted to hospital for surgery. The job of the health system
is to respond to these individual needs by offering timely and appropriate treatment
and services.

Australia’s health system has different components—health promotion, primary health
care, specialist services and hospitals—each supported, in turn, by a network of other
organisations, including research bodies, surveillance authorities, medical boards and
consumer health groups. Health care services are delivered, operated and funded by
the Australian Government and state and territory governments, as well as by the
private sector and not-for-profit organisations. Government departments also play

a central role in health policy and service planning.

Australia’s health system currently faces many challenges. These include demographic
changes and the demand for health services; coordinated management of chronic
conditions; greater availability and access to health data; and advances in medical
research, science and technology (such as genetic testing).

Spending on health has grown in real terms (after adjusting for inflation)—by 50%
between 2006-07 and 2015-16, from $113 billion to $170 billion. This compares with
a population growth of about 17% over the same period; it means that, in 2015-16,
spending on health amounted to nearly $7,100 per person. Using Organisation for
Economic Co-operation and Development (OECD) methods, Australia spends more on
health as a proportion of gross domestic product (9.6%) than New Zealand (9.2%) and
the OECD average (9.0%) but less than the United Kingdom (9.7%), Canada (10.6%) and
the United States (17.2%).

Together, hospitals (39%) and primary health care (35%) account for three-quarters of
health spending. Governments fund the majority of spending (67% or $115 billion), and
non-government sources fund the remaining $56 billion (33%). Individuals contributed
more than half ($29 billion) of the non-government funding.

Australia has a large, diverse health workforce that includes a variety of professions, many
of which are regulated by the Australian Health Practitioner Regulation Agency (AHPRA).

In 2016, there were more nurses and midwives employed (315,000) than any other health
care professional—more than 3 times as many as medical practitioners (91,000). Nine in
10 nurses were women, compared with 4 in 10 medical practitioners and dentists.

Over the past decade, the number of women entering medical practice has grown;

in 2016, more than half (53%) of employed medical practitioners under the age of 35
were women, compared with 43% in 1997.



Some occupations that play an important role in delivering health care services are not
regulated by the AHPRA. For example, there are 69,000 receptionists, 25,000 nursing
support and personal care workers, and 21,000 medical technicians working in the
health industry.

Today, many Australians actively participate in monitoring their own health; for example,
they might wear a fitness device to record how much exercise they do each day or use

a smartphone to record what they eat. For health care providers, digital technology can
provide opportunities to improve continuity of care—for example, by making it easier to
share a person’s clinical notes between all the health practitioners involved in their care.
This can lead to improved quality of care.

Technology—in particular, digital technology—has had a huge impact on data generation,
access and availability. So, what does happen to all the information collected on
our health?

Health data can be collected for a variety of reasons: for a patient admitted to hospital,
the primary reason may be to monitor their progress so that they can get the care they
need. But health data can also be used for ‘secondary’ reasons: to provide a holistic
overview of the health system and the pathways that individuals take when using health
services. For example, access to health data may enable researchers to examine trends
in health spending, look at potential risk factors and determinants of health and disease,
or track hospital wait times.

The unprecedented volume and diversity of data currently available offer new
opportunities for the secondary use of data. In health, this has the potential to lead to
improved processes, increased efficiency, better targeting of resources and, ultimately,
a healthier population.
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2.1 How does Australia’s
health system work?

A person is likely to use the health system in various ways throughout their life. This
pattern reflects their health needs at different life stages, the social and environmental
impacts on their health, and personal circumstances. Some people may visit a pharmacy
or general practitioner (GP) infrequently; some may have regular appointments with a
GP, specialists or other health practitioners; others may need to go to hospital for tests,
treatments or emergencies.

The World Health Organization describes a good health system as one that ‘delivers
quality services to all people, when and where they need them’ (WHO 2018).

Australia’s health system is a complex mix of health professionals and service providers
from a range of organisations—from all levels of government and the non-government
sector. Collectively, they work to meet the health care needs of all Australians. Health
services are delivered in numerous ways and settings, including through health promotion
and education programs, diagnosis, treatment and preventive services in the community,
treatment and care in hospitals, rehabilitation in hospitals and the community, and
palliative care.

A variety of organisations support these services. Health departments and other
government agencies are responsible for policy and service planning. Research and
statistical organisations collect and publish information on health conditions and issues
(including monitoring, assessing, evaluating and reporting). Universities and health
services train health professionals. Consumer and advocacy groups have a role in public
debates on health policy and regulation. Voluntary and community organisations support
health service functions through activities such as fundraising for research and raising
awareness of health issues through education programs.

This article provides an overview of the structure of the health system in Australia and
some of the many changes and challenges it currently faces.

Delivery of health care services

The health care system has multiple components—health promotion, primary health care,
specialist services and hospitals. To meet individual health care needs, a person
may need—or have to engage with—the services of more than one part of the system.

Health promotion

Health promotion focuses on preventing the root causes of ill health through activities
such as governance, promoting health literacy, and population health programs. Through
prevention and education programs and public awareness campaigns, health promotion
is geared to educating the public on health issues, preventing avoidable health conditions



and improving the overall health of the population. Examples of health promotion include
skin cancer awareness campaigns, cancer screening programs (for breast, cervical and
bowel cancers), immunisation programs, alcohol and drug abuse prevention programs,
anti-tobacco smoking awareness campaigns, and domestic violence education. Health
promotion is an important part of primary health care. See Chapter 7.1 ‘Health promotion’
for more information.

Primary health care

Primary health care is often a person'’s first contact with the health system. It comprises a
range of services that are not referred: general practice, allied health services, pharmacy
and community health. Various health professionals deliver these, including GPs, nurses,
allied health professionals, community pharmacists, dentists and Aboriginal and Torres
Strait Islander health workers (Department of Health 2015). Primary health care can also
include activities related to health promotion, prevention and early intervention, and the ‘
treatment of (and care for) acute and chronic conditions. See Chapter 7.5 ‘Primary health
care’ for more information. ‘:
(]
)
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Primary Health Networks are coordinating bodies that work directly with GPs, other
primary health care providers, hospitals, and the broader community to increase the
efficiency and effectiveness of health services and improve the coordination of care for
patients moving between different services or providers (Department of Health 2016b).
There are 31 Primary Health Networks across Australia, operating since 2015.

Specialist services

Specialist services support people with specific or complex health conditions and issues,
such as antenatal services for pregnancy, radiotherapy treatment for cancer and mental
health services. Specialist services are generally referred by primary health care providers
and often described as ‘secondary’ health care services. In many cases, a formal referral
is required for an individual to access the recommended specialist service. There are a
range of medical specialists to whom people can be referred—for example, surgeons,
physicians, psychiatrists, obstetricians and gynaecologists, as well as for diagnostic
services such as pathology and imaging.

Hospitals

Hospitals are a crucial part of Australia’s health system, delivering a range of services to
admitted and non-admitted patients (outpatient clinics and emergency department care).
See Chapter 7.7 ‘Overview of hospitals’ for more information on hospitals.

State and territory governments largely own and manage public hospitals—which usually
provide ‘acute care’ for short periods (although some provide longer term care, such

as for some types of rehabilitation). While people needing care for a mental health
problem can access specialised units of general hospitals, a small number of public
psychiatric hospitals specialise in this care and sometimes provide care for long periods
(AIHW 2017a).

41



Australia's health 2018

42

Private hospitals are mainly owned and operated by either for-profit companies or
not-for-profit organisations; they can include day hospitals as well as hospitals providing
overnight care (AIHW 2017a).

Local Hospital Networks are state and territory authorities set up to manage public
hospital services and funding. All public hospitals in Australia are part of a Local Hospital
Network. Currently, there are 136 of these networks in Australia—122 are geographically
based networks and 14 are state-wide or territory-wide networks that may deliver
specialised hospital services across some jurisdictions (AIHW 2017d). ‘Local Hospital
Networks' is the term used nationally; terms used in states and territories for these
networks vary.

Responsibility for the health system

Australia’s health system may be more accurately described as various connected health
systems, rather than one unified system. The Australian Government, state and territory
governments and local governments share responsibility for it, including for its operation,
management and funding. While the overarching framework for the health system is

laid out by government, the private sector also operates and funds some health services.
These include operating private hospitals, pharmacies and many medical practices, as well
as funding through private health insurance.

The structure of the health system has its roots in Australia’s federal system of
government, which initially left the states with primary responsibility for providing health
services, including public hospital services. Changes to the Constitution in 1946 allowed
the Australian Government to become involved in the funding of public hospital services
(Biggs 2003). This resulted in the funding, operational and regulatory arrangements that
exist today between the Australian Government and state and territory governments.

Intergovernmental agreements, such as the National Health Reform Agreement 2011,
have continued to reshape the health system in recent years (Duckett 2017; Glance 2017).
All Australian health ministers are members of the Council of Australian Governments
(COAQG) Health Council—the forum for cooperation on health issues and the health system
(COAG Health Council 2014).

Roles of each level of government

The main roles of each level of government in Australia’s health system are as
described here:

+ The Australian Government is responsible for leading the development of national
health policy, administering Medicare (including funding GP and private medical
services), providing funds to states and territories for public hospital services, providing
oversight of Primary Health Networks, funding medicines through the Pharmaceutical
Benefits Scheme, regulating private health insurance, funding community-controlled
Indigenous primary health care, organising health services for veterans and funding
health and medical research.



+ State and territory governments are responsible for funding and managing public
hospitals, regulating and licensing private hospitals, providing oversight of local health
networks, delivering public community-based and primary health services, delivering
preventive services such as cancer screening and immunisation programs, ambulance
services and health complaints services.

+ Local governments, in some jurisdictions, are responsible for environmental
health-related services such as waste disposal and water fluoridation, community and
home-based health and support services and delivery of health promotion activities.

The three levels of government also share some responsibilities, including education and
training of health professionals, regulation of health workforces, improvements in safety
and quality of health care, and funding of health programs and services (Biggs 2013a;
Duckett & Willcox 2015; PM&C 2014).

Funding arrangements

The complex structure of Australia’s health system is reflected in its funding
arrangements. The health system is funded by all levels of government. Funding also
comes from non-government organisations, private health insurers, and individuals when
they pay for some products and services without full, or with only partial, reimbursement.

In 2015-16, an estimated $170 billion was spent on health in Australia—10% of gross
domestic product (AIHW 2017c). Total government spending accounted for two-thirds
(67%) of health expenditure, and non-government sources funded the remaining
third (33%). Individuals funded 17% of total health expenditure in 2015-16 through
out-of-pocket expenses, mostly on primary health care, dental services and non-
subsidised medicines; private health insurers funded 8.8% (AIHW 2017c).

The Australian Government and state and territory governments funded 41% and 26%
of total health expenditure, respectively (AIHW 2017c). The Australian Government usually
provides the majority of funding for medical services and subsidised medicines. State and
territory governments fund most of the total expenditure for community health services.
Funding of public hospital services is shared between the Australian Government and
state and territory governments. Government spending accounted for most of the

$5.2 billion spent on health research in Australia in 2015-16 (AIHW 2017¢).

Figure 2.1.1 shows the funding sources and responsibilities for the various components
of Australia’s health system. The figure makes it clear that funding of any part of

the system does not necessarily correlate with responsibility for its management or
operation. For example, the Australian Government partially funds public hospitals, but
is not responsible for managing or regulating them; this is the responsibility of state and
territory governments.
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Figure 2.1.1: Health services—responsibility, funding sources and proportion
of expenditure, 2015-16

Responsibility for services
and health services

State and territory governments

Public hospital services

Private providers

Medications
Medical services (referred)
Private hospitals

Medical services (non-referred)

Source
Combined public and M Australian Government
private sector State and territory and local governments
Community and public health Non-government
Dental services
Administration and research
Other health goods and services
Other health practitioners
T T T T T T 1
5) 10 15 20 25 30
Per cent

Note: The figure does not show responsibility, funding sources or proportion of health expenditure for
capital expenditure and medical expenses tax rebate.

Source: AIHW 2017c (Table A6); Table S2.1.1.

See Chapter 2.2 'How much does Australia spend on health care’ for more information on
funding of the health system.

Medicare

Australia’s health system is underpinned by Medicare—a universal public health
insurance scheme. Medicare is funded by the Australian Government through general
taxation revenue and a 2% Medicare levy (ATO 20173; Biggs 2016a). Intergovernmental
agreements for public hospital funding between the Australian Government and state
and territory governments guarantee Medicare cardholders access to fee-free treatment
as public patients in public hospitals (Boxall 2014). Medicare also covers a portion of

the Medicare Benefits Schedule fee for medical services and procedures, and Medicare
cardholders have access to a range of prescription pharmaceuticals subsidised under the
Pharmaceutical Benefits Scheme (Biggs 2016a; Department of Health 2018; DHS 2017a).
See Chapter 7 for more information.

Some medical and allied health services are not subsidised through Medicare. For example,
Medicare does not usually cover costs for ambulance services, most dental examinations
and treatments, physiotherapy and optical aids (such as glasses and contact lenses).



Not everyone in Australia can access Medicare. Currently, it is available only to Australian
and New Zealand citizens, permanent residents in Australia, and people from countries with
reciprocal agreements (DHS 2017b, 2017c). Most people outside these categories have to
pay full fees for health services or take out private health insurance (PrivateHealth 2017c).

Private health insurance

Private health insurance is an option for managing health care expenses. People can
choose the type of cover to buy. The two types of cover available are:

+ hospital cover for some (or all) of the costs of hospital treatment as a private patient

+ general treatment (‘ancillary’ or ‘extras’) cover for some non-medical health services not
covered by Medicare—such as dental, physiotherapy and optical services (Department
of Health 2017d; PrivateHealth 2017d).

As at June 2017, 11.3 million Australians (46% of the population) had some form of private

patient hospital cover, and 13.5 million (55%) had some form of general treatment cover ‘

(APRA 2017). ~
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Private health insurance works in tandem with the publicly funded system. Part of the cost
of hospital admission as a private patient is covered by Medicare (the medical fee) and
part can be covered by insurance (Boxall 2014). A person with private health insurance
can also choose to be treated as a public patient in a public hospital (PrivateHealth 2017e).

The Australian Government offers a means-tested rebate to people who hold private
health insurance; the intent is to reduce pressure on the publicly funded system by
encouraging people to take up private health insurance (PrivateHealth 2017a). Further,
the Medicare levy surcharge is imposed on people who earn above a specified income
threshold and do not have private health insurance (ATO 2017b; PrivateHealth 2017b).

Regulation and consumer protections

The Australian Government and state and territory governments are responsible for
health system regulation. Various regulatory agencies within the system work to ensure
that acceptable standards and quality of care and services are met, and that people

are protected when using health goods and services and when dealing with health
professionals. These objectives align with the Australian Charter of Healthcare Rights
(see Box 2.1.1).

The Australian Government regulates the safety and quality of pharmaceutical and
therapeutic goods and appliances. The Therapeutic Goods Administration is responsible
for regulating therapeutic goods, including prescription medicines, vaccines, sunscreens,
vitamins and minerals, medical devices, blood and blood products (TGA 2017).

State and territory governments manage and administer public hospitals; regulate and
license private hospitals; license pharmacies; and regulate, inspect, license and monitor
health premises (Biggs 2013a). They are also responsible for regulating industries that
affect individual and population/community health, such as the sale and supply of
alcohol and tobacco (AIHW 2016).
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The different levels of government share responsibility for regulating food standards, the
safety and quality of health care, and the health workforce. The Australian Commission on
Safety and Quality in Health Care—established by the Australian Government and state
and territory governments—sets safety and quality standards to improve the quality of
health care in Australia. This includes clinical care standards and national standards in
mental health services (ACSQHC 2017b). See Chapter 7.9 ‘Safety and quality of hospital
care’ for more information.

Box 2.1.1: The right to health and the Australian Charter of Healthcare Rights
The right to health was first included in the preamble to the World Health
Organization Constitution in 1946. It is enshrined in the international human rights
framework, recognising the ‘right of everyone to the enjoyment of the highest
attainable standard of physical and mental health’ (ICESCR 1966). However, the right
to health is not the same as the right to be healthy—it refers to the right to ‘the
enjoyment of a variety of goods, facilities, services and conditions necessary for its
realisation’ (WHO 2008).

The Australian Charter of Healthcare Rights was endorsed by Australian and state
and territory health ministers in 2008 (ACSQHC 2017a). The Charter describes the
key rights of patients and health consumers who seek or receive health services.

It was developed by the Australian Commission on Safety and Quality in Health Care
to support the provision of safe and high-quality health care by educating patients,
families and those working in the health system about their rights to health care.
The seven rights in the Charter apply to anywhere health care is delivered, and
relate to:

+ Access—the right to health care

+ Safety—the right to safe and high-quality care

+ Respect—the right to be shown respect, dignity and consideration

+ Communication—the right to be informed about services, treatment, options and
costs in a clear and open way

+ Participation—the right to be included in decisions and choices about care

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

+ Comment—the right to comment on care and to have concerns dealt with.

The application of the Charter to the health system is informed by three guiding

principles:

(i) theright of everyone to access health care

(i) the commitment of the Australian Government to international agreements
recognising the right to health

(iii) the acknowledgement of and respect for the different cultures and ways of life
in Australian society.

While the Charter is not enforceable, it reflects accepted standards and expectations.

For more information, see <www.safetyandquality.gov.au/national-priorities/
charter-of-healthcare-rights>.



https://www.safetyandquality.gov.au/national-priorities/charter-of-healthcare-rights/
https://www.safetyandquality.gov.au/national-priorities/charter-of-healthcare-rights/

The regulation of the health system includes the registration of health professionals.
The National Registration and Accreditation Scheme was established to ensure that
only suitably trained and qualified health practitioners are registered. The scheme is
implemented by national boards and supported by the Australian Health Practitioner
Regulation Agency (AHPRA). Currently, 14 health professions are covered, including medical
practitioners, nurses, dental practitioners, optometrists, psychologists, pharmacists and
physiotherapists (AHPRA 2015). The scheme aims to protect the public and provide access
to safer health care by regulating health practitioners (AHPRA 2017a). As well, a National
Code of Conduct for non-registered health care workers was approved by the Australian

and state and territory health ministers in 2015 (Department of Health 2016a).

Complaints handling mechanisms play a key role in regulating the health system. State and
territory health complaints organisations handle complaints about health service providers
(individuals and organisations) and work with AHPRA for complaints about registered
health practitioners (AHPRA 2017b). The Office of the Australian Information Commissioner
takes complaints about privacy breaches of health information and data (OAIC 2017). The
Private Health Insurance Ombudsman handles complaints about private health insurers
(Commonwealth Ombudsman 2017). As well, complaints handling mechanisms are
available to people who have been discriminated against in the provision of and/or access
to health services through the various anti-discrimination bodies at both the federal and
state and territory levels.

Health and welfare links

A person'’s health is not isolated from other facets of their life; it is tied to their social,
economic and individual circumstances. In a similar way, the health system is connected
to other sectors, particularly to welfare. Some examples of this nexus between health
and welfare at the service, policy and program levels are the National Disability Insurance
Scheme (NDIS) and child care services.

The NDIS uses an insurance-based model to provide individualised support to people

with disability. It has markedly changed how services are delivered, requiring people to
navigate multiple systems—such as health, disability and housing—and to interact with
various government and non-government personnel. See Chapter 5.4 ‘People with disability’
for more information.

Government policies that seek to influence people’s behaviour or respond to a concern can
also affect health and welfare outcomes. In 2015, concern about low childhood vaccination
rates in some pockets of the country saw the Australian Government implement a ‘No Jab,
No Pay’ policy—to encourage parents to vaccinate their children in order to be eligible for
child care rebates (Klapdor & Grove 2015). In 2017, laws were passed in New South Wales,
Victoria and Queensland, and introduced in South Australia, to give effect to the ‘No Jab,
No Play’ policy, preventing children who have not been vaccinated from attending child
care (NCIRS 2017; SA Parliament 2017). See Chapter 7.2 ‘Immunisation and vaccination’

for more information on vaccination.

Further, there is a recognised association between poorer health outcomes and lower
socioeconomic position, and other forms of disadvantage (ACOSS 2017; Marmot 2016).
For example, people with mental health conditions and those who have experienced family,
domestic or sexual violence are most likely to be clients of specialist housing services
(AIHW 2017b). See Chapter 4.2 ‘Social determinants of health’ for more information.
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Changes and challenges to the
health system

Health systems are not static but adjust and change to accommodate demographic,
social, economic, environmental and technological changes. Challenges currently faced
by the Australian health system include:

« demographic changes and the demand for health services

+ coordinated management of chronic conditions

+ greater availability of and access to health data

+ advances in medical research, science and technology.

This section briefly discusses some of these complex challenges facing the health system.

The 2015 Intergenerational Report: Australia in 2055 presents a complex picture of
Australia’s health care needs over the next 4 decades: changes to the structure of
Australia’s population over this time will have implications for demand for health services
(Department of the Treasury 2015). A greater proportion of the population is projected

to be aged 65 and over by 2054-55, alongside a smaller proportion of traditional working
age (ages 15-64).

With increasing life expectancy and improvements in health, people are more likely

to remain active for longer, and ‘active ageing’ may see older Australians participate

in the workforce and in the community for longer (AIHW 2017e; Department of the
Treasury 2015). However, many health conditions and associated disability become more
common with age, and older Australians are higher users of health services than younger
Australians (AIHW 2016). For example, while people are living longer and healthier lives,
the prevalence of health conditions associated with ageing, such as dementia, is projected
to increase (see Chapter 3.14 ‘Dementia’).

The health system will need to accommodate changes in the demand for health services.
This may mean a demand for different types of health services for a healthier older
population to maintain good health, while continuing to provide support and services for
those affected by health conditions associated with old age (AIHW 2017b, 2017e). These
multiple demands on the health system will require a health workforce that can meet such
diverse needs.

Managing chronic conditions is another challenge to the health system (Duckett 2017;
Productivity Commission 2017) as these conditions represent a substantial burden in
Australia (see Chapter 3.3 ‘Chronic conditions’). The rising prevalence of many chronic
conditions and the growing number of patients with complex comorbidities increase the
demand for flexible, person-centred treatment models. Mental health is an example of a
need for a care model that provides care options of varying intensity to suit people with
differing needs (Biggs 2016b; NMHC 2014).

To tackle this issue, the Australian Government and state and territory governments

are taking a national approach to coordinated care under the National Health Reform
Agreement (COAG Health Council 2016; Productivity Commission 2017). As well, the
Health Care Homes initiative aims to provide better coordination and continuity of care



for patients with chronic and complex conditions through a team of health professionals
who develop a shared care plan for the patient (Department of Health 2017a).
Nonetheless, coordination of care remains a challenge, particularly where patient health
and medical information are not shared between providers (Glance 2017). See Chapter 7.18
‘Coordination of health care’ for more information.

Access to more data and their effective use is important in providing the evidence for
action on, and changes to, health policy, programs and services. Linking different health
information across the health system for use in health care provision presents both
opportunities and challenges. My Health Record is an attempt to improve services to
patients by tackling the problems of information sharing across different sectors. It will
also create the potential for access to far richer health data that can greatly help to deliver
a higher standard of clinical care and coordination. See chapters 2.4 ‘Digital health’; 2.5
‘Secondary use of health information’ for more information.

Advances in medical science, and genomics in particular, have seen a growth in genetic
testing services, including in Australia (Aubusson 2017; Vinkhuyzen & Wray 2017).
Genomic testing has the potential for early diagnosis of a range of health conditions
and diseases, as well as prevention and treatment options for people able access these
services (Amor 2017). Genomic testing services pose many ethical and potentially legal
considerations, including the high cost to consumers, whether the tests actually inform
treatment options, the impact on a healthy person of discovering a predisposition to

a certain disease, privacy issues, and how such information may be used by insurance
companies (Amor 2017; Vinkhuyzen & Wray 2017).

Technological innovations are also having an impact on health and medical services—from
digital health technologies, to the potential use of automated dispensing machines for
medicines (Dickinson 2017), through to medical artificial intelligence for diagnostic testing
(Oakden-Rayner 2017). These technologies may provide efficiencies and improvements for
the health system, but they have implications for patients and the health workforce.

To meet some of these challenges facing the Australian health system, the Australian
Government has invested in medical research and technological innovation through the
Medical Research Future Fund. The fund complements current research and innovation
funding to improve health outcomes (Department of Health 2017c). As well, the Australian
Government is investing in information technology and infrastructure to support the
health system by replacing the IT system used to deliver Medicare payments in order to
improve efficiency and outcomes (Department of Health 2017b).

Other systemic challenges include the rising cost of the health system for governments
and individuals (AIHW 2017¢; Biggs 2013b, 2016b), the ability to respond to emerging
health issues (for example, thunderstorm asthma) (Davies et al. 2017), disparities in
access to health services (Biggs 2016a; Russell 2017) and elective surgery and emergency
department waiting times (Duckett 2017). These challenges are not unique to Australia,
though, and several countries face very similar issues with their health systems.
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What is missing from the picture?

The health system provides necessary health services and supports efforts to improve and
maintain the health of individuals and the population. Two key elements for improving
services and better meeting individual health needs, are understanding their experiences
as patients and consumers of health services, and tracking individual pathways through
the health system. There are still considerable challenges in being able to track patient
experiences and individual pathways through the health system. Data linkage can improve
the understanding of pathways through the health system.

Where do | go for more information?
Individual aspects of the health system are discussed in more detail throughout this report.

More information on primary health is available on the AIHW website at
<www.aihw.gov.au> and <www.myhealthycommunities.gov.au>.

Detailed information on Australian hospitals is available at <www.aihw.gov.au/reports-
statistics/health-welfare-services/hospitals/overview> and <www.myhospitals.gov.au>.

Detailed information on health spending and the health workforce are available at
<www.aihw.gov.au/reports-statistics/health-welfare-overview/health-welfare-expenditure/
overview> and <www.aihw.gov.au/reports-statistics/health-welfare-services/workforce/
overview>, respectively.

More information on health reform, health practitioner registration and Australian
Government health policies is available from the Department of Health website at
<www.health.gov.au>.

More information on health services and health system regulation in states and territories
is available from the various state and territory health department websites.

More information on intergovernmental agreements is available at the COAG Health
Council website at <www.coaghealthcouncil.gov.au>.
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2.2 How much does
Australia spend on
health care?

Health expenditure is money spent on health goods and services. It includes money
spent by governments as well as by individuals and other non-government funders,
such as private health insurers. The money is spent so that health goods and services can
be provided by hospitals, primary health care providers (such as general practitioners),
other health professionals and others.

Trends in health expenditure

Changes in health expenditure occur over time due to a range of factors including
increased population, government policy changes, new technologies, changes in patterns
of care, as well as increases in the costs of health service delivery.

Health expenditure was $170 billion in 2015-16

Total expenditure on health increased each year in real terms (after adjusting for
inflation), from $113 billion in 2006-07 to $170 billion in 2015-16—an annual average rate
of 4.8% (Figure 2.2.1). This growth slowed from 6.2% per annum between 2006-07 and
2011-12, to 3.4% between 2011-12 to 2015-16.

Figure 2.2.1: Total health expenditure, adjusted for inflation, 2006-07 to 2015-16
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Note: Inflation-adjusted prices expressed in terms of 2015-16 prices.
Source: AIHW health expenditure database; Table S2.2.1.



Health expenditure grew faster than population
growth

Between 2006-07 and 2015-16, growth in total health expenditure was greater than the
growth in the population. The population grew by 17% from 20.6 million in 2006-07 to
24.0 million in 2015-16, while total health expenditure (adjusted for inflation) grew by 50%
over the same period. Per capita (per person) health expenditure increased 22% (adjusted
for inflation) over this period, from $5,493 to $7,096—an increase of $1,603 per person
(Figure 2.2.2).

Figure 2.2.2: Health expenditure per person, adjusted for inflation, 2006-07 to

2015-16
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Note: Inflation-adjusted prices expressed in terms of 2015-16 prices.

Source: AIHW health expenditure database; Table S2.2.2.

The proportion of GDP spent on health has increased

The growth in health expenditure was also greater than the growth in the economy as a
whole. Gross domestic product (GDP) had an average annual growth rate of 2.8% between
2006-07 and 2015-16. When expressed as a proportion of GDP, health expenditure grew
from 8.7% of GDP in 2006-07 to 10.3% of GDP in 2015-16 (Figure 2.2.3).
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Figure 2.2.3: Ratio of health expenditure to GDP, 2006-07 to 2015-16
Per cent
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Sources: AIHW health expenditure database; ABS 20173; Table S2.2.3.

The proportion of tax revenue spent on health rose
then fell

Total government health expenditure was equivalent to about 21% of total tax revenue in
2006-07 and 2007-08. Following the global financial crisis, this share increased to 26% in
2009-10, mainly due to a relative drop in tax revenues. The proportion has since remained
around 25-26% (Figure 2.2.4).

Figure 2.2.4: Government health expenditure, as a percentage of taxation
revenue, 2006-07 to 2015-16
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Sources: AIHW health expenditure database; ABS 2017b; Table S2.2.4.

International comparisons

In addition to the National Health Accounts framework the AIHW uses to report
expenditure domestically, data is also prepared using the Organisation for Economic
Co-operation and Development (OECD) System of Health Accounts. This system is used
by OECD member countries to report health expenditure to support international
comparisons between member countries.



Australia’s proportion of health expenditure to GDP
is higher than the OECD average

Using the OECD System of Health Accounts method (OECD, Eurostat & WHO 2011), the
proportion of Australia’s health expenditure to GDP was 9.6% in 2016. The average for all
OECD countries was 9.0% (Figure 2.2.5). The Australian figure is higher than that for New
Zealand (9.2%) and lower than that for the United Kingdom (9.7%) and Canada (10.6%). The
United States was by far the highest spender, with the health sector making up 17.2% of its
GDP in 2016. The System of Health Accounts data are not comparable with the data presented
elsewhere in this article as they do not include the same scope of expenditure.

Figure 2.2.5: Health expenditure as a proportion of GDP, using the OECD
System of Health Accounts, OECD countries and OECD average, 2016
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Source: OECD 2017; Table S2.2.5.

57



Australia's health 2018

58

Where is the money spent?

Health expenditure occurs when money is spent on health goods and services, and
investment in equipment and facilities. This excludes expenditure that might have a
‘health’ outcome, such as education of health practitioners. Recurrent expenditure is the
expenditure on goods and services, such as medicines, medical services, hospital services,
or public health activities. Capital expenditure is the expenditure on fixed assets such as
new buildings.

Hospitals and primary health care account for
three-quarters of total health expenditure

In 2015-16, recurrent health expenditure was $160 billion, and capital expenditure
$10 billion. The two major areas of expenditure in 2015-16 were hospitals ($66 billion)
and primary health care ($59 billion)—together they accounted for 74% of total
expenditure (Figure 2.2.6).

Figure 2.2.6: Proportion of total health expenditure, by broad area of
expenditure, 2015-16
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Sources: AIHW health expenditure database; Table S2.2.6.

Each broad area of expenditure consists of specific components; for example, ‘hospitals’
consists of public and private hospital services. For these specific components, the largest
proportion of expenditure for 2015-16 was for public hospital services ($51 billion),
followed by referred medical services ($18 billion), and private hospitals ($15 billion).
Expenditure on unreferred medical services was $12 billion; both community and public
health (combined), and benefit-paid pharmaceuticals had expenditures of $11 billion; the
expenditure (for each component) on all other medications, dental services, and capital
expenditure was $10 billion; it was $6 billion on other health practitioners; and $4 billion (for
each component) on aids and appliances, and on patient transport services (Figure 2.2.7).



Figure 2.2.7: Total health expenditure, by area of expenditure, 2015-16
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(a) Benefit-paid pharmaceuticals are pharmaceuticals accessed through the Pharmaceutical Benefits
Scheme and Repatriation Pharmaceutical Benefits Scheme.

Source: AIHW health expenditure database; Table S2.2.7.

Who pays for what?

Healthcare in Australia is funded by the Australian Government, state and territory
governments, and non-government entities such as individuals, private health insurers,
third-party insurers and workers compensation. These sources of funds pay for health
care across the health system through various funding arrangements.

Governments funded two-thirds of health expenditure

In 2015-16, governments funded $115 billion of the total health expenditure (67%) with
non-government sources funding the remaining $56 billion (33%).

Of the $115 billion government contribution in 2015-16, the Australian Government
contributed $70 billion (61%), with state and territory governments contributing

$44 billion (39%).

In 2015-16, funding by individuals was $29 billion. This was 53% of the $56 billion in
non-government funding, or 17% of total health expenditure.
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Figure 2.2.8 shows the proportion of total expenditure from each source of funds from
2006-07 to 2015-16. The proportion contributed by the Australian Government was
between 42% and 44% from 2006-07 to 2008-09, and remained steady at 41% from
2012-13, following the introduction of means testing of the private health insurance
rebate in April 2012. The proportion of expenditure from private health insurance funds
was steady at around 7% between 2006-07 and 2011-12, increasing to 9% in 2015-16.
State and territory expenditure was between 25% and 26% from 2006-07 to 2010-11,
and 26% to 27% from 2011-12 to 2015-16. Expenditure by individuals was steady over
the decade, at around 17%. Other non-government expenditure fluctuated between 6%

0
1) and 7% over the decade.
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(a) ‘Other non-government' includes workers’ compensation and third-party insurance.
Source: AIHW health expenditure database; Table S2.2.8.
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Source of funds varies for areas of
expenditure

The funding of different areas of expenditure within the health system is not evenly
distributed between the various sources of funding (Figure 2.2.9). The majority of
expenditure on benefit-paid pharmaceuticals is from the Australian Government. State
and territory government expenditure is the largest component of community and public
health expenditure, while individuals paid for the majority of all other medications.

Figure 2.2.9: Proportion of health expenditure, by source of funds and area of
expenditure, 2015-16
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(a) Benefit-paid pharmaceuticals are pharmaceuticals accessed through the Pharmaceutical Benefits
Scheme and Repatriation Pharmaceutical Benefits Scheme.
(b) ‘Other non-government’ include workers' compensation and third-party insurance.

Source: AIHW health expenditure database; Table S2.2.9.
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Indigenous health expenditure

Indigenous health expenditure per person is more
than for non-Indigenous Australians

The total health expenditure for Aboriginal and Torres Strait Islander Australians

differs from that for non-Indigenous Australians. The estimated health expenditure in
2013-14 for Indigenous Australians was $8,515 per person compared with $6,180 for
non-Indigenous Australians—38% as high. This is not inconsistent with the higher health
needs of Indigenous Australians and the higher cost of delivering services in rural and
remote areas, where a greater proportion of Indigenous Australians live compared with
non-Indigenous Australians (AIHW 2017a, 2017b; SCRGSP 2017). Of the total health
expenditure per person for Indigenous and non-Indigenous Australians, in 2013-14:

+ the Australian Government provided 38% ($3,261) of the health expenditure for
Indigenous and 44% ($2,698) for non-Indigenous Australians

+ state and territory governments provided 39% ($3,329) of the health expenditure for
Indigenous and 24% ($1,508) for non-Indigenous Australians

* non-government sources provided 23% ($1,926) of the health expenditure for
Indigenous and 32% ($1,974) for non-Indigenous Australians (Figure 2.2.10).

Figure 2.2.10: Health expenditure per person, by Indigenous status and source
of funds, 2013-14
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Source: AIHW 2017a; Table S2.2.10.



The distribution of health expenditure across the areas of expenditure for Indigenous
Australians differed from that for non-Indigenous Australians. Figure 2.2.11 shows that
more is spent per person on hospital and community health services for Indigenous
Australians than for non-Indigenous Australians, and less is spent on medications and
medical services for Indigenous Australians than for non-Indigenous Australians.

Figure 2.2.11: Health expenditure per person, by Indigenous status and area
of expenditure, 2013-14

Area of expenditure
Public hospital services
Community health
Medical services
Private hospitals
Medications

Dental services

Indigenous
Patient transport services

B Non-Indigenous
Research
Other health practitioners
Aids and appliances

Public health

Administration

T T T T T T T 1
0 500 1,000 1,500 2,000 2,500 3,000 3,500 4,000
$ per person
Source: AIHW 2017a; Table S2.2.11.

What is the AIHW doing?
The AIHW is undertaking work in the following areas:

+ Improving the compatibility of domestic and international expenditure reporting.
The System of Health Accounts framework has been updated to include items not
currently disaggregated in the current AIHW methodology. Work is continuing to update
reporting to these new methods.

+ Considering new and alternative sources of health expenditure information. The
AIHW reviews the data sources available and methods employed to estimate health
expenditure when necessary. This ensures that the estimates it produces are of a high
quality. New sources of health expenditure data are being investigated for items such
as out-of-pocket expenditure, private prescriptions, and hospital services.
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« Expanding and improving estimations for disease expenditure by developing a formal
method for future use. This will enable detailed analysis of the reasons for expenditure
in certain areas of the health system.

What is missing from the picture?

The health expenditure data collection does not include information from some funding
sources. Health-related costs from the Australian Defence Force or from correctional
and detention facilities are not collected for inclusion in the AIHW health expenditure
database. Data for programs that are self-funded by local governments (such as public
health initiatives funded and run by local authorities or councils) are not included

in the health expenditure database collection. Funding for health care received by
local government authorities from a state or territory government is included in that
jurisdiction’s expenditure. Not all expenditure by non-government organisations is
included, such as initiatives run from private donations to the organisations. Some
payments from the Australian Government are counted as expenditure in the financial
year the payment occurred even if it related to services provided and expenditure
incurred by service providers in earlier years.

Where do | go for more information?

More information on Australian health expenditure and methods is available at
<www.aihw.gov.au/reports-statistics/health-welfare-overview/health-welfare-expenditure/
overview>. The report Health expenditure Australia 2015-16 and other recent publications
are available for free download. Information on international comparisons for each
country is available at <data.oecd.org/healthres/health-spending.htm>.
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2.3 Who s in the health
workforce?

The health workforce in Australia is large and diverse, covering many occupations.
These include health practitioners registered by the Australian Health Practitioner
Regulation Agency (AHPRA) (Box 2.3.1) as well as other health professionals and health
support workers.

Registered health practitioners

Box 2.3.1: Australian Health Practitioner Regulation Agency and the National
Registration and Accreditation Scheme

The AHPRA regulates Australia’s health practitioners in partnership with the National
Registration Boards. The current list of registered health professions are Aboriginal
and Torres Strait Islander Health Practice, Chinese Medicine, Chiropractic, Dental,
Medical, Medical Radiation Practice, Nursing and Midwifery, Occupational Therapy,
Optometry, Osteopathy, Pharmacy, Physiotherapy, Podiatry and Psychology. The
AHPRA intends to start registering Paramedics by the end of 2018 (AHPRA 2017).
See Chapter 2.1 ‘How does Australia’s health system work?' for more information
on health workforce registration.

Source: AHPRA 2017.

The National Health Workforce Dataset shows that nurses and midwives are the largest
group in the registered health workforce—with almost 370,000 registered and more than
315,000 employed in 2016 (Table 2.3.1).

Table 2.3.1: Key workforce statistics and full-time equivalent (FTE) rates for

selected health professions

Nurses
and midwives

Medical
practitioners

Psychologists

Physiotherapists

Dentists

369,790 in 2016

101,070 in 2016

29,163 in 2016

29,591in 2016

16,549 in 2016

Registered N 7.4% from M 10.5% from N 9.1% from M 15.8% from M 6.9% from

344,190 in 2013 91,472in 2013 26,725in 2013 25,545in 2013 15,4791in 2013

315,137 in 2016 91,341in 2016 25,213in 2016 24,255in 2016 14,634 in 2016
Employed N 6.8% from ™ 10.8% from N 9.2% from N 15.2% from 1 8.4% from

295,177 in 2013 82,408 in 2013 23,089in 2013 21,052in 2013 14,634 in 2013
FTE per 1,145in 2016 400in 2016 89in 2016 92in 2016 58in 2016
100,000 ¥ 0.9% from N 4.7% from N 3.5% from N 10.8% from M 3.6% from
people 1,1551in 2013 3821in 2013 86in 2013 83in 2013 56in 2013
Percentage 89% in 2016 41% in 2016 79% in 2016 66% in 2016 41% in 2016
that are aboutthesame A from39%in A from 77% in V from 68% in A from 38% in
women asin 2013—90% 2013 2013 2013 2013

Source: Department of Health National Health Workforce Dataset 2013 and 2016.
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In FTE terms, there were 1,145 FTE nurses and midwives, and 400 FTE medical
practitioners for every 100,000 people in 2016. The number of FTEs for other professions
was much lower, with 89 psychologists, 92 physiotherapists and 58 dentists for every
100,000 people.

In 2015, Australia had more doctors (3.5) and registered nurses (11.5) per 1,000 people
than Canada (2.7 and 9.9, respectively), the United Kingdom (2.8 and 7.9) and

New Zealand (3.0 and 10.3) (OECD 2017a, 2017b).

The age profile of nurses and midwives is changing

The age group profile of nurses and midwives is changing: the size of the middle age
group is decreasing while younger and older age groups are growing. From 2013 to 2016,
the number of employed nurses and midwives aged 20-34 increased by 15,500, or 19%.
The size of the group aged 35-54 fell by 3,500 or 2.1%, and the group aged 55 and over
grew by 11,000, or 15%.

More women are becoming medical practitioners

A larger proportion of medical practitioners entering the workforce are women. In 1997,
43% of employed medical practitioners under the age of 35 were women. This has grown
to around 53% since 2014 (Figure 2.3.1). In 2016, 31% of employed medical specialists
were women, up from 16% in 1997.

Figure 2.3.1: Proportion of employed medical practitioners who are women,
by age, 1997-2016

Per cent

60
50 Under 35

40 -

30 1
20
10 - 55 and over
0 T T T T
1995 2000 2005 2010 2015
Year

Sources: AIHW Medical Labour Force Survey: 1997 to 2009; AIHW National Health Workforce Dataset: 2011
and 2012; Department of Health National Health Workforce Dataset: 2013 to 2016.



Even though the trend is towards more women in the health workforce, medical
practitioners (and dentists) still have a relatively low proportion of women compared

with other health practitioners. In 2016, women represented 41% of medical practitioners
(and dentists) (Table 2.3.1).

Australia has many overseas-trained registered health professionals

Migrant/overseas-trained health workers form a substantial part of the health workforce
in Australia. For example, in 2016, 33% of medical practitioners employed in Australia
received their initial qualification overseas. They make up 31% of employed medical
practitioners in Major cities and 41% of employed medical practitioners in rural and remote
areas of Australia.

Health workers and professions not registered

Many people employed in the health sector work in occupations that are not registered
by the AHPRA, but they play an important role in delivering health services. These
occupations include clerical workers, health information managers, welfare professionals,
service workers, cleaners and gardeners.

In the Australian Bureau of Statistics (ABS) 2016 Census of Population and Housing
(the Census), more than 800,000 people reported working in the health services industry.
Between 2011 and 2016, the number of people employed in health services grew from
674,000 to 801,000 (ABS 2017).

Among the health industry occupations (other than AHPRA registered professions)
identified in the 2016 Census, the largest groups were 69,000 receptionists, 25,000 nursing
support and personal care workers, 21,000 medical technicians, 21,000 dental assistants,
17,000 general clerks and 13,000 ambulance officers and paramedics. There were also
9,000 kitchen hands and 10,000 commercial cleaners, most of whom worked in hospitals.

What is missing from the picture?

The AHPRA does not register all health professionals. There is thus little information on
those professions not required to register. This includes, for example, dietitians, speech
therapists, sonographers, audiologists and social workers.

Where do | go for more information?

More information on registered health professions is available at the AHPRA at
<www.ahpra.gov.au> and workforce data are available via the Department of Health
website at <hwd.health.gov.au>.

Workforce data are sourced from the National Health Workforce Dataset—Australian
Government Department of Health. The workforce data used in this publication were
provided by the AHPRA.
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2.4 Digital health

Digital health is about using technology to collect and share a person'’s health information.
It can be as simple as a person wearing a device to record how much exercise they do
each day, to health care providers sharing clinical notes about an individual.

SNAPSHOT

For individuals, this technology can help people to track and control their own health
information and inform decisions about their health. For health care providers, it can —
support continuity of care; improve interactions between providers and patients; and

improve the effectiveness, efficiency and delivery of services.

This snapshot explains how digital health is being used in Australia, with a focus on
the Australian Government's digital health strategy and online health information
initiative—My Health Record.

Health information can be recorded and shared on a variety of digital devices and
platforms, including general practitioner, hospital and pathology systems; smartphones,
tablets, desktop computers, smartwatches, and social networks. The clear majority of
Australians have access to digital technology. It is estimated that:

+ 86% of households had internet access at home in 2016-17 (ABS 2018)

+ 88% of people aged 18-75 owned or had access to a smartphone in 2017
(Drumm et al. 2017)

+ 78% of adults used the internet to find health-related information in 2015
(Research Australia 2017)

* 96% of general practitioners used computers for clinical purposes in 2014-15
(Britt et al. 2015)

+ 23% of Australians had a My Health Record in March 2018. By the end of 2018, all
Australians will have a My Health Record unless they opt out (ADHA 2017b, 2018).

How digitally connected are we? ®

Digital health in practice

The scope and use of digital health technologies are growing and changing rapidly. This is
enabling real-time information to be available to both patients and their health care providers.
The following initiatives are examples of the growth and benefits of digital health:

* There is growing use of digital systems by Australian health care providers, including
general practices, community pharmacies and public and private hospitals.

+ Electronic health records are associated with improved quality and safety of care in
enhancing clinical decision support and improving handover of care between health
care providers (National E-Health Transition Authority 2015).

+ Cardiac rehabilitation programs (CRPs) are crucial for improving the health of patients
recovering from a heart attack. An Australian CRP delivered through a smartphone
resulted in higher attendance (80% compared with 62%) and higher levels of completion
(80% compared with 47%) than a face-to-face, centre-based CRP (Varnfield et al. 2014).
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+ Medication-prescribing errors are a serious patient safety issue and costly to public
health budgets. An international review found that a change from paper-based ordering
to electronic ordering in intensive care units resulted in an 85% reduction in error rates
for prescription of medications (Prgomet et al. 2016).

Australia’s Digital Health Strategy

In August 2017, all Commonwealth, state and territory health ministers agreed to the
following seven strategic priorities for digital health in Australia:

+ health information is available whenever and wherever it is needed through the
My Health Record

+ every health care provider can communicate with their patients and other health care
providers through secure digital technologies

+ high-quality data with a commonly understood meaning can be used with confidence

+ all prescribers and pharmacists have access to electronic prescribing and dispensing
by 2022

+ maximum use is made of digital technology to improve accessibility, quality, safety,
and efficiency of care

+ all health care professionals can confidently and efficiently use digital health
technologies

+ the digital health industry thrives and delivers world-class innovation (ADHA 2017a).

My Health Record is an online platform for storing a person’s health information, including
their Medicare claims history, hospital discharge information, diagnostic imaging reports,
and details of allergies and medications (ADHA 2017b). The person and their authorised
health care provider(s), can access these details securely at any time (Box 2.4.1).

Box 2.4.1: Case study

Paige was diagnosed with epilepsy as a teenager and lost her hearing after her first
child was born. This is her story:

At one point during my pregnancy | had to keep track of more than 12 obstetric
outpatient hospital visits, 3 neurology appointments, various pathology tests as
well as GP visits. To add to this, my husband and | have five children...It became
increasingly difficult to keep track of everything. My Health Record helps me keep a
single record of my own health information, and the whole family has an individual
My Health Record...Personally, it means my medical history is easily accessible to
manage my health...As a parent, it empowers me to take control and gain visibility
of my family’s health care and make the most informed decisions (ADHA 2017a).

In early 2018, around 23% of Australians had a My Health Record. By the end of 2018,
all Australians will be registered unless they choose to opt out (ADHA 2017b, 2018).
Given this, the Australian Government has built substantial privacy and security
safeguards into the legislation establishing the My Health Record (ADHA 2016). A 2017
consumer-perspective review of My Health Record found that although there are some



concerns about privacy and security, there is sufficient trust in the government to put

systems in place to ensure this (Van Kasteren et al. 2017). See Chapter 2.5 ‘Secondary

use of health information’ for more information on the legal instruments that regulate
sensitive data.

What is missing from the picture?

There are no national data available to allow detailed understanding of the use and
outcomes from the vast range of digital health applications.

Where do | go for more information?

Detailed information on Australia’s National Digital Health Strategy is available at
<www.digitalhealth.gov.au/about-the-agency/publications/australias-national-digital-
health-strategy>.

at <www.myhealthrecord.gov.au>.
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2.5 Secondary use of health
information

Every day, the clear majority of Australians log on to some form of digital technology, such
as a smartphone or a tablet. In 2014-15, 86% of Australian households—including 97% of
those with children under 15—had internet access (ABS 2016). This ‘doorway’ to the digital
world has brought with it unprecedented access to vast volumes of data—including data
on our health and welfare.

Health data relate to information gathered on people’s health (and factors that affect

it) and the health system. These data can be collected from a diverse range of sources,
including the health care system itself, health practitioners, medical research, or
individuals tracking their own health. For example, wearable trackers have been used to
track and increase physical activity (Kaiser et al. 2016) and social media data have been
used to provide early insight into disease outbreaks (Brown 2015).

The amount of health data generated is increasing rapidly. One report estimated that
the global amount of health data being generated grew by 48% every year, and that the
amount of health data is expected to exceed 2,000 exabytes (2 billion terabytes) by the
year 2020 (EMC 2014).

The growth in digital technology and ‘digital health’—the term used when this
technology is used to collect and share a person'’s health information (see Chapter 2.4
‘Digital health’)—has increased the volume of data available for health research. This, in
turn, has increased opportunities for ‘secondary use’ of health data to improve the health
system and the wellbeing of Australians.

What is meant by secondary use?

‘Secondary use’ of data refers to any application of data beyond the reason for which
they were first collected (known as the primary use or purpose). For example, the primary
use of data collected to treat a patient in a hospital is to provide the patient with the care
they need in that hospital episode; a secondary use could be to aggregate patients’ data
to compare hospital performance across Australia.

Secondary use of data presents an enormous opportunity to improve the health
treatment that Australians receive. Health data can be used in this way to monitor and
improve hospital performance—this can include improving flagging facilities (where

this can be done) and identifying top-performing hospitals. Processes and practices of
top-performing health facilities can then be adopted by others, thereby improving quality
of care overall.

However, use of an individual's health data to enable these improvements must be
balanced against the risk to their privacy. Australia has many legal requirements and
systems in place to ensure that privacy is protected.



This article focuses on two aspects of secondary use of health data: the insights that can
be gained from secondary use of administrative data, and how data integration can be
used to gain a deeper and broader view of the health system and the many factors that
affect a person'’s health outcomes. Aspects of privacy protection with the processes that
support these uses are also discussed.

Insights from administrative data

Health care in Australia is delivered by a variety of professionals in many different
settings—from state-of-the-art operating rooms to care provided in a patient's home.
Administrative data can be considered as data collected from running these services and
programs. In the case of health, these cover data from hospitals, health professionals,
pharmacies and allied health care.

Using these data for secondary purposes can help to glean a holistic overview of the
health system and the pathways that individuals take when using health services. For
example, access to the data allows a variety of analyses to be undertaken, including
examining trends in health expenditure, examining patient outcomes from particular
treatments, looking at potential risk factors and determinants of health and disease, and
tracking hospital wait times. Another application of secondary use is identifying, and then
inviting, patients for clinical trials and studies.

Using this vast amount of data has the potential for improvements in the quality and
safety of health care—and in clinical and administrative processes—as well as for better
targeting of resources. Ultimately, the potential is there for a healthier population.

Many of the chapters in this report show the wide application and benefits of secondary
use of data for research purposes.

Data linkage

The value of administrative data increases when individual data sets are linked to provide
a more robust picture of the people using the services and the system. Data linkage and
data integration combine information from two or more data sets to create a new, more
detailed data set that can tell a much more meaningful story than would be possible from
a single data source. This may involve bringing together data from the same source over
different time periods to see the effect of events that have occurred across a person’s

life, or bringing together two different data sets to get a broader understanding of factors
that can affect a person’s health. For example, researchers at the University of New South
Wales are examining the factors that lead to poor outcomes following prescription opioid
use by linking Medicare, pharmaceutical, mortality and cancer data sets (AIHW 2017a).
Bringing these data together will provide researchers with a much more comprehensive
view than if they were to examine each data source individually.

Today's unprecedented volume, diversity and speed of data generation present many
new opportunities for data linkage. As more health data become available, academics,
researchers and organisations such as the AIHW are looking at how data linkage can
provide insights into the health of Australians and the performance of the health system.
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Box 2.5.1 provides two examples of data linkage projects which have enabled better
responses to health problems.

The AIHW is one of a small number of accredited integrating authorities in Australia—the
others include the Australian Bureau of Statistics and the Australian Institute of Family
Studies (NSS 2014). These organisations can undertake high-risk data integration projects
using Commonwealth data as they have strict privacy and confidentiality controls in place.
There are also state-based data linkage units that link state and territory data for research
purposes. These units, along with the AIHW, are members of the Population Health
Research Network, a collaboration to build data linkage infrastructure at the national level
(Productivity Commission 2017).

Box 2.5.1: Data linkage—two case studies

In 2017, the AIHW first published a report providing new insight into suicide
among contemporary Australian Defence Force (ADF) personnel (with at least 1
day of service since 1 January 2001). The study constructed a data set by linking
ADF personnel administrative data and the National Death Index. This linked data
set was then supplemented by information on confirmed suicide deaths from

the Defence Suicide Database and cause of death information from the National
Mortality Database. This linkage allowed the AIHW to identify characteristics of the
contemporary ex-serving population associated with suicide risk (see Chapter 5.6
‘Veterans'). Following from this, the AIHW and the Department of Veterans' Affairs
have now begun a 3-year partnership to monitor veteran suicide rates and develop
a comprehensive profile of the health and welfare of Australian veterans and their
families to understand their current situation and future needs (AIHW 2017b).

Researchers from the University of South Australia, the University of Adelaide and
the Flinders Centre for Innovation used data linkage to uncover important insights
into colorectal cancer treatment patterns. The researchers linked data from the
South Australia Cancer Registry to hospital and radiotherapy data. The Population
Health Research Network carried out the linkage, ensuring that the researchers
themselves did not access any information that could identify individuals. The study
found that recommended treatments were less likely to be performed on people
who were older, who lived in rural areas or who had severe or multiple diseases.
This information promises to improve outcomes by highlighting a segment of the
population that can be targeted to ensure that they receive the recommended
treatment for colorectal cancer (Beckmann et al. 2014).

Programs such as the Data Integration Partnership for Australia are developing ways

to efficiently derive the most societal benefit from new linkage opportunities, while
maintaining the consideration and protection given to privacy. The program brings
together agencies from across the Australian Government to work together on data
integration projects that will better indicate how factors that influence health and welfare
affect outcomes for Australians.



Taking a person-centred approach to data

The increasing availability of digital data comes with a community expectation that
public data will be used to improve outcomes for Australian people. There is now
growing interest in person-centred data—a model that focuses on the individual and
recognises that the various aspects of a person’s life interact, and are influenced by,
their own specific circumstances. For example, a person’s health outcomes are affected
by multiple influences, including their genetic make-up; where they live; their housing
and employment; how much they earn; and a multitude of other biological, lifestyle,
socioeconomic, societal and environmental factors.

Privacy, security and current protections

Governments, organisations and individuals now have unprecedented access to a
growing volume of digital data. The ever-increasing delivery of faster, high-quality,

useable information comes with the obligation that public data are held securely, and that
individual privacy is protected. The Productivity Commission'’s Inquiry on data availability
and use suggests that, on the whole, people are willing to make their information available,
but this willingness is conditional. The public needs to trust how data are handled; they
also need to feel that they have some control over how they will be used and who will

use them, and to see (and ideally directly benefit from) the potential value of this use
(Productivity Commission 2017).

A 2017 survey showed that 93% of Australians support using medical records for research.
As well, more than 95% of survey respondents had moderate, high or very high trust that
researchers would use health data responsibly (Research Australia 2017).

Australia has many legislative arrangements to protect individual privacy. These protections
ensure that the privacy of individuals is respected, while ensuring that data are available to
use for public benefit, particularly in health research. The Privacy Act 1988 (Cwlth) recognises
that it is often impractical or impossible for researchers to obtain people’s consent for the
use of their data in specific research projects. As such, a set of guidelines produced by the
Privacy Commissioner must be followed by any researcher approved to use health data
without patient consent. These guidelines also assist human research ethics committees in
deciding whether research projects should be approved (OAIC n.d.).

Commonwealth Integrating Authorities adhere to strict protections and data standards
when creating linked data sets. At the AIHW, an Ethics Committee reviews each linkage
project to ensure that it complies with applicable legislation and individual privacy
guidelines. As well, many research data sets are adjusted before release to researchers
to reduce the risk of disclosure of personal information. These adjustment processes can
include de-identification, where information that would identify individuals is removed to
protect an individual's privacy.

(a\]
—
[}
-
o
T
<
(9]

75



Australia's health 2018

76

Further privacy protection is ensured by adhering to the ‘separation principle’. This
principle, which is embedded in the processes of all integrating authorities, requires that
directly identifiable information (for example, names, addresses) and content data (for
example, instances of services used) are kept separately. This means that the people able
to identify subjects of the data are not able to learn any information about them, further
minimising any risk to people’'s privacy.

Other codes and guidelines ensure research integrity and the protection of privacy.

The Australian Code for the Responsible Conduct of Research provides a framework for
institutions engaged in research to develop appropriate procedures and codes of conduct
(NHMRC 2016). The National Statement on Ethical Conduct in Human Research contains
guidelines used by researchers and ethics committees. These guidelines cover areas such
as ethical review, risk management, patient consent and lines of responsibility (NHMRC 2013).

Where to from here?

Technology—in particular, digital technology—has had a huge impact on data generation,
access and availability. The increasing opportunities for secondary use of data promise
that Australians' health can be improved through the appropriate use of high-quality,
useable information from new and existing sources. Two of the biggest influences on the
future of secondary use of health data will be the growth in data availability and the trend
towards ‘open data’. These trends come with increased risks to privacy and steps need to
be taken to ensure privacy protections keep pace with technological advances.

More health data available

The increased use of technology in providing health care is one of the biggest drivers
behind the growth in health data. Electronic patient medical records, such as the
Australian Government's My Health Record, are ‘one of the most visible aspects of the
increasing proliferation of data in health care’ (Stanford Medicine 2017:14). The My Health
Record is a secure online summary that combines health data from multiple sources (see
Chapter 2.4 ‘Digital health’). By the end of 2018, every Australian who has not opted out of
the program will receive their own My Health Record (ADHA 2018).

While the primary use of My Health Record is to store and make available individuals’
medical information, it also provides a rich opportunity for secondary use of data. At

the time of writing, there have been no secondary uses of these data. However, the
Framework to guide the secondary use of My Health Record system data was released
and the AIHW was appointed to manage and release My Health Record data for secondary
purposes (Department of Health 2018).

Further to this, the all-encompassing presence of technology in our daily lives—wearing
pedometers and heart rate monitors on our wrists, and tracking our exercise from
smartphones—means that the potential for data provision and use is expanding rapidly.
The share of global health data taken up by connected devices is expected to more than
double between 2016 and 2020 (EMC 2014). Patient monitors and video cameras are
examples of these connected devices—they are components of the so-called ‘Internet of
Things'. The data generated by these devices offer a rich opportunity for secondary uses.



Open data

As more data become available, greater access—particularly to person-centred data—wiill
continue to unlock added value from these data assets. Open data are used to describe
data sources that have little to no restrictions on their access and use. However, due to
the sensitivity and personal nature of many types of health data, most individual-level
health data will not be open and must be treated with appropriate respect for an
individual's privacy. In practice, there are still many open data sources relevant to health
research; for example, data bases on the weather are relevant to researching seasonal
illnesses such as influenza.

There has been a push for increasing access to government data and the availability

of open data resources. Technological developments can enable personal health
information, such as that collected by mobile devices, to be combined with open data
sources to provide more relevant real-time data to users, practitioners and researchers.
Where health data sources are not classified as open data, de-identified views and
extracts may be prepared to be compatible with a wider variety of future uses.

Challenges ahead

The opportunities presented by the increasing availability and scope of health data

are enormous, but there are also challenges. As this article has stated, one of the main
challenges is how to ensure that potential gains of data sharing and secondary use do not
impinge on the privacy of individuals.

The variety of different types of information poses a challenge when it comes to the use
of the data. Secondary use of administrative and other data sets can be very insightful,
given their reach and scope, but these data also have limitations. Examples of limitations
can include poor documentation, small numbers of data items, and uncertainty about the
quality of information (Jorm 2015). Assuring that health data collections are inter-operable
ensures that the technical challenges inherent in using research data are minimised, and
that the promise of secondary data use can be realised.

What is missing from the picture?

While the potential benefit from secondary use of health information is great, it is
dependent on an understanding of the health information landscape. This requires
knowledge of what health data are currently collected, where gaps and overlaps exist
and the priority areas for researchers and policy makers. There is currently no holistic
approach to implementing a national health information strategy. A coordinated,
strategic approach to identify gaps, overlaps and priorities would further enhance the
use of national health data assets.

Where do | go for more information?

More information on AIHW, what we do, our privacy policy and our data governance

is available at <www.aihw.gov.au/about-us>.

The Framework to guide the secondary use My Health Record system data is available at
<www.health.gov.au/internet/main/publishing.nsf/Content/eHealth-framework>.
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3.0 Overview

Most Australians are affected by ill health at some point in their life. For some, the effects
of the illness or injury will be short term; for others, they can be long lasting and have a
severe impact on their quality of life. This chapter provides information on the leading
causes of ill health in Australia, including cancer, cardiovascular disease mental health
conditions and musculoskeletal conditions. It also features specific diseases and injuries
that are important for subsets of the population: mesothelioma; eating disorders; family,
domestic and sexual violence; opioid harm; and communicable diseases. This overview
highlights some, but not all, causes of ill health presented in this chapter.

Burden of disease analysis is one way to measure the impact of different diseases or
injuries on a population. It combines the burden of living with ill health and the burden

of dying prematurely. For all ages combined, the leading cause of total disease burden

in Australia in 2011 was coronary heart disease, followed by lung cancer for males and
other musculoskeletal conditions for females. The leading causes differ across age groups,
reflecting that people experience different health problems at different stages of their

life. For example, for children aged 5-14, the top 3 causes of total disease burden were
asthma, anxiety disorders and depressive disorders; for Australians aged 85-94, they were
coronary heart disease, dementia and stroke.

Cause of death information is another way to identify leading causes of ill health in a
population. In 2016, coronary heart disease was the leading cause of death in Australia
for males, and dementia and Alzheimer disease for females. The leading causes of death
also differ across age groups. In general, external causes such as land transport accidents,
suicide and accidental poisoning are more prominent among people aged 15-44, while
chronic conditions are more prominent among people aged 45 and over.

Most illness and deaths in Australia are caused by chronic conditions. Chronic conditions
can place a high burden on individuals, their families and carers, and the health system.
It is estimated that 1 in 2 (50%) Australians have at least one of 8 selected common
chronic conditions: arthritis, asthma, back pain and problems, cancer, cardiovascular
disease, chronic obstructive pulmonary disease, diabetes, and mental health conditions.
Collectively, these conditions accounted for 61% of the total disease burden in 2011 and
contributed to 87% of deaths in 2015.

Cancer is a diverse group of several hundred diseases; collectively, cancer is the greatest
cause of disease burden in Australia, accounting for around one-fifth (19%) of the total
disease burden. It is estimated that about 380 people will be diagnosed with cancer and
133 people will die from cancer every day this year—that is about 138,300 new cases and
48,600 deaths in 2018. The most commonly diagnosed cancers in 2018 will be prostate
cancer for males and breast cancer for females. Mesothelioma has the lowest 5-year
relative survival of all cancer types at 6.4%. The main cause of mesothelioma is exposure
to asbestos, and Australia has one of the highest rates of mesothelioma incidence in

the world.



Coronary heart disease is the leading specific cause of total burden of disease in
Australia, accounting for 7.7% of the total disease burden. It affects about 1 in 30 adults
(3.3%, 645,000 people), and 1 in 6 people aged 75 and over. Every day in Australia, about
170 people aged 25 and over experience an acute coronary event (a heart attack or
unstable angina).

Diabetes is an area of health concern for Australia. Prevalence of the disease has tripled
over the last 25 years, and 6.1% of the adult population (1.2 million people) self-report
having diabetes. Death rates for people with diabetes are almost double those for the
general Australian population.

Two common chronic conditions are musculoskeletal conditions and chronic respiratory
conditions—each of which affects around 1 in 3 Australians. Nearly 6.9 million Australians
have musculoskeletal conditions such as arthritis, back pain and osteoporosis and about
7 million Australians are affected by chronic respiratory conditions such as hay fever

and asthma.

Almost half (45%) of Australians 16-85 will experience a mental disorder such as
depression, anxiety or substance use disorder at some stage in their life; an estimated
20% of adult population and 14% of children and young people experienced a mental
health disorder in the past 12 months. Eating disorders are a group of mental illness
which affect anywhere from 4-16% of the population. Eating disorders were the 10th .
leading cause of non-fatal disease burden for females aged 15-44 years in 2011, and
are of particular concern for younger females. ™M
o
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Dementia is a growing challenge for Australia as the population ages and life expectancy
increases. In 2018, 376,000 Australians will have dementia and 61% of people with
dementia will be female. In 2016, dementia replaced heart disease as the leading
underlying cause of death for females and remained the third leading cause of death
for males.

Family, domestic and sexual violence causes more illness, disability and premature death
for women aged 25-44 than any other risk factor. Exposure to intimate partner violence is
linked to depressive and anxiety disorders, early pregnancy loss, homicide and violence,
suicide and self-inflicted injuries, alcohol use disorders, and children born prematurely or
with low birthweight. One in 6 (17%, or 1.6 million) Australian women have experienced
physical or sexual violence by a current or former cohabiting partner, since the age of 15.
Serious cases can end in hospitalisation or death.

The use and misuse of opioid drugs can result in overdose and physical harm. Australian
statistics show recent increases in opioid-related poisonings, overdoses and deaths—
between 2007 and 2016, there was an 89% increase in drug-induced deaths involving
opioids, and between 2011-12 and 2015-16, opioid-related hospitalisations increased
by 12%.
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3.1 Burden of disease across
the life stages

People experience different health problems at different times of their lives—from infancy
and childhood through to old age. Hence, they have different health needs at different

life stages. This snapshot presents the leading causes of total burden at each life stage.
Life stages are broadly divided into infants, children and young people (aged 0-24),
working-age adults (aged 25-74) and older people (aged 75 and over).

Burden of disease analysis is useful to measure the impact of different diseases or injuries
on a population. It combines the burden of living with ill health (non-fatal burden) with
the burden of dying prematurely (fatal burden). See Box 4.4.1 in Chapter 4.4

‘Contribution of selected risk factors to burden of disease’ for an explanation of burden

of disease analysis.

Disability-adjusted life years (DALYs) is a summary measure of disease burden. One DALY
is 1 year of ‘healthy life’ lost due to illness and/or death—the more DALYs associated with
a disease or injury, the greater the burden of that disease.

In 2011, 4.5 million DALYs were lost due to illness or premature death.

For all ages combined, the leading cause of total burden was coronary heart disease,
at 7.7% of total burden, followed by lung cancer for males and other musculoskeletal
conditions for females (Figure 3.1.1).

Figure 3.1.1: Leading causes of total burden, by sex, 2011
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COPD = chronic obstructive pulmonary disease.

Source: Australian Burden of Disease Study 2011; Table S3.1.1.



Infants, children and young people
(aged 0-24)

Infant and congenital conditions accounted for most of the burden in children aged

under 5; the 5 leading causes of burden in this age group were all from this disease group
(Figure 3.1.2). Nearly three-quarters (72%) of the total burden in this age group were
experienced by infants. Among children aged 1-4, other mental disorders (for example,
sleep disorders and separation anxiety), asthma and other gastrointestinal infections were
the causes contributing the most burden.

Among children aged 5-14, asthma was the leading cause of burden, closely followed by
anxiety disorders (Figure 3.1.2). The 5 leading causes of burden in this age group were
either mental and substance abuse disorders or respiratory diseases. While asthma and
anxiety disorders were the leading 2 causes of burden among boys aged 5-14, this order
was reversed among girls in this age group (Supplementary Table S3.1.1). Dental caries
also featured in the 10 leading causes of burden among children aged 5-14, reflecting the
importance of oral and dental health.

Suicide and self-inflicted injuries and anxiety disorders were the leading causes of

burden in young people aged 15-24 (Figure 3.1.2). Among young males, suicide and

self-inflicted injuries was the leading cause of burden, followed by alcohol use disorders ‘

(Supplementary Table S3.1.1). Among young females, anxiety and depressive disorders "

were the leading 2 causes of burden. “
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Figure 3.1.2: Leading causes of total burden among people aged 0-24, by age, 2011
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Source: Australian Burden of Disease Study 2011; Table S3.1.1.
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Working-age adults (aged 25-74)

Young working-age adults (25-44) experience anxiety disorders as the leading cause of
burden, with back pain and problems a close second (Figure 3.1.3). While suicide and
self-inflicted injuries is ranked third among leading causes of burden in this age group,

it continues to be the leading cause among men aged 25-44 (Supplementary Table S3.1.1).

Coronary heart disease is the leading cause of burden in adults aged 45-64 and

persists as the leading cause for all but the oldest age group (figures 3.1.3, 3.1.4). Other
musculoskeletal conditions and back pain and problems round out the top 3 causes of
burden in this age group. Coronary heart disease is a far greater health problem for men
in this age group than for women: men experienced nearly 4 times the burden due to
this disease (76,900 DALYs for men compared with 19,500 DALYs for women). The leading
cause of disease burden for women aged 45-64 was other musculoskeletal conditions,
followed by breast cancer (Supplementary Table S3.1.1).

The older working-age population (aged 65-74) experienced an increasing burden from
coronary heart disease (Figure 3.1.3). Chronic conditions such as lung cancer, chronic
obstructive pulmonary disease (COPD) and other musculoskeletal conditions made up
the top 5.

Figure 3.1.3: Leading causes of total burden among people aged 25-74,
by age, 2011
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Source: Australian Burden of Disease Study 2011; Table S3.1.1.



Older people (aged 75 and over)

The burden from coronary heart disease was highest among older people aged 75-84
(88,050 DALYs; Figure 3.1.4). Dementia was the second leading cause of burden, followed
by COPD, stroke and lung cancer. These diseases are also the 5 leading causes of death in
Australia (see Chapter 3.2 ‘Leading causes of death’).

Dementia is more prominent among older people aged 85-94 (Figure 3.1.4). While
coronary heart disease is the leading cause of burden in this age group, dementia is a close
second, and is the leading cause among women aged 85-94 (Supplementary Table S3.1.1).
Stroke is the third leading cause of burden in this age group, among both men and women.
The leading causes of burden among very old people (aged 95 and over) includes chronic
conditions (dementia, coronary heart disease and stroke; Figure 3.1.4). The top 5 also include
infections and injuries, which can be more hazardous to a person’s health in older age.

Figure 3.1.4: Leading causes of total burden among people aged 75 and over,
by age, 2011
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COPD = chronic obstructive pulmonary disease.
Source: Australian Burden of Disease Study 2011; Table S3.1.1.

What is missing from the picture?

The Australian Burden of Disease Study 2011 is based on the best available data, and
applies methods suited to the Australian context. Yet, there are some limitations to
burden of disease analysis, including methods and available data. See Australion Burden
of Disease Study: impact and causes of illness and death in Australia 2011 for a more detailed
discussion of these limitations.

Where do | go for more information?

More information on the Australian Burden of Disease Study is available at <www.aihw.
gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-disease/overview>.

The report Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2077 and other recent releases are available for free download.

87


https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-illness-and-death-in-australia-2011/contents/highlights
https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-illness-and-death-in-australia-2011/contents/highlights
https://www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-disease/overview
https://www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-disease/overview
https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-illness-and-death-in-australia-2011/contents/highlights
https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-illness-and-death-in-australia-2011/contents/highlights

SNAPSHOT

Australia's health 2018 |

88

3.2 Leading causes of death

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 (Box 3.2.1).

Box 3.2.1: 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 Australia?

There were 158,500 deaths in Australia in 2016 (81,900 males; 76,600 females).
The age-standardised death rate for males was 1.4 times as high as for females
(637 per 100,000 males and 448 per 100,000 females).

Death rates generally increase with increasing age. However, the death rates among
males aged 15-29 are more than twice as high as for females of the same age; specifically,
for men aged 20-24, the death rate is 2.6 times as high as for women of the same age.

The leading cause of death for males was coronary heart disease, accounting for 10,870
(13%) deaths. Dementia and Alzheimer disease was the leading cause of death for
females, accounting for 8,447 (11%) deaths, closely followed by coronary heart disease
(8,207; 11% 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 in 2016 for males and females of all ages combined

(Figure 3.2.1).




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
and Alzheimer disease.

Figure 3.2.1 Leading causes of death, by sex, 2016

1 Coronary heart disease

2 Dementia and Alzheimer disease 4,679
3 Cerebrovascular disease 4,239
4 Lung cancer 5,023

5 Chronic obstructive pulmonary disease 3,903

Note: Leading causes of death are based on underlying causes of death and classified using an AIHW-modified
version of Becker et al. 2006.

Source: National Mortality Database; Table S3.2.1.

Leading causes of death by age

As well as differences by sex, the leading causes of death also vary by age. Chronic
conditions feature more prominently among people aged 45 and over, while the leading
causes of death among people aged 1-44 are external causes, such as accidents and
suicides (Figure 3.2.2).

Among infants, perinatal and congenital conditions caused most deaths (77% of deaths).

Land transport accidents were the most common cause of death among children aged
1-14 (12%). Suicide was the leading cause of death among people aged 15-24 (34%),
followed by land transport accidents (21%). For people aged 25-44, it was also suicide
(21%), followed by accidental poisoning (12%).

Coronary heart disease was the leading cause of death for people aged 45-64, followed
by lung cancer. For people aged 65-74, it was also lung cancer followed by coronary heart
disease. Dementia and Alzheimer disease was the second leading cause of death among
people aged 75 and over, behind coronary heart disease.
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Figure 3.2.2: Leading causes of death, by age group, 2014-2016

Age group 1st 2nd 3rd 4th 5th
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Note: ‘Other ill-defined causes’ include the following codes: Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified (ICD-10 codes R00-R99, excluding R95: SIDS; Cardiac arrest,
unspecified (146.9); Respiratory failure of newborn (P28.5); Other unspecified convulsions (R56.8). AIHW
General Record of Incidence of Mortality (GRIM) books are available for selected leading causes of death.

Source: National Mortality Database; Table S3.2.2.

Have leading causes of death changed
over time?

In Australia, mortality rates have continued to decline since at least the early 1900s.
The age-standardised death rate fell by 69% between 1910 and 2015 for males, and by
73% for females. The leading causes of death in the early 1900s were diseases of the
circulatory system.

The 10 leading causes of death in 2016 were generally the same as in 2006, albeit with
different rankings (Figure 3.2.3).

+ For males, coronary heart disease was the leading cause of death in both these years,
accounting for 18% of deaths in 2006 and 13% in 2016. Though it was the leading cause
of death in both years, the death rate from coronary heart disease fell substantially
over the decade. The largest change in leading causes of death for males from 2006
to 2016 was the rise of dementia and Alzheimer disease, from seventh to third place.
Diabetes and suicide also rose in rank over this period.

« For females, coronary heart disease, cerebrovascular disease, breast cancer and
heart failure fell in rank from 2006 to 2016. On the other hand, there were notable


https://www.aihw.gov.au/reports/life-expectancy-death/grim-books
https://www.aihw.gov.au/reports/life-expectancy-death/grim-books

increases—for dementia and Alzheimer disease (from third to first place) and for COPD

(from sixth to fifth place). Cancer of unknown or ill-defined primary site moved out of
the 10 leading causes of death for females in 2006 and was replaced by influenza and
pneumonia in 2016.

Figure 3.2.3: Leading causes of death, by sex, 2006 and 2016
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2006

Leading causes of death, males
Coronary heart disease

Lung cancer

Cerebrovascular disease

Prostate cancer

COPD:

Colorectal cancer

Dementia and Alzheimer disease
Cancer of unknown or ill-defined primary site
Diabetes

Suicide

Leading causes of death, females
Coronary heart disease
Cerebrovascular disease

Dementia and Alzheimer disease
Lung cancer

Breast cancer

COoPD

Cancer of unknown or ill-defined primary site
Diabetes

Heart failure

Colorectal cancer
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2016

Leading causes of death, males
Coronary heart disease

Lung cancer

Dementia and Alzheimer disease
Cerebrovascular disease

COoPD

Prostate cancer

Diabetes

Colorectal cancer

Suicide

Cancer of unknown or ill-defined primary site

Leading causes of death, females
Dementia and Alzheimer disease
Coronary heart disease
Cerebrovascular disease

Lung cancer

\<COPD
-==" Breast cancer
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Diabetes

Colorectal cancer
Influenza and pneumonia
Heart failure

Male deaths (%)
183
6.1
57/
5.2
4.8
4.0
31
3.0
2.6
215}

Female deaths (%)
11.0
10.7

8.1
4.4
4.3
3.9
2.9
2.6
2.5
2.5

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 2016 are based on the preliminary version of cause of death data and are subject to further
revision by the Australian Bureau of Statistics.

3. Coloured lines link the leading causes of death in 2006 with those in 2016: a blue line means that the
ranking of the cause of death remained the same in 2016 as in 2006; a green line, that the ranking of the
cause of death rose compared with that in 2006; and a red line, that the ranking of the cause of death in
2016 decreased compared with that in 2006.

Source: National Mortality Database; Table S3.2.3.

Do the leading causes of death vary
among population groups?

Leading causes of death differ among population groups. This may be driven by variations

in the population characteristics, causes of death at different ages, the prevalence of
illness and risk factors, and access to health services. For example, mortality rates in
Remote and Very remote areas are higher than in Major cities. These disparities can be
amplified by higher rates of illness among Aboriginal and Torres Strait Islander people,
who make up a greater proportion of the population in more remote areas.
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Indigenous Australians

In 2012-2016, the 5 leading causes of death for Indigenous Australians were coronary
heart disease, diabetes, COPD, lung cancer and suicide.

For Indigenous Australians, the age-standardised mortality rate for diabetes was
almost 6 times as high as for non-Indigenous Australians (64 compared with

11 deaths per 100,000 population). For COPD, it was 3 times as high (52 compared with
17 deaths per 100,000).

Remoteness areas

Coronary heart disease was the leading cause of death across all areas (cities, regional
and remote areas) in 2011-2015; in Very remote areas, the age-standardised mortality
rate was 1.7 times as high as in Major cities.

Diabetes was the second leading cause of death in Very remote areas and the seventh
in Major cities—the age-standardised mortality rate was almost 4 times as high in
Very remote areas as in Major cities.

Socioeconomic areas

The five leading causes of death (see Figure 3.2.1) were common in all five
socioeconomic areas in 2011-2015.

For people living in the lowest socioeconomic area, age-standardised mortality rates
for diabetes, COPD, lung cancer and suicide were about twice as high as for people
living in the highest socioeconomic area.

Mortality data for 2016 by remoteness area and socioeconomic area were not available
at the time of writing.

What is missing from the picture?

Socioeconomic factors such as highest level of education achieved and main occupation
are known to be associated with mortality and particular causes of death. These
individual measures are not collected in Australian deaths data. However, analysis of
such factors is possible with linked health data.

Deaths information is not the only measure of impact of disease in a population.
Burden of disease analyses, for example, measure both the impact of living with
disease and injury and dying prematurely (see Chapter 3.1 ‘Burden of disease across
the life stages’).



Where do | go for more information?

More information on deaths and leading causes of death in Australia—including the
General Incidence of Mortality (GRIM) books and Mortality Over Regions and Time
(MORT) books—is available on the AIHW website at <www.aihw.gov.au/reports-statistics/
health-conditions-disability-deaths/life-expectancy-deaths/overview>.

The annual Australian Bureau of Statistics publications Deaths, Australia, 2016 (ABS 2017b)
and Causes of death, Australia, 2016 (ABS 2017a) also provide the latest information on
mortality in Australia.

Data visualisation on the burden of disease provides data on the years of life lost and
number of deaths by diseases and is available at <www.aihw.gov.au/reports-statistics/
health-conditions-disability-deaths/burden-of-disease/overview>.
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3.3 Chronic conditions

Chronic conditions are a substantial global, national and individual health issue,
contributing to both premature mortality and morbidity. Globally, they are leading causes
of disease burden, responsible for around 70% of deaths worldwide (WHO 2017a).
Nationally, rates of chronic conditions and their associated risk factors are increasing; this
has a heavy impact on the Australian health care system. At an individual level, Australians
diagnosed with one or more chronic conditions often have complex health needs, die
prematurely and have poorer overall quality of life.
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Chronic conditions are generally long-lasting and, given Australia’s ageing population, their
treatment and management are needed for longer periods of an individual's life.

The term ‘chronic condition’ refers to a wide range of conditions, illnesses and diseases,
which are detailed in Box 3.3.1.

Australia's health 2018

Box 3.3.1: Definitions for chronic conditions

Defining chronic conditions is complex as the term covers a number of broad health
and disease and management concepts.

Chronic conditions are generally characterised by their long-lasting and
persistent effects. 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. They are also called non-communicable diseases or long-term
conditions and are referred to as such in data sources cited in this article.

The most common chronic conditions include cardiovascular disease (such as
coronary heart disease and stroke), cancer (such as breast and colorectal cancer),
chronic respiratory conditions (such as chronic obstructive pulmonary disease

and asthma), chronic musculoskeletal conditions (such as arthritis and back pain),
diabetes, and mental health conditions (such as depression). Based on self-reported
survey data, almost 1 in 5 (18%) Australians had cardiovascular disease, 18%

had mental health conditions and 16% had back pain and problems in 2014-15.
Prevalence of chronic conditions also varied by age—mental health conditions and
asthma were more common in people aged under 45, while cardiovascular disease
and arthritis were more common in older age groups (ABS 2015).

In the broadest sense, chronic conditions include infectious diseases that persist
in the long term (sometimes for life), such as chronic hepatitis B and human
immunodeficiency virus (HIV), congenital disorders such as spina bifida, genetic
disorders such as cystic fibrosis and other conditions, and disorders or disability
stemming from injury such as limb amputation.

Chronic condition comorbidity (or multimorbidity) is the presence of two or more
chronic conditions at the same time. Around 1 in 4 (23%) Australians had two or
more chronic conditions in 2014-15 (ABS 2015). Comorbidity was the focus of a
feature article in Australia’s health 2016, based largely on data from the Australian
Bureau of Statistics 2014-15 National Health Survey; it is a good baseline reference
for this subject (see section ‘Where do | go for more information?’).
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This article summarises the increasing global, Australian and individual burden of chronic

conditions, describes interventions aiming to combat this trend and provides the context
for condition-specific information presented elsewhere in this chapter.

Global picture and trends

Non-communicable (chronic) disease is a global health problem. The burden of chronic
disease exceeds that of communicable (infectious) disease and deaths from chronic
disease disproportionately affect lower income countries and populations, threatening
sustainable development (WHO 2017a, 2017b).

Disease burden or impact can be measured by the disability-adjusted life year (DALY),

equivalent to a single year of ‘healthy’ life lost due to illness and/or death (see

Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’). Data from the

Global Burden of Disease Study 2016 show that the share of the total global DALYs due

to non-communicable disease has:

* increased steadily globally (from 44% in 1990 to 61% in 2016), while the proportion
attributable to communicable (infectious) disease fell (from 34% to 21%)

+ remained steady in Australia at around 84-88% (compared with 2.2-2.4% for
communicable disease and 8.8-11% for injury) (Figure 3.3.1).

In lower income countries, the increase in the relative burden from non-communicable

disease and the decrease in communicable disease burden is occurring more rapidly

than in high-income countries (including Australia). While this shift in the distribution of

the disease burden toward non-communicable disease is seen globally, there are some

regions where communicable disease is still a major health issue.

Figure 3.3.1: Burden of communicable disease, injury, maternal and neonatal
conditions and non-communicable disease, (a) globally and (b) in Australia,
1990, 2000, 2010 and 2016

(a)  Maternal and neonatal conditions (b) = Maternal and neonatal conditions
B Communicable disease B Communicable disease
H Injury W Injury
B Non-communicable disease B Non-communicable disease
Proportion of DALY (Global) Proportion of DALY (Australia)
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0 - 0 4
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Year Year

Source: GBD Collaborative Network 2017; Table S3.3.1.
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Although the share of total burden due to non-communicable disease is high in Australia,
the rate of that burden has fallen over time—a positive sign. Between 1990 and 2016, the
rate of DALY for non-communicable disease in Australia:

+ decreased from more than 21,600 to more than 19,700 DALYs per 100,000 population

+ was second lowest among selected high-income countries in 1990 (after Canada), and
lowest in 2016 (Figure 3.3.2).

Figure 3.3.2: Rate of non-communicable disease burden, Australia and
selected high-income countries, 1990, 2000, 2010 and 2016

DALY per 100,000 population
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Source: GBD Collaborative Network 2017; Table S3.3.2.

A big problem for Australia

Chronic conditions have a substantial impact in Australia—for the population, the health
system and individuals. Self-reported survey data from 2014-15 reveals that 1 in 2 (50%)
Australians had at least 1 of 8 selected common chronic conditions: arthritis, asthma,
back pain and problems, cancer, cardiovascular disease, chronic obstructive pulmonary
disease (COPD), diabetes, and mental health conditions (ABS 2015). These conditions:

« were involved in 37% of hospitalisations
(based on principal or additional
diagnosis) in 2015-16

Hospitalisations Deaths Burden of
2015-16 2016 disease 2011

« contributed to 87% of deaths (based 37% 87% 61%
chronic chronic chronic
on under|ying or associated causes conditions conditions conditions

of death) in 2015

+ accounted for 61% of the total burden of
disease in Australia in 2011, based on the Australian Burden of Disease Study 2011
(Figure 3.3.3). (Note that estimates from this study are not directly comparable with
those from the Global Burden of Disease Study due to differences in methods and data
sources used for Australia.)



Figure 3.3.3: Selected common chronic conditions: hospitalisations (2015-16),
deaths (2016) and burden of disease (DALY; 2011)

Condition

Hospitalisations (2015-16)

Avrthritis
Asthma
Back pain and problems
Cancer

Cardiovascular disease

Chronic obstructive
pulmonary disease

Diabetes
Mental health conditions

Other conditions

Deaths (2016)

Arthritis
Asthma
Back pain and problems
Cancer

Cardiovascular disease

Chronic obstructive
pulmonary disease

Diabetes
Mental health conditions

Other conditions

Burden of disease (2011)

Arthritis
Asthma
Back pain and problems
Cancer

Cardiovascular disease

Chronic obstructive
pulmonary disease

Diabetes
Mental health conditions

Other conditions

Notes

3.8

24
3.6

3.6
23

18.5
14.6

39.1

1. Each hospitalisation and death can involve more than one chronic condition; therefore, the sum of
individual conditions is greater than the chronic condition total.

2. The category ‘Other conditions’ encompasses all conditions not listed as selected common chronic conditions
and represents the proportion of hospitalisations or deaths that involve at least one of these ‘Other
conditions'. It is possible for a single hospitalisation or death to involve both chronic and ‘Other
conditions’; hence, the sum of ‘Other conditions’ and the chronic condition total exceeds 100.

3. Includes hospitalisations with the selected conditions recorded as either the principal or an additional diagnosis,
and deaths with the selected conditions recorded as either the underlying or an associated cause of death.

Sources: National Hospital Morbidity Database 2015-16; National Mortality Database 2016; Australian Burden
of Disease Study 2011; Table S3.3.3.

97



Australia's health 2018

98

The burden of these conditions rests disproportionately with males and older Australians.

Males were slightly more likely than females to be hospitalised with 1 of the selected

8 chronic conditions; at least 1 of those conditions was recorded in 39% of all male
hospitalisations compared with 35% of all female hospitalisations. There was no substantial
sex difference in the proportion of deaths involving chronic conditions in 2016, accounting
for 87% of male and 86% of female deaths in that year.

When the influence of age is considered, the rate of hospitalisation and death from these
conditions was consistently higher among males over time; however, the difference in
rates between the sexes fell slightly (Figure 3.3.4). The rate of hospitalisations for chronic
conditions gradually fell from being 16% higher among males than females in 2006-07 to
10% higher in 2015-16. There was a smaller general decrease in the difference in mortality
rates between the sexes over time: males were 45% more likely than females to die from
chronic conditions in 2007 and 43% more likely in 2016.

Figure 3.3.4: Trends in selected chronic conditions: (a) hospitalisations
(2006-07 to 2015-16) and (b) mortality (2007 to 2016), by sex
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1. Includes hospitalisations with the selected conditions recorded as either the principal or an additional
diagnosis, and deaths with the selected conditions recorded as either the underlying or an associated
cause of death.

2. ‘Selected’ chronic conditions include the 8 common conditions defined in Box 3.3.1.
Source: National Hospital Morbidity Database 2015-16; National Mortality Database 2016; Table S3.3.4.

The proportion of hospitalisations and deaths that involved at least 1 of the selected

8 chronic conditions generally rose as age increased: from less than 10% of hospitalisations
and deaths among children aged 0-4, to 56% of hospitalisations and 87% of deaths
among people aged 85 and over.

While older Australians experience the greatest burden of these chronic conditions,
younger Australians are also affected. Around 3 in 4 (70%) hospitalisations for chronic
conditions and 1 in 3 deaths (33%) occurred among people aged under 75. The proportion
of deaths from chronic conditions of people aged under 75 (known as ‘premature’ deaths)
was higher for males (39%) than for females (26%). There was no change in the proportion
of premature deaths, or the difference between sexes, over time.



What could this mean for an individual?

Chronic conditions are so common that most people are affected in some way, either
by having a condition themselves or knowing someone who does.

Many chronic conditions share common risk factors that are largely preventable or
treatable; for example, tobacco smoking, physical inactivity, overweight and obesity,
unhealthy diets and 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 (see Chapter 4).

Many of these risk factors are common to several chronic conditions, and this can mean
an increase in the proportion of people who have more than one of these conditions.
These people are generally more frequent users of the health care system and require
more complex interventions and treatment to manage their conditions.

Beyond the population impact in terms of economic and disease burden, chronic conditions
have a major impact on the individual and their social and support networks in terms of
quality of life, disability, productivity and participation. Based on unadjusted self-reported
data from the 2014-15 National Health Survey—and compared with the total Australian
population—people with at least 1 of the 8 selected long-term conditions had generally
lower labour force participation (24-49%, compared with 52%) and generally higher rates of:

+ disability, restriction or limitation (32-63% compared with 19%)

* high or very high psychological distress (17-40% compared with 12%)

+ bodily pain experienced in the previous 4 weeks (78-89% compared with 68%)
+ fair or poor health (24-46% compared with 15%) (ABS 2015).

Due to these impacts on the individual, it is important that people with chronic conditions
receive high-quality and coordinated care (taking into account risk factors and
comorbidities) and are actively engaged with their treatment and management plan,
leading to better health outcomes (AHMAC 2017).

What is Australia doing to combat
chronic conditions?

Global initiatives

Australia contributes to several global initiatives for the prevention and management of
chronic conditions. The Global Action Plan for the Prevention and Control of NCDs, 2013-2020
provides countries with a selection of policy options and related goals to work towards

in achieving nine voluntary global targets relating to non-communicable diseases; these
targets include a 25% reduction in premature mortality from cardiovascular disease, cancer,
diabetes or chronic respiratory conditions by the year 2025 (WHO 2013). At a broader level,
the United Nations’ Sustainable Development Goals include those to ensure good health
and wellbeing by reducing premature mortality from non-communicable disease by
one-third by 2030 (UN 2015).
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National initiatives

The growing prevalence of chronic conditions among Australia’s population, coupled with
a reduction in the death rate from these diseases, is increasing the pressure on the health
care system. As people are living longer, often with more than 1 chronic condition, they
require treatment and management for longer periods of time. This increases the need
for emergency department visits, admitted patient hospital admissions, out-of-hospital
services, medicines and palliative care.

Nationally, there are various programs to promote healthy lifestyles. These include

a range of tobacco control measures, strategies to reduce harmful levels of alcohol
consumption, and actions for the early detection of cancer and other chronic conditions
(see Chapter 7.1 "Health promotion’).

Community management of care for chronic conditions is primarily provided by general
practitioners. Around 1 in 3 (35%) health problems managed by general practitioners was
chronic in 2015-16 (Britt et al. 2016). With the aim of improving coordination of care for
people with chronic conditions, the Australian Government has implemented a range of
approaches including:

*+ access to care plans and assessments through the Medicare Benefits Schedule for the
planning and management of chronic conditions

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

+ introduction of 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, which can include a range of health
professionals (for example, general practitioner, specialists, allied health professionals,
practice nurses) (Department of Health 2017).

See chapters 7.5 ‘Primary health care’, 7.18 ‘Coordination of heath care’ for information
about how patients use general practitioner services in Australia.

Recognising how chronic conditions and the increasing impact of multimorbidity are
interrelated, 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. The Framework addresses primary, secondary and tertiary
prevention of chronic conditions, recognising that there are often similar underlying
principles for the prevention and management of many 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 three objectives that focus on preventing chronic conditions,
providing efficient, effective and appropriate care to manage them and targeting priority
populations (AHMAC 2017).



What is the AIHW doing?

The AIHW has a long history of monitoring and reporting on chronic conditions, risk
factors and health outcomes among the Australian population. In 2016, the National
Centre for Monitoring Chronic Conditions (NCMCC) was formed in response to the need
for a more streamlined, integrated and prioritised approach for reporting on chronic
conditions. The NCMCC integrates holistic reporting on chronic conditions comorbidity
and risk factors with disease-specific monitoring to provide a ‘bigger picture’ of chronic
conditions in Australia. In so doing, it brings together work programs on:

+ cardiovascular diseases, diabetes and chronic kidney disease
+ chronic respiratory conditions
+ chronic musculoskeletal conditions.

This work is complemented by ongoing work to update and extend the Australian
Burden of Disease Study (see Chapter 3.1 ‘Burden of disease across the life stages’;
Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’) and reporting on:

+ the use of health services among people with chronic conditions (for example,
potentially preventable hospital admissions and mental health services)

+ disparities in specific population groups (for example, prisoners and Aboriginal
and Torres Strait Islander Australians)

+ disease expenditure.

What is missing from the picture?

Better information on the number of people newly diagnosed and currently living with
chronic conditions, such as dementia, osteoporosis and degenerative eye diseases, could
benefit future health services planning.

Additional data on the treatment, management and impact of chronic conditions—
including in respect to primary care, proper use of medicines, quality of life, and
participation in work and education—will contribute to a more complete picture of the
individual impact of chronic conditions in Australia and the effectiveness of current
strategies to prevent and manage these conditions.

A number of national data sets contain information on chronic conditions. Data linkage
can improve the understanding of patient outcomes, disease interactions and pathways
through the health system.

Where do | go for more information?

More information on chronic conditions is available on the AIHW website at <www.aihw.
gov.au/reports-statistics/health-conditions-disability-deaths/chronic-disease/overview>.

More information on burden of disease in Australia is available on the AIHW website
at <www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-
disease/overview>,

Summary information on chronic condition comorbidity can be found in Chapter 3.3

of Australia’s health 2016, available on the AIHW website at <www.aihw.gov.au/reports/
australias-health/australias-health-2016/contents/chapter-3-leading-causes-of-ill-health>.
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3.4 Cancer

Cancer is a diverse group of several hundred diseases where some of the body's cells
become abnormal and begin to multiply out of control. In 2011, cancer (as a disease
group) was the greatest cause of disease burden in Australia, accounting for around
one-fifth (19%) of the total disease burden.

Cancer is a notifiable disease in all Australian states and territories. The Australian Cancer
Database holds data on all new cases of cancer diagnosed in Australia since 1 January

1982. Common non-melanoma skin cancers, including basal cell carcinoma and squamous

cell carcinoma are not reportable to cancer registries. So, incidence and survival data
presented for all cancers combined do not include these cancers.

This snapshot presents cancer incidence and mortality estimates for 2018. The estimates
are a mathematical extrapolation of past trends.

How common is cancer?

Incidence
In 2018, it is estimated that:

+ about 138,300 new cases of cancer will be diagnosed in Australia, an average of about
380 people every day—more than half (54%) of these cases will be diagnosed in males

+ the risk of being diagnosed with any cancer before the age of 85 will be 1 in 2 for males
and females

+ the most commonly diagnosed cancers in males will be prostate cancer (17,700 cases),
colorectal cancer (9,300), melanoma of the skin (8,700) and lung cancer (7,200)

+ the most commonly diagnosed cancers in females will be breast cancer (18,100 cases),
colorectal cancer (7,700), melanoma of the skin (5,700) and lung cancer (5,500).

The age-standardised incidence rate of all cancers combined rose from 383 per 100,000
population in 1982 to a peak of 504 per 100,000 in 2008, before decreasing to 484 per
100,000 in 2014. It is projected to continue to fall to 472 per 100,000 in 2018 (Figure
3.4.1). The increasing trend to 2008 was largely due to a rise in the number of diagnosed
prostate cancers in males and breast cancers in females. This trend may have been the
result of increased formal and informal population screening, and improvements in
technologies and techniques used to identify and diagnose cancer.

SNAPSHOT
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Figure 3.4.1: Trends in incidence of all cancers combined, 1982-2018
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1. Cancers coded in the International Statistical Classification of Diseases and Related Health Problems,
tenth revision (ICD-10) as C00-C97, D45, D46, D47.1 and D47.3, except those C44 codes that indicate
basal or squamous cell carcinoma of the skin.

2. The 2015-2018 estimates presented in blue bars and the blue dotted line are based on 2002-2013
incidence data.

3. The rates were age standardised to the Australian population as at 30 June 2001 and are expressed per
100,000 population.

Source: Australian Cancer Database 2014; Table S3.4.1.

Cancer incidence by stage at diagnosis

In 2015, the AIHW, Cancer Australia and state and territory cancer registries committed to
work together to produce national population-level data on incidence by cancer stage at
diagnosis for the first time for breast, prostate, colorectal and lung cancers and melanoma
of the skin. These cancers were selected as they account for the most number of cancers
diagnosed. Cancers can be assigned a ‘stage’ that reflects the seriousness of the disease.
Stages range from 1 (best prognosis) to 4 (worst prognosis).

Collection and analysis of cancer staging data will enhance understanding of the variability

in the cancer stage at the time of diagnosis and how this relates to treatments received

and to survival rates.

In2011:

* most cancers were diagnosed at stage 1, with melanoma of the skin having the highest
percentage diagnosed at stage 1 (78%)

+ 12% of people diagnosed with 1 of the 5 most commonly diagnosed cancers presented
with a stage 4 cancer—stage 4 cancer accounted for 42% of lung cancers diagnosed,
which was the highest percentage of the 5 most common cancers

+ the percentage of Aboriginal and Torres Strait Islander people who were diagnosed
with stage 4 cancer was generally higher than for non-Indigenous Australians (except
for prostate cancer).



Impact

Survival

Information on survival from cancer indicates a cancer prognosis and the effectiveness of
treatment available. Relative survival of less than 100% means that people with cancer had
a lower chance of surviving for at least 5 years after diagnosis than the general population.

In 2010-2014 in Australia:

+ 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', see Glossary)

+ among people who had already survived 5 years past their cancer diagnosis, the chance
of surviving for at least another 5 years was 91%

+ for males, 5-year relative survival was highest for testicular cancer (98%) and prostate
cancer (95%) and lowest for mesothelioma (5.8%) and pancreatic cancer (9.1%)

+ for females, 5-year relative survival was highest for thyroid cancer (98%) and lip cancer
(97%) and lowest for mesothelioma (9.7%) and pancreatic cancer (9.2%)

+ Between 1985-1989 and 2010-2014, 5-year relative survival for all cancers combined
rose from 49% to 69%.

Deaths

It is estimated that, in 2018, around 48,600 people will die from cancer, an average of
around 133 deaths every day. Males will account for more than half (57%) of these deaths.

It is estimated that between 1982 and 2018, the age-standardised mortality rate for all
cancers combined will drop by around 24% from 209 deaths per 100,000 population to
159 deaths per 100,000.

What is missing from the picture?

There are no national registry data on the stage (severity) of cancer at diagnosis except
for breast, prostate, colorectal and lung cancers and melanoma of the skin, and these
data are currently available for 2011 only. Information is also not readily available on the
treatments applied to individual cases of cancer, the frequency of recurrence of cancer
after treatment, or the incidence of common non-melanoma skin cancers (basal cell
carcinomas and squamous cell carcinomas).

Where do | go for more information?

The reports Cancer in Australia: an overview, 2017, Australian Cancer Incidence and Mortality
(ACIM) books 2017, Cancer incidence projections: Australia 2011 to 2020, Cancer survival and
prevalence in Australia: period estimates from 1982 to 2010, and Cancer mortality trends and
projections: 2013 to 2025 are available for free download.
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3.5 Mesothelioma

Mesothelioma is an aggressive form of cancer in the mesothelium—the protective lining of
the body cavities and internal organs, such as the lungs, heart and bowel. There is no known
cure for it and the average time between diagnosis and death is 9 months (AMR 2017).

In 2010-2014, mesothelioma had the lowest 5-year relative survival of all cancer types,
at 6.4%. This means that people diagnosed with mesothelioma had a 6.4% chance of
surviving for at least 5 years compared with their counterparts in the general population
(Australian Cancer Database 2014).

The main cause of mesothelioma is exposure to asbestos, with symptoms usually taking
20-30 years after first exposure to appear (AMR 2017). The term ‘asbestos’ refers

to a group of naturally occurring fibrous minerals that do not readily break down.
Mesothelioma is of particular relevance in Australia, where asbestos use was widespread
from the 1950s to the 1980s (MacFarlane et al. 2012). Due to its durability and fire and
chemical resistance, asbestos was used extensively in construction, including residential
homes, as well as for other purposes such as industrial plants and equipment. In
December 2003, the import and use of all forms of asbestos was prohibited, yet there is
still a large amount of it in buildings and in other products used today (AMR 2017).

The latest information and detailed data on mesothelioma in Australia are available

in Mesothelioma in Australia 2016: 6th annual report (AMR 2017). Key findings from this
report are included in this snapshot. Data are sourced from the Australian Mesothelioma
Registry (AMR 2017) (Box 3.5.1).

Box 3.5.1: Australian Mesothelioma Registry (AMR)

The AMR is a national registry of information specific to mesothelioma and
asbestos exposure. It aims to better understand the relationship between asbestos
exposure and this disease. Since 2011, it has collected information on new cases
of mesothelioma diagnosed in Australia from 1 July 2010, fast-tracked by the state
and territory cancer registries. The AMR also collects information on asbestos
exposure from consenting mesothelioma patients through a postal questionnaire
and telephone interview.

How common is mesothelioma?

Australia has one of the highest rates of mesothelioma incidence in the world. The rate
of new cases of mesothelioma recorded by the AMR has showed little change since the
AMR data collection began in 2011, with the highest rate of 2.9 per 100,000 population
recorded in 2012.



In 2016, the AMR was notified of 700 people newly diagnosed with mesothelioma in

Australia; the incidence of the disease that year varied by state and territory (Figure 3.5.1).

Mesothelioma is more common in men than women, accounting for around 4 in 5 (81%)
cases. This is likely due to men more often working in industries at risk of asbestos
exposure (such as construction trades) and completing non-paid home renovations.

Rates were highest in Western Australia, where the rate for men was more than
double the national rate. Exposure to asbestos has been responsible for many cases
of mesothelioma in the Western Australian town of Wittenoom, well known for past
mining of asbestos (Franklin et al. 2016).

Figure 3.5.1: Incidence rate of mesothelioma, by sex and state and territory, 2016

Rate (number per 100,000 population)
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Notes

1. Directly age standardised using the 2001 Australian standard population.
2. Data for the Northern Territory were not published.

Source: Australian Mesothelioma Registry 2017; Table S3.5.1.

In 2016, age at diagnosis ranged from 21 to 95. Age-specific rates of mesothelioma
generally increased with age, with the highest rate for people aged 85 and over. For
men, the rate was highest for people aged 85 and over, at 53 per 100,000 population.
For women, the rate was highest for people aged 80-84, at 7.4 per 100,000 population
(Figure 3.5.2).
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Figure 3.5.2: Age-specific incidence rate of mesothelioma, by age group and
sex, 2016

Rate (number per 100,000 population)
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Note: Age-specific rate using the Australian estimated resident population as at 30 June 2016.

Source: Australian Mesothelioma Registry 2017; Table S3.5.2.

Impact

575 mesothelioma patients were recorded by the AMR as having died in 2016, at a rate
of 2.0 per 100,000 population—84% of these deaths were of men. The mortality rate was
highest in Western Australia, at 3.9 per 100,000 population.

Cause of death information was available for 260 (45%) deaths recorded by the AMR in
2016. Where cause of death was recorded, mesothelioma was the underlying primary
cause of death for 235 cases (90%).

Asbestos exposure

As at 3 April 2017, 701 participants had completed both the voluntary questionnaire

and telephone interview components of the assessment since the start of the AMR. Of
these people, 651 (93%) provided information indicating possible or probable asbestos
exposure. For the remaining 50 participants (7.1%), the exposure assessment did not
produce information indicating asbestos exposure in either occupational or
non-occupational contexts (Figure 3.5.3). This should not be taken, however, to mean that
these participants were never exposed to asbestos.



Figure 3.5.3: Summary of occupational and non-occupational asbestos
exposure assessment, 2011-2016

Neither

Occupational occupational or

Non-occupational Both occupational and exposure non-occupational
exposure only non-occupational exposure only exposure

L ]

L] I 1

Non-occupational
exposure

EEE T - B
T

|
Occupational
exposure

Neither

Source: Australian Mesothelioma Registry 2017; Table S3.5.3.
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Based on jobs held during their working career, 491 participants were identified as
having possible or probable occupational exposure. Most of these people had a history
of working in trades, such as in the construction or metal industries or as an electrician,
plumber or mechanic. Almost 9 in 10 (87%) participants with a trade history were
classified as having possible or probable exposure.

What is missing from the picture?

Data on mesothelioma notifications are fast-tracked to the AMR by state and territory
cancer registries. The incidence and mortality data presented in this snapshot are likely
to be an underestimate, as it is probable that not all notifications for 2016 were recorded
in the AMR data set when the annual report was published. The AMR data set is regularly
updated back to 1 July 2010.

The participation rate in the voluntary components of the AMR is low, with only around
20% of patients diagnosed with mesothelioma taking part. This is partially due to patients
dying or being too unwell to participate. Given this low participation rate, it is currently
unknown how representative exposure information is. As well, the results of the asbestos
exposure assessments consider only the probability of asbestos exposure. Information
about the duration, intensity or frequency of exposure has not been reported.

109



Australia's health 2018

110

Where do | go for more information?
More information on the AMR is available at <www.mesothelioma-australia.com/home>.

The report Mesothelioma in Australia 2016: 6th annual report and previous annual reports
are available for free download at <www.mesothelioma-australia.com/publications-and-
data/publications>.

People diagnosed with mesothelioma can choose to self-notify their diagnosis by
contacting the AMR via email at amr@aihw.gov.au or on the toll-free AMR information
line 1800 378 861.
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3.6 Coronary heart disease

Coronary heart disease (CHD) is the leading single cause of disease burden and death in
Australia. It occurs when there is a blockage in the blood vessels that supply blood to the

heart muscle. There are two major clinical forms—heart attack and angina (see Glossary).

CHD is largely preventable, as many of its risk factors are modifiable. These include
tobacco smoking, high blood pressure, high blood cholesterol, physical inactivity,
poor nutrition, and overweight and obesity (see Chapter 4 for more information on
determinants of health).

How common is coronary heart disease?

In 2014-15, an estimated 645,000 Australians aged 18 and over (3.3% of the adult
population) had CHD, based on self-reported estimates from the Australian Bureau of
Statistics 2014-15 National Health Survey. The prevalence of CHD increases rapidly with
age, affecting around 1 in 6 adults aged 75 and over.

In 2015, based on hospital and mortality data, an estimated 61,600 people aged 25 and
over had an acute coronary event in the form of a heart attack or unstable angina—
around 170 events every day.

Impact
Burden of disease

In 2011, CHD accounted for 7.7% of the total burden of disease in Australia. It accounted
for 12% of the overall fatal burden of disease and 3.2% of the non-fatal burden.

The burden was more than twice as high in males than females and increased rapidly
from age 45 onwards—to 17% among people aged 85 and over (Figure 3.6.1).

Figure 3.6.1: Rate of total burden due to CHD, by age and sex, 2011
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Source: AIHW 2016; Table S3.6.1.
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CHD burden can be attributed to several risk factors. In 2011, high blood pressure was
responsible for the most CHD burden, estimated at 33%, followed by high cholesterol
(28%), overweight and obesity (25%), tobacco use (14%) and physical inactivity (11%).
Between 2003 and 2011, the overall burden from CHD reduced by 32%. This was driven
largely by a 35% drop in the fatal burden of CHD. The non-fatal burden also fell by 21%.

Deaths

In 2016, CHD was the leading single cause of death in Australia, accounting for 19,100
deaths as the underlying cause of death. This represents 12% of all deaths, and 43% of
cardiovascular deaths. More than 40% (8,000) of CHD deaths resulted from a heart attack.

Overall, the CHD death rate has fallen by 79% since 1980, or 4.3% per 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 3.6.2).

Figure 3.6.2: CHD death rates, people aged 55 and over, by age and sex, 1980-2016
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Source: National Mortality Database. Table S3.6.2.

Treatment and management

Cardiovascular medicines

In 2015, more than 100 million Pharmaceutical Benefits Scheme prescriptions for
cardiovascular medicines were dispensed to the Australian community—34% of the total
prescription medicines dispensed.

The prescription medicines most commonly dispensed were those to lower blood
pressure and to lower blood cholesterol. Dispensing of prescription lipid-modifying agents
rose by 66% between 2005 and 2015, while dispensing of calcium channel blockers and
renin-angiotensin system agents—both agents to lower blood pressure—increased by
41% and 38%, respectively.



Hospitalisations

In 2015-16, there were 157,000 hospitalisations where CHD was the principal diagnosis
(1.5% of all hospitalisations). Of these, 36% were for heart attack (56,000) and 28% for
angina (44,500). Most admissions for heart attack (78%) and angina (63%) were emergency
admissions.

Between 2003-04 and 2015-16, the age-standardised rate of hospitalisations declined
by 29%, from 804 to 569 hospitalisations per 100,000 population.

CHD was the leading cause of hospitalisation for cardiovascular disease in 2015-16

(28% of all hospitalisations with a principal diagnosis of cardiovascular disease). However,
for people aged 85 and over, hospitalisation rates for heart failure and cardiomyopathy
were 50% higher than for CHD (5,000 and 3,200 hospitalisations per 100,000 population,
respectively), reflecting the increasing need for hospital care for heart failure and
cardiomyopathy among the elderly.

Of all CHD hospitalisations, 45% had a coronary angiography (a diagnostic procedure) and
24% underwent revascularisation (surgical procedures to restore blood supply to the heart).

Variations among population groups

The impact of CHD varies among population groups, with rates being 2.0-3.1 times as high
among Aboriginal and Torres Strait Islander people as among non-Indigenous Australians.
Generally, the impact of CHD increases with increasing remoteness and socioeconomic
disadvantage. Rates were 1.4-2.4 times as high in Remote/Very remote areas as in Major cities,
and 1.3-2.2 times as high in the lowest socioeconomic areas compared with the highest.

ol BT

Remote and Lowest / highest
Indigenous / Very remote / socioeconomic
Comparing rates for: non-Indigenous Major cities areas
Having CHD 2.0x n.a. 2.2x
Hospitalised for CHD 2.4x 1.5x% 1.3x
Dying from CHD 2.1x 1.4x% 1.6x
Havi t
aving an aclrte 2.7% n.a. n.a.
coronary event
Burden of disease 1.7x (Remote) / 2.4x
3.1x 1.8%
(DALYSs) (Very remote)

n.a. not available
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What is missing from the picture?

There are no reliable national and jurisdictional data on the number of new cases of CHD
or heart failure each year. Proxy measures that combine hospital and mortality data are
used to estimate new cases of CHD; however, these methods do not count the less severe
cases of CHD that do not result in hospitalisation.

Further information is needed on primary health care and on the long-term outcomes of
people treated for CHD. Data linkage can improve the understanding of patient outcomes
and pathways through the health system.

Where do | go for more information?

More information on coronary heart disease is available at <www.aihw.gov.au/reports-
statistics/health-conditions-disability-deaths/heart-stroke-vascular-diseases/overview>.
The following reports are available for free download on the AIHW website: Cardiovascular
health compendium, Trends in cardiovascular deaths, and Medicines for cardiovascular
disease.


https://www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/heart-stroke-vascular-diseases/overview
https://www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/heart-stroke-vascular-diseases/overview
https://www.aihw.gov.au/reports/heart-stroke-vascular-disease/cardiovascular-health-compendium/contents/how-many-australians-have-cardiovascular-disease
https://www.aihw.gov.au/reports/heart-stroke-vascular-disease/cardiovascular-health-compendium/contents/how-many-australians-have-cardiovascular-disease
https://www.aihw.gov.au/reports/heart-stroke-vascular-disease/trends-cardiovascular-deaths/contents/table-of-contents
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/medicines-for-cardiovascular-disease/contents/table-of-contents
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/medicines-for-cardiovascular-disease/contents/table-of-contents

3.7 Stroke

Stroke occurs when a blood vessel supplying blood to the brain either suddenly becomes
blocked (known as an ischaemic stroke) or ruptures and begins to bleed (known as a
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.

SNAPSHOT

Stroke is often preventable because many of its risk factors are modifiable. These include
high blood pressure, physical inactivity, overweight and obesity, and tobacco smoking (see
Chapter 4 for more information on determinants of health).

How common is stroke?

In 2015, an estimated 394,000 people—199,000 males and 195,000 females—had had

a stroke at some time in their lives, based on self-reported data from the Australian
Bureau of Statistics 2015 Survey of Disability, Ageing and Carers (ABS 2016). The estimated
prevalence of stroke (1.7% of Australians) has remained similar between 2003 and 2015. ‘
The proportion of people who had disability resulting from stroke also remained similar
over the period (2003-2015), at around 40%.

In 2015, there were around 36,700 stroke events—around 100 every day. The rate of these

events, based on hospital and mortality data, fell by 26% between 2000 and 2015, from an
age-standardised rate of 176 to 130 per 100,000 population (Supplementary Table S3.7.1).

Chapter 3

Impact

Burden of disease

In 2011, stroke accounted for 3.0% of the total burden of disease in Australia and was the
eighth leading specific cause of disease burden.

Stroke was the third highest disease burden in people aged 85 and over, accounting for
7.5% of the burden in men and 9.4% of the burden in women.

Deaths

In 2016, there were 8,200 deaths with stroke recorded as the underlying cause, accounting
for 5.2% of all deaths in Australia.

Between 1980 and 2016, overall death rates for stroke have fallen by three-quarters (74%),
or 3.7% per year (Supplementary Table S3.7.2).

The rate of decline has remained steady in people aged 75 and over but slowed among
younger age groups (Figure 3.7.1).
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Figure 3.7.1: Stroke death rates, people aged 55 and over, by age and sex,
1980-2016
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Source: National Mortality Database; Table S3.7.3.

Treatment and management of stroke

Hospitalisations

In 2015-16, there were 37,300 acute care hospitalisations with a principal diagnosis

of stroke (Supplementary Table S3.7.4), at a rate of 134 per 100,000 population.
Hospitalisation rates were higher among males than females (1.4 times as high), and most
hospitalisations (72%) were for people aged 65 and over (Supplementary Table S3.7.4).

The average length of stay for stroke patients in acute hospital care was 8 days in 2015-16.
Stroke patients in rehabilitation care had an average length of stay of 26 days.

Variation by population group

The impact of stroke varies among population groups, with rates being 1.5 to 2.3 times
as high among Aboriginal and Torres Strait Islander people as among non-Indigenous
Australians. Death rates and burden of disease were similar in Remote and Very remote
areas compared with Major cities. Hospitalisation rates for stroke were 1.3 times higher in
Remote and Very remote areas compared with Major cities. The impact of stroke was 1.2 to
1.4 times as high in the lowest socioeconomic areas compared with the highest.
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Remote and Lowest / highest

Indigenous / Very remote / socioeconomic

Comparing rates for: non-Indigenous Major cities areas
Being hospitali

eing hospitalised 1.7x 1.3x 1.3x

for stroke
Dying from stroke 1.5x Similar 1.2x
Burden of disease 2 3x Similar (Remote) / 1.4x

(DALYs) Similar (Very remote)

What is missing from the picture?

Currently, there is no comprehensive national monitoring of new cases of stroke.

Only stroke events that result in hospitalisation or death can be monitored, although
this includes most strokes.

National data on stroke treatment and care responses such as time to treatment and
medicine usage can further enhance stroke monitoring. Data linkage can also improve

the understanding of patient outcomes and their pathways through the health system.

Where do | go for more information?

More information on stroke is available at <www.aihw.gov.au/reports-statistics/health-
conditions-disability-deaths/heart-stroke-vascular-diseases/overview>.

The following reports are available for free download on the AIHW website:
Cardiovascular health compendium and Trends in cardiovascular deaths.
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3.8 Diabetes

Diabetes is a chronic condition marked by high levels of sugar (glucose) in the blood. It is
caused by the body's 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:

+ type 1 diabetes—an autoimmune disease that usually has an onset in childhood or
early adulthood

+ type 2 diabetes—the most common form of diabetes, generally having a later onset.
Itis 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

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

The treatment of diabetes 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. All people with type 1 diabetes need insulin replacement therapy,
as do a proportion of people with other forms of diabetes as their condition worsens
over time.

How common is diabetes?

Based on self-reported estimates from the Australian Bureau of Statistics 2014-15
National Health Survey, more than 1 in 20 (6.1%, or 1.2 million) Australian adults had
diabetes. However, self-reported data are likely to underestimate diabetes prevalence.
Analysis of measured diabetes data from 2011-12 showed that for every 4 adults with
diagnosed diabetes there is 1 with undiagnosed diabetes.

An estimated 1 in 5 (19%) Australians aged 75 and over had diabetes in 2014-15,
compared with 1.3% of people aged 18-44. Diabetes was also more common in males
(6.8%) than females (5.4%).

The age-standardised rate of self-reported diabetes has more than tripled over 25 years—
from 1.5% in 1989-90 to 4.7% in 2014-15.

Impact

Burden of disease

Diabetes was the 12th leading cause of disease burden in 2011, responsible for 2.3%

of the total direct burden of disease and injury in Australia. If the health loss from both
diabetes and other diseases for which diabetes is a risk factor is considered, the burden
due to diabetes almost doubles.



Deaths

Diabetes was the underlying cause of around 4,770 deaths in 2016. However,
it contributed to 16,450 deaths (10% of all deaths) (Supplementary Table S3.8.1).

An examination of deaths among people with diagnosed diabetes provides a more complete
picture of diabetes-related deaths. Age-adjusted death rates for people with diabetes were
almost double those for the general Australian population. The disparity in death rates was
highest in people aged under 45 with type 1 diabetes (4.5 times as high), and type 2 diabetes

(5.8 times as high) (figures 3.8.1 and 3.8.2).

Between 2009 and 2014, death rates fell by 20% for people with type 1 diabetes but rose
by 10% for people with type 2 diabetes. As death rates have been declining in the general
population, the mortality gap has widened for people with type 2 diabetes but reduced
for people with type 1 diabetes, compared with the general population.

Figure 3.8.1: All-cause mortality rates for

people with type 1 diabetes compared with
general population, by age, 2012-2014

Rate (deaths per 100,000 population)
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Source: Table S3.8.2.
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Figure 3.8.2: All-cause mortality rates for
people with type 2 diabetes compared
with general population, by age, 2014
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Source: Table S3.8.3.

Treatment and management
Diabetes medicines

* In 2015, more than 11 million Pharmaceutical Benefits Scheme and Repatriation

Pharmaceutical Benefits Scheme prescriptions for diabetes medicines were dispensed

to the Australian community (Department of Health 2016).

+ The most commonly dispensed prescription medicines for managing diabetes were
metformin, sulfonylureas, DPP4 (dipeptidyl peptidase 4) inhibitors, and insulin.
Metformin prescriptions made up almost half of all dispensed diabetes medicines;
it was the ninth most dispensed medicine to the Australian community in 2015.

+ In 2016, there were 27,700 people who began using insulin to treat their diabetes—9.5%
with type 1 diabetes, 59% with type 2 diabetes, 29% with gestational diabetes and 1.9%

with other forms of diabetes.

Hospitalisations

Diabetes was recorded as the principal and/or additional diagnosis in around 1 million
hospitalisations in 2015-16, accounting for 10% of all hospitalisations in Australia.
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Variations among population groups

The impact of diabetes varies among population groups, with rates being 3-6 times

as high among Aboriginal and Torres Strait Islander people as among non-Indigenous
Australians. Generally, the impact of diabetes increases with increasing remoteness and
socioeconomic disadvantage. Rates were almost twice as high in Remote/Very remote areas
compared with Magjor cities, and 2-3 times as high in the lowest socioeconomic areas
compared with the highest.

oo a8

Remote and Lowest / highest

Indigenous / Very remote / socioeconomic
Comparing rates for: non-Indigenous Major cities areas
Having diabetes 3.5x% Similar 2.6x
Hospitalised for type 2 diabetes 4.0x 2.0x 2.0x
Dying from diabetes 4.0x 1.8x 2.3x
Burden of disease (DALYS) 5.6x 2.3x 2.3x

What is missing from the picture?

There are several data gaps for diabetes. Currently, there are no national data on
the number of new cases of diagnosed type 2 diabetes and no regular collection of
biomedical data to better understand diabetes prevalence.

There is limited national data to monitor complications associated with gestational
diabetes and pre-existing diabetes in pregnancy. There is a need for national primary
health care data on screening, self-care management, and appropriateness of care
and health across the life course.

Where do | go for more information?

More information on diabetes is available at <www.aihw.gov.au/reports-statistics/health-
conditions-disability-deaths/diabetes/overview>.

The following reports are available for free download: Incidence of insulin-treated
diabetes in Australia, Deaths among people with diabetes in Australia, 2009-2014 and the
Cardiovascular disease, diabetes and chronic kidney disease—Australian facts series
(Mortality; Prevalence and incidence; Morbidity—hospital care; Risk factors; Aboriginal
and Torres Strait Islander people).

Reference

Department of Health 2016. Australian statistics on medicines 2015. Canberra: Department of Health.
Viewed 5 December 2017, <www.pbs.gov.au/info/browse/statistics#ASM>.
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3.9 Chronic kidney disease

The kidneys filter and remove waste from the blood. Kidney disease occurs when the
nephrons (the functional units in the kidneys that filter blood) are damaged. Chronic
kidney disease (CKD) is where evidence of kidney damage and/or reduced kidney function
lasts at least 3 months. The most severe form of CKD is end-stage kidney disease (ESKD),
for which people usually need kidney replacement therapy (KRT)—a kidney transplant or [ |
dialysis—to survive.

SNAPSHOT

Many cases of CKD are preventable, as several of its risk factors—such as high blood
pressure, insufficient physical activity, overweight and obesity, and tobacco smoking—are
modifiable. Simple tests of a person’s blood and urine can identify most cases of CKD when
the disease is in its early stages, enabling treatment to prevent or slow 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. The risk of CKD increases rapidly with age, affecting around
2in 5 (42%) people aged 75 and over.

There were around 5,100 new cases of ESKD in Australia in 2013, which equates to ‘

around 14 new cases per day. Of these, around 50% were receiving KRT. o
PSS
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)
o
©
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The rate of new cases of KRT-treated and non-KRT-treated ESKD increased with age for
all age groups up to age 74. From age 75, rates of non-KRT-treated ESKD rose rapidly—an
11-fold increase from ages 65-74 (from 13 to 145 per 100,000 population) (Figure 3.9.1).

Figure 3.9.1: Incidence rate of ESKD, by age and treatment status, 2013

Rate (number per 100,000)
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Sources: AIHW analysis of linked Australia and New Zealand Dialysis and Transplant Registry, National Mortality
Database and National Death Index; Table $3.9.1.

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.
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Impact

Burden of disease

In 2011, CKD was responsible for 0.9% of the total burden of disease and injury in
Australia (see Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’ for
definitions of burden of disease). The burden of CKD increased rapidly with age from
ages 35-39, with CKD being the eighth leading cause of burden among people aged 85
and over.

CKD is also a risk factor for other diseases. In 2011, it was responsible for 19% of
peripheral vascular disease burden, 8.4% of dementia burden and 7.2% of stroke burden.
If the health loss from both CKD and other diseases for which CKD is a risk factor is
considered, the burden due to CKD doubles.

Deaths

CKD contributed to around 17,000 (11%, or 1 in 9) deaths in 2016, with 75% of these
recording CKD as an associated cause of death. CKD is more often listed as an associated
cause as the disease itself may not lead directly to death. When CKD was an associated
cause of death, coronary heart disease (21%), heart failure and cardiomyopathy (7.4%),
and dementia and Alzheimer disease (7.0%) were the most common underlying causes
of death (Supplementary Table S3.9.3).

Treatment and management

Hospitalisations

In 2015-16, CKD was recorded as the principal and/or additional diagnosis in around
1.7 million hospitalisations—16% of all hospitalisations in Australia.

Of these, 81% (1.4 million) were for regular dialysis treatment, making dialysis the most
common reason for hospitalisation in Australia. On average, dialysis patients attend

3 sessions per week. Age-standardised rates for dialysis have increased by 24% over the
last decade, from 4,200 per 100,000 population in 2005-06 to 5,200 per 100,000 in 2015-16.

There were more than 300,000 hospitalisations for CKD excluding dialysis in 2015-16.
Most (87%) had CKD as an additional diagnosis. Age-standardised rates have increased
by 22%, from 138 per 100,000 population in 2005-06 to 169 per 100,000 in 2015-16.

Kidney replacement therapy

In 2015, around 23,000 people received KRT. Of these, 54% had dialysis while 46% had a
kidney transplant. The number of people receiving KRT has more than doubled in the
last 2 decades, from around 9,300 to 23,000 (ANZDATA 2016).



Variations among population groups

The impact of CKD varies among population groups, with rates being 2.1-7.3 times as high
among Aboriginal and Torres Strait Islander people as among non-Indigenous Australians
and 1.8-2.3 times as high in Remote/Very remote areas compared with Major cities.
Generally, the impact of CKD increases with increasing socioeconomic disadvantage. Rates
were 1.6-2.0 times as high in the lowest socioeconomic areas compared with the highest.

Do o8

Remote and Lowest / highest

Indigenous / Very remote / socioeconomic

Comparing rates for: non-Indigenous Major cities areas

Having CKD 2.1x n.a. 1.6%

Hospltalllsed.for .CKD 5.0% 2.3x 1.9x
(excluding dialysis)

Dying from CKD 3.7x 1.8x 1.7%

Burden of disease 7 3x na. 5 Ox

(DALYs)

n.a. not available

What is missing from the picture?

Currently, there are only two surveys that provide reliable national data on biomedical
signs of CKD. Regular data collection would allow for more timely prevalence estimates
and the reporting of trends. Further, while there are national data on new cases of ESKD,
there are no national data on new cases of CKD.

Where do | go for more information?

More information on CKD is available at <www.aihw.gov.au/reports/chronic-kidney-
disease/chronic-kidney-disease-compendium/contents/how-many-australians-have-
chronic-kidney-disease>.

Find interactive maps on Geographical variation in chronic kidney disease.

These reports on CKD can be downloaded for free: Incidence of end-stage kidney disease in
Australia 1997-2013 and the Cardiovascular disease, diabetes and chronic kidney disease—
Australian facts series (Mortality; Prevalence and incidence; Morbidity—hospital care; Risk
factors; Indigenous Australians).

Reference

ANZDATA (Australian and New Zealand Dialysis and Transplant Registry) 2016. ANZDATA 39th annual report
2016. Adelaide: ANZDATA.
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3.10 Arthritis and other
musculoskeletal conditions

Arthritis and other musculoskeletal conditions are a group of conditions affecting the bones,
muscles and joints. These conditions include osteoarthritis, rheumatoid arthritis, juvenile
arthritis, back pain and problems, gout, and osteoporosis or osteopenia (low bone density)
(see Glossary).

How common are arthritis and other
musculoskeletal conditions?

Arthritis and other musculoskeletal conditions are very common, affecting around 1 in

3 (30%) Australians. Self-reported data from the Australian Bureau of Statistics 2014-15
National Health Survey indicates that, of the nearly 6.9 million people (30% of the total
population) with arthritis and other musculoskeletal conditions, 3.7 million (16%) had back
pain and problems (the most common musculoskeletal condition), 3.5 million (15%) had
arthritis and 801,000 (3.5%) had osteoporosis (ABS 2015). Females and older people were
more likely to have arthritis and other musculoskeletal conditions:

+ More than half (55%) of all people with musculoskeletal conditions were female.

« Compared with males, in each age group, females had a similar prevalence of back pain
and problems and were 20-50% more likely to have arthritis.

+ Overall, females were around 4 times as likely as males to have osteoporosis, but there
was substantial variation by age.

+ More than half (53%) of all people with musculoskeletal conditions were aged 55 and over.

+ Onein 4 (26%) Australians aged 55 and over had back pain and problems, 44% had
arthritis and 11% had osteoporosis.

People with arthritis and other musculoskeletal conditions often have other chronic and

long-term conditions. This is referred to as ‘comorbidity’, where two or more health

problems occur at the same time.

In 2014-15, for people with:

Arthritis + Arthritis
ang other chronic condition(s) onl
arthritis, 79% had at least one other 4
chronic condition 79% 21%
Back pain and problems + Back pain and
other chronic condition(s) problems only

back pain and problems, 65% had

at least one other chronic condition. 35%

The proportion of people with comorbidities increased with age: from 74% (aged 45-64)
to 86% (aged 65 and over) for people with arthritis and from 49% (aged 0-44) to 89%
(aged 65 and over) for people with back pain and problems.



Impact

Arthritis and other musculoskeletal conditions are large contributors to illness, pain and
disability. Individuals with these conditions have higher rates of poor health, psychological
distress and reduced participation in work and education. In 2015, of the people with
disability in Australia, 14% had back problems and 13% had arthritis as the main long-term
health condition causing the disability (ABS 2016).

According to the Australian Burden of Disease Study 2011, musculoskeletal conditions

contributed to:

* 12% of the total disease burden (fatal and non-fatal) in Australia. This disease group
was the fourth leading contributor to total burden after cancer, cardiovascular disease,
and mental and substance use disorders

+ almost one-quarter (23%) of non-fatal burden (that is, the impact of living with illness
and injury)

+ a higher burden among females than males—females experienced more than half
(55%) of the burden due to all musculoskeletal conditions combined, and two-thirds
(66%) of the burden due to osteoarthritis. Males experienced most of the burden
due to gout (83%).

Some of the total burden due to musculoskeletal conditions can be attributed to
preventable risk factors. In 2011:

( ) o
@ Overweight and obesity d.lvg Occupational exposures
and hazards

contributed to: contributed to:

10% of total burden of all 5.4% of total burden of all
musculoskeletal conditions musculoskeletal conditions
45% of the burden of osteoarthritis 17% of the burden of back

ain and problems
39% of the burden of gout P .

See Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’ for more
information on definitions and the burden of disease associated with these conditions.
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Treatment and management

In primary health care settings

Musculoskeletal conditions are primarily managed in primary health care settings by

a range of health professionals. Treatment combines 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. Based on survey data, musculoskeletal conditions were managed at an
estimated 18% of general practice visits in 2015-16 (Britt et al. 2016).

In hospitals

Musculoskeletal conditions can also be managed in hospitals for more severe disease
or when specialised treatment or surgery is needed. In 2015-16, there were more than
763,000 hospitalisations involving treatment and management of musculoskeletal
conditions; this represented 7.2% of all hospitalisations in that year. Osteoarthritis was
the most common musculoskeletal reason for hospitalisation (accounting for 33% of all
musculoskeletal hospitalisations), followed by back pain and problems (22%). Other less
common musculoskeletal reasons for hospitalisation were rheumatoid arthritis (1.7%),
osteoporosis (1.1%), gout (1.0%) and juvenile arthritis (0.3%).

Pharmacotherapy

As mentioned earlier, pharmacotherapy (medicines) is used extensively to manage
musculoskeletal conditions. Many are non-prescription and bought over-the-counter,
some are prescribed in primary care, and others—such as the specialised biologic
disease-modifying anti-rheumatic drugs (bDMARDs)—can only be prescribed by a
rheumatologist and administered in hospital. In 2015-16, 47% of hospitalisations for
juvenile arthritis and 70% for rheumatoid arthritis involved at least one procedure
for the administration of pharmacotherapy.

Surgery

Joint replacement surgery is a common treatment for people with osteoarthritis who do
not respond to medicines. Between 2005-06 and 2015-16, the rate of joint replacement
surgery where osteoarthritis was the principal diagnosis increased by 36% for total knee
replacements and 38% for total hip replacements (AOA 2017).



What is missing from the picture?

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

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

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

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

Where do | go for more information?

More information on arthritis and other musculoskeletal conditions is available at
<www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/arthritis-
musculoskeletal-conditions/overview>,
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3.11 Chronic respiratory
conditions

Chronic respiratory conditions affect the airways, including the lungs, as well as
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. Conditions include asthma, chronic obstructive pulmonary disease (COPD)—
which covers emphysema and chronic bronchitis—allergic rhinitis (‘hay fever’) and other
conditions such as chronic sinusitis, bronchiectasis, occupational lung diseases, sleep
apnoea, pulmonary fibrosis and cystic fibrosis.

This snapshot focuses on asthma and hay fever (given the large numbers of people
affected by these conditions) and COPD (given the poor health and wellbeing outcomes
associated with this condition).

Risk factors associated with chronic respiratory conditions can be behavioural,
environmental or genetic. These include tobacco smoking (particularly for COPD),
exposure to viral infections and air pollutants, and inheritance of genes linked with
respiratory illnesses such as cystic fibrosis.

How common are chronic respiratory
conditions?

Based on self-reported data from the Australian Bureau of Statistics 2014-15 National
Health Survey (ABS 2015):

+ chronic respiratory conditions are estimated to affect almost one-third (31% or 7 million
people) of Australians

+ the 2 most common respiratory conditions are hay fever and asthma, with hay fever
affecting an estimated 4.5 million Australians (19% of the population) and asthma an
estimated 2.5 million (11%)

+ hay fever is most common in the middle years of life, and is most prevalent in people
aged between 15 and 59

+ asthma rates vary by sex and age, and are more common in males at younger ages
(0-14) and more common in females at older ages (15 and over)

* 69% of persons with COPD said that they currently smoked cigarettes or had smoked
cigarettes in the past (see Supplementary Table 3.11.2).

COPD, which mainly affects middle aged and older people, was less prevalent than hay
fever or asthma, affecting an estimated 460,400 Australians aged 45 and over (5.1%).
However, a large international study (Burden of Obstructive Lung Disease—BOLD), which
tested the lung function 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).



Impact

Chronic respiratory diseases contribute substantially to the disease burden in the Australian
population. The Australian Burden of Disease Study found that, in 2011, respiratory
conditions contributed 8.3% of the total burden of disease and injury in Australia:

+ Respiratory diseases were ranked as the sixth leading contributor to total burden,
after cancer, cardiovascular diseases, mental and substance use disorders,
musculoskeletal conditions, and injuries.

« COPD contributed the highest percentage of total burden of all respiratory conditions
(43%), followed by asthma (29%) and upper respiratory conditions (including hay fever,
20%).

» Burden associated with respiratory diseases rose with increasing remoteness and was
higher among people in lower socioeconomic areas.

COPD was the fifth leading underlying cause of death in Australia in 2016, with 7,212
deaths (4.6% of all deaths); 70% (5,056) of these deaths were of people aged 75 and over.
Further:

+ between 2005 and 2015, among people aged 45 and over, the age-standardised death
rate for COPD slowly increased, from 64 to 70 deaths per 100,000 population, but

dropped slightly in 2016 to 68 deaths per 100,000 .
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+ between 2011 and 2015, among people of all ages, the age-standardised death rates
for asthma remained steady at 1.5 deaths per 100,000 population but increased to
1.6 deaths per 100,000 in 2016 (Figure 3.11.1)

* in 2016, there were 455 deaths due to asthma and 381 deaths due to bronchiectasis.

An example of the tragic impact of respiratory conditions occurred in November 2016
in Melbourne, Victoria. Nine people died and several thousands were hospitalised due
to asthma associated with a thunderstorm that triggered high pollen levels in the local
environment (see Chapter 4.1 ‘Impacts of the natural environment on health’).

Treatment and management

In most cases, chronic respiratory conditions are managed in primary health care.

In 2014-15, an estimated 61% of people with asthma reported visiting a general
practitioner specifically for their asthma at least once in the previous year (ABS 2017).
In the previous survey in 2011-12, an estimated 57% of people with asthma reported
visiting a general practitioner specifically for their asthma at least once in the previous
year (ABS 2013). In 2014-15, an estimated 75% of children aged 0-14 with asthma were
reported to have visited a general practitioner at least once for their asthma in the last
year (ABS 2017).

Asthma guidelines recommend that all people with asthma should have a written asthma
action plan. However, in 2014-15, based on self-reported survey data, only an estimated
28% of people with asthma as a long-term condition had a written asthma action plan
(with 24% reported to have one in 2011-12; ABS 2013). In 2014-15, an estimated 57% of
children aged 0-14 with asthma were reported to have an asthma action plan (ABS 2017).
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Between 2005-06 and 2015-16, the age-standardised hospitalisation rates for asthma
fell 12% (from 192 to 169 hospitalisations per 100,000 population). Over the same period,
rates for COPD fluctuated (from a low of 670 to a high of 731 hospitalisations per 100,000
population aged 45 and over) (Figure 3.11.2).

Figure 3.11.1: Age-standardised death rates for asthma (all ages) and COPD
(aged 45 and over), 2005-2016
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Source: National Mortality Database; Table S3.11.1.

Figure 3.11.2: Age-standardised hospitalisation rates for asthma (all ages) and
COPD (aged 45 and over), 2005-06 to 2015-16
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Source: National Hospitals Morbidity Database; Table S3.11.1.
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What is missing from the picture?

The prevention, management and treatment of chronic respiratory conditions beyond
hospital settings (including the appropriateness of care relating to clinical guidelines)
cannot be examined in detail because of a lack of data on primary health care. Data
linkage can improve the understanding of pathways through the health system.

Many adults have features of both asthma and COPD, known as asthma-COPD overlap;
further work is needed to better measure this overlap. It is important to identify and
measure people with asthma-COPD overlap as they are at higher risk than patients
with asthma or COPD alone; they have more symptoms, more flare-ups, greater need
to use health care, and a higher mortality (National Asthma Council Australia and Lung
Foundation Australia 2017).

Where do | go for more information?

More information on chronic respiratory conditions in Australia is available at
<www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/asthma-other-
chronic-respiratory-conditions/overview>. The report The burden of chronic respiratory
conditions in Australia: a detailed analysis of the Australian Burden of Disease Study 2071 and
other recent publications can be downloaded from the AIHW website.
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3.12 Mental health

Good mental health is a state of wellbeing in which an individual realises their own
potential, can cope with the normal stresses of life, can work productively and fruitfully,
and is able to contribute to their community (WHO 2014). A considerable proportion

of the Australian population will experience a mental iliness at some time in their life

(see Chapter 3.13 ‘Eating disorders’; Chapter 4.7 ‘lllicit drug use’; Chapter 5.4 ‘People with
disability’).

The terms ‘'mental illness’ and ‘mental disorder’ are often used interchangeably and
describe a wide range of mental health and behavioural disorders which vary in duration
and/or severity. The effect of mental iliness on the individuals, families and/or carers
concerned can be severe and its influence on society as a whole is far reaching. Social
problems often associated with mental iliness include poverty, unemployment or reduced
productivity, and homelessness. People with mental illness may also experience isolation,
discrimination and stigma.

How common is mental illness?

Australia’s National Survey of Mental Health and Wellbeing is a program of three targeted
mental health epidemiological surveys. Together, these surveys provide a detailed view of
the prevalence of mental disorders in Australia:

+ The adult component of the National Survey of Mental Health and Wellbeing
(conducted most recently in 2007) estimates that around 8.5 million (45%, based
on the estimated 2015 population) Australians aged 16-85 will experience a high
prevalence mental disorder, such as depression, anxiety or a substance use disorder in
their lifetime. Around 20% of the population experienced a common mental disorder
in a 12-month period. Of these, Anxiety disorders (such as social phobia) were the
most prevalent, affecting 1in 7 (14%) people, followed by Affective disorders (such as
depression) (6.2%) and Substance use disorders (such as alcohol dependence) (5.1%)
(ABS 2008). The age distribution of high prevalence mental disorders in 2007 was
similar to that found 10 years earlier from the same survey (conducted in 1997/1998,
depending on the age group) (Figure 3.12.1).

« The National Survey of People with Psychotic lliness (conducted most recently in 2010)
showed that almost 64,000 people with a psychotic illness are in contact with public
specialised mental health services each year (Morgan et al. 2011). The survey did not
cover private service providers, such as private psychiatrists, psychologists and private
hospitals.

+ The Australian Child and Adolescent Survey of Mental Health and Wellbeing (conducted
most recently in 2013-14) estimates that 560,000 children and adolescents aged
4-17 (almost 14%) experienced a mental disorder in the 12 months before the survey
(Lawrence et al. 2015).



Figure 3.12.1: Per cent of Australians with high prevalence mental
disorders, by age group, 1997 and 2007

Age group
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Notes

1. For the 6-17 age group, the data are for 1998 and 2013-14.

2. For the 16-18 to 24 age group, the 1997 data relate to people aged 18-24 and the 2007 data to people
aged 16-24.

3. Prevalence data from the National Survey of People with Psychotic Iliness are not included in this figure.

4. Some caution should be exercised in comparing findings from the two adult surveys because they
sampled from slightly different age ranges and used somewhat different approaches to gauge the
presence of mental illness in the past 12 months. It may be that these differences in method account
for the small increase in overall prevalence over time.

Sources: Department of Health and Ageing 2013; Lawrence et al. 2015; Table S3.12.1.

Impact

While the National Survey of Mental Health and Wellbeing provides valuable insights, the
severity and duration of a mental iliness are critical factors in understanding its impact on
individuals, families and society as a whole. Severe and persistent mental illnesses, such
as psychotic disorders, have a relatively low prevalence but have a substantial impact on
individuals, their families and society due to the ongoing and sometimes extensive care
needs required to support the individual. Mental and substance use disorders contributed
12% of Australia’s total burden of disease in 2011, making it the third highest burden
disease group.

A person experiencing poor mental health may not meet the diagnostic criteria for a
mental disorder (Slade et al. 2009), but their condition may still have a negative impact on
their life. Poor mental health may also be associated with suicidality—the collective term
for suicidal ideation, suicide plans and suicide attempts. While suicidality is more common
in people with mental disorders, it is not confined solely to this group (Slade et al. 2009).
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People who experience suicidal ideation and make suicide plans are at increased

risk of attempting suicide. At some point in their lives, 13% of Australians aged 16-85
have experienced suicidal ideation, 4.0% have made suicide plans and 3.3% have
attempted suicide (Slade et al. 2009). Between 2007 and 2016, an average of around
2,600 Australians died by suicide each year (ABS 2017). Suicide and self-inflicted injuries
contribute to 2.5% of Australia’s total burden of disease (see Chapter 7.3 ‘Suicide
prevention services’).

What is missing from the picture?

Given the passage of time since the last adult survey of mental health was conducted,
it would be appropriate to consider cost-effective methods to update prevalence
information on Australian adults.

There is also a lack of information on the activities of non-government community mental
health organisations being used to support Australians with mental health issues. These
services (both not-for-profit and for-profit) focus on wellbeing, support and assistance for
people who live with mental illness rather than the assessment, diagnosis and treatment
undertaken by clinical services.

Where do | go for more information?

More information on mental health in Australia is available in Mental Health Services in
Australia or Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2011.

If you or someone you know needs help please call:
Lifeline 1311 14 beyondblue 1300 22 4636 Kids Helpline 1800 55 1800
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3.13 Eating disorders

Eating disorders are a group of mental illnesses typically characterised by problems
associated with disordered eating or body weight control, and a severe concern with

body weight or shape (Treasure et al. 2010). Disordered eating behaviours may include
overeating or insufficient food intake. There are four types of commonly recognised eating
disorders: —

SNAPSHOT

+ anorexia nervosa—characterised by the persistent restriction of food and water intake,
intense fear of gaining weight and disturbance in self-perceived weight or body shape

+ bulimia nervosa—characterised by repeated binge-eating episodes followed by
compensatory behaviours like self-induced vomiting or laxative misuse

+ binge eating disorder—characterised by repeated episodes of binge-eating, often with
a sense of loss of control while eating

+ other specified feeding or eating disorder—people with this disorder present with
many of the symptoms of anorexia nervosa, bulimia nervosa or binge eating disorder,
but may not meet the full criteria for diagnosis of one or more of these disorders
(Fairweather-Schmidt & Wade 2014).

How common are eating disorders?

It is difficult to get consensus on prevalence estimates for eating disorders in Australia
(NEDC 2010). Estimates vary substantially between data sources due to different
diagnostic thresholds and the small number of large-scale population research projects
(Hay et al. 2015). The estimated prevalence of any eating disorder varies, depending

on whether narrower clinical diagnostic or broader behavioural criteria are used. For
Australians aged 15 and over, estimated prevalence is 4-16% (Hay et al. 2008; Hay et al.
2015; Wade et al. 2006). Estimated prevalence varies according to the type of disorder—
research suggests binge eating disorder and other specified feeding or eating disorder
are the most prevalent disorders in Australia (Hay et al. 2017; Wade et al. 2006).
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Impact

Eating disorders cause considerable psychological distress. They were ranked as the
10th leading cause of non-fatal disease burden for females aged 15-44 in 2011.

The report Paying the price: the economic and social impact of eating disorders in Australia,
commissioned by The Butterfly Foundation, notes that there are few data on the
economic costs of eating disorders (Deloitte Access Economics 2012). The report suggests,
though, that the social and economic costs due to eating disorders are substantial. Based
on 2008-09 AIHW health expenditure data, adjusted for inflation, the report estimates
that, in 2012, costs to the health system related to eating disorders may have been close
to $100 million, with the resulting impact on productivity being as high as $15 billion.
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Treatment and management

Australians with eating disorders may access treatment through a range of health care
settings. These include specialised and non-specialised mental health services, such as
community mental health care and admitted patient care. National data on hospital
admitted patient care show that, in 2015-16, there were about 8,000 overnight and same-
day hospitalisations of people with a principal diagnosis of any eating disorder. Of these
hospitalisations, 61% included those for specialised admitted patient psychiatric care
(Supplementary Table S3.13.2). As well, about 104,000 community mental health service
contacts had a principal diagnosis of eating disorders in 2015-16.

Australians with eating disorders may also present to primary health care services, such as
general practitioners. However, data are generally lacking on people with eating disorders
accessing health services.

A wide variety of specialised eating disorder services and organisations can be accessed
by people needing support, including child and adolescent mental health services and
specialised inpatient eating disorder services (Victorian Department of Health 2014).

Variation by population groups

Eating disorders may occur at any stage of life, but research suggests that they occur
most often among young women (Hay et al. 2008; Hay et al. 2017; Wade et al. 2006).

The Australian Child and Adolescent Survey of Mental Health and Wellbeing estimated
that, in 2012-13, 2.4% of young people aged 11-17 reported problem eating behaviours
(Lawrence et al. 2015). A greater proportion of females (3.5%) than males (1.4%) reported
these behaviours (Lawrence et al. 2015).

In 2015-16, 95% of Australian hospitalisations with a principal diagnosis of an eating
disorder were for females. Females aged 15-24 made up the largest proportion of these
hospitalisations (57%) (Figure 3.13.1).

Figure 3.13.1: Hospitalisations with a principal diagnosis of eating disorders,
by age and sex, 2015-16

Per cent of hospitalisations
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Source: National Hospital Morbidity Database; Table S3.13.1.



In 2015-16, 58% of community mental health care contacts with a principal diagnosis

of eating disorders were provided to girls and women aged 15-24. The next largest
proportion of those contacts (14%) were provided to girls aged under 15 (Supplementary
Table S3.13.3).

What is missing from the picture?

There is a lack of nationally consistent data on eating disorders, especially prevalence,
estimated costs to society, and service access (NEDC 2010).

Where do | go for more information?

More information about eating disorders is available from The Butterfly Foundation
<www.thebutterflyfoundation.org.au> and The National Eating Disorders Collaboration
<www.nedc.com.au>.
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3.14 Dementia

Dementia is a term used to describe a group of similar conditions that gradually impair
brain function. It is commonly associated with memory loss, but can affect speaking,
thinking and moving. A person’s personality may also change, and health and functional
ability generally decline as the condition progresses. Dementia not only affects individuals
with the condition but also has a substantial impact on their families and carers, and
society more broadly.

How common is dementia?

Australian data on dementia prevalence are lacking, so the following estimates are based
on international information, adjusted for the Australian context.

In 2018, an estimated 376,000 people in Australia had dementia; this figure is projected to
grow to 550,000 by 2030 (Figure 3.14.1).

Figure 3.14.1: Estimated number of people with dementia, by age, 2010-2030
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Source: AIHW 2012; Table S3.14.1.

In 2018, around three-fifths (61%) of people with dementia were women, and two-fifths
(43%) were aged 85 and over. A similar number of men and women had dementia in the
younger age groups, but, among people aged 85 and over, there were more than twice as
many women as men (partly the result of the higher proportion of women in this age group).

An estimated 8.7% of people aged 65 and over in Australia had dementia in 2018.
However, the rate of dementia varies between population subgroups: for example,
dementia prevalence is estimated to be 2-5 times higher among Aboriginal and Torres
Strait Islander people than among non-Indigenous people, and Indigenous Australians
experience many risk factors for dementia (such as heart disease, diabetes and tobacco
use) at higher rates than non-Indigenous people (Flicker & Holdsworth 2014; Li et al. 2014;
Radford et al. 2015; Smith et al. 2008).



Impact

Dementia is more common among older people. Hence, the number of deaths due to
dementia has been increasing steadily alongside the growing number of older people in
the population—Australia’s ageing population and increases in life expectancy increase
the effect dementia has on society.

Among people aged 65 and over, dementia was the second leading cause of total burden
of disease in 2011 (accounting for 7.8% of years of life lost due to illness or death) and the
leading cause of non-fatal burden (accounting for 10% of years of life lost due to living
with the disease).

In 2016, dementia replaced heart disease as the leading underlying cause of death for
women, remaining the third leading cause for men (ABS 2017). This may reflect not
only an increase in the number of older people with dementia, but also changes in how
dementia deaths are recorded. There were more than 25,000 deaths in 2016 where
dementia was considered either to have directly led to the death (as the underlying cause),
or to have contributed to it (as an associated cause)—almost 69 deaths each day. When
trends over time were considered, the balance between dementia being recorded as an
associated, rather than an underlying, cause of death changed. In 2007, for every death
where dementia was recorded as the underlying cause, there were 1.4 deaths where it
was recorded as the associated cause. By 2016, the ratio was 0.9, meaning that there
were slightly more deaths recorded as being due to, rather than involving, dementia.

See chapters 3.1 ‘Burden of disease across the life stages’, 3.2 ‘Leading causes of death’
for more information on burden of disease and deaths.

Risk factors

Several factors to which people are exposed over their lifetime, or at particular points in
their life, are known to contribute to the risk of developing dementia. These include some
unmodifiable risk factors, such as age, genetics and family history. A number of other
factors, however, can be altered or treated—that is, they are considered modifiable risk
factors. Reducing these could reduce the prevalence of dementia.

Many modifiable risk factors assessed to have a causal association with dementia are
also associated with vascular diseases (such as coronary heart disease and stroke).
‘Vascular' risk factors for dementia include behavioural risk factors (tobacco smoking and
physical inactivity) and metabolic risk factors (high blood pressure and obesity), as well
as some vascular diseases themselves (stroke, diabetes, atrial fibrillation and chronic
kidney disease).

Jointly, these vascular risk factors represented 30% of the total burden from dementia

in Australia in 2011. This means that almost one-third of healthy years of life lost due to
premature death or ill health from dementia were accounted for by the combined effects
of these eight factors.

Individually, vascular risk factors were each responsible for 5.2-8.4% of the dementia

burden. The individual vascular risk factors (assessed to have a convincing causal
association with dementia) that contributed most to the dementia burden were physical

139



Australia's health 2018

140

inactivity (8.0%), stroke (6.7%) and high blood pressure (6.0%). Chronic kidney disease
was assessed to have a probable causal association with dementia and was responsible
for 8.4% of dementia burden (Figure 3.14.2). However, the largest health gains could be
achieved by reducing the prevalence of vascular risk factors that are trending upwards,
namely diabetes and obesity.

Figure 3.14.2: Contribution of vascular risk factors to dementia burden in
Australia, by risk factor, 2011
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Stroke 6.7
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Source: AIHW 2016; Table S3.14.2.

Treatment and management

There is no known cure for dementia. Dementia care generally focuses on alleviating the
behavioural and psychological symptoms of the condition through various medications or
non-drug therapies and support. Four dementia-specific drugs are available for Alzheimer
disease: donepezil for mild, moderate and severe disease; galantamine and rivastigmine
for mild to moderately severe; and memantine for moderately severe to severe. They are
subsidised through the Pharmaceutical Benefits Scheme. In 2015, 514,000 Pharmaceutical
Benefits Scheme prescriptions were dispensed for these medications (Department of
Health 2016).

People with dementia may also use a mix of health and aged care services. For example,
22,200 people aged 65 and over were admitted to hospital in New South Wales in 2015-16
with dementia as the principal diagnosis or comorbidity (CEE 2016). Nationwide, as at

30 June 2017, 89,500 people with dementia were living in permanent residential aged care
(representing around half of all people in care).



What is missing from the picture?

Currently, there are no national data on how many people in Australia are affected by
dementia—instead, numbers are estimated based on international data and modelling.
While combining multiple sources to identify dementia cases has been shown to produce
plausible prevalence estimates (Waller et al. 2017), the lack of comprehensive data
affects the ability to monitor the incidence and prevalence of dementia and how it is
treated and managed. Data linkage may improve understanding of patient outcomes
and disease interactions.

Where do | go for more information?

More information on deaths and leading causes of death in Australia, including the
General Incidence of Mortality (GRIM) books and Mortality Over Regions and Time (MORT)
books, is available on the AIHW website at <www.aihw.gov.au/reports-statistics/health-
conditions-disability-deaths/life-expectancy-deaths/overview>. More information on
vascular risk factors for dementia is available in the AIHW report Contribution of vascular
diseases and risk factors to the burden of dementia in Australia. Further information on
dementia is available at <www.aihw.gov.au/reports-statistics/health-conditions-disability-
deaths/dementia/> and in the report Dementia in Australia.
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3.15 Injury

Injury is @ major contributor to mortality, morbidity and permanent disability in Australia.
In 2011, it accounted for 8.8% of the total burden of disease in Australia, and was the
fifth leading cause of burden. Based on self-reported data, 7.0% of the main long-term
health conditions experienced by the estimated 4.3 million Australians living with
disability occurred due to injury or poisoning (ABS 2016).

This snapshot describes the overall patterns of injury in Australia. Other chapters of
this report describe injury in the context of family, domestic and sexual violence
(see Chapter 3.16 ‘Family, domestic and sexual violence’) and opioid use and misuse
(see Chapter 3.17 ‘Opioid harm).

How common is injury?

Injury deaths

* Injury was recorded as a cause of more than 12,600 deaths in 2014-15in
Australia—8.1% of all deaths.

* The age-standardised rate of injury deaths in 2014-15 was 48 per 100,000 population.
This rate has remained relatively steady since 2004-05, following a decrease from 55
per 100,000 population in 1999-00.

*+ Injury death rates were highest for men and women aged over 65; 42% of male injury
deaths and 68% of female injury deaths occurred in this age group.

* Injury death rates for males were higher than for females in every age group, especially
at ages 25-44.

* The most common causes of injury deaths were falls (37% of all deaths), suicide (23%)
and transport crashes (11%), though there were differences in the leading causes of
injury death for males and females (Figure 3.15.1). For males, suicide was the leading
cause (29% of all male injury deaths); for females, falls were the leading cause (53% of
female injury deaths).

+ Age-standardised rates of injury deaths for Aboriginal and Torres Strait Islander
people were twice the rate for non-Indigenous people (97 and 48 deaths per 100,000
population, respectively).

+ Rates of injury death increased with increasing remoteness—from 43 deaths per
100,000 population in Major cities to 88 deaths in Very remote areas.



Figure 3.15.1: Proportion of injury deaths, leading causes, by sex, 2014-15
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Source: AIHW: Henley & Harrison, forthcoming 2018a; Table S3.15.1.

In 2014-15, there were more than 480,000 cases of hospitalised injury in Australia.

Hospitalised injuries can range from single fractures to catastrophic injuries, such

as spinal cord injury or severe traumatic brain injury. About 1 in 6 (15%) hospitalised
injury cases were classified as ‘high threat to life’. Serious injuries often cause persisting
problems and ongoing need for health care services.

The main causes of hospitalised injury were falls (41%), followed by injury due to

inanimate mechanical forces (for example, being struck by an object, including sports
equipment, or contact with powered tools; 14%), and transport crashes (12%).

Hospitalised injury cases ‘
(221
3
a
©
<
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Males accounted for more than half (55%) of all injury cases. The rate of injury for males
overall was 2,300 cases per 100,000 males, compared with 1,600 per 100,000 females.

For both males and females, age-specific rates of injury were much higher in age groups
above age 75. Males had a higher rate of injury than females across all age groups up to
about ages 65-69; in older age groups, females had much higher rates.

The number of hospitalised injury cases per 100,000 population was higher for
Indigenous people (3,600) than for Other Australians (1,900).
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Presentations to public hospital emergency
departments

Information on injury occurrence is also available from data on why people present to
hospital emergency departments.

Data on the main diagnosis are available in a consistent format for 68% of all emergency
department presentations. These data show that there were 1.3 million presentations
for injury in 2013-14 (27% of the emergency presentations for which suitable data were
available). This would be equivalent to an estimated 1.9 million presentations for injury
across all Australian public hospital emergency departments.

More than one-quarter (28%) of presentations to emergency departments for injury were
for children aged 0-14, with a further 19% for people aged 15-24 (Figure 3.15.2).

Figure 3.15.2: Injury-related emergency department presentations, by age
and sex, 2013-14

Number
200,000 ~

180,000 M Males Females
160,000
140,000
120,000
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Age group

Source: AIHW: Henley & Harrison, forthcoming 2018b; Table S3.15.2.

Overall, 22% of emergency department presentations were for soft-tissue injury, 21% for
fractures and 18% for open wounds.

Most people treated for an injury in an emergency department were not admitted for
further care in hospital (82%). The likelihood of being admitted varied by the nature of the
injury: people with internal organ injuries, intracranial injuries, or exposure to poisons or
toxins were most likely to be admitted (86%, 44% and 45%, respectively), though these
cases accounted for only 5.9% of all injury presentations to emergency departments.



What is missing from the picture?

Limited data are available on cases treated in other health care settings, including by
general practitioners, at sports medicine clinics, by physiotherapists and elsewhere.

As noted, the data available on emergency presentations are incomplete. Also, the
nationally available data include very limited information on the events and circumstances
that result in the injury (for example, transport crashes).

Many injury cases, especially (but not only) those needing hospital admission, leave the
person with long-lasting disability. Data linkage can improve the understanding of patient
outcomes and pathways through the health system.

Where do | go for more information?

More information about hospitalisations and deaths due to injury in Australia is available
at <www.aihw.gov.au/reports-statistics/health-conditions-disability-deaths/injury/
overview>,
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3.16 Family, domestic and
sexual violence

Family, domestic and sexual violence (FDSV) is a major health and welfare issue in
Australia (see Glossary for definitions). While men, women and children from all walks
of life can experience FDSV, some groups are at particular risk, including Aboriginal and
Torres Strait Islander women, young women, pregnant women and women with disability.
Intimate partner violence has serious impacts on women'’s health. See Chapter 4.4
‘Contribution of selected risk factors to burden of disease’ for more information on the
burden of disease impacts on women due to intimate partner violence.

This snapshot provides an overview of hospitalised assaults and deaths in the context
of family and domestic relationships.

How common is FDSV?

One in 6 (17%, or 1.6 million) Australian women have experienced physical or sexual
violence by a current or former cohabiting partner, since the age of 15. Further, 1in 16
(6.1%, or 0.5 million) men have experienced this kind of violence since the age of 15.
For women who had children in their care while experiencing violence from a current
partner, half (50%) said the children had seen or heard the violence; this proportion
increased when the violence was perpetrated by a former partner (68%) (ABS 2017).

Impact of FDSV

FDSV generates a range of responses and consequences, involving both health and
welfare services. FDSV can have serious impacts on a victim's health. In 2011, it
contributed to more burden of disease (the impact of iliness, disability and premature
death) than any other risk factor for women aged 25-44 (Ayre et al. 2016). Seven
disorders or events were causally linked to exposure to intimate partner violence:
depressive and anxiety disorders, early pregnancy loss, homicide and violence, suicide
and self-inflicted injuries, alcohol use disorders, and children born prematurely or with
low birthweight. Serious cases of FDSV can end in hospitalisation or death.

Hospitalised injury

In 2014-15, there were more than 19,000 hospitalisations due to an assault injury. Of
these hospitalisations, nearly 1in 5 (18% or 3,400) people reported that the perpetrator
was a Spouse or domestic partner, with Other family member reported for a further 8.8%
(1,700 hospitalisations).

Where the perpetrator was identified, a Spouse or domestic partner was recorded for

almost half (45%) of all hospitalisations of female assault victims—or more than 2,800
cases. For men, a Spouse or domestic partner was recorded as the perpetrator for almost



1in 20 (4.4%) hospitalisations—or about 560 cases (Figure 3.16.1). Sex differences were
also apparent in assault injury hospitalisations when the perpetrator was identified as
Other family member, including Parents (15% of female hospitalisations compared with
8.6% of males).

The type of perpetrator for assault injury hospitalisations also differed by age group.

For children, most perpetrators were Parents or Other family members (80% for children
aged 0-4 and 40% for children aged 5-14). Spouse or domestic partner was the most
commonly identified perpetrator among people aged 15-24 (13%) and 25-44 (22%).

The most commonly identified perpetrator for people aged 65 and over was Other family
member (23%).

Figure 3.16.1: Assault injury hospitalisations, by reported perpetrator, by sex,
2014-15
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Note: Around half of all assault hospitalisations did not have a reported perpetrator, and results should be
interpreted with some caution.

Source: National Hospital Morbidity Database; Table S3.16.1.

Deaths

From 1 July 2012 to 30 June 2014, there were 487 homicide incidents, involving 512 victims.
A domestic relationship was the most common relationship between a victim and the
homicide offender; more than 200 domestic homicide incidents were recorded involving
213 victims and 200 perpetrators. Of these incidents:

* 63% (126) were intimate partner incidents
* 15% (30) were incidents involving a parent (or step-parent) killing a child (filicide)
* 10% (21) were incidents where a child killed a parent or step-parent (parricide)

+ 8% (16) were other family incidents, such as those involving cousins, aunts/uncles,
grandparents and so on

* 4% (7) were incidents where one sibling killed another (siblicide).
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Females were predominantly the victims of domestic homicide (65%) and males largely
the offenders (79%). Almost 4 in 5 (79% or 99) victims of intimate partner homicide
between 2012 and 2014 were women (Figure 3.16.2)—this represents nearly 1 woman
per week being killed by an intimate partner. Men were 80% of the offenders in cases

of intimate partner homicide (Figure 3.16.2).

While females were over-represented as victims of all types of domestic homicide
combined, males were over-represented as victims of some forms of domestic homicide,
particularly homicides involving siblings (78%) (Figure 3.16.2). Males were 100% of the
offenders for homicides involving siblings (Bryant & Bricknell 2017).

Figure 3.16.2: Type of homicide, by gender of victims and offenders, 2012-13
to 2013-14
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What is missing from the picture?

While there are data for reporting on certain aspects of FDSV, there are notable gaps in
respect to the health impacts of FDSV. For example, there is no national information—
or incomplete or inconsistent capture of information—on emergency department
presentations and general practitioner visits. This makes it difficult to answer questions
to support research and policies, such as:

+ What health services and responses do victims and perpetrators of FDSV need and use,
and how coordinated are they?

+ What are children’s experiences of FDSV?
* What are the pathways, impacts and outcomes for victims and perpetrators of FDSV?
* Which groups are at greater risk of FDSV?

* How do the health impacts of FDSV vary by location (noting that data are available
for some, but not all, states and territories)?

+ What programs and interventions are the most effective to prevent and respond
to FDSV?

These data gaps limit the extent to which we can understand the health impacts and
outcomes for victims and perpetrators. There is also very limited information about
specific at-risk groups, such as Indigenous people, children, culturally and linguistically
diverse communities, and adults and children with disability.

Where do | go for more information?

More information on FDSV is available at <www.aihw.gov.au/reports-statistics/behaviours-
risk-factors/domestic-violence/overview>. The report Family, domestic and sexual violence in
Australio 2078 and other recent releases are available for free download.

If you are experiencing domestic or family violence or know someone who is,
please call 1800RESPECT (1800 737 732) or visit the 1800RESPECT website.
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3.17 Opioid harm

Statistics for Australia show recent increases in the use of opioids, and opioid-related
poisonings, overdoses and deaths. This reflects international trends.

Opioids are chemical substances that have a morphine-type action in the body. They are
most commonly used for pain relief, but are addictive and can lead to dependence. Opioid
drugs can be either illicit (poredominantly heroin) or prescription (including codeine, which
has been a prescription-only medication in Australia since February 2018). They include:

+ opiates—drugs naturally derived from the opium poppy, such as codeine and heroin

+ semi-synthetic opiates, such as hydromorphone and oxycodone

+ synthetic opioids, such as fentanyl and methadone.

Because opioids are addictive, there is the potential for dependence and misuse for both
therapeutic and illicit opioids. Harm from the use of opioids can be social (for example,
crime), mental/behavioural and physical. This snapshot focuses on the physical and
mental/behavioural harms, in particular poisonings and dependence.

How common is opioid use and misuse?

Prescription opioids

Opioids are medically prescribed for two main reasons: pain management and the
treatment of heroin and other opioid dependence—commonly referred to as Opioid
Substitution Therapy or pharmacotherapy.

The AIHW's analysis of Pharmaceutical Benefits Scheme data shows that 11.1 million
opioid prescriptions were dispensed in 2014-15.

Opioid prescriptions rose by 24% between 2010-11 and 2014-15, from 369 to 456
prescriptions per 1,000 population.

Oxycodone (and oxycodone/naloxone) accounted for 1 in 3 (34%) opioids prescribed in
2014-15, prescriptions for which increased by 68% over the period (from

2.3 million to 3.8 million). Codeine prescriptions were the second most common opioid
prescription in 2014-15, accounting for almost 1 in 4 (23%).

Misuse and illicit use of opioids

Using self-reported data from the National Drug Strategy Household Survey of people
aged 14 and over in 2016:

+ 3.6% had recently used pharmaceutical opioids for non-medical purposes

+ of those reporting use, over-the-counter codeine products were the most common (2.5%),

followed by prescription codeine products (for example, Panadeine Forte) (1.4%). Less
common was oxycodone (0.6%), tramadol (0.3%), morphine (0.1%) and fentanyl (<0.1%)

+ only a small proportion (1.3%) reported ever using heroin in their life, and 0.2%
reported using recently (in the last 12 months). However, 49% of recent users reported
using heroin once a week or more.



Impact

Opioid use and misuse can result in dependence, overdose, physical harm or, in the worst
case, death. In 2011, opioid use was responsible for 0.9% of the total burden of disease
and injuries. Most of the burden due to opioid use was due to accidental poisoning (63%)
and opioid dependence (29%). A further 7.8% of the burden due to opioid use was from
suicide and self-inflicted injuries.

The National Hospital Morbidity Database can be used to calculate the rate of
hospitalisations with a principal diagnosis of poisoning or mental and behavioural
disorders due to opioids. This rate indicates the impact over time on Australia’s hospital
system of opioid use and misuse. The National Mortality Database can be used to report
on deaths from opioid poisoning.

In recent years, opioid-related hospitalisations and deaths have risen:

+ In 2015-16, the rate of hospitalisations with an opioid-related principal diagnosis was
37 per 100,000 population, a 12% increase since 2011-12 (33 per 100,000 population).

+ Analysis of the National Mortality Database found that, in 2016, more than 1,100
drug-induced deaths mentioned opioid poisoning (one or more times), up 89% from
591 deaths in 2007.

Of opioid deaths in 2016: .

Q@ + 550 mentioned other opioids (includes prescription painkillers such as 2

o oxycodone, morphine and codeine) 3
+ 361 mentioned heroin _f:“-
+ 208 mentioned methadone v

+ 234 mentioned other synthetic narcotics (for example, fentanyl and
tramadol).

Treatment and management

Some treatment for acute poisoning and overdose is provided in hospitals to admitted
patients or by emergency departments and general practitioners to non-admitted
patients. There are also specialised Alcohol and Other Drug Treatment Services (AODTS)
that provide a range of treatments for clients who use, misuse or are dependent on
opioids. These treatments include counselling, information and education, rehabilitation,
support and case management, withdrawal management and/or pharmacotherapy.
Information about the treatment provided is captured in the AODTS National Minimum
Data Set (see Chapter 7.19 ‘Specialised alcohol and other drug treatment services’).

In2016-17:

+ heroin was the fourth most common principal drug of concern (5.2% of closed
treatment episodes) and was listed as a drug of concern (principal or additional) in
7.5% of closed treatment episodes

+ an opioid pharmaceutical (for example, codeine, oxycodone, fentanyl or methadone)
was the principal drug of concern in 3.3% of closed treatment episodes and a drug
of concern (principal or additional) in 6.8% of closed treatment episodes.
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Opioid pharmacotherapy treatment is one of the main types of treatment used for opioid
drug dependence. It involves replacing the opioid drug of dependence with a legally
obtained, longer lasting opioid (methadone, buprenorphine or buprenorphine-naloxone)
that is taken orally. Clients receive pharmacotherapy treatment for a range of opioid drugs
(both prescribed and illegal) to reduce withdrawal symptoms, the desire to take opioids,
and the euphoric effect of taking opioids. This treatment type is captured for a particular
day (snapshot) in the National Opioid Pharmacotherapy Statistics Annual Data (NOPSAD)
collection.

Based on the NOPSAD, on a snapshot day in June 2017, nearly 50,000 people in Australia
(20 per 10,000 population) received opioid pharmacotherapy treatment. Of these clients:

+ 38% reported heroin as their opioid drug of dependence, followed by oxycodone (5.2%),
morphine (4.3%), codeine (4.2%) and methadone (4.1%)

+ the median age (across all pharmacotherapy types) was 42

« around two-thirds (65%) were male.

What is missing from the picture?

In Australia, medicines containing codeine were available over-the-counter until
1 February 2018. Reporting of pharmaceutical prescriptions does not reflect the total
amount of codeine obtained before this date.

National data on drug-related ambulance attendances are currently not available.
Emergency departments are a key source of treatment for opioid-related poisonings.
No data on emergency department presentations are included in this snapshot due to
data limitations (which limit the ability to accurately determine the substances involved
in poisoning presentations).

This snapshot does not capture harms relating to violence and injury arising from
opioid use because data are incomplete; it can also be difficult to attribute these harms
to opioids directly.

Where do | go for more information?

More information on opioid drug use is available at <www.aihw.gov.au/reports-statistics/
behaviours-risk-factors/illicit-use-of-drugs/overview>.

More information on opioid treatment services is available at <www.aihw.gov.au/reports-
statistics/health-welfare-services/alcohol-other-drug-treatment-services/overview>.

More information on causes of death in Australia is available at <www.abs.gov.au/
AUSSTATS/abs@.nsf/Lookup/3303.0Main+Features12016?0OpenDocument>.

The following report and other recent releases relating to this topic are available for free
download on the AIHW website: Non-medical use of pharmaceuticals: trends, harms and
treatment 2006-07 to 2015-16.
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3.18 Oral and dental health

Good oral health (including dental health) is important for overall wellbeing. Without it,
general quality of life and the ability to eat, speak and socialise is compromised, resulting
in pain, discomfort and embarrassment. Poor oral health is also associated with other
health problems such as stroke, cardiovascular disease and adverse pregnancy outcomes
(COAG Health Council 2015). —

In 2011, poor oral health (mainly tooth decay, gum disease and tooth loss) contributed
4.4% of the non-fatal burden of disease in Australia.

SNAPSHOT

How common is poor oral and dental health?

Ha et al. (2016) reported that the National Child Oral Health Study 2012-14, which
included a clinical examination component, found that:

+ about 2in 5 (42%) children aged 5-10 had experienced decay in their primary (baby)
teeth and more than 1 in 4 (27%) had untreated decay in these teeth

+ almost 1in 4 (24%) children aged 6-14 had experienced decay in their permanent teeth,
and more than 1in 10 (11%) had untreated decay in these teeth. ‘

The National Survey of Adult Oral Health 2004-06, which included a clinical examination ™

component, showed that for people aged 15 and over: b
)

« more than 1in 4 (26%) had untreated tooth decay %
L
(@]

+ almost 1 in 4 (23%) had moderate or severe gum disease, which increased to
more than 1in 2 (53%) among people aged 65 and over.

Proportion of people with untreated tooth decay

Age Per cent
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(a) Data are for 2012-14.
(b) Data are for 2004-06.

Sources: AIHW: Chrisopoulos et al. 2016; Ha et. al. 2016.
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The National Dental Telephone Interview Survey 2013 (based on self-reported

information) found that, for people aged 15 and over, 1 in 20 (4.4%) had no natural teeth,

including 1 in 5 (19%) people aged 65 and over. Dentate people (people who had at least

one natural tooth) had 5 missing teeth on average, rising to 11 missing teeth for dentate

people aged 65 and over. For dentate people:

* 1in7(16%) had experienced toothache within the previous year

* 11in5(20%) avoided eating certain foods because of oral health problems within the
previous year

* 1in4(27%) felt uncomfortable with their dental appearance.

Use of dental health services

Brennan et al. (2016) reported that the National Child Oral Health Study 2012-14 found
that for children aged 5-14:

* 1in 10 (11%) had never visited a dentist
+ 81% had visited a dentist in the 12 months before the survey
+ 57% last attended a private dental service.

The 2016-17 Patient Experience Survey found that, in the last 12 months, for people
aged 15 and over:

+ 48% saw a dental professional. The proportion who visited a dentist in the last
12 months was lowest for people aged 25-34 (34%) and highest for people
aged 55-64 (53%)

* 17% who reported that they needed to visit a dentist, had not done so (ABS 2017).

The National Dental Telephone Interview Survey 2013 found for people aged 15 and over:

+ almost half (44%) had favourable (proactive) dental visiting patterns (visiting at least
once a year for a check-up rather than a problem)

* 4in 5 (84%) dental visits were made to a private dental practice

+ 1in 3 (35%) dentate people delayed or avoided going to the dentist due to cost;
this was an increase from 25% in 1994.

Almost $10 billion was spent on dental services in Australia in 2015-16. The majority (58%)
of this cost was paid by patients directly, with individuals spending an average of $239
on dental services over the 12-month period (see Chapter 2.2 'How much does Australia
spend on health care? for more information).

As well as visits to dental professionals, there were more than 67,000 potentially
preventable hospitalisations for dental conditions in 2015-16, accounting for 80,000 bed
days. Adjusting for age, the rate of potentially preventable hospitalisations for dental
conditions increased between 2013-14 and 2015-16, from 279 to 284 separations per
100,000 people.



What is missing from the picture?

There are limited routinely collected data on oral health status, as the surveys noted in
this snapshot are conducted relatively infrequently. There is also limited information
about dental services provided in Australia, especially in relation to those provided in
the private sector.

Some national data are routinely collected from public dental services, but they are not
currently nationally comparable and focus only on waiting times for some adult patients.
Further, they do not cover reasons for, and the nature and outcomes of, public sector
dental care provision.

Where do | go for more information?

More information is available on the AIHW website at Dental and oral health. The
following report is available for free download: Oral health and dental care in Australia:
key facts and figures 2015.
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3.19 Communicable diseases

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 vectors
(such as mosquitoes). These diseases are caused by bacteria, viruses, parasites or fungi
or their toxic products. Examples include malaria, influenza and chicken pox.

Throughout the 1900s, improved sanitation and new prevention and treatment
options drastically reduced the burden of communicable diseases. Vaccination is a
key preventative measure and has been highly successful in reducing infections from
serious diseases such as polio and measles (see chapters 7.1 'Health promotion’;

7.2 'Immunisation and vaccination’).

Although the total burden of communicable diseases in Australia is relatively small (1.6%),
they are an important cause of ill health. Many have the potential to cause serious illness
and outbreaks. Some have developed resistance to antimicrobial agents, increasing the
risk of more lengthy and complex treatment and poor outcomes (ACSQHC 2017).

How common are communicable diseases?

Most people will experience an infection with a communicable disease during their
lifetime—for example, a common cold or a stomach bug. Mostly, the illness is mild

and short lived and medical care is not needed or sought. The prevalence of many
communicable diseases is therefore difficult to determine. However, certain diseases
have to be reported to health authorities (Box 3.19.1); this requirement ensures that a
consistent and comparable data set is collected over time, providing information about
who is affected.

Box 3.19.1: Notifiable diseases

Notifiable diseases are a subset of communicable diseases. Legislation requires
that each detected case is reported to state and territory health departments.
Notification means that trends in the number and characteristics of cases can
be monitored over time and outbreaks can be detected promptly. This enables
interventions to be implemented to prevent or reduce transmission. Monitoring,
analysis and reporting on notifiable diseases occurs nationally via the National
Notifiable Disease Surveillance System (NNDSS).

More than 500,000 cases of notifiable diseases were reported to the NNDSS in 2017.
The most commonly notified diseases were:

+ laboratory-confirmed influenza (a respiratory infection) (around 250,000 notifications)
+ chlamydial infection (a sexually transmitted infection) (around 96,700 notifications)

« gonococcal infection (a sexually transmitted infection, also called gonorrhoea) (around
28,400 notifications)

+ campylobacteriosis (a gastrointestinal infection) (around 26,700 notifications) (Figure 3.19.1).



In 2017, influenza activity in Australia was high, although it varied between states and
territories. Overall, the reported numbers of notifications, people seeking care at primary
care providers and hospitals, and hospital admissions were the most since the 2009
pandemic year. However, the 2017 season was not characterised by greater severity;
both the number of people admitted to intensive care, and the mortality associated with
influenza were within the normal range, considering the large number of notified cases
and the main type of influenza causing iliness (influenza A (H3N2)). It is difficult to identify
specific causes for the high level of influenza activity; however, in eastern states and
territories, the season began 1 month earlier and the high point of activity lasted longer
compared with patterns for previous years (Department of Health 2017a).

The extent of under-notification and trends in notifications of communicable diseases
can change if patients become more likely to seek medical care for infection or screening,
if the number of laboratory tests requested by health practitioners increases, or if
laboratory tests become more sensitive. For example, it is possible that increased rapid
testing contributed, in part, to a dramatic increase in influenza notifications in 2017
compared with 2016 (Department of Health 2017b). The rise in the chlamydia and
gonorrhoea notification rate over time was associated with the gradual introduction of
more sensitive laboratory tests and an increased number of tests being performed (Kirby

Institute 2017; Figure 3.19.1). I
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Figure 3.19.1: Notification rates for selected notifiable diseases, 2013-2017
Notification rate (per 100,000 population)
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Source: Department of Health 2018; Table S3.19.1.
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Hospitalisations and deaths

Some people who become infected with communicable diseases end up with a

severe infection, resulting in hospitalisation. In 2015-16, 93% of the nearly 400,000
hospitalisations for communicable diseases were for non-notifiable diseases
(Supplementary Table S3.19.1). The hospitalisation rate for non-notifiable communicable
diseases increased by 43% since 2000-01, to 240 per 1,000 population in 2015-16

(more than 372,000 hospitalisations). The most common diagnosis was lower respiratory
tract infections (such as pneumonia and bronchitis), accounting for almost 143,000
hospitalisations (36%) in 2015-16. Of the nearly 28,000 hospitalisations for notifiable
diseases, influenza was the most common diagnosis associated with hospitalisation
(10,800, 38%). The hospitalisation rate per 1,000 population for notifiable communicable
diseases ranged between 13 in 2007-08 and 20 in 2015-16 (Figure 3.19.2a).

In 2015, slightly more than 6,300 deaths were attributed to communicable diseases.
The majority of deaths occurred in people aged over 65 and were caused by non-notifiable
lower respiratory infections. The death rate per 100,000 population due to non-notifiable
communicable diseases ranged between 14 in 2008 and 24 in 2003 (Figure 3.19.2b). Of the
800 deaths attributed to notifiable diseases between 2000 and 2015, the most common
diagnoses were influenza (282) and chronic hepatitis C infection (225).

Australia's health 2018

Figure 3.19.2a: Age-standardised Figure 3.19.2b: Age-standardised
hospitalisations rates for notifiable mortality rates for notifiable and
and non-notifiable communicable non-notifiable communicable
diseases, 2000-01 to 2015-16 diseases, 2000-2016
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Selected outbreaks of communicable diseases in 2017

The notification system in Australia enables public health authorities to detect outbreaks
and increases in communicable diseases. Many outbreaks occur each year—such

as widespread seasonal outbreaks of influenza or localised outbreaks of diseases
transmitted through, for example, consumption of contaminated food. Of interest
because of their severity, ongoing nature, geographic spread and impact on Aboriginal
and Torres Strait Islander people are outbreaks of invasive meningococcal disease (IMD)
and infectious syphilis, shown for the period 2008-2017 in Figure 3.19.3.

Figure 3.19.3: Notification rates for new syphilis infections and invasive
meningococcal disease, serogroup W, 2008-2017
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Source: Department of Health 2018; Table S3.19.3.

Invasive meningococcal disease, type W

There are five main types of IMD—caused by types (‘serogroup’) A, B, C, W and Y.

A national immunisation program against serogroup C (MenC) was introduced in
2003 in response to an increase in notified cases, particularly among adolescents and
young adults. Between 2003 and 2014, the rates of IMD infection declined, with most
cases infected with serogroup B. However, in 2014, the number of IMD cases caused
by serogroup W (MenW) began to increase, with 17 cases reported. MenW was the
predominant cause of IMD in 2016, with 108 cases reported.
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Cases are scattered around Australia, but the impact on Indigenous Australians has been
comparatively greater (compared with Other Australians), particularly in central Northern
Territory. As at 31 December 2017, there were 140 MenW cases reported in 2017; it was
the predominant serogroup causing IMD infections. The notification rate in 2017 among
Indigenous Australians was 7.0 cases per 100,000, compared with 0.4 cases per 100,000
among other Australians (Department of Health 2017c). Relevant state and territory
governments responded to increased cases of MenW by funding targeted vaccination
programs in areas affected or linked by cultural and geographical ties, using combination
ACWY vaccines.

Syphilis

Syphilis is a sexually transmitted infection. Left untreated, it can irreversibly damage the
brain, nerves, eyes, heart, spinal cord and joints, causing serious illness and possibly
death. Pregnant women can pass the infection to their baby, increasing the chance of
stillbirth. Syphilis can be prevented through safe sexual practices or treated with antibiotics.

Since January 2011, an ongoing outbreak of new syphilis infections has affected
Indigenous Australians living in rural and remote areas of northern and central Australia.
Around 1,950 cases have been associated with this outbreak (as at 31 January 2018)
(Department of Health 2017d), of which around two-thirds were people aged 15-29.
Responses to the outbreak have included increased screening, public health alerts, an
Indigenous-specific public awareness campaign and active follow-up of cases. In parallel,
there have been increases in cases of new syphilis reported in men who have sex with
men, predominantly aged 20-39, living in urban areas of Victoria and New South Wales.

What is missing from the picture?

Notifications of notifiable communicable diseases to the NNDSS represent only a portion

of all the cases occurring in the community. This is because not all individuals with notifiable
diseases present for medical care and, of people who do, not all are tested and/or notified.
The proportion of under-reporting may vary between diseases, over time, and across
jurisdictions. The number of notifications may be influenced over time by changes in testing
practices; for example, by an increased propensity to test and/or to use more sensitive
diagnostic tests. These changes may be influenced by both clinician practice and patient
expectations. For non-notifiable communicable diseases, the number of cases requiring
hospitalisation is a small fraction of the total number of cases occurring in the community.
It is difficult to estimate with any certainty what the total number of cases might be.



Where do | go for more information?

More information about the selected outbreaks of communicable diseases in Australia

in 2017 can be found here:

* MenW outbreak <www.health.gov.au/internet/main/publishing.nsf/Content/
ohp-meningococcal-W.htm>

+ syphilis outbreak: <www.health.gov.au/internet/main/publishing.nsf/Content/ohp-
infectious-syphilis-outbreak.htm>

+ influenza season: <www.health.gov.au/internet/main/publishing.nsf/Content/
cda-surveil-ozflu-flucurr.htm>

+ links for further information on other notifiable diseases: <www.health.gov.au/cda>.
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4.0 Overview

A person'’s health and wellbeing is influenced by individual, societal and socioeconomic
factors. This chapter focuses on these ‘determinants of health’ or ‘risk factors’, which
combine to affect the health of individuals and communities. They include broad features
of society and environment; socioeconomic characteristics; a person’s knowledge,
attitudes and beliefs; health behaviours; psychological factors; safety factors; and
biomedical factors.

Determinants can affect health positively or negatively—they are attributes, characteristics
or exposures that increase or decrease the likelihood that a person develops a disease

or health disorder. Many risk factors can be changed or controlled to improve health
outcomes or to reduce the chance of ill health. In turn, a person’s health status influences
social and socioeconomic factors; for example, their ability to work, earn an income or
participate in their community.

The natural environment is one factor that can affect our physical and mental health.
This includes the quality of air and water, the positive and negative health effects of
exposure to ultraviolet radiation (adequate exposure can guard against Vitamin D
deficiency, while excessive exposure has been linked to various types of skin cancer),
and the potential impact of extreme weather events. For example, there have been
several ‘thunderstorm asthma’ events in Australia in recent years, with the event in
Victoria in 2016 resulting in 9 deaths.

Many key drivers of health are integral to our everyday living and working conditions—the
circumstances in which we grow, live, work and age. One of these social determinants

is socioeconomic position, which can be described in terms of educational attainment,
income level, and occupational status. In general, every step up the socioeconomic ladder
has a corresponding benefit for health. It is estimated that closing the health gap between
the most and least disadvantaged Australians would spare around half a million people
from chronic illness.

What we know about health and health behaviours can influence how much and how
effectively we engage in looking after our own health; however, based on the 2006
Australian Bureau of Statistics Health Literacy Survey, only 4 in 10 (41%) adults have a
level of health literacy that allows them to meet the complex demands of everyday life.

Many chronic conditions share common risk factors that are largely preventable, such

as tobacco smoking, excessive alcohol consumption, overweight and obesity, physical
inactivity and high blood pressure. AlImost one-third of the overall disease burden in
Australia could be prevented by reducing exposure to modifiable risk factors. Small
personal lifestyle changes can have big health gains for the whole population—if we all
did an extra 15 minutes of brisk walking, 5 days a week, Australia’s disease burden due to
physical inactivity would be cut by about 14%.



Fewer Australians are smoking than ever before—and 62% of the population have never
smoked—but the decline in smoking rates has slowed, with no decline seen between 2013
and 2016. Tobacco use continues to be the single risk factor causing the most disease
burden in Australia, with the largest impact from tobacco use on cancer, respiratory
diseases and cardiovascular diseases.

As well, fewer Australians are drinking at levels that contribute to alcohol-related harm
over a lifetime. However, about 26% of people drink more than is recommended on a
single occasion, and they do this at least once each month. Younger people show more
promising trends when it comes to alcohol—fewer people aged 12-17 are drinking and
a greater proportion are abstaining from drinking altogether.

In 2016, Australia recorded the highest number of drug deaths seen in 20 years (1,800
deaths). Hospitalisations associated with illicit drug use have been increasing over the
last 5 years, reaching 57,900 in 2015-16 (from 38,200 in 2011-12).

Eating a healthy diet reduces the risk of diet-related conditions and can protect against
associated chronic conditions such as type 2 diabetes. However, the eating habits of many
Australians do not meet recommended dietary guidelines. For example, about 99% of
children, 97% of men and 95% of women do not consume the recommended serves of
vegetables, and more than two-thirds (69%) of children and almost half (47%) of adults
exceed the recommended intake of free sugars (they should account for less than 10%

of energy).

Together with eating a healthy diet, getting enough exercise can reduce the risk of many
chronic conditions and other disease risk factors, such as overweight and obesity, and
high blood pressure. Despite this, 92% of young people aged 13-17, 52% of adults aged
18-64 and 75% of adults aged 65 and over are not doing the recommended amount of
exercise for their age each week.

Almost two-thirds (63%) of Australian adults are overweight or obese. The prevalence has
increased over time. Of particular concern, is the growing rate of severe obesity, which
almost doubled between 1995 and 2014-15 among adults.

Elevated blood pressure and blood lipids are linked to disease risk. Slightly more than

1in 3 (6 million) Australian adults have high blood pressure, and almost 2 in 3 (8.4 million)
have abnormal blood lipid levels.
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4.1 Impacts of the natural
environment on health

The health of the Australian population is linked to the state (or health) of our natural
environment—the air we breathe, the water we drink and bathe in, and the soils our
food grow in (EPA Victoria 2017). The Department of Health uses the World Health
Organization's (WHO's) definition of environmental health:
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Environmental health addresses all the physical, chemical, and biological factors
external to a person, and all the related factors impacting behaviours. It encompasses
the assessment and control of those environmental factors that can potentially affect
health. It is targeted towards preventing disease and creating health-supportive
environments (WHO 2017b).
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This article presents a selection of evidence on the impact of the ‘natural environment’
on the physical and mental health of Australia’s population (Box 4.1.1). It also describes
government policies and community programs currently in place in Australia to prevent
and manage ill health that is related to the natural environment.

Box 4.1.1: What is meant by the ‘natural environment™

The meaning of the word ‘environment’ is very broad. Essentially, our environment

is made up of all the external elements that surround, influence and affect life. One
way to view it is to see it as two interlinked domains: the ‘natural environment’ and

the ‘built environment'.

The ‘natural environment' can be classified as all the landscapes, habitats (on

land, and in the air and water) and species on earth, and the ‘built environment’ as
everything made by people (AIHW 2012). The natural environment can be positively
and negatively affected by human intervention and impact. It, in turn, can positively
and negatively affect people and their physical and mental health.

What is the current state of the natural
environment and its effect on human
health?

Most Australians have access to clean drinking water, safe food products, and effective
waste collection and sanitation. However, factors such as population growth and
distribution, extreme weather events and climate change (see Box 4.1.2) place increasing
pressure on Australia’s natural environment. This may, in turn, adversely affect the health
of its population.
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Australia’s population is steadily increasing. The population of 22.7 million as at June 2012
is projected to increase to between 36.8 and 38.3 million by 2061—in September 2017,
the population sat at around 24.7 million (ABS 2013; ABS 2017). This growth and the
changing geographical distribution of the population are placing increasing pressure on
the natural environment. The growing concentration of people in urban areas, particularly
in south-eastern cities and coastal regions, has led to increased land clearing and
construction of further infrastructure such as water and sewerage facilities (ABS 2014b).

Air quality

Air becomes polluted when it contains gases, particles, dust or fumes in amounts
considered harmful to humans and animals, or damaging to plants and natural materials.
Pollutants emitted directly into the atmosphere, from either natural sources or human
sources such as factories and cars, are called primary pollutants (organic compounds
and nitrogen oxide are two such pollutants); they can undergo chemical changes in the
atmosphere to form secondary pollutants such as ozone (Keywood et al. 2016).

Long-term exposure to air pollution increases the risk of morbidity and mortality from
cardiovascular disease and respiratory diseases (particularly asthma) (WHO 2013). Barnett
et al. (2005) demonstrated that exposure to air pollutants was associated with short-term
increases in respiratory hospitalisations for children aged 0-14, while a study by Bowatte
et al. (2017) found a strong correlation between traffic-related air pollution and an
increased risk of asthma, wheezing and worsening lung function.

Australia has national air quality standards, known as the National Environment

Protection Measure for Ambient Air Quality. These standards set the acceptable levels

of key pollutants, which are monitored across 75 sites across all states and territories. .
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Compared with many other developed countries, Australia has very clean air (OECD
2017). All its capital cities have very good air quality, based on assessment of PM2.5 (fine
particulate matter less than 2.5 microns in diameter) (see also Chapter 9.2 of Australia’s
Welfare 2017). Further, the landmark report Australia: State of the Environment 2016

notes that Australia’s air quality is improving, with declining levels of lead and nitrogen
dioxide since 2011 (Keywood et al. 2016). This positive trend aside, there is no safe lower
threshold for health impacts, and continued improvement in air quality will result in
continued population health benefits (Broome et al. 2015; Pope & Dockery 2006).

The Australian Burden of Disease Study (ABDS) 2011 reported that 1.3% of all fatal
burden, 5.9% of the fatal burden due to coronary heart disease and 4.8% of the fatal
burden due to stroke was attributable to air pollution (AIHW 2016a; Figure 4.1.1). (See
Box 4.4.1 in Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’ for
more information on burden of disease and definitions on fatal and non-fatal burden.)
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Figure 4.1.1: Fatal burden of disease attributable to air pollution, by linked
disease, 2011

Per cent
7 A

Chronic obstructive Lung cancer Stroke Coronary heart disease
pulmonary disease

Linked disease

Source: AIHW 2016a; Table S4.1.1.

Climate change and extreme weather events (see section ‘Extreme weather events’ later
in this article) are increasing our population’s exposure to air pollution. Ozone formation
increases in warmer weather. Increasing fire weather drives more bushfires and fuel
reduction burns, which increase the population’s exposure to episodes of severe air
pollution. One such example was the hazard reduction burning that took place near
Sydney in May 2016; it is estimated to have caused 14 deaths and 87 admissions to
hospital for heart and lung conditions (Broome et al. 2016).

Water quality

Water quality relates to the physical, chemical and biological properties of water, including
colour, clarity, salinity, acidity, chemical contaminants (such as pesticide residues and
heavy metals) and microbial contaminants (such as bacteria, viruses and protozoa). Most
water sources in Australia need some treatment, or ongoing management, to ensure

that they are safe for human consumption or recreational activity. The effects on human
health of contaminated water may include skin and eye irritation, and conditions such as
gastroenteritis (including infections like giardiasis and cryptosporidiosis).

States and territories are largely responsible for managing water supplies and achieving
optimal water quality as defined in the Australian Drinking Water Guidelines 2011.

The Bureau of Meteorology reported that, in 2015-16, the average proportion of the
population where microbiological compliance was achieved was almost 100% (Bureau
of Meteorology 2017).



While some water treatment practices remove disease-causing organisms, others fortify
water sources to prevent disease, such as fluoridation to prevent tooth decay. Fluoride
occurs naturally in water, but at levels below those set out in the current guidelines to
prevent and manage tooth decay, particularly among children and people with limited
access to dental services (NHMRC 2017b). Optimum levels of water fluoridation are
achieved by adding fluoride to the drinking water supply—a practice that has been
occurring in parts of Australia for over 60 years—and is the responsibility of local councils
in cooperation with state and territory governments. In 2016, the National Health and
Medical Research Council (NHMRC) reported that water fluoridation in Australia reduces
tooth decay by between 26-44% in children and adolescents and 27% in adults

(NHMRC 2017a).

Food safety

Food is a vital feature of the natural environment. It is declared unsafe when its
contamination is likely to physically harm a person who consumes it. Some food is
contaminated through exposure to microbes, chemicals, biotoxins and other pollutants in
the air, water or soil. Contamination can also occur when foods are not correctly handled
before consumption, such as during production, packaging and preparation.

When unsafe food is consumed, people commonly develop symptoms of gastroenteritis.
Campylobacteriosis (caused by the Campylobacter bacterium) is the most commonly
notified gastrointestinal disease in Australia, followed by salmonellosis (caused by the
Salmonella bacterium). In Australia, foodborne illness is common—in 2017, around
16,400 cases of salmonellosis and 26,700 cases of campylobacterosis were reported in
the National Notifiable Diseases Surveillance System, although it is not known how many
of these cases resulted from the consumption of unsafe food (Department of Health
2018). In 2016-17, there were 61 food recalls conducted by Food Standards Australia
New Zealand in response to the consumption of potentially unsafe food. Of these,
microbiological, chemical or biotoxin contamination was the cause in 14% of the recalls
(FSANZ 2017). A study by Kirk et al. (2014) showed that unsafe food was responsible

for an estimated 4.1 million cases of foodborne gastroenteritis, more than 30,800
hospitalisations and nearly 100 deaths in Australia in 2010.

The ABDS 2011 reported that gastrointestinal infections (including camplyobacteriosis,
salmonellosis, rotavirus and other gastrointestinal infections) accounted for 41% of the
non-fatal infectious burden and 3.8% of the fatal infectious disease burden (AIHW 2016a).

Ultraviolet radiation: sun exposure, Vitamin D and
skin cancer

Compared with other countries, Australia has a high level of solar ultraviolet (UV) radiation
(Olsen et al. 2015). UV radiation can both positively and negatively affect a person’s
health—adequate exposure to UV radiation can guard against Vitamin D deficiency and
reduce the risk of chronic musculoskeletal conditions (Lucas et al. 2006), while excessive
exposure has been linked to various types of skin cancer.
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In Australia, adequate blood levels of Vitamin D are considered to be greater than or equal
to 50 nmol/L; however, in 2011-12, 23% of Australian adults (or 4 million people) had a
Vitamin D deficiency (ABS 2014a). Low levels of Vitamin D are associated with an increased
risk of osteoporosis through increased risk of falls in older Australians, and bone and joint
pain; low levels in women can also affect the levels of Vitamin D in unborn children

(Joshi et al. 2010; Osteoporosis Australia 2017).

Excessive exposure to UV radiation—either from the sun, or by other means such as
tanning and solariums (which emit cancer-causing UVA and UVB radiation)—is the main
risk factor for skin cancer (AIHW 2016a; Cancer Council Australia 2018). Melanoma is the
most common skin cancer reported as cause of death (of all skin cancers) (AIHW 2017).
The ABDS reported that high sun exposure, as an environmental risk factor, accounted for
0.8% of total burden of disease and injury in 2011, due to melanoma and non-melanoma
skin cancers (AIHW 2016a). In 2016, there were an estimated 13,300 new cases of
melanoma, which accounted for 10% of all cancers diagnosed that year (excluding basal
cell carcinoma and squamous cell carcinoma) (AIHW 2016b).

While the rate of new diagnoses of melanoma increased between 1982 and 2006 (from 28
to 61 cases per 100,000 population for males and 26 to 39 cases per 100,000 for females),
rates have remained relatively steady since 2006 (Figure 4.1.2). This stabilisation may

be due in part to increased awareness of the risks of excessive sun exposure through
long-running education campaigns (see section ‘How are we managing the impact of the
natural environment on human health?’).

Figure 4.1.2: Trend in age-standardised incidence rates for melanoma, by sex,
1982-2018
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Notes

1. Cancer coded in the International Classification of Diseases and Related Health Problems, 10th revision
(ICD-10) as C43.

2. The rates were age standardised to the Australian population as at 30 June 2001, and are expressed per
100,000 population.

3. The 2014-2018 estimates for incidence are based on 2004-2013 incidence data.

Source: AIHW 2017; Table S4.1.2.



Extreme weather events

‘Extreme weather events’ are classified as unusual weather events or phenomena that are
at the extremes of a ‘typical’ historical distribution, such as violent storms, exceptionally
high levels of rainfall, and heat waves or droughts that are longer or hotter than is typical.

Extreme weather events often have substantial social and economic impacts and may be
hazardous to human life. Resulting health effects may be immediate and physical (such
as death and injury due to bushfires), short term (for example, loss of shelter or access
to clean water due to cyclone or floods) or long term (such as mental health problems or
chronic injury) (Morrissey & Reser 2007).

Thunderstorm asthma

‘Thunderstorm asthma’ is defined as asthma triggered by an uncommon combination of
high pollen and a particular type of thunderstorm, during which pollen grains are swept
into the clouds as the storm forms (Asthma Australia 2017). Several thunderstorm asthma
events have been reported in Australia in recent years—Wagga Wagga in 1997, Canberra
in 2010, and Victoria in 2016 (Victorian Department of Health and Human Services 2017b).
The Victorian event was the most noteworthy of these events on record. It resulted in

a 58% increase in presentations to public hospital emergency departments on 21-22
November 2016 (9,900 compared with a previous 3-year average of 6,300) and 9 deaths
(Victorian Department of Health and Human Services 2017b).

Heatwaves

A heatwave is defined as 3 or more days of high maximum and minimum temperatures

that are unusual for a location and are monitored by the Bureau of Meteorology. It is .
expected that extreme heat events, such as heatwaves, will occur more often and with

greater intensity in the future (Bureau of Meteorology 2018). Understanding the health ir
impacts of heatwaves is important in Australia (Tong et al. 2010). Potential conditions bt
resulting from heatwaves range from minor rashes and body cramps, through to those %
that require hospitalisation and sometimes result in death, such as heat stroke (severe 5
hyperthermia). A report by the WHO stated that heat related deaths in Australasia

attributable to climate change are predicted to increase from 217 in 2030 to 605 in 2050,

based on the current climate (WHO 2014).

The Victorian Department of Health and Human Services (2009) reported a 62% increase
in deaths during a heatwave period from 26 January to 1 February 2009, compared with
the average number of deaths for the same week between 2004-08.

Bushfires

The frequency and intensity of bushfires is increasing in Australia (Dutta et al. 2016); it

is important, therefore, to understand the effects of these events on human health and

ways to mitigate these effects (Johnston 2017). Numerous studies have described the

impact of bushfires on human health:

+ Between 1967 and 2013, bushfires accounted for 433 deaths (173 alone during ‘Black
Friday' in 2009) and more than 8,000 injuries (Geoscience Australia n.d.; Parliament of
Victoria 2010).

171



Australia's health 2018

172

+ Johnston et al. (2014) examined 46 validated fire smoke event days between 1996 and
2007 in Sydney, and found marked increases in same-day emergency department
attendance—23% for asthma, 12% for chronic obstructive pulmonary disease and 7.0%
for respiratory conditions, while Haikerwal et al. (2015) found a 7.0% increase in risk for
out-of-hospital cardiac arrests during the 2006-07 Victorian bushfires.

+ Bushfires increase the risk of burns, physical trauma such as injury from car accidents,
psychological trauma such as post-traumatic stress, depression, substance abuse and
domestic violence (Johnston 2009; McDermott & Palmer 1999; Yzermans et al. 2005).

+ Severe bushfires also put population water reservoirs at risk (Johnston 2009) through
silting up (loss of storage capacity), and through contamination from run-off and toxic
algal blooms.

Drought

Although some areas of Australia are naturally dry, periods of below-average rainfall,
known as drought, have adverse outcomes for the natural environment, and flow-on
effects for human health. Not only does drought reduce the supply and quality of water
and food, it increases the probability of bushfires and affects air quality (for example, via
dust storms) (Centres for Disease Control and Prevention 2017; Kalis et al. 2009).

Drought, rain following drought, and human adaptation to drought (in the form of water
storage tanks) has also been shown to increase the risk of vector-borne (mosquito)
disease, such as dengue fever and Ross River virus (Trewin et al. 2013).

Results from the Rural and Regional Families Survey showed that, in 2007, 18% of farmers
currently experiencing drought reported mental health problems, compared with 11%
who had experienced drought in the past year or past 3 years and 7.0% who had not
experienced drought in the past 3 years (Edwards et al. 2008; Figure 4.1.3). Hanigan et al.
(2012) found that increasing drought was associated with a 15% increased relative risk of
suicide among men aged 30-49.

Figure 4.1.3: Proportion of farmers reporting mental health problems,
by drought experience, 2007

Drought experience
Current drought
Drought in last year

Drought in last 3 years

No drought in last 3 years
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Per cent
Source: Edwards et al. 2008; Table S4.1.3.



Box 4.1.2: Climate change and human health

Human activities, such as burning fossil fuels, agriculture and deforestation,
have led to an increase in greenhouse gas (GHG) emissions, contributing to a
phenomenon known as climate change (Department of the Environment and
Energy n.d.d).

Between 1995 and 2005, Australia’'s GHG emissions increased from 24.2 to 25.8
tonnes of GHG per capita (OECD 2016). In 2007, Australia became a signatory to the
Kyoto Protocol, an international agreement among nations to collaboratively reduce
GHG emissions. Since then, Australia has reduced emissions by 13%, from 25.6 to
22.3 tonnes of GHG per capita (OECD 2016).

The WHO has reported that climate change is negatively affecting both social

and environmental determinants of human health—access to clean air and safe
drinking water and adequate food resources (WHO 2017a). Likely effects of climate
change on the natural environment include increased temperatures (due to excess
GHG in the atmosphere), changes to rainfall and wind patterns, and acidification of
the oceans (Department of the Environment and Energy n.d.c).

Climate change is predicted to increase the risk of extreme weather events
(Department of the Environment and Energy n.d.b). Further, research on climate
change highlights a strong correlation between the frequency and intensity of
extreme weather events and changes to the natural environment. These factors are
likely to amplify the adverse impact of the natural environment on human health.

Changes to weather patterns (such as increased rainfall and tidal changes) are
expected to increase disease vector populations such as mosquitoes, which, in turn,
will lead to larger areas of disease transmission over longer durations (Garnaut 2008).
While major vector-borne diseases such as dengue fever are currently not common
in Australia, the predicted increase in temperatures and rainfall as a result of
climate change has the potential to increase and change the geographic distribution
of vector populations, and affect human infection rates (McMichael et al. 2006;
Russell 1998).

How are we managing the impact of the
natural environment on human health?

Although Australia ranks highly in terms of environmental performance in a global
context, the Australia: State of the Environment 2016 report noted that, if current local
trends continue, Australia’s natural environment in 2050 will be markedly different from
what it is today. The detrimental effects of climate change (such as rising temperatures
and reduced precipitation), the reduction in the quality of Australia’s groundwater
resources, increased demands for land in coastal areas (placing increasing demands on
resources) and potential threats to human health from extreme weather events and disease
will have profound effects on the health of Australia’s population (Jackson et al. 2017).
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There are many areas where Australia’s natural environment is predicted to improve
because of current policies and programs; it is expected that these improvements will
have a positive effect on human health. Examples of those initiatives currently in place
at the national, state and local level—and their observed or predicted impact on human
health—include:

+ the National Clean Air Agreement, developed in 2015, which aims to reduce pollution
and improve air quality through actions undertaken by the community and government
at all levels. Actions include increasing the standards against which air particles are
reported (Department of the Environment and Energy n.d.a). It is expected that ongoing
improvements to air quality will reduce the level of respiratory disease and acute
respiratory events

+ the Australian Drinking Water Guidelines, which is a framework by which good
management of water supplies assures safety at point of use, and which is reported
against by the Bureau of Meteorology (Bureau of Meteorology 2017; NHMRC & NRMMC
2011). Improved reporting, improved sampling, and early detection and mitigation of
problems have been shown to have a positive impact on water quality in New South
Wales (Byleveld et al. 2016)

+ anumber of SunSmart campaigns, which have been enacted in Australia since the
early 1980s to increase awareness of the dangers and health risks associated with UV
radiation exposure. These campaigns have been shown to have a positive impact on
the detection and diagnosis of melanoma and other skin cancers. Since the launch in
2007 of one of the most publicly recognised campaigns—Clare Oliver: No Tan is Worth
Dying For—incidence rates of melanoma have stabilised (Figure 4.1.2).

See Chapter 7.1 ‘Health promotion’ for more information on other health programs
and policies.

In 2016, the Environmental Health Standing Committee (formed by the Australian
Government and state and territory governments) developed a 2016-2020 Strategic Plan.
The Plan highlighted the importance of anticipatory, integrated responses to changes

in the natural environment that may affect health and of an early understanding of the
risk factors that result from environmental variation—for example, the health impacts

of changes to air and water quality and extreme weather events resulting from climate
change (enHealth 2016).

Tracking and forecasting extreme weather events is one way to lessen the impact
on human health by warning of forecasted weather events. This gives governments,
communities and individuals a better chance to respond. For example:

+ the Victorian State Government has been working with the Bureau of Meteorology to
forecast the risk of thunderstorm asthma events (Victorian Department of Health and
Human Services 2017a)

+ the Sentinel National Bushfire Monitoring System provides 144 national observations
per day (every 10 minutes), via satellite, to notify emergency services and the public
about potential bushfires (Geoscience Australia 2015)



+ the NSW Government issued a heatwave plan in 2011 (updated in 2018) to help in
preparing for, responding to and recovering from heatwaves, with human health being
the primary focus (NSW Government 2018).

At a national and global level, Australia is committed to dealing with climate change and
its impacts, including the downstream adverse effects on human health (United Nations
n.d.). In 2016, Australia reaffirmed its commitment to the Kyoto Protocol and endorsed
the Paris Agreement, including a pledge to reduce emissions by 26-28% below 2005 levels
by 2030; to further increase Australia’s renewable energy capacity; and to manage climate
risks by building resilience in the community, economy and environment (Department of
Environment and Energy n.d.c.).

What is missing from the picture?

Understanding the impact of the natural environment on human health is complex. In
recent years, research has focused on a better grasp of the causal links between human
health and the environment. However, many data gaps still exist that need to be filled to
ensure this continues, such as:

+ consideration of real-time or more frequent data collections that gather and link data
on human health and the natural environment, including determining causality, and
monitoring trends and projections

+ provision of data by small geographic areas to measure human exposure to factors of
the natural environment at a local level.

Another area of interest is research that focuses on the effect of climate change on the
health of populations at risk, including older Australians, people in low socioeconomic
areas, socially or geographically isolated individuals and communities, and Aboriginal and
Torres Strait Islander people (AAOS 2015).

Where do | go for more information?

The 2011 AIHW report Health and the environment: a compilation of evidence collates
evidence on the relationship between health and a selected list of environmental
factors (AIHW 2011). It also discusses the difficulties involved in assessing the broader
relationship between health and the environment.

Every 5 years, the Department of the Environment and Energy produces a report on the
Australian state of the environment (Australian State of the Environment Committee 2016).
The 2016 edition is available from <soe.environment.gov.au/download/reports>.
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4.2 Social determinants
of health

Evidence supports the close relationship between people’s health and the living and working
conditions which form their social environment. 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. The World Health Organization (WHO) describes social determinants as:

SNAPSHOT

..the circumstances in which people grow, live, work, and age, and the systems putin
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 unfair
and avoidable differences in health outcomes and life expectancy across groups in society.

In 2015, the all-cause mortality rate for people in the lowest socioeconomic group was

1.5 times as high as for people in the highest socioeconomic group (see Chapter 5.1
‘Socioeconomic groups'). This is reflected in life expectancy gaps. In 2011, Australian males
and females in the lowest socioeconomic group lived, on average, 5.7 and 3.3 years less
than males and females in the highest socioeconomic group.

This snapshot provides a brief overview of some of the key social determinants of health
in Australia.

Socioeconomic position ‘}
Socioeconomic position can be described by indicators such as educational attainment, <
income or occupation. In general, every step up the socioeconomic ladder is accompanied E
by a benefit for health. The relationship is two-way—poor health can be both a product of, —
and contribute to, lower socioeconomic position (see Chapter 5.1 ‘Socioeconomic groups’). 5
+ In 2017, 66% of people aged 20-64 held a non-school qualification, an increase of

8.5 percentage points since 2007 (ABS 2017a).
+ Around 13% of the Australian population were estimated to be in relative income

poverty in 2013-14, a figure that has changed little over the last 10 years (ACOSS 2016).

* Among major occupation groups, Managers had the highest average weekly total cash
earnings in 2016 ($2,298), and Sales workers, the lowest ($652) (ABS 2017b).

Early life

The foundations of adult health are laid in-utero and during the perinatal and early
childhood periods. The different domains of early childhood development—physical,
social/emotional and language/cognition—strongly influence school success, economic
participation, social citizenship and health.

+ Onein 10 (10%) mothers who gave birth in 2015 smoked at some time during their
pregnancy, a drop from 15% in 2009. In 2015, smoking rates varied from 3.4% in the
highest socioeconomic group to 18% in the lowest socioeconomic group.
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* More than 1in 5 (22%) children entering primary school in 2015 were assessed as being
developmentally vulnerable on one or more domains, including physical health and
wellbeing, social competence, emotional maturity, language and cognition skills, or
communication skills and general knowledge.

+ Onein 10 (10%) children aged 4-12 were classified as having abnormal social and
emotional wellbeing in 2013-14, affecting their individual and relational characteristics
in their home, school and community environments.

Social exclusion

Social exclusion is a term that describes social disadvantage and lack of resources,
opportunity, participation and skills (McLachlan et al. 2013) (see Glossary). Social exclusion
through discrimination or stigmatisation can cause psychological damage and harm
health through long-term stress and anxiety. Poor health can also lead to social exclusion.

« More than one-fifth (22%, or 4.3 million people) of Australians aged 15 and over
experienced some degree of social exclusion in 2015, with 5.3% (1.0 million)
experiencing deep social exclusion and 1.1% (210,000) very deep social exclusion
(Brotherhood of St Laurence & Melbourne Institute 2017).

+ People in certain groups are more likely to experience social exclusion, including
women, people aged over 65, immigrants from non-English speaking countries,
Aboriginal and Torres Strait Islander people, people with disability or a long-term health
condition, early school leavers, single-person and lone-parent households, and public
housing tenants (Brotherhood of St Laurence & Melbourne Institute 2017).

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.

+ The proportion of the Australian population aged 15 and over who are employed
(employment-to-population ratio) has fluctuated over the last 20 years, from 58% in
December 1997 to 62% in December 2017. Over the same period, the unemployment
rate fell from 7.9% to 5.4% (ABS 2017c¢).

* InJune 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 (11%) had
dependants (ABS 2017d).

Housing and homelessness

Access to appropriate, affordable and secure housing can limit the risk of Australians
being socially excluded by factors such as homelessness, overcrowding and poor physical
and mental health.

Poor-quality housing influences physical and mental health. Young people, Indigenous
Australians, people with long-term health conditions or disability, people living in



low-income housing, or people who are unemployed or underemployed are at greatest

risk of living in poor-quality housing (Baker et al. 2016).

* On Census night in 2016, more than 116,000 men, women and children in Australia
were estimated to be homeless, or 50 per 10,000 population—an increase of 4.6%
from 48 per 10,000 population in 2011 (ABS 2018).

* As at 30 June 2016, around 195,000 households were on social housing waiting lists,
with 47% having waited for more than 2 years.

+ In 2016, overcrowding in households, based on those households needing one or more
extra bedroom, was 3.8%, up from 3.4% in 2011. Overcrowding was much higher for
Indigenous households at 10% (but down from 12% in 2011).

Built environment

The built environment is the setting for human activity. It affects health equity through

its influence on local resources, behaviour and safety. The built environment also affects

other social determinants, including housing conditions, access to work and educational

opportunities.

Urban environments that promote health encourage and support physical activity; they

also strengthen social interaction and enable access to healthy food.

+ Almost all (98%) Canberra residents lived within 400 metres of public green space in
2011, compared with 79% of Melbourne residents (Coleman 2017).

* Nearly one-quarter (22% or 2.0 million people) of commuters had lengthy travel times
of 45 minutes or more one way in 2012, with resultant financial costs through journey
delay, as well as stress, fatigue and other health impacts (Coleman 2017).

Better health through action on social
determinants

Action on the social determinants of health is an appropriate way to tackle unfair and
avoidable health inequalities.
One study estimates that if action were taken on social determinants—and the health

gaps between the most and least disadvantaged closed—0.5 million Australians could
be spared chronic iliness, $2.3 billion in annual hospital costs could be saved, and

Pharmaceutical Benefit Scheme prescription numbers cut by 5.3 million (Brown et al. 2012).

In Australia, a focus has been on social and cultural determinants aiming to close the gap
in Indigenous health (see Chapter 6.6 ‘Social determinants and Indigenous health’).

The WHO Commission on Social Determinants of Health has suggested that countries
adopt a ‘whole-of-government’ approach to deal with the social determinants of health,
with policies and interventions from all sectors and levels of society (WHO 2011). The
evidence shows that actions within four main areas (early child development, fair
employment and decent work, social protection, and the living environment) are likely
to have the greatest impact on the social determinants of health (Saunders et al. 2017).
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What is missing from the picture?

Data and analysis gaps limit the monitoring of social determinants. Many health data
collections do not include socioeconomic information. There is scope to link health

and welfare data—as in the South Australian Early Childhood Data Project (Nuske et al.
2016)—to provide a broader understanding of the experience of population cohorts, the
relationships between health and welfare, and greater evidence for causal pathways to
good health.

Where do | go for more information?
A detailed discussion of social determinants of health appeared in Australia’s health 2016.

For more information on disadvantage and social inequalities, see the AIHW report
Australia’s welfare 2017.

The WHO plays a leading role in supporting countries to take action on the social
determinants of health: <www.who.int/social_determinants/sdh_definition/en>.
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4.3 Health literacy

Australians are encouraged to actively participate in maintaining their heath. Health

literacy can influence how much and how effectively people do this. It has two major

components (ACSQHC 2014a):

+ Individual health literacy is about a person'’s ability to access, understand and apply
health information; for example, to complete health care forms or navigate the health —
care system.

SNAPSHOT

+ The health literacy environment describes the infrastructure, people, policies and
relationships of the health care system. Aspects of the health literacy environment
include patient referral pathways, coordination of care, and hospital design.

Why is health literacy important?

Health literacy plays a part in the safety and quality of health care. It can influence
decisions people make, such as how often to take medication, when to access health care
services, and which services to access. Low individual health literacy can be associated
with higher rates of hospitalisation and emergency care use, sometimes indicating poor
management of health conditions outside the hospital system (Bush et al. 2010).

Low levels of health literacy are also associated with undesirable outcomes, such as

premature death among older people, lower participation in preventative programs

(including influenza vaccination and cervical and breast cancer screening) (Berkman et al.

2011), and poor medication adherence (Diug et al. 2011). As health systems are becoming ‘

increasingly complex, health literacy is becoming more important.
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How health literate are Australians?

In 2006, the Australian Bureau of Statistics (ABS) conducted a Health Literacy Survey.
Respondents were asked to complete a range of tasks designed to test their understanding
of health promotion, health protection, disease prevention and management, and
navigation of the health system. Responses indicated that only 41% of adult Australians
had a level of health literacy that would allow them to meet the complex demands of
everyday life (ABS 2009).

A person'’s health literacy can be influenced by their cultural beliefs, language, disability,
education, income and health status (Serensen et al. 2012). For example, the ABS survey
showed that health literacy was lower in people who speak English as a second language
(26%) and higher in people who have completed a Bachelor degree or higher (70%).
Health literacy was also higher among people with high incomes (63%) than among
people on low incomes (21%) (ABS 2009).

See Chapter 1.4 ‘Indicators of Australia’s health’ for more information on health literacy
as an indicator.
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Limited information is available on the health literacy environment. The ABS Survey

of Health Care 2016 (ABS 2017) did not directly measure health literacy but contained
some relevant questions. Analysis revealed that 95% of respondents reported that their
specialist doctor explained treatment choices in a way that they could understand, and
88% reported that their general practitioner usually or always involved them in decisions
about their own health care. Shared decision making by the provider and patient is
needed for effective communication.

See Chapter 7.18 ‘Coordination of health care’ for more information on the ABS Survey of
Health Care.

How can health literacy be improved?

In 2014, all Australian health ministers endorsed the ‘National statement on health
literacy’ (ACSQHC 2014b) developed by the Australian Commission on Safety and Quality
in Health Care (the Commission). The statement proposed a coordinated approach to
improve the health literacy of Australians across three areas:

Australia's health 2018

1. Incorporate health literacy into health care systems; for example, through legislation,
policies, plans, standards, funding mechanisms and educational curriculums.

2. Improve communication of health information between providers and users, including
interpersonal communication, written information and health promotion campaigns.

3. Include health literacy in the education of adults, children and health care providers.

Several national initiatives relating to one or more of these areas are underway
(Box 4.3.1).

Box 4.3.1 Initiatives to improve health literacy

The Commission and Healthdirect Australia have developed ‘Question builder’, an
online tool for patients to prepare for a medical appointment. It allows patients to
select questions they want to ask at the appointment and prepare for questions
the doctor may ask them. This allows the patient to be more involved in their own
health care and improves their ability to make informed decisions (ACSQHC 2017a).

The Commission also released ‘Top tips for safe health care’, a booklet that provides
information about what people should consider when interacting with the health
system, such as finding good information, asking about care after leaving hospital
and giving feedback (ACSQHC 2017b).

‘Choosing Wisely Australia’ is an initiative of NPS MedicineWise; it is based on
‘Choosing Wisely', developed by the ABIM Foundation in the United States.
‘Choosing Wisely Australia’ includes strategies to encourage and empower people
to communicate effectively with their doctor. It provides evidential information
on different options to help patients avoid unnecessary tests, treatments and
procedures, and better understand their options (NPS MedicineWise 2016).
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What is missing from the picture?

Health literacy is a broad and complex concept that is difficult to measure. As outlined

in this snapshot, there are limited Australian data available on health literacy (related to
the individual or environment). The last national survey measuring health literacy was
conducted more than a decade ago, in 2006 (ABS 2009). The ABS will conduct another
similar survey in 2018, following up respondents from the 2017-18 National Health Survey.

While there is evidence to inform the improvement of some aspects of health literacy,
work has yet to be finished in creating a common measurement scale to evaluate the
effectiveness of new strategies. Further work to develop suitable performance measures
and identify the most appropriate data to collect would be useful.

Where do | go for more information?

More information on health literacy and safety and quality in health care is available on
the Commission’s website <www.safetyandquality.gov.au>.

Information on the Choosing Wisely initiative is available on the Choosing Wisely website.

Information on the Question Builder initiative is available on the Health Direct website.
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4.4 Contribution of selected
risk factors to burden of
disease

Risk factors such as tobacco use, risky alcohol consumption, illicit drug use, not getting
enough exercise, and poor eating patterns can have a detrimental effect on health. Aimost
one-third of the overall disease burden could be prevented by reducing exposure to these
and other modifiable risk factors (AIHW 2016a). Even small changes to our daily exercise
routines or body weight could substantially reduce disease burden. For example, an extra
15 minutes of brisk walking, 5 days each week, could reduce the disease burden in the
population due to physical inactivity by about 14% (AIHW 2017c). The loss of 3 kilograms
by a person of average height could reduce disease burden in the population due to
overweight and obesity by 14% (AIHW 2017b).

Burden of disease analysis (Box 4.4.1) measures the combined impact of morbidity
(non-fatal burden) and mortality (fatal burden) in a consistent manner so as to assess
and compare the health loss from different diseases and injuries in a population. The
analysis also estimates the contribution of various risk factors to disease burden.
Burden of disease estimates are designed to inform health policy for the prevention,
early intervention and treatment of diseases and risk factors, as well as to inform health
promotion and management strategies and resource allocation.
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Box 4.4.1: What is burden of disease?

Burden of disease analysis quantifies the gap between a population’s actual health
and an ideal level of health in a given year—that is, every individual living in full
health to the theoretical maximum life span—for all diseases at the same time.

It does this by measuring the health consequences of living with ill health and injury
(non-fatal burden) and of dying prematurely from illness and injury (fatal burden).
It also quantifies the contribution of various risk factors to this burden.

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 and/or
death—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. When the risk factor is a disease, such as diabetes, the
additional burden from diseases linked to the disease risk factor represents the
indirect burden. More information about indirect burden can be found in section
‘Diabetes and chronic kidney disease as risk factors for other diseases'.

(continued)
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Box 4.4.1 (continued): What is burden of disease?

Linked diseases are those that have a causal association with the risk factor

of interest. A disease was included in the analysis if it was considered to have

a ‘convincing’ or ‘probable’ level of evidence supporting a causal association,
according to criteria set by the World Cancer Research Fund—a highly regarded
set of criteria for evaluating evidence. Burden of disease studies use data on how
prevalent the risk factor is in the population, and relative risks, to measure the
size of the association between risk factors and linked diseases. Relative risks are
a measure of how much more likely an outcome is in people exposed to the risk
factor than in people who are not (AIHW 2016b).

Details on the methods used to calculate burden of disease in the Australian
Burden of Disease Study are in the AIHW report Australian Burden of Disease Study
2011: methods and supplementary material.

The Australian Burden of Disease Study (ABDS) 2011, undertaken by the AIHW, provides
information on the burden of disease and injury for the Australian population for
around 200 diseases and injuries (grouped into 17 disease groups) and 29 risk factors
(see Chapter 3.1 ‘Burden of disease across the life stages’).

This article presents information on estimates of disease burden attributable to selected
risk factors for 2011. This work draws on the latest evidence on the causal association
between different diseases and injuries (referred to as ‘linked diseases' in this article) and
the risk factor. The following risk factors are included: overweight and obesity, physical
inactivity, alcohol and illicit drug use, intimate partner violence, and diseases considered
as risk factors for other diseases—chronic kidney disease (CKD) and diabetes. Table 4.4.1
summarises the proportion of disease burden attributed to these risk factors, by selected
disease groups, and in total.

See Chapter 3.14 ‘Dementia’ for information on the contribution of vascular risk factors
and diseases to the burden of dementia in Australia.

This article does not cover other leading risk factors included in the ABDS 2011, such as
tobacco use (representing 9.0% of the burden in 2011) and high blood pressure (4.9%).
See chapters 4.5 ‘Tobacco smoking’, 4.11 ‘Biomedical risk factors' for more information
on these risk factors.
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Table 4.4.1: Proportion of disease burden attributed to selected risk factors, 2011

Risk factor
Insufficient Intimate
Overweight physical lllicit drug partner
and obesity  Alcohol use activity use violence®
All di
!sc'eas'es 7.0 4.6 2.6 23 1.4
and injuries
Disease group
Cancer 7.2 4.4 2.9 0.7
Cardiovascular 18.0 1.8 8.0
Mental® .. 12.2 .. 6.1 7.2
Injuries .. 17.9 .. 12.7 7.1
Endocrine 50.6 .. 18.0

(a) Estimates are for women who were subject to violence from cohabiting partners only.

(b) Includes mental and substance use disorders.

Note: Blank cells (. .) indicate that the risk factor has no associated diseases or injuries in the disease group.
Sources: AIHW 2017b, 2017c, 2018b; Ayre et al. 2016.

Overweight and obesity

Overweight and obesity is a major public health issue, with nearly 2 in 3 (63%) adults and
more than 1in 4 (28%) children in Australia considered overweight or obese (ABS 2015).
Overweight and obese adults have an increased risk of cardiovascular disease, CKD,
some types of cancer, diabetes and musculoskeletal problems (AIHW 2017c).

Seven per cent (7.0%) of the total health burden in Australia in 2011 was due to
overweight and obesity. The attributable burden due to overweight and obesity was
higher in males (7.3% of all burden) than in females (6.6%). Around 63% of the burden
was due to fatal outcomes.

Overweight and obesity was linked to 22 diseases; 11 types of cancer, 3 cardiovascular
conditions, CKD, diabetes, dementia, gallbladder disease, gout, back pain and problems,
osteoarthritis, and asthma. Figure 4.4.1 presents the top 10 linked diseases. Overweight
and obesity was responsible for 53% of diabetes burden, 45% of osteoarthritis burden and
38% of CKD burden in 2011. An estimated 22% of breast cancer burden in females was
due to overweight and obesity.



Figure 4.4.1: Proportion of linked disease burden (DALYs) due to overweight
and obesity, by sex and top 10 linked diseases, 2011

Linked disease
Diabetes
Osteoarthritis
Oesophageal cancer
CKD

Breast cancer

Coronary heart disease

Stroke H Males
Back pain and problems = Females
Bowel cancer
Dementia
(IJ 1I0 2I0 3I0 4I0 5I0 6I0

Linked disease burden (per cent)
Source: AIHW 2017b; Table S4.4.1.

The lowest socioeconomic area experienced the greatest burden attributable to
overweight and obesity, at a rate 2.3 times that of the highest socioeconomic area.
There was a clear pattern of decreasing burden with increasing socioeconomic area

for both males and females (Figure 4.4.2). ‘
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Figure 4.4.2: Age-standardised DALY rate due to overweight and obesity,
by sex and socioeconomic area, 2011

DALY rate (per 1,000 population)
25 1

B Males [ Females

20

15

10

1 2 3 4 5

Lowest Highest
Socioeconomic area

Note: Rates were age standardised to the 2001 Australian Standard Population.
Source: AIHW 2017b; Table S4.4.2.
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Around 14% of disease burden due to overweight and obesity in 2020 could be avoided

if everyone in the population at risk in 2011 reduced their body mass index (BMI) by 1
(equivalent to around 3 kilograms in a person of average height), and maintained that loss
to 2020 (AIHW 2017b). BMI is a commonly used method to determine if a person is normal
weight, underweight, overweight or obese and is calculated by dividing the person’s
weight (in kilograms) by their height (in metres) squared. See Chapter 4.10 ‘Overweight
and obesity’ for more information on overweight and obesity.

Even if the current rises in overweight and obesity in the population were halted (by
people just maintaining their current weight), an estimated 6.3% of future disease burden
due to overweight and obesity could be avoided.

For more scenario modelling results see the online data visualisation tool at
llll <www.aihw.gov.au/reports/australias-health/australias-health-2018/contents/
burden-of-disease-scenario-modelling>.

Insufficient physical activity

Insufficient physical activity is a major risk factor for ill health in Australia, with more
than half of adults not meeting the current Australian recommended physical activity
guidelines (ABS 2015). Physical activity is an important factor in preventing or reducing
overweight and obesity, which is a leading contributor to disease in Australia. Insufficient
physical activity increases the risk of a range of diseases, such as cardiovascular disease,
type 2 diabetes and some cancers (Kyu et al. 2016).

In 2011, 2.6% of the total disease burden was due to insufficient physical activity in people
aged 20 and over. This finding was similar for both men and women. Around 74% of this
burden was due to fatal outcomes.

Insufficient physical activity was linked to 7 diseases—coronary heart disease, diabetes,
bowel cancer, dementia, stroke, breast cancer, and uterine cancer. It was responsible for
between 10% and 20% of disease burden for each of these diseases (Figure 4.4.3).

Figure 4.4.3: Proportion of linked disease burden (DALYs) due to insufficient
physical activity for people aged 20 and over, by sex, 2011
Linked disease
Diabetes
Bowel cancer

Uterine cancer

B Men
Dementia
Women
Breast cancer
Coronary heart disease
Stroke
0 5 10 15 20 25

Linked disease burden (per cent)
Source: AIHW 2017c; Table S4.4.3.



People in the lowest socioeconomic area experienced rates of disease burden due to

insufficient physical activity at 1.7 times those of the highest socioeconomic area. There
was a clear pattern of decreasing burden with increasing socioeconomic area for both

men and women (Figure 4.4.4).

Figure 4.4.4: Age-standardised DALY rate due to insufficient physical activity

for people aged 20 and over, by sex and socioeconomic area, 2011

DALY rate (per 1,000 population)
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B Men Women
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Socioeconomic area

Note: Rates were age standardised to the 2001 Australian Standard Population.

Source: AIHW 2017c; Table S4.4.4.

An extra 15 minutes of moderate activity (such as brisk walking), 5 days each week by
everyone in the population at risk in 2011—maintained over time to 2020—could reduce
disease burden due to insufficient physical activity in the population by an estimated 14%.
If this activity time were increased to 30 minutes, the burden could be reduced by 26%

(AIHW 2017c). All ages would benefit, particularly people aged 65 and over.

allnll

After taking into account the complex interactions between insufficient physical activity
and overweight and obesity, an estimated 9.0% of the total disease burden in 2011 was

For more scenario modelling results see the online data visualisation tool at
<www.aihw.gov.au/reports/australias-health/australias-health-2018/contents/
burden-of-disease-scenario-modelling>.

due to these risk factors combined.

See Chapter 4.8 ‘Insufficient physical activity’ for more information on physical activity.
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Alcohol and illicit drug use

Alcohol and illicit drug use contribute substantially to the health burden in Australia,
both on their own as dependency disorders, and as risk factors for other diseases and
injuries. They present many risks of immediate and chronic harm to the individual and
their families, bystanders and the broader community. Immediate consequences include
antisocial behaviour and exposure to violence (including domestic and family violence),
traffic accidents, injury, poisoning, crime and trauma (Department of Health 2017;
Laslett et al. 2011; NHMRC 2009; Stafford & Burns 2015). Chronic harms include chronic
health conditions that may result from alcohol or illicit drug use, such as cardiovascular
disease, cancer, mental health problems and dependency disorders (AIHW 2016c). The
broader societal and economic impacts—such as antisocial behaviour, crime, productivity
losses, costs associated with health care and law enforcement, and harm to families and
communities—are not measured in the Australian Burden of Disease Study.

Alcohol and illicit drug use were the two leading risk factors for disease burden in males
aged 15-44in 2011 (AIHW 2016a).

Together, alcohol and illicit drug use were responsible for 6.7% of the total disease burden
in Australia in 2011, of which three-quarters was experienced by males. Alcohol and illicit
drug use were responsible for 4.5% (6,660) of deaths and a higher proportion of years

of life lost (8.1%) due to the relatively young age at which these deaths occurred. These
estimates are based on analysis of the combined impact of both risk factors, adjusted for
the interaction between them.

Alcohol use

Alcohol use was linked to 26 diseases or injuries (which included alcohol use disorders):
11 types of injury (including suicide and self-inflicted injuries, road traffic injuries—motor
vehicle occupants, homicide and violence, and accidental poisoning), 6 types of cancer
(including liver, breast, and mouth and pharyngeal cancer), 4 cardiovascular diseases
(including stroke, coronary heart disease and hypertensive heart disease), alcohol
dependence, chronic liver disease, epilepsy, lower respiratory infections, and pancreatitis.

Alcohol use was responsible for 4.6% of the total disease burden in Australia in 2011,
of which three-quarters (73%) was experienced by males. Around 59% of the burden
attributable to alcohol use was due to fatal outcomes; however, this varied by age, sex
and linked disease.

Alcohol use was responsible for 100% of the burden due to alcohol dependence, 37%
of the mouth and pharyngeal cancer burden, between 30% and 35% of the burden due
to different types of road traffic injuries, and 23% of the homicide and violence burden
(Figure 4.4.5).



Figure 4.4.5: Proportion of linked disease burden (DALYs) due to alcohol use for
people aged 15 and over, by sex and selected linked diseases or injuries, 2011
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Source: AIHW 2018b; Table S4.4.5.

The lower the socioeconomic area, the higher the rate of burden attributable to alcohol
use. The lowest socioeconomic area experienced rates of burden attributable to alcohol

use that were 1.9 times those of the highest socioeconomic area. .
There was also a clear pattern of increasing attributable burden with increasing
remoteness, with Very remote areas experiencing 2.4 times the rate of burden 1’
attributable to alcohol use as Major cities (AIHW 2018b). 9
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Illicit drug use—which includes opioids (such as heroin and prescription opioids),
amphetamines, cannabis, cocaine and other illicit drugs, as well as unsafe injecting
practices—was linked to 13 diseases and injuries: drug use disorders, chronic liver
disease, hepatitis B, hepatitis C, liver cancer, suicide and self-inflicted injury, human
immunodeficiency virus (HIV)/acquired immune deficiency syndrome (AIDS), accidental
poisoning, road traffic injuries—motorcyclists, road traffic injuries—motor vehicle
occupants, depressive disorders, schizophrenia, and anxiety disorders.

Overall, illicit drug use was responsible for 2.3% of the total burden of disease and injury
in Australia in 2011, of which three-quarters (75%) was experienced by males. More than
two-thirds (69%) of the burden attributable to illicit drug use was due to fatal burden;
however, this varied by age, sex and linked disease.

Illicit drug use was responsible for 65% of the accidental poisoning burden. For other
linked diseases, illicit drug use was responsible for 42% of hepatitis B burden, 26% of
chronic liver disease burden, and 21% of liver cancer burden (Figure 4.4.6).
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Figure 4.4.6: Proportion of linked disease burden (DALYs) due to illicit drug use
for people aged 15 and over, by sex and selected linked diseases or injuries, 2011
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Source: AIHW 2018b; Table S4.4.6.

The majority of the burden due to illicit drug use was from opioid use (41%), followed

by amphetamine use (18%). As well, 18% was from diseases contracted through unsafe
injecting practices. Cocaine use and cannabis use accounted for a further 8.0% and 6.6%,
respectively.

Opioid use was responsible for around half (52%) of the total disease burden due to
accidental poisoning. Amphetamine use was responsible for around 7.5% of the total
burden of road traffic injuries. One-quarter (26%) of the burden of chronic liver disease
and one-fifth (21%) of liver cancer disease burden was a result of unsafe injecting
practices.

There was a clear pattern of increasing attributable burden due to illicit drug use
with decreasing socioeconomic area. The lowest socioeconomic area experienced
rates of burden attributable to illicit drug use that were 2.6 times those of the highest
socioeconomic area.

There was a general pattern of increasing attributable burden with increasing remoteness,
for amphetamine use, unsafe injecting practices and cocaine use. For cannabis use, there
was no clear pattern by remoteness in rates of attributable burden (Figure 4.4.7). For
opioid use, the rate in Major cities was 1.6 to 2 times as high as those for other remoteness
areas.
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Figure 4.4.7: Age-standardised DALY rate due to drug use for people aged 15
and over, by drug type or practice and remoteness area, 2011
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Note: Rates were age standardised to the 2001 Australian Standard Population.
Source: AIHW 2018b; Table S4.4.7.

See Chapter 3.17 ‘Opioid harm’; chapters 4.6 ‘Alcohol risk and harm’, 4.7 ‘lllicit drug use’ for

more information on alcohol and drug use in Australia. I
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Intimate partner violence

Intimate partner violence is an important public health issue that can have substantial
social, economic and health impacts (AIHW 2018a). Around 1 in 4 (23%) women
experienced violence by an intimate partner in 2016, compared with 1in 13 (7.8%) men
(ABS 2017). The seriousness of this issue prompted the development of The National

Plan to Reduce Violence against Women and their Children 2010-2022. The Plan aims to
ensure that fewer women experience violence and that more women and children can
live safely (COAG 2011).

Intimate partner violence was associated with 7 diseases or injuries: depressive disorders,
anxiety, early pregnancy loss, suicide and self-inflicted injuries, homicide and violence,
alcohol use disorders, and preterm birth and low birthweight complications (AIHW 2016a).
An estimated 1.4% of the total disease burden in 2011 was attributable to physical/sexual
intimate partner violence by the current or previous cohabiting partner of women aged
18 and over. This increased to 2.0% when intimate partner violence by non-cohabiting
partners was included (Ayre et al. 2016).

Anxiety disorders made up the greatest proportion of this attributable burden (37%),
followed by depressive disorders (33%) and suicide and self-inflicted injuries (20%).

See Chapter 3.16 ‘Family, domestic and sexual violence’ for more information on

intimate partner violence in Australia.
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Diabetes and chronic kidney disease as
risk factors for other diseases

Diseases such as diabetes and CKD are increasingly common in Australia, in part due to
changing lifestyle and behaviour, and an ageing population. These and other diseases can
also act as risk factors for other diseases (referred to as linked diseases, see Box 4.4.1).
For example, diabetes can increase the risk of coronary heart disease, stroke, peripheral
vascular disease and dementia (Cheng et al. 2014; Emerging Risk Factors Collaboration
2010; Prince et al. 2014; Vigneri et al. 2009).

The burden of each disease, as calculated in the ABDS 2011, captured the ‘direct’ disease
burden. For example, the direct burden of diabetes is the burden most closely related

to diabetes, such as diagnosed diabetes, diabetic neuropathy and retinopathy. To fully
account for the health loss attributable to diabetes, the ‘indirect’ or additional burden
from diseases linked to diabetes must also be calculated. This includes the proportion of
burden of linked diseases caused by other diabetes complications (for example, coronary
heart disease and stroke). To estimate the collective burden, the direct and indirect
burden are added.

This section focuses on diabetes and CKD as risk factors for other diseases, as they
are increasingly common in Australia and have major impacts on health and other
support services.

The ABDS 2011 reported that diabetes and CKD were responsible for 2.3% and 0.9%,
respectively, of the total burden of disease and injury in Australia in 2011 (the direct
burden). When the indirect burden due to linked diseases was taken into account, the
burden due to either diabetes or CKD doubled (the collective burden) (4.2% for diabetes
and 2.0% for CKD).

Diabetes was responsible for 21% of the CKD burden, 14% of the stroke burden and
11% of the coronary heart disease burden (Figure 4.4.8). Males had a larger proportion
of disease burden attributable to diabetes for all linked diseases, except coronary heart
disease and stroke.



Figure 4.4.8: Proportion of burden (DALYs) attributable to diabetes, by sex and
linked disease, 2011
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Source: AIHW 2016d; Table S4.4.8.

CKD was responsible for 19% of peripheral vascular disease burden, 8.4% of dementia
burden and 7.2% of stroke burden (Figure 4.4.9). A larger proportion of disease burden
was attributable to CKD in females in every linked disease.

Figure 4.4.9: Proportion of burden (DALYSs) attributable to CKD, by sex and
linked disease, 2011
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Scenario modelling analysis showed that, in 2020, around one-fifth (21%) of future
diabetes burden, and 4.8% of future CKD burden could be avoided if the current rise in
these diseases were halted (AIHW 2016d).

See chapters 3.8 ‘Diabetes’, 3.9 ‘Chronic kidney disease’ for more information on diabetes
and CKD in Australia.

What is the AIHW doing?

The AIHW is currently updating Australia’s burden of disease estimates to the 2015
reference year; results are expected to be released in early 2019. This will include updated
information on the burden due to different diseases and risk factors in Australia, such

as those described in this article. As part of this work, the AIHW will be including disease
expenditure estimates to align with burden of disease categories, to enable health system
expenditure and corresponding disease burden to be compared.

What is missing from the picture?

While the studies described here add important information about the contribution of
certain risk factors to the burden of disease in the Australian population, there are still
gaps which, if filled, could improve current insights. For instance, the burden of risk factors
such as insufficient physical activity and alcohol and illicit drugs could not be estimated in
children due to a lack of evidence on their association with diseases in younger ages. The
full impact that overweight and obesity in children has on disease burden in adulthood is
also currently unknown.

Where do | go for more information?

More information on the Australian Burden of Disease Study is available at <www.aihw.
gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-disease/overview>.
The report Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2071 and other recent releases are available for free download.
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4.5 Tobacco smoking

The decline in daily smoking has slowed

Successful public health strategies over several decades have seen daily smoking rates

in Australia decline. The National Drug Strategy Household Survey showed that the daily
smoking rates halved between 1991 and 2016 (from 24% to 12%). However, there was no
decline between 2013 and 2016 (AIHW 2017).

The majority of daily smokers are aged 40
and over

People aged 40-49 continued to be the age group most likely to smoke daily (16.9%) and
no improvement in the smoking rate was seen for this group in 2016 (16.2% in 2013 and
16.9% in 2016).

The population of smokers is ageing and the majority (57%) of daily smokers in 2016 were
aged 40 and over—different from the trend 15 years ago when the majority were aged
14-39. Long-term reductions in smoking have been largely driven by fewer people ever
taking up smoking. Between 2001 and 2016, the proportion of people who reported never
smoking rose from 51% to 62% (AIHW 2017).

Some groups are making positive changes

Considerable progress towards reducing smoking continued to be made among
teenagers—the proportion of teenagers who were current smokers (people who reported
smoking daily, weekly or less than weekly) declined from 5.0% in 2013 to 2.1% in 2016.
Young people also continued to delay the uptake of smoking, with the average age at
which people aged 14-24 smoked their first full cigarette increasing from 14.3 years in
2001 to 16.3 years in 2016 (a significant increase from 15.9 years in 2013).

There were also fewer people being exposed to tobacco smoke: the proportion of
dependent children exposed to tobacco smoke inside the home continued to decline,
from 3.7% in 2013 to 2.8% in 2016 (a dramatic fall from 31% in 1995), and the proportion
of pregnant women smoking during their pregnancy declined from 15% in 2009 to 10%
in 2015.

People living in the lowest socioeconomic area were one of the few groups to report a
decline in daily smoking between 2013 and 2016—from 20% to 18%—but they still have
a much higher smoking rate than people living in the highest socioeconomic area (6.5%)
(AIHW 2017).



Some groups are more likely to smoke
daily than others

Good health is not shared equally among people in Australia and smoking is one example
of a key risk factor for disease that contributes to these inequalities. Although some
improvements are being made among these groups, daily smoking continues to be more
commonly reported among Aboriginal and Torres Strait Islander people (see Chapter 6.5
‘Health behaviours of Indigenous Australians’), people living in the lowest socioeconomic
area, people identifying as homosexual/bisexual, and people who were unable to work

or were unemployed (Figure 4.5.1).

Figure 4.5.1: Proportion of people who are daily smokers, by selected
demographic characteristics, 2016
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Most smokers want to quit

According to the National Drug Strategy Housing Survey 2016, 7 in 10 (69%) current
smokers planned to quit smoking and 3 in 10 (29%) tried to quit in the previous 12 months
but did not succeed. The main reason smokers tried to quit or change their smoking
behaviour was because it was costing too much money (52%).

Smoking is the leading risk factor for disease

Tobacco smoking is the leading preventable cause of death and disease in Australia and
a leading risk factor for many chronic conditions.

The Australian Burden of Disease Study estimated that tobacco use contributed to
almost 18,800 deaths in 2011—more than 1 in every 8 (13%) deaths. Taking into account
illness as well as deaths, tobacco use caused more disease and injury burden in Australia
than any other single risk factor and was responsible for 9.0% of the total burden of
disease. The largest impact from tobacco use is on cancer, respiratory diseases and
cardiovascular disease.

The total burden attributable to tobacco use was only slightly lower (0.2%) in 2011 than
in 2003 (equivalent to an 18% decline in the age-standardised rate), despite reductions in
tobacco use and exposure over this period. This may be because health improvements
from reductions in tobacco use take longer to become evident in cancer and chronic
respiratory diseases (for which burden rates are still increasing) than in cardiovascular
disease (for which there has been a large decrease in burden) (AIHW 2016).

Smokers have poorer health than
non-smokers

In 2016, smokers were less likely to rate their health as ‘excellent’ than people who had
never smoked (8.3% compared with 22%) and were more likely than people who had
never smoked to self-report being diagnosed with, or treated for, a mental iliness in the
previous 12 months (28% compared with 12% for people who had never smoked). The
proportion of smokers self-reporting a mental illness also increased—both in recent years
(from 21% in 2013), and over the last decade (17% in 2007).

The mechanisms linking tobacco smoking with mental health problems are complex;
however, it is understood that people may perceive that smoking helps to relieve or
manage psychiatric symptoms of their disorder (Minichino et al. 2013). It has also been
shown that people with mental health conditions may find it difficult to stop smoking;
however, on quitting, they are likely to experience improvements in their mood, general
wellbeing, mental health and quality of life (Greenhalgh et al. 2016).

A high proportion of smokers also drink alcohol in risky quantities (49% exceeded the
lifetime or single-occasion risk guidelines in 2016) and use illicit drugs (36% had used at
least one illicit drug in the previous 12 months). Risky alcohol consumption and illicit drug
use are both risk factors that increase the likelihood of a person’s developing a disease or
health disorder.



What is missing from the picture?

There are limited national data available on how and why people quit smoking, and
how they successfully maintained quitting. Most survey questions related to changes in
behaviour or stopping smoking are targeted at smokers not ex-smokers.

There are currently no regular data collections on smoking prevalence among homeless
people or on the relationship status of household smokers (for example, parent or sibling).

Where do | go for more information?

More information on tobacco smoking is available at <www.aihw.gov.au/reports-statistics/
behaviours-risk-factors/smoking/overview>. The reports National Drug Strategy Household
Survey 2016: detailed findings and Tobacco indicators: measuring midpoint progress—
reporting under the National Tobacco Strategy 2012-2018 and other recent releases are
available for free download.

More information on the Australian Burden of Disease Study is available at <www.aihw.
gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-disease/overview>.
The report Australian Burden of Disease Study: impact and causes of illness and death in
Australio 2071 and other recent releases are available for free download.
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4.6 Alcohol risk and harm

The consumption of alcohol is widespread in Australia and associated with many social
and cultural activities. While most Australians drink alcohol at levels that cause few
harmful effects, a large proportion drink at levels that increase their risk of harm—
affecting not only themselves but also families, bystanders and the broader community
(NHMRC 2009). The latest estimate of the social costs of alcohol abuse in Australia was
slightly more than $14 billion—through productivity losses, traffic accidents, crime and
health care costs (Manning et al. 2013).

Trends in alcohol consumption in Australia

The overall volume of alcohol consumed by people in Australia increased from the
equivalent of 9.5 litres of pure alcohol per person in 2014-15 to 9.7 litres in 2015-16.
However, this is lower than the 9.8 litres recorded in 2013-14 (ABS 2017).

The National Drug Strategy Household Survey (NDSHS) 2016 found that slightly more than
3in 4 (77%) Australians consumed alcohol in the previous 12 months. The NDSHS data
reveal several changes in drinking patterns compared with those for 2013, including that:

+ people are drinking less often—daily and weekly drinking rates have declined

+ fewer young people aged 12-17 are drinking alcohol and the proportion
abstaining from alcohol has increased

+ people aged 14-24 are delaying starting to drink—the average age at which they first
tried alcohol has increased

+ fewer people are exceeding the lifetime risk guideline (Table 4.6.1).

Table 4.6.1: Significant changes in drinking behaviours, 2013 and 2016

Drinking behaviours 2013 2016
Drank alcohol daily (14 years and over) 6.5% 5.9%
Drank alcohol weekly (14 years and over) 37.3% 35.8%
Drank alcohol less often than weekly (14 years and over) 34.5% 35.8%
Abstained from alcohol (12-17 years) 72.3% 81.5%

Age when had first full serve of alcohol (14-24 years) 15.7 years  16.1 years

Exceeded lifetime risk guidelines (14 years and over) 18.2% 17.1%

Source: AIHW 2017.

These changes are positive; however, the proportion exceeding the single occasion risk
guideline (see Box 4.6.1) at least once a month remained unchanged (at about 26%) as
did the proportion consuming 11 or more standard drinks in one single drinking occasion
in the past year (at about 15%).



Box 4.6.1: Summary of the Australian Guidelines to Reduce Health Risks from
Drinking Alcohol

The National Health and Medical Research Council publishes guidelines for reducing
health risks of drinking alcohol. The data for alcohol risks in this report are reported
against the following two guidelines:

« Guideline 1 (lifetime risk): To reduce the risk of alcohol-related harm over a
lifetime (such as chronic disease or injury), a healthy adult should drink no more
than two standard drinks a day

+ Guideline 2 (single occasion risk): To reduce the risks of injury on a single
occasion of drinking, a healthy adult should drink no more than four standard
drinks on any one occasion (NHMRC 2009).

The data presented relates to the proportion of people exceeding the single

occasion risk guidelines once a month or more often.

Young people drinking less but no change
among older people

Young adults (aged 18-24) historically consume alcohol at higher rates for both lifetime
and single occasion risk than any other age group (see Box 4.6.1 for definitions of risk).
Overall trends since 2001 show, however, that while patterns for older age groups
remained stable (or rates increased in some cases), rates among young people drinking in
excess of guidelines for lifetime risk and single occasion risk declined (Figure 4.6.1).

In 2016, young adults remained the group most likely to drink in excess of single occasion ‘
risk guidelines but the rates of lifetime risky drinking were similar across all age groups <
(about 1 in 5) except for those aged 65 and over, where the rate was lower (13%). 5
a
Figure 4.6.1: Exceeded lifetime and single occasion risk, people aged 18 and e
over, by age group, 2001, 2013 and 2016 v
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Note: See Box 4.6.1 for definitions of lifetime and single occasion risk.

Source: AIHW 2017; Table S4.6.1.
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Impact of alcohol consumption

Alcohol use was estimated to be responsible for 4.6% of the total burden of disease and
injury and 3.4% of deaths (more than 5,000 deaths) in Australia in 2011, based on revised
estimates from the Australian Burden of Disease Study 2011 (AIHW 2018).

See Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’ for more
information on the burden due to alcohol use.

Hospitalisation and treatment

Over the 5 years from 2011-12 to 2015-16, the number and rate of hospitalisations in
Australia with a drug-related principal diagnosis of alcohol use increased. In 2015-16,
there were 68,000 hospital separations (representing 0.5% of all hospital separations)
where alcohol was the drug-related principal diagnosis—an increase from 62,000
separations in 2011-12 (or from 275 to 284 hospitalisations per 100,000 population)
(supplementary tables S4.6.2, S4.6.3).

The number of closed 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 64,000 to 62,000
episodes). As a proportion, this equates to a decline from 41% to 32% of total episodes
of treatment. See Chapter 7.19 ‘Specialised alcohol and other drug treatment services'
for more information.

Alcohol-related incidents and harm

Excessive consumption of alcohol increases the risk of people putting themselves and
others at risk of harm (AIHW 2017). The NDSHS showed that, in 2016 almost 1 in 6 (17%)
recent drinkers aged 14 and over put themselves or others at risk of harm while under
the influence of alcohol in the previous 12 months—significantly down from 21% in 2013.
In 2016, the most likely risky activity undertaken while under the influence of alcohol

was driving a motor vehicle (9.9% of recent drinkers). Overall, more than 1in 5 (22%)
Australians had been a victim of an alcohol-related incident in 2016—down from 26% in
2013. Between 2013 and 2016, verbal abuse (22% and 19%, respectively), being put in fear
(13% and 11%) and physical abuse (8.7% and 7.3%) all declined.

What is missing from the picture?

Data on self-reported alcohol consumption are likely to produce an underestimate of

the total amount of alcohol consumed in Australia (Livingston & Callinan 2015). While
wholesale data are an alternative measure of consumption, these data cannot identify
individual drinking levels and the number of drinkers exceeding the recommended
alcohol guidelines. Alcohol consumption data based on wholesale data are also likely to be
an overestimate as no adjustments are made for alcohol used in the preparation of food
or discarded as waste. The estimates are also generally only available at the national level
as estimates at the state or regional level are not available for all jurisdictions.



Where do | go for more information?

More information on alcohol consumption and harm in Australia is available at
<www.aihw.gov.au/reports-statistics/behaviours-risk-factors/alcohol/overview>. The
report National Drug Strategy Household Survey 2016: detailed findings and other recent
releases are available for free download.

More information on the Australian Burden of Disease Study is available at <www.aihw.
gov.au/reports-statistics/health-conditions-disability-deaths/burden-of-disease/overview>.
The report Impact of alcohol and illicit drug use on the burden of disease and injury in
Australia: Australian Burden of Disease Study 20117 and other recent releases are available
for free download.
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4.7 lllicit drug use

Harms from illicit drugs affect all Australian communities, families and individuals,

either directly or indirectly. These harms are numerous and include health impacts

such as injury, poisoning and mental iliness; social impacts such as violence, crime and
trauma; and economic impacts such as related costs of health care and law enforcement
(Department of Health 2017).

Since 1985, there has been a coordinated approach to dealing with licit and illicit drug use
in Australia. Illicit drug policy is the responsibility of all levels of government and various
government agencies. The National Drug Strategy 2017-2026 is the latest cooperative
strategy to recognise that illicit drug use is a health and social issue, while acknowledging
the role of law enforcement to detect and deter drug crime (Department of Health 2017).

The first part of this article profiles illicit drug use (see Box 4.7.1 for a definition) and
examines the four most commonly used illicit drugs: cannabis, cocaine, ecstasy and meth/
amphetamines. The second part considers the relationship between illicit drug use and
mental health across various age groups and by sociodemographic characteristics (see
Chapter 3.12 ‘Mental health’ for more information on mental health).

Box 4.7.1: Definition of illicit drug use
‘lllicit use of drugs’ covers the use of a broad range of substances, including:

+ illegal drugs—drugs prohibited from manufacture, sale or possession in
Australia, including cannabis (non-medical use, see Box 4.7.2), cocaine, heroin
and amphetamine-type stimulants

+ 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)—for example, opioid-based pain relief medications, opioid
substitution therapies, benzodiazepines, steroids, and over-the-counter codeine
(not available since 1 February 2018 but it was when data were collected for the
National Drug Strategy Household Survey—NDSHS)

+ other psychoactive substances—legal or illegal, potentially used in a harmful
way—for example, kava; synthetic cannabis and other synthetic drugs; or
inhalants such as petrol, paint or glue (MCDS 2011).

Each data collection cited in this article uses a slightly different definition of illicit

drug use; see the relevant report for information.




Impact of illicit drug use

According to the AIHW report Impact of alcohol and illicit drug use on the burden of disease
and injury in Australio (AIHW 2018Db), illicit drug use contributed to 2.3% of the total
burden of disease and injury in 2011. This included the impact of opioids, amphetamines,
cannabis, cocaine and other illicit drugs, as well as injecting drug use. One-third (33%) of
the burden was from accidental poisoning. A further 31% was from drug dependence
(see Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’).

Drug use disorders accounted for a large proportion of burden for ages 25-44: for men,

it was the eighth leading cause of burden, contributing to 3.2% of burden in this age group

(AIHW 2018b). Around 89% of the burden due to drug use disorders was non-fatal and a
higher amount of burden was experienced by men (72%) than women (28%).

Mental and substance use disorders (bipolar affective disorder, anxiety, substance use,
behavioural and developmental disorders, schizophrenia and intellectual disability)
includes disorders associated with alcohol and other drug use, as well as mental health
issues that occur independently of substance use. In Australia in 2011, mental and
substance use disorders:

+ were responsible for an estimated 12% of the total disease burden, making it the
third most burdensome group of diseases—together with musculoskeletal conditions
(also 12%)—behind cancer (19%), and cardiovascular disease (15%)

+ were the leading cause of non-fatal burden, accounting for almost one-quarter (24%)
of all years spent living with disease

+ were the main causes of burden for late childhood, adolescence and adulthood to
age 44

+ account for more years of life lost due to disability than any other disorders
(AIHW 2016).

Harms from illicit drug use

The number of drug-induced deaths and hospitalisations with a drug-related principal
diagnosis has increased over recent years in Australia.

Drug-induced deaths

Drug-induced deaths are defined as those that can be directly attributable to drug use
from toxicology and pathology reports. This includes overdoses (accident or suicide) or
where drugs were found to be a direct contributor to the death, such as where a person
was involved in a traffic accident and under the influence of drugs at the time of death
(ABS 2017).

In 2016, there were 1,808 drug-induced deaths, equating to 1.1% of all deaths

(ABS 2017)—the highest number of drug-induced deaths recorded over the past 20 years.

Itis similar to the peak in 1999 of 1,740 deaths, which, at that time, was largely due to an
increase in heroin-related deaths. However, the death rate per capita of 7.5 per 100,000
population in 2016 is lower than it was in 1999, when it was 9.2 deaths per 100,000.
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The most common drug class identified in data for drug-induced deaths over the past
decade was opioids (this drug class includes the illegal use of heroin and licit and illicit use
of opiate-based analgesics—such as codeine, oxycodone and morphine—and synthetic
opioid prescriptions—such as tramadol, fentanyl and methadone).

Between 1999 and 2016, there was a 4-fold increase in the number and rate of
meth/amphetamine deaths, from 0.4 to 1.6 deaths per 100,000 population (ABS 2017).

Drug-related hospitalisations

The National Hospital Morbidity Database contains information on drug-related
hospitalisations. (This database includes all separations of admitted patients from public
and private hospitals in Australia.) Drug-related separations refer to hospital care with
selected principal diagnoses of a substance misuse disorder or harm.

In 2015-16, 0.5% of the 10.6 million separations in Australia’s public and private hospitals
had a drug-related (excluding alcohol) principal diagnosis.

The total number and rate of drug-related (excluding alcohol) hospitalisations has
gradually risen over the last 5 years from around 38,300 in 2011-12 to 57,900 in 2015-16
(or from 170 to 237 per 100,000 population) (Supplementary Table 4.7.2). The rise in
drug-related (excluding alcohol) hospitalisations has been largely driven by increases
associated with amphetamines and cannabinoids. This is particularly the case for
amphetamine-related separations, which increased from 24 separations per 100,000
population in 2011-12 to 63 separations per 100,000 in 2015-16 (Figure 4.7.1).

Figure 4.7.1: Hospital separations with a drug-related principal diagnosis
(selected drugs), 2011-12 to 2015-16

Hospital separations
(number per 100,000 population)

70 1
e Amphetamines
60 -
Antidepressants
and antipsychotics
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Opioids
40 7 Non-opioid analgesics
30 A Cannabinoids
20 - ——- Multiple drug use
10 4 —— Cocaine
Hallucinogens
0 T T T T
2011-12 2012-13 2013-14 2014-15 2015-16

Year

Note: All rates are based on the latest version of the Australian estimated resident population as at
31 December of the reference year.

Source: National Hospital Morbidity Database; Table S4.7.1.



Treatment

The Alcohol and Other Drug Treatment Services National Minimum Data Set reported a
total of 128,000 treatment episodes in 2016-17 (66%) where the principal drug of concern
was an illicit drug excluding alcohol (this includes prescription drugs and volatile solvents)
(see Chapter 7.19 ‘Specialised alcohol and other drug treatment services').

Similar to drug-related hospitalisations (which had an increase in cannabinoids and
amphetamine-related separations), treatment episodes for amphetamines and
cannabis also increased over this period. Between 2011-12 and 2016-17, treatment
for amphetamines almost tripled, from 16,900 to 49,700 episodes, and treatment for
cannabis rose from 32,300 to 41,900 treatment episodes (AIHW 2018a).

Current use and trends in illicit drugs

According to the NDSHS 2016, 8.5 million (or 43%) people aged 14 and over in Australia
had illicitly used a drug at some point in their lifetime (Figure 4.7.2). This includes
cannabis, ecstasy, meth/amphetamine, cocaine, hallucinogens, inhalants, heroin,
ketamine, gammahydroxybutyrate (commonly known as GHB), synthetic cannabinoids,
new and emerging psychoactive substances, and the misuse of pharmaceuticals (namely,
painkillers/analgesics and opioids, tranquillisers/sleeping pills, steroids and methadone
or buprenorphine).

Around 3.1 million (or 16%) people had illicitly used a drug in the last 12 months. This
includes the non-medical use of pharmaceuticals. While the proportion of Australians
using illicit drugs is higher than in 2007, there has been no clear trend since 2001.
The number of people illicitly using drugs increased from about 2.6 million in 2001 to
3.1 million in 2016 (Supplementary Table S4.7.3).

Figure 4.7.2: Recent and lifetime use of any illicit drug, people aged 14 and over,
2001 to 2016

Per cent
45
40 -
35 -+
30 -
25

Lifetime® use

20 Recent® use
15 -
10 A
5 d
0 T T T T T T

2001 2004 2007 2010 2013 2016
Year

(a) Used at least 1 of 16 illicit drugs in 2016 in their lifetime—the number and type of drug used varied
between 2001 and 2016.

(b) Used at least 1 of 16 illicit drugs in 2016 in the previous 12 months—the number and type of drug used
varied between 2001 and 2016.

Source: National Drug Strategy Household Survey; Table S4.7.3.
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Among the 16% of people aged 14 and over in Australia who used illicit drugs recently in
2016, 4 in 5 reported using illegal drugs such as cannabis and cocaine, or other substances
such as inhalants. The remaining 1 in 5 reported misuse of a pharmaceutical drug (without
use of any illicit drug).

Overall, an estimated 1 million people (or 4.8%) aged 14 and over had used a pharmaceutical
drug for non-medical purposes in the past 12 months. The pharmaceuticals most
commonly used in Australia for non-medical purposes were pain-killers/opioids (3.6%)
and tranquillisers/sleeping pills (1.6%) (Supplementary Table S4.7.4). The majority of
people who used a pain-killer/opioid for non-medical purposes reported misusing an
over-the-counter codeine product (75%), followed by prescription codeine products (40%)
(AIHW 2017).

Over one-quarter (28%) of people who misuse pharmaceuticals did so daily or weekly,
making pharmaceutical misuse one of the most commonly used drugs; it was second only
to cannabis (36% of users did so daily or weekly), and use was more frequent than for
meth/amphetamines (20%).

The 4 most commonly used illegal drugs in the previous 12 months among people
aged 14 and over were cannabis (10%), cocaine (2.5%), ecstasy (2.2%) and
meth/amphetamine (1.4%).

Cannabis

Cannabis is the most commonly used illicit drug in Australia—35% of people have used

it in their lifetime and 1 in 10 (10%) reported using it in the last 12 months. Lifetime and
recent use of cannabis have remained relatively unchanged since 2004 (Supplementary
Table S4.7.4). Cannabis is used frequently among recent users, with more than 1in 3
(36%) using it as often as daily or weekly (Table 4.7.1). Cannabis users were older in
2016—both the age of first use and the average age of recent users have increased since
2013 (Supplementary Table S4.7.5).

Box 4.7.2: Medicinal cannabis in Australia

In 2016, the Federal Parliament of Australia passed the Narcotic Drugs Amendment
Act 20176 to allow the controlled cultivation of cannabis in Australia for medicinal
and related scientific purposes, via a national licensing scheme (Hughes 2016). Both
Australian and state and territory governments have implemented legislative and
policy change to allow the cultivation, manufacture, prescribing and dispensing

of medicinal cannabis products for patients in Australia (Department of Health
Therapeutic Goods Administration 2017).

At the time of collecting the 2016 NDSHS data, however, no state or territory had
legalised cannabis for medicinal use. Recreational use of cannabis remains illegal
across all federal, state and territory laws in Australia.




Table 4.7.1: Snapshot of drug use for the top 4 most commonly used illegal drugs,

2016
Meth/
Cannabis Cocaine Ecstasy amphetamines
Among people aged 14 and over:
Lifetime use 34.8% 9.0% 11.2% 6.3%
(6.9 million) (1.8 million) (2.2 million) (1.3 million)
Recent use (last 12 10.4% 2.5% 2.2% 1.4%
months) (2.4 million) (500,000) (400,000) (280,000)
Change in recent use . N .
. . . V2,19
cince 2013 Stable (10.2%)  Stable (2.1%)  Stable (2.5%) 2.1%
Long-term trend in V(12.9% ™(1.3% V(2.9% V(3.4%
recent use since 2001 in 2001) in 2001) in 2001) in 2001)
Average age of first use 19 24 99 9
(14 years and over)
Average age of first use 17 21 19 19

(14-29 years)

Among recent users:

Age group most likely
to use

20-29 (22.1%)

20-29 (6.9%)

20-29 (7.0%)

20-29 (2.8%)

Used weekly or

36.4% 3.2% 1.9% 20.4%
more often
Main form used Flowers/Head Powder Pills Crystal/ ice
(68.2%) (97.8%) (51.2%) (57.3%)
Average age of user 34 31 28 34
Di d or treated
agnose °f reate 28.2% 24.6% 26.5% 42.3%
for a mental iliness
High or very high
psychological distress 23.8% 21.9% 26.6% 37.2%

levels

/N Statistically significant increase.

\ Statistically significant decrease.

Source: National Drug Strategy Household Survey.

Cocaine

In 2016, cocaine was the second most commonly used illicit drug in the previous 12 months,

with 2.5% of the population aged 14 and over reporting its use. The proportion of people
using cocaine rose from 1.0% in 2004, and cocaine use in Australia is currently at the
highest levels seen since 2001 (Supplementary Table S4.7.4). The proportion of people
using cocaine in their lifetime has also increased, from 8.1% in 2013 to 9.0% in 2016, and
has doubled since 2001 (from 4.4%).
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Most people who use cocaine do so relatively infrequently, with about 2 in 3 (64%) using
it only once or twice a year (Supplementary Table S4.7.6). Among people aged 14-29 in
2016, the average age of first use was 21; this has been consistent over the last decade.
This is older than the average age of first use for other illicit drugs, such as cannabis (17)
and ecstasy (19). Across all age groups, the average age of recent users increased by
about 2 years between 2004 and 2016 (from age 29 to 31) (Supplementary Table S4.7.5).

Ecstasy

The recent use of ecstasy among people aged 14 and over peaked in 2007, at 3.5%, and
has since declined—to 2.2% in 2016. The average age of first use for people aged 14-29
has remained stable, at about age 19 since 2007 (though slightly older in 2001 and 2004).
The average age of recent ecstasy users was 28, which is younger than users of cannabis,
cocaine and meth/amphetamines (Table 4.7.1). The majority of recent ecstasy users used
it once or twice a year (51%) (Supplementary Table S4.7.6).

Meth/amphetamines

Meth/amphetamine use has been declining since 2001, when 3.4% of people aged 14 and
over had used it recently. Recent use declined significantly between 2013 and 2016
(from 2.1% to 1.4%). This decline was mainly driven by a substantial decrease among
people in their 20s; among whom recent use of meth/amphetamines halved between
2013 and 2016 (from 5.7% to 2.8%) and has declined by 75% since 2001 (from 11% to
2.8%) (Supplementary Table S4.7.7). The average age of recent users rose between 2013
and 2016 from 30 to 34 (Supplementary Table S4.7.5).

Average age of meth/amphetamine users 34
29 30 :31—___,——‘———.

26 years 27/‘ <

3.4% 3-2%

2.3% 2.1% 2.1%
1.4%

Recent use of meth/amphetamines

T T T T T T
2001 2004 2007 2010 2013 2016

In 2013, the main form of meth/amphetamines used changed: ice replaced powder

as the preferred form. This trend continued in 2016, with 57% of meth/amphetamine
users reporting that crystal/ice was the main form of meth/amphetamines used in the
previous 12 months (a significant increase from 22% in 2010). Over the same period, the
use of powder decreased, from 51% in 2010 to 20% in 2016. While overall recent meth/
amphetamine use declined between 2013 and 2016, the proportion using crystal/ice
remained relatively stable between 2013 and 2016 (1.0% and 0.8%, respectively) and has
increased since 2010 (0.4%). Use of forms other than crystal/ice has fallen since 2007 and
significantly declined between 2013 and 2016 (from 1.0% to 0.6%) (AIHW 2017).



Frequency of drug use

Some drugs are used much more often than others. Very few cocaine and ecstasy users
used the drug as often as weekly (only about 2-3%) but 1 in 5 meth/amphetamine

users used the drug weekly or more often (AIHW 2017). Therefore, when examining

the share of people in Australia using an illegal drug weekly or more often in 2016,
meth/amphetamines was the second most commonly used illegal drug after cannabis
(Supplementary Table S4.7.6). This is clear when comparing survey data with data from
the Australian Criminal Intelligence Commission’s National Wastewater Drug Monitoring
Program (NWDMP) (Box 4.7.3). The NWDMP found that meth/amphetamine was the most
highly consumed illicit drug tested across all regions of Australia (ACIC 2017), noting that
the program does not test for cannabis or heroin.

Box 4.7.3: National Wastewater Drug Monitoring Program

The NWDMP analyses wastewater samples from 54 treatment plants across
Australia (excluding the Northern Territory and Tasmania). The third report in the
series was based on data from sewage analysis of 14.2 million people, or 61% of the
population.

The wastewater was tested for 13 illicit and licit (legal) substances, including cocaine,
ecstasy (3, 4-methylenedioxymethamphetamine, abbreviated to MDMA), alcohol,
tobacco and several prescription medications. Estimates are produced on the amount
of each drug consumed by the community over a specified period (ACIC 2017).

Age and sex comparisons for the top 4 most
commonly used illegal drugs

People aged 14-29

Yong people aged 14-19 were far less likely to use illicit drugs in 2016 than in 2001. Use of
cannabis halved over this period while use of ecstasy and cocaine declined by one-third,
and use of meth/amphetamines dropped considerably, from 6.2% to 0.8% (Figure 4.7.3).
The Australian Secondary Students’ Alcohol and Drug Survey identified similar trends.
Among secondary students aged 12-17, the use of an illicit drug declined from 20% in
2005 to 15% in 2014 (White & Williams 2016).

A smaller proportion of people in their 20s were using illicit drugs in 2016 than in 2001.
Recent use of cannabis, meth/amphetamines and ecstasy were lower in 2016 than in
2001. However, people in their 20s continue to be more likely to use cannabis, ecstasy or
cocaine in the previous 12 months than any other age group (Figure 4.7.3).
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Figure 4.7.3: Proportion of people aged 14-29 who used illicit drugs in the
previous 12 months, by age group, 2001, 2013 and 2016

14-19 20-29
Any illicit drug Any illicit drug
Cannabis Cannabis
Ecstasy Ecstasy
2001
Cocaine Cocaine m2013
Meth/ Meth/ 2016
amphetamines amphetamines
T T T T 1 I T T T 1
0 10 20 30 40 0 10 20 30 40
Per cent Per cent

Source: National Drug Strategy Household Survey; Table S4.7.7.

People aged 40 and over

In 2001, about 12% of people in their 40s had used an illicit drug in the previous 12 months.
This had increased to 14% by 2013, and to 16% in 2016. People in their 40s were the
only age group to show a significant increase in use between 2013 and 2016. People in
their 50s generally have some of the lowest rates of illicit drug use, but have also shown
increases in recent use since 2001, from 6.7% to 12% in 2016. The rise in the use of any
illicit drug was largely driven by an increase in both the recent use of cannabis and the
non-medical use of pharmaceuticals (for both age groups) (Figure 4.7.4).

Figure 4.7.4: Proportion of people aged 40-59 who used illicit drugs in the
previous 12 months, by age group, 2001, 2013 and 2016

40-49 50-59
Any illicit drug Any illicit drug
Cannabis Cannabis
Ecstasy Ecstasy W 2001
Cocaine Cocaine w2013
2016
Meth/ Meth/
amphetamines amphetamines
T T T 1 I T T T T T 1
0 10 20 30 0 5) 10 15 20 25 30
Per cent Per cent

Note: The 2001 ecstasy and cocaine estimates for people aged 50-59 are less than 0.1 and have a very high
relative standard error.

Source: National Drug Strategy Household Survey; Table S4.7.7.



People who were using illicit drugs in their late 20s in 2001 would be in their early 40s in
2016. In 2001, people in their 20s had a high prevalence of illicit drug use compared with
people in their 20s in 2016. The increase in illicit drug use seen among people in their 40s
may be due to their continued use of illicit drugs as they age.

lllicit drug use among specific population groups

Illicit drug use varies across different population groups in Australia. Table 4.7.2 focuses
on those groups that have some of the largest disparities in illicit drug use compared
with the general population—people living in more remote areas, people who were
unemployed, people identifying as homosexual or bisexual, and people with a mental
illness or high levels of psychological distress.

Table 4.7.2: Proportion of people aged 14 and over who used illicit drugs in the
previous 12 months (per cent), by selected population groups, 2016

Any Meth/
illicit drug Cannabis Ecstasy Cocaine amphetamines

R te/
emote 24.8 17.0 19 *0.7 %35

Very remote

Unemployed people 23.6 18.7 2.9 *2.4 4.6

Homosexual/

bisexual people® 41.7 314 11.0 8.9 6.9

People with a

. 26.6 19.4 3.9 4.1 4.1
mental illness

People with high/
very high levels
of psychological
distress®

30.2 21.8 5.2 5.1 4.7

Total (aged 14

15.6 10.4 2.2 2.5 1.4
and over)

* Estimate has a relative standard error between 25% and 50% and should be interpreted with caution.

(a) Findings for people who identify as gay, lesbian or bisexual (reported as homosexual/bisexual in the National
Drug Strategy Household Survey) were grouped together for data quality purposes but it is important to note
that there are differences in substance use between these groups.

(b) Aged 18 and over.

lllicit drug use and mental health

There is a strong association between illicit drug use and mental illness. However, it is
often 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). A mental
illness may make a person more likely to use drugs—for example, for short-term relief
from their symptoms—while other people may have drug problems that trigger the first
symptoms of mental illness. Some drugs cause drug-induced psychosis, which usually
passes after a few days. However, if someone has a predisposition to a psychotic illness
such as schizophrenia, the use of illicit drugs may trigger the first episode in what can be
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a lifelong mental illness (Sane Australia 2017). The use of drugs can interact with mental
illness in ways that create serious adverse effects on many areas of functioning, including
work, relationships, health and safety.

Comorbidity or the co-occurrence of a drug use disorder with one or more mental
health issues complicates treatment and services for both conditions. Using drugs can
worsen the symptoms of mental illness and may mean that treatment is less effective
(Department of Health 2017). Data from multiple sources indicate the prevalence of
comorbidity in Australia:

+ 26% of recent illicit drug users had been diagnosed or treated for a mental iliness in the
previous 12 months (AIHW 2017)

+ 22% of recent illicit drug users reported high or very high levels of psychological distress
in the previous 4 weeks (AIHW 2017)

+ 26% of prison entrants reported illicit drug use in the previous 12 months and had ‘ever
been told' they had a mental health condition, including drug and alcohol abuse (AIHW 2015)

* 15% of prison entrants reported illicit drug use in the previous 12 months and were
currently on medication(s) for a mental health condition (AIHW 2015)

+ 29% of young people (aged 13-17) with a major depressive disorder had used cannabis
in their lifetime (Lawrence et al. 2015)

+ 66% of people with a psychotic iliness had used cannabis in their lifetime and 33% had
used it in the past year (Department of Health and Ageing 2011)

+ 8.7% of people with a mental disorder in the previous 12 months had a comorbid
diagnosis of substance use and at least one other mental disorder (either anxiety
disorder, affective disorder or both) (ABS 2007).

Mental illness among people who use illicit drugs

According to the 2016 NDSHS estimates, 16% of the general population aged 14 and over

had been diagnosed or treated for a mental illness in the previous 12 months, a significant

increase from 14% in 2013. The proportion of adults experiencing high or very high levels

of psychological distress also increased, from 10% in 2013 to 12% in 2016 (AIHW 2017).

Increasing literacy and awareness about mental illness in Australia may partially explain

these reported increases among the general population (National Mental Health

Commission of NSW 2015); however, there are likely to be other factors involved, including

changing trends and patterns in the use of alcohol and other drugs. In fact, the 2016

NDSHS showed that self-reported rates of mental illness were higher among people who

reported the use of illicit drugs in the previous 12 months than among people who had

not used over this period. Specifically, mental illness was reported by:

+ 26% of people who had used any illicit drug in the previous 12 months, compared with
14% of people who had not used an illicit drug in the previous 12 months

+ 28% of recent cannabis users

+ 26% of recent ecstasy users

« 42% of recent meth/amphetamine users

+ 25% of recent cocaine users (Supplementary Table S4.7.8).



Between 2013 and 2016, the proportion of people who self-identified as being diagnosed
with, or treated for, a mental illness significantly increased among recent users of
cannabis, ecstasy, meth/amphetamines and cocaine (Supplementary Table S4.7.8). The
most noticeable increase was among recent users of ecstasy (from 18% to 26%), followed
by recent users of meth/amphetamines (from 29% to 42%).

Figure 4.7.5 shows that these increases were consistent for people in their 20s, 30s and

40s but only statistically significant for some age groups. More specifically:

+ ecstasy and meth/amphetamine users in their 20s reported the largest increases in
diagnosis or treatment for mental iliness between 2013 and 2016 (from 18% to 29%
for ecstasy users and from 26% to 44% for meth/amphetamine users)

*+ cannabis users in their 20s, 30s and 40s all reported significant increases in mental
iliness over the 3-year period

+ illicit drug users in their 40s were most likely to report a mental illness (31%) and, in this
age group, the proportion of cocaine users with a mental illness more than doubled
between 2013 and 2016 (from 12% to 30%)

+ among people in their 30s who used illicit drugs, the increase in mental illness was only
significant for cannabis users (from 20% to 30%).

The Ecstasy and Related Drugs Reporting System, which surveys regular psychostimulant
users, also reported a significant increase in self-reported mental health problems
between 2013 and 2017 (from 30% to 46%) (Sutherland et al. 2017).

Figure 4.7.5: Proportion of illicit drug users with a mental iliness, by age group,
2013 and 2016

Drug

Any illicit #
Cannabis #

Ecstasy #

20-29 years

Meth/amphetamine

H*

Cocaine

Any illicit
Cannabis #
Ecstasy

Meth/amphetamine

30-39 years

Cocaine

Any illicit # 2013
Cannabis # W2016
Ecstasy

40-49 years

Meth/amphetamine

Cocaine #

0 10 20 30 40 50
Per cent
# = statistically significant increase between 2013 and 2016.

Source: National Drug Strategy Household Survey; Table S4.7.9.
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Psychological distress among people who use illicit
drugs

Psychological distress is higher among people who use illicit drugs than among people
who do not. Specifically, high or very high levels of psychological stress were reported by:

« 22% of people who reported using illicit drugs in the previous 12 months, compared
with 9.7% of people who did not report illicit drug use

+ 24% of recent cannabis users

+ 27% of recent ecstasy users

+ 37% of recent meth/amphetamine users

« 22% of recent cocaine users (Supplementary Table S4.7.10).

The proportion of recent users of illicit drugs with high or very high levels of psychological
distress increased between 2013 and 2016. The increase in high or very high levels of
psychological distress was most noticeable among people who had used ecstasy in

the last 12 months—it increased from 18% in 2013 to 27% in 2016 (Supplementary
Table S4.7.10). High or very high distress levels also significantly increased among people
who had used meth/amphetamines in the previous 12 months. This increase was mainly
driven by the increase in psychological distress levels in users in their 20s and 40s

(Figure 4.7.6).

People in their 20s who used illicit drugs reported the largest increase in psychological
distress between 2013 and 2016. The increases in high or very high psychological distress
levels between 2013 and 2016 were consistent across recent users of cannabis (from 20%
to 28%), ecstasy (from 21% to 32%) and meth/amphetamines (from 29% to 49%). People
in their 30s who used illicit drugs were less likely to experience psychological distress than
users in their 20s and 40s and the increase between 2013 and 2016 was not significant.



Figure 4.7.6: lllicit drug users with high or very high levels of psychological
distress, by age group, 2013 and 2016
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Variations among population groups

Sociodemographic characteristics such as sexual orientation, socioeconomic area,
remoteness area, employment status, education and household type may be associated
with illicit drug use and mental health (Table 4.7.3).

Use of an illicit drug in the previous 12 months, and being diagnosed or treated for a
mental health condition, was particularly high among:

single people with dependent children (43%)

people who were unemployed (40%)

people identifying as homosexual or bisexual (37%)
people living in the lowest socioeconomic area (35%)
people living in Inner regional areas (32%)

people who had completed a certificate or diploma (31%).
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Table 4.7.3: Proportion of lllicit drug users aged 18 and over diagnosed or
treated for a mental illness in the previous 12 months, by sociodemographic
characteristics, 2013 and 2016

Sociodemographic characteristic 2013 2016
Remoteness area

Major cities 19.6 246 #

Inner regional 25.1 322 #

Outer regional 22.0 309 #

Remote/Very remote 21.1 26.3
Socioeconomic area

1 (Lowest) 25.9 35.0 #

2 22.9 27.9

3 21.8 26.8

4 19.2 24.0

5 (Highest) 15.0 18.0
Education

Post-school education 19.0 26.5 #

Certificate or diploma 20.5 30.7 #

Bachelor degree or higher 15.6 232 #

No post-school education 23.6 26.8
Employment status

Employed 15.3 209 #

Student 16.4 25.7

Unemployed 36.9 40.1

Home duties 23.6 36.8

Unable to work 57.4 62.0
Sexual orientation

Homosexual/bisexual 32.8 36.8

Heterosexual 19.3 252 #
Household

Single with dependant children 34.7 42.9

Couple with dependant children 13.5 219 #

Parents with non-dependant

children 24.8 21.1

Single no children 27.6 31.3

Couple no children 16.1 213 #
Total population 20.7 26.5 #

# = statistically significant increase between 2013 and 2016.



What is missing from the picture?

The Alcohol and Other Drug Treatment Services National Minimum Data Set does not
capture the mental health status of a person seeking treatment.

Identifying mental health issues in people who access treatment will have greater
relevance to policy makers, program designers and service planners.

Data linkage between people accessing AOD treatment services and mental health-related
services would provide a better understanding of the overlap and interaction between
these services.

Where do | go for more information?

More information on illicit drug use is available at <www.aihw.gov.au/reports-statistics/
behaviours-risk-factors/illicit-use-of-drugs/overview> and <www.aihw.gov.au/reports-
statistics/health-conditions-disability-deaths/burden-of-disease/overview>. The report
National Drug Strategy Household Survey 2016: detailed findings and Impact of alcohol and
illicit drug use on the burden of disease and injury in Australia: Australian Burden of Disease
Study 20717 and other recent releases are available for free download.

For more information on mental health services see <www.aihw.gov.au/reports/mental-
health-services/mental-health-services-in-australia/report-contents/summary>.

Additional research and statistics on illicit drug use are available from the websites of
the National Drug and Alcohol Research Centre, National Drug Research Institute, and
the National Centre for Education and Training on Addiction.

of results, 2007. ABS cat. no. 4326.0. Canberra: ABS.

ABS 2017. Causes of death, Australia, 2016. ABS cat. no. 3303.0. Canberra: ABS.
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PHE 207. Canberra: AIHW.
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4.8 Insufficient physical

activity

Regular physical activity is important for optimal health and wellbeing. It reduces the risk
of many chronic conditions (such as cardiovascular disease and type 2 diabetes) and other
disease risk factors such as overweight and obesity and high blood pressure. Strength —
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and resistance training is also important to achieve and keep good health as it improves
muscle strength and bone density, protecting against injury and osteoporosis.

Insufficient physical activity is a key risk factor contributing to disease burden in Australia.
Given the role it plays in chronic conditions, it is important for Australians to achieve

the optimal levels of physical activity recommended in Australia’s Physical Activity

and Sedentary Behaviour Guidelines (Department of Health 2017). See Chapter 4.4
‘Contribution of selected risk factors to the burden of disease’ for more information on

the health impact of insufficient physical activity.

Physical activity by age group
Based on self-reported data from the Australian Bureau of Statistics

National Health Survey, in 2014-15, 56% of adults aged 18 and over
were not sufficiently active (ABS 2015).

After adjusting for age, the proportion of adults aged 18 and over
who reported completing less than the recommended amount
of physical activity decreased over time, from 49% in 2007-08 to
44% in 2014-15 (ABS 2017).

Children and young people (aged 2-17)

In 2011-12, an estimated 39% of children aged 2-5 did less than
the recommended 180 minutes of physical activity each day; 74%
of children aged 5-12 and 92% of young people aged 13-17 did not
complete 60 minutes of moderate to vigorous intensity physical
activity every day (ABS 2013).

Adults (aged 18-64)

In 2014-15, an estimated 52% of adults aged 18-64 did less than the
recommended 150 minutes of moderate intensity physical activity,
or 75 minutes of vigorous intensity physical activity, across 5 or more
sessions each week. An estimated 70% of adults did no strength-based
activities. Only 19% of adults aged 18-64 did the recommended
amount of physical activity and strength-based training (ABS 2016).

Older people (aged 65 and over)

In 2014-15, for older Australians (aged 65 and over), an estimated
75% did not do 30 minutes of moderate or vigorous intensity physical
activity on at least 5 days each week. Among people aged 65-74, 72%
of women were insufficiently active; this increased to 92% for people
aged 85 and over. For men aged 65-74, 73% were insufficiently active,
and this was similar for people aged 85 and over (74%) (ABS 2015).

Physical activity
guidelines:

5-12 and 13-17 years

150-300

mins mins
moderate vigorous

over 5 sessions
per week

18-64 years

on at least 5 days
per week

65 years and older

225



Australia's health 2018

226

Types of physical activity

Physical activity can be sport and leisure activities, household chores, working or active
travel. Some common forms of physical activity include swimming, tennis, golf, gym
activities and bushwalking. The three most popular organised sport and physical activities
by age group according to the Australian Sports Commission’s AusPlay survey for 2016-17
(ASC 2017) are presented here.

Three most popular organised sport and leisure physical activities:

@ (® Young people aged 12-17@®

“Q 1. Football/soccer (22%)

- 9. Children aged 5-11@
ARAR 1 swimming (39%)

2. Football/soccer (19%) 2. Basketball (15%)
3. Australian football (12%) 3. Netball (15%)
® O Adults aged 18-64 a @ Older Australians aged 65+
1. Recreational walking (41%) m 1. Recreational walking (62%)
2. Fitness/gym activities (36%) 2. Fitness/gym activities (26%)
3. Athletics (including jogging) (18%) 3. Swimming (12%)

(a) Data on participation for children aged 0 to 14 are reported by parents and relate to organised out-of-school
sports and activities.

(b) Data on participation for children aged 15 to 17 are self-reported and relate to both organised and
non-organised sports.

According to self-reported data from the National Health Survey, in 2014-15, walking was
the only form of physical activity for 40% of adults aged 18-64:

+ 16% walked for transport as their only type of physical activity
+ 11% walked for exercise only

+ 13% walked for both exercise and transport as their only type of physical activity.

Physical activity across population groups

Physical activity rates varied across population groups. Based on self-reported data from
the National Health Survey, in 2014-15, 60% of adults aged 18-64 living in Outer regional
and Remote areas of Australia were insufficiently active compared with 50% in Major cities.
Physical activity rates for adults aged 18-64 also varied with socioeconomic area; 63% of
adults in the lowest socioeconomic area were insufficiently active, compared with 40% in
the highest socioeconomic area (ABS 2016).

In 2012-13, more Aboriginal and Torres Strait Islander people aged 18 and over living in
non-remote areas were insufficiently active compared with non-Indigenous Australians of
the same age living in the same areas (64% compared with 56%) (ABS 2014).



What is missing from the picture?

There is a lack of data to monitor long-term trends in physical activity levels among
different groups, especially young children. Surveys that collect comprehensive physical
activity data, such as the total amount of time and frequency of physical activity
completed, are administered infrequently. The 2011-12 National Nutrition and Physical
Activity Survey (a component of the 2011-13 Australian Health Survey) is the most recent
survey with data of this comprehensive nature and is only a single time point.

Current data collected in physical activity surveys do not capture occupational physical
activity (that is, physical activity done as part one’s job) or activity due to household
chores, which could contribute to a large part of adult physical activity. Furthermore, the
data are self-reported and are therefore prone to misreporting. When measured data are
captured (for example, pedometer steps), there are no standardised methods.

Using discrete categories for reporting on physical activity, such as against the Australian
Physical Activity and Sedentary Behaviour Guidelines, is also a limitation because it does
not take into account the relationship between extra health benefits gained and increases,
however small, in activity levels.

Where do | go for more information?

More information on physical activity is available on these AIHW websites:

+ <www.aihw.gov.au/reports/biomedical-risk-factors/risk-factors-to-health/contents/
insufficient-physical-activity>

+ <www.myhealthycommunities.gov.au/national/abs0055>.

The report Impact of physical inactivity as a risk factor for chronic conditions: Australian
Burden of Disease is available for free download.
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4.9 Diet

The food and beverages we consume (our diet) play an important role in our 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 cholesterol, as well as associated chronic conditions, including
type 2 diabetes, cardiovascular disease and some forms of cancer. Diet-related chronic
conditions are among the leading causes of death and disability in Australia.

The five food groups

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. They recommend that Australians eat a wide variety of nutritious
foods from the five food groups every day (NHMRC 2013). Food intake data from 2011-12
(the most comprehensive robust national dietary data available) show that most
Australians did not consume the recommended number of serves from the five food
groups (Table 4.9.1). Intake was particularly low for vegetables and legumes/beans (for
children and adults); lean meats and alternatives (for children); and milk, yoghurt, cheese
and alternatives (for women).

Table 4.9.1: Proportion of the population with usual food intakes below the
recommended serves (per cent), by age group, sex and food group, 2011-12@

Food group Boys Girls Men Women
Vegetables and legumes/beans 99.6 99.7 96.5 94.8
Fruit® 53.5 54.0 70.7 77.0
Grain (cereal) foods 60.5 73.7 66.6 75.6

Lean meat and poultry, fish,
eggs, nuts and seeds and 92.4 98.7 79.1 87.0
legumes/beans

Milk, yoghurt, cheese and

- 80.4 79.8 89.9 96.5
alternatives

(a) Boys and girls aged 2-18; men and women aged 19 and over.
(b) Includes dried fruit, fresh or canned fruit and fruit juice.
Source: ABS 2016b.



Key ‘risk’ nutrients

The Australian Dietary Guidelines recommend limiting intake of foods containing
saturated fat, added salt, added sugars and alcohol (NHMRC 2013). Food intake data

from 2011-12 show that, as with the five food groups, many Australians are not following

these recommendations.

Saturated and trans fats should make up no more than 10% of total energy intake
(NHMRC 2006). In 2011-12, both children and adults exceeded this recommendation
(14% of total energy intake for children and 12% for adults) (ABS 2014).

Adults should consume no more than 2,000 mg of sodium each day (NHMRC 2006).
In 2011-12, average sodium intake for both men and women exceeded this
recommendation (2,779 mg for men and 2,090 mg for women) (ABS 2014).

Free sugars (sugars added to foods by manufacturers, cooks or consumers, as well
as sugars naturally present in honey, syrups, fruit juices and fruit juice concentrates)
should make up less than 10% of total energy intake (WHO 2015). In 2011-12,
over two-thirds (69%) of children and almost half (47%) of adults exceeded this
recommendation. On average, free sugars contributed to 13% of total energy
intake for boys and girls, 11% for men and 10% for women (ABS 2016a).

To reduce the risk of alcohol-related disease and injury, healthy men and women
should consume no more than two standard drinks on any one day (NHMRC 2009).
In 2011-12, 10% of women and almost 3 times as many men (29%) exceeded this
recommendation (ABS 2012). See Chapter 4.6 ‘Alcohol risk and harm’ for more
information.

What is missing from the picture?

Information on food and nutrient intake is important for policy makers, educators and
health professionals in their work to promote optimal health and wellbeing. Most data
on national food and nutrient intake in Australia are collected from surveys that are
administered infrequently and based on self-reported information, which makes them
prone to underreporting.
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Where do | go for more information?
More information on nutrition is available on these AIHW websites:

+ <www.aihw.gov.au/reports/biomedical-risk-factors/risk-factors-to-health/contents/risk-
factors-and-disease-burden>

+ <www.aihw.gov.au/reports-statistics/behaviours-risk-factors/food-nutrition/overview>.

Further information about the Australian Dietary Guidelines is available at
<www.eatforhealth.gov.au>.

Data from the Australian Bureau of Statistics 2011-13 Australian Health Survey are
available at <www.abs.gov.au/australianhealthsurvey>.
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4.10 Overweight and obesity

Overweight and obesity—defined as abnormal or excessive fat accumulation—is a major
public health issue in Australia. Australia’s measured obesity rate now ranks fifth among
Organisation for Economic Co-Operation and Development (OECD) countries (OECD 2017).
Over the past two decades, the proportion of Australians with a healthy body weight has
decreased, and the proportion who are obese has increased. Of concern is the growing
rate of severe obesity (body mass index, or BMI, of 35 kg/m? or above), which almost
doubled between 1995 and 2014-15. This growing obesity trend has costly impacts for the
individual and for the Australian economy and health care system.
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Overweight and obesity result from a sustained energy imbalance in the body—when

energy intake from eating and drinking is greater than energy used through physical

activity (AIHW 2016a). It is influenced by a complex interplay of individual, environmental

and societal factors.

A diet consistent with the Australian Dietary Guidelines is recommended to maintain

a healthy weight (NHMRC 2013a). This is one that is relatively high in cereals (mostly

wholegrains), vegetables and legumes/beans, fruit, some lean meats and poultry, fish,

eggs, tofu, nuts and seeds, and milk, yoghurt and cheese—mostly reduced-fat—and a

limited intake of energy-dense, nutrient-poor foods (that is, those containing saturated

fat, added salt, added sugars and alcohol) (NHMRC 2013b). See Chapter 4.9 ‘Diet’ for more
information on the dietary behaviours of Australians.

Energy is spent through bodily functions and physical activity, including sport, organised
recreation, and incidental activity (NHMRC 2013a). In 2014-15, over half (52%) of

Australian adults aged 18-64 were insufficiently active, including 15% who were inactive .
(ABS 2015). See Chapter 4.8 ‘Insufficient physical activity’ for more information on <
Australians’ physical activity. E
The way that we live has changed. Australian adults now spend more time sitting or lying —
down (not just when sleeping). In 2014-15, Australians spent an average of 34 hours per 5
week sitting at leisure, up from 31 hours per week in 2011-12 (ABS 2013a, 2016b).

As the waistlines of Australians continue to expand, it is important to examine both the

extent of the problem, and the influence of factors such as the environment and society

in which a person lives on their dietary and physical activity behaviours.

The most common and practical ways to measure overweight and obesity in population

surveys are to calculate a person’s BMI or measure their waist circumference (Box 4.10.1).

Box 4.10.1: How is overweight and obesity measured at the
population level?

) o ] weight in kg
BMI is calculated by dividing a person’s weight BMI = —_—
(in kilograms) by their height (in metres) squared. (height in m)
The information in this article uses the BMI classifications for adults defined by
the World Health Organization (WHO). Obesity is split into three classes, according
to severity, with more severe obesity associated with a higher risk of comorbidities

(WHO 2000).
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BMI (kg/m?) Obese

Normal Overweight
Underweight: weight: but not obese: Class | obese: Class Il obese: Class Ill obese:

35.00-
39.99

<18.50

25.00- 30.00-
29.99 34.99

Overweight

240.00

Waist circumference is another common measure of overweight and obesity.

A waist circumference above 80 cm for women and 88 cm for men is associated
with a higher risk of metabolic complications (WHO 2011). The following categories
were developed by the WHO and are used in this article:

Waist circumference ‘

Increased risk of Substantially increased risk
metabolic complications of metabolic complications
Men: 94 cm or more Men: 102 cm or more
Women: 80 cm or more Women: 88 cm or more

Differences in body composition may affect the appropriateness of BMI and waist
circumference as population-level measures of overweight and obesity. Different
BMI and waist circumference cut-off points might need to be considered for certain
population groups such as older people; people with high muscle mass; and ethnic
groups, including Aboriginal and Torres Strait Islander, Pacific Islander, South Asian,
Chinese and Japanese populations (NHMRC 2013a).

For the information in this article, the same BMI and waist circumference measures
were used for all adult population groups, based on measured—not
self-reported—weight, height and waist circumference.

Measuring overweight and obesity among children and adolescents is
complicated due to their growing bodies. At the population level, a series
of age- and sex-specific BMI ranges developed by Cole et al. (2000) are
recommended to monitor overweight and obesity in children. These ranges
were used for information presented in this article and can be accessed on
the Department of Health website (Department of Health 2009).

To calculate your BMI and see how you compare with the rest of Australia see

_llll the online data visualisation tool at <www.aihw.gov.au/reports/australias-health/

australias-health-2018/contents/bmi-where-do-you-fit>.




Who is overweight or obese?

Adults

Based on measured BMI, in 2014-15:

+ almost two-thirds (63%) of Australians aged 18 and over were overweight or obese
(36% overweight but not obese, and 28% obese) (ABS 2015)

+ overall, men (71%) had higher rates of overweight and obesity than women (56%).
A greater proportion of men (42%) than women (29%) were overweight but not obese,
while a similar proportion of men (28%) and women (27%) were obese

* men were most likely to be overweight but not obese at age 35-44 (48%), and to be
obese at age 65-74 (38%). Women were most likely to be overweight but not obese
at age 75-84 (41%), and obese at age 55-64 (35%) (Figure 4.10.1).

Figure 4.10.1: Proportion of overweight and obese adults (based on measured
BMI), by age and sex, 2014-15

Per cent M Overweight but not obese 1 Obese
90

80 A
70 A
60 -
50 A
40 -
30 A
20 1
10 -
0.

18-24 25-34 35-44 45-54 55-64 65-74 75-84 85+ |18-24 25-34 35-44 45-54 55-64 65-74 75-84 85+

Men Women
Age

Source: ABS 2015; Table S4.10.1.

Based on measured waist circumference (Box 4.10.1), in 2014-15:

+ about one-quarter (24%) of men and one-fifth (21%) of women aged 18 and over had a
waist circumference that indicated an increased risk of metabolic complications

*+ a greater proportion of women (45%) than men (35%) had a waist circumference that
indicated a substantially increased risk of metabolic complications (ABS 2015).

Children
In 2014-15:

+ onein 5 (20%) children aged 2-4 were overweight or obese—11% were overweight but
not obese, and 8.7% were obese (ABS 2015)
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« more than 1 in 4 (28%) children and young people aged 5-17 were overweight or
obese—20% were overweight but not obese, and 7.4% were obese

+ for both children and young people aged 2-4 and 5-17, similar proportions of boys and
girls were obese

+ boys were most likely to be overweight but not obese at age 16-17 (29%), while this
was most likely for girls at age 8-11 (21%). The highest prevalence of obesity was at
age 16-17 for boys (8.2%) and age 5-7 for girls (12%) (Figure 4.10.2).

Figure 4.10.2: Proportion of overweight and obese children and young people
aged 2-17, by age and sex, 2014-15

Per cent
40 A

M Overweight but not obese Obese

35 -
30 -
25 A
20 -
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Source: ABS 2015; Table S4.10.2.

Indigenous Australians

In 2012-13, after adjusting for differences in age structure, Indigenous people aged 18
and over were 1.2 times as likely to be overweight or obese as non-Indigenous people,
and 1.6 times as likely to be obese (ABS 2014a). See Chapter 6.5 ‘Health behaviours

of Indigenous Australians’ for more information on overweight and obesity among
Indigenous Australians.

Socioeconomic areas

It is well established that social determinants affect a person’s health status. In Australia,
there is evidence of a gradient in overweight and obesity prevalence across socioeconomic
areas (see Glossary).

In 2014-15:

+ adults in the lowest socioeconomic area (the lowest fifth) were more likely to be obese
(34% for 3 obesity classes combined) than adults in the highest socioeconomic area
(22% for 3 obesity classes combined). Adults in the highest socioeconomic area were
most likely to have a normal body weight (41%) compared with all other socioeconomic
area; adults in the lowest socioeconomic area were least likely (32%) (Figure 4.10.3)



+ one-third (33%) of boys aged 2-17 in the lowest socioeconomic area were overweight
or obese compared with 22% of boys in the highest socioeconomic area. Similarly,
more than one-third (38%) of girls aged 2-17 in the lowest socioeconomic area were
overweight or obese compared with 24% of girls in the highest socioeconomic area
(ABS 2016b).

Figure 4.10.3: Proportion of adults in each BMI category, by socioeconomic
area, 2014-15

Per cent
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Note: Socioeconomic areas 1-5 refer to area-based fifths derived using the ABS Index of Relative
Socio-Economic Disadvantage (ABS 2013b).
Source: ABS 2016b; Table S4.10.3.

Geographical variation

One of the major factors associated with overweight and obesity is the area in which an
individual lives. This includes their remoteness area and Primary Health Network (PHN) area.

In 2014-15:

* adults living in Major cities were most likely to have a body weight in the normal weight
range (37%), while adults living in Inner regional and Outer regional/Remote areas were
most likely to have a body weight in the obese range (34% and 37%, respectively).

There were a greater proportion of obese adults in Inner regional and Outer regional/
Remote areas than in Major cities, with the proportion of adults with more severe obesity
(Obese class Il and Ill) increasing with increasing remoteness (Figure 4.10.4)

+ among children, boys aged 2-17 living in Outer regional/Remote areas were 1.3
times as likely to be overweight or obese as boys living in Major cities (35% and 27%,
respectively). For girls aged 2-17 living in Outer regional/Remote areas, the rate of
overweight or obesity (36%) was 1.5 times as high as for girls living in Major cities
(24%). Boys and girls in Inner regional areas were the least likely to be overweight or
obese (21% and 23%, respectively) (ABS 2015)
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+ prevalence of overweight and obesity varied among PHNs, from 53% in Northern

Sydney to 73% in Country South Australia. Prevalence was higher among regional PHNs

(69%) than among metro PHNs (61%). For more information on variation among
PHNSs see Healthy communities: overweight and obesity rates across Australia, 2014-15
(AIHW 2016b).

Figure 4.10.4: Proportion of adults in each BMI category, by remoteness area,
2014-15
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Source: ABS 2016b; Table S4.10.3.

The growing obesity trend

Over the past 20 years, the distribution of BMI has shifted among Australian adults.
Fewer adults are now in the healthy weight range, and more in the obese range. Figure
4.10.5 shows the change in BMI among Australian adults between 1995 and 2014-15.



Figure 4.10.5: Distribution of BMI, people aged 18 and over, 1995 and 2014-15
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Sources: ABS 2013c, 2016b; Table S4.10.4.

Adults in 2014-15 were significantly more likely to be obese than adults of the same age
20 years earlier for all but one age group. The largest relative difference was at age 18-21:
in 2014-15, 15% of adults were obese at age 18-21, almost double the proportion who
were obese at the same age in 1995 (7.2%) (AIHW 2017b).

Since 1995, the proportion of Australian adults with a BMI in the more severe obesity .

ranges (class Il and class Il obesity) has increased. This proportion almost doubled <

between 1995 and 2014-15, from 4.9% to 9.4% among Australian adults (Table 4.10.1). 5
a
T
<
(@]

Table 4.10.1: Age-standardised prevalence of more severe obesity
(class Il and class 11l obese), per cent (95% Cl), people aged 18 and
over, by sex, 1995 to 2014-15

Year Men Women Persons

1995 3.4 (2.9-4.0) 6.3 (5.5-7.1) 4.9 (4.4-5.4)

2007-08 7.1(6.1-8.1) 8.7 (7.7-9.7) 7.9(7.2-8.6)

2011-12 7.9(7.2-8.6) 11.0(10.3-11.8) 9.5(8.9-10.0)

2014-15 8.0(7.1-8.9) 10.7 (9.8-11.6) 9.4 (8.7-10.0)
Notes

1. Class Il and class Ill obesity refers to a measured BMI of 35.00 kg/m? or more.

2. The span presented in parentheses is the 95% confidence interval. We can be
95% confident that the true value lies within this interval.

Sources: ABS 2010, 2013c, 2014b, 2016b.
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Why are our waistlines expanding?

Overweight and obesity is influenced by a range of determinants at the individual level,
including biological and behavioural factors. As well, the contribution of social and
environmental factors is becoming increasingly apparent. The interrelated nature of these
factors contributes to the complexity of obesity. For example, individual behaviours such
as eating habits can be influenced by social eating norms and by environmental factors
such as accessibility to fresh and healthy food (CDC 2015).

Individual and behavioural factors

At the individual level, having a healthy diet and sufficient physical activity is central to
maintaining the body’s energy balance (NHMRC 2013a). A person'’s appetite, satiety,
metabolism and body fat distribution can contribute to overweight and obesity; this might
be influenced by genetics and epigenetic changes (NHMRC 2013a). Epigenetic changes

are alterations in gene expression that can be brought about by a range of factors

(for example, intrauterine growth restriction) and passed between generations. These
changes can predispose individuals to obesity by influencing how energy balance is
regulated (NHMRC 2013a).

As already noted, how Australians live has changed over the past 20 years. Positive
changes in health behaviours include a relative drop in consumption of free sugars
between 1995 and 2011-12 (ABS 2017). (Free sugars are those added to foods and drinks,
and sugars naturally present in honey, syrups, fruit juices and fruit juice concentrates.)
Negative changes in health behaviours include an increased consumption of energy-
dense, nutrient-poor foods; low consumption of fruit and vegetables; and a move towards
less active transport and more sedentary leisure time activities. These behaviours have
contributed to an increased obesity prevalence (Allender et al. 2012).

Obesogenic environment

The term ‘obesogenic environment’ has been used to describe an environment that
promotes obesity among individuals and populations (Swinburn et al. 1999).

Change in food portion sizes

A study comparing portion sizes from the 1995 National Nutrition Survey and the 2011-12
National Nutrition and Physical Activity Survey found a significant increase (up to 66%) in
energy per typical portion in common discretionary foods, including pizza, cake, sausages,
cereal bars, processed meats, ice cream and wine (Zheng et al. 2017).

Built environment

Factors of the built environment (see Glossary) such as low walkability, a high density of
convenience food outlets and the relatively cheap price and heavy promotion of energy-dense
foods have been shown to contribute to greater energy intake, and less energy expenditure
at a population level (Allender et al. 2012). Several studies have noted that access to green
space is associated with reduced obesity—this might be due to more recreational walking,
more physical activity and less sedentary time (Lachowycz & Jones 2011; WHO 2016).



As the boundaries of Australian cities continue to expand, individuals may have to travel
further—with increased travel times—to reach destinations such as workplaces, retail
zones, services, food outlets and open public spaces such as parks (Zapata-Diomedi

& Veerman 2016). This may mean that active travel (such as walking to a destination)

is replaced with less active forms of travel such as car trips (VicHealth 2016). A recent
Australian study found that people living 20 km or further away from city centres had an
increased waist circumference compared with people who lived less than 9 km from a
city centre (Sugiyama et al. 2016).

Changing work lives

Australians are now spending more hours at work. The OECD ranks Australia 10th of 38
included member and partner countries for the proportion of its workers (13%) working
‘very long hours’ (50 hours or more per week as defined by the OECD) (OECD 2015). The
workplace environment and its surrounds can have an adverse impact on the health of
adults (AIHW 2012). Influencing factors include the proximity of food outlets, long working
hours, access to food vending machines, event catering, and public transport access.

Occupation also plays a role, with predominantly office-type settings being associated
with sedentary work (Parry & Straker 2013). This, in turn, has been linked to weight gain
and to chronic conditions such as heart disease, diabetes and cancer (independent of the
amount of time spent on physical activity) (Thorp et al. 2011; Wilmot et al. 2012).

For many families with all adults in paid employment, longer working hours leaves less
time for food preparation, family recreation and physical activity (Australian National
Preventative Health Agency 2014). Meal times are often fragmented: people may eat at
different times and in different places (often outside the home) and rely heavily on snack
and convenience foods. More than 58% of Australians’ total food spending in 2014 was
on discretionary food items, including potato chips, processed meats, soft drinks and
chocolates (ABS 2016a).

School environment

Foods in school facilities such as canteens, cafeterias and vending machines can influence
the choices and intake of students, with children and adolescents consuming up to two
meals and snacks per day at school, 5 days a week (Espinel & King 2009). School policies
may regulate the food available for purchase, however, and supportive play equipment
and activity programs can encourage students to participate in physical activity (Escalante
et al. 2013).

The majority of schools across Australia use a ‘traffic light’ scheme to classify foods sold
in canteens—red foods are restricted, amber foods should not dominate and healthy
green food should fill the menu (Hills et al. 2015). Strategies such as these support the
healthy eating of Australian schoolchildren through increased availability and promotion
of healthy food and drinks in schools (NSW Department of Education 2017). Such policies
have proved influential: a previous canteen strategy in New South Wales that used the
traffic light approach saw a rise in the proportion of schools offering no energy-dense,
nutrient-poor (red) food items on their menu, from 7.0% in 2007 to 22% in 2010

(Hills et al. 2015).
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Technology

In the home environment, Australian children and young people now spend about 20%
of their waking lives in front of screens on weekdays, and 30% on weekends—including
watching television, being on computers, and playing electronic games (Australian
Institute of Family Studies 2015). Screen-based activities in young people and adults are
strongly linked to obesity, with higher obesity rates associated with higher screen time
(independent of physical activity) (Banks et al. 2011; Boone et al. 2007). Fewer hours of
screen time in adolescence has also been shown to reduce the likelihood of obesity in
adulthood (Boone et al. 2007).

Use of electronic devices such as smart phones and tablets during normal sleep time has
been found to be associated with overweight and obesity among young people. Among
a sample of 3,700 adolescents (in school grades 6, 8 and 10) in New South Wales, young
people who usually used electronic devices during normal sleep time were 1.3 times as
likely to be overweight or obese as adolescents who sometimes or never did (Mihrshahi
et al. 2017).

Food advertising

The WHO found that the advertising of unhealthy food influences children’s food
preferences, purchase requests and consumption patterns (WHO 2010). The average
Australian child will be exposed to 35 hours of food advertising on television over the
course of a year, of which over half will be for unhealthy foods (King et al. 2013). The
Australian food industry responded in 2009 with initiatives to limit the exposure of
unhealthy food advertising to children, but a recent study showed there had been no
subsequent change in this exposure in Australia from 2011 to 2015 (Watson et al. 2017).

Health burden of overweight and obesity

The health consequences of overweight and obesity are considerable. Burden of disease
analyses have shown that, in 2011, 7.0% of the total burden of disease in Australia was
due to overweight and obesity, with 63% of this due to fatal burden. Men (7.3%) had a
greater burden of disease from overweight and obesity than women (6.6%) (AIHW 2017a).
See Chapter 4.4 ‘Contribution of selected risk factors to burden of disease’ for more
information on burden of disease.

Being overweight or obese is also associated with higher mortality. A recent study of
adults with a BMI above the ‘'normal weight' range (that is, a BMI of at least 25 kg/m?)
showed the risk of death from all causes rose by 31% with each 5 kg/m? increase in BMI
in Australian and New Zealand populations (di Angelantonio et al. 2016). An investigation
into the effect of obesity on life expectancy found that, compared with people with a
normal BMI, life expectancy was reduced by 2-4 years for people with class | obesity,
and by 8-10 years for people with class Il obesity (NHMRC 2013a; PSC 2009).



Chronic conditions among overweight and
obese adults

Among adults, overweight and obesity increases the likelihood of developing many
chronic conditions, including some cancers, some cardiovascular diseases, asthma,
back pain and problems, chronic kidney disease, dementia, diabetes, gallbladder disease,
gout, and osteoarthritis (AIHW 2017a).

In 2014-15, Australian adults who were overweight or obese reported higher rates

of many chronic conditions than adults of normal weight (Figure 4.10.6). For several
conditions, obese adults were more likely to report that they had a chronic condition than
adults who were overweight but not obese, who in turn reported higher rates than adults
of normal weight (ABS 2015).

Figure 4.10.6: Prevalence of selected chronic conditions in adults, by BMI
category, 2014-15
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Source: ABS 2015; Table S4.10.6.

Economic impact of overweight and obesity

Ilinesses associated with overweight and obesity have a considerable impact on the

Australian economy; PwC Australia estimated that obesity cost it $8.6 billion in 2011-12 (in

2014-15 dollars). This included an estimated $3.8 billion in direct costs and $4.8 billion in
indirect costs (for example, absenteeism and government subsidies), but did not account
for further costs from reduced wellbeing and forgone earnings (PwC Australia 2015). The
report estimated that, if no further action is taken to slow the rise in obesity, there will be
$87.7 billion in added costs due to obesity over a 10-year period (2015-16 to 2024-25).
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In 2014-15, more than 124,600 procedures relating to weight-loss surgery were billed to
Medicare—in public and private hospitals, and in non-hospital settings. In public hospitals,
the estimated total cost of the 10 most common weight loss surgery procedures was
$30.4 million. The total cost for these Medicare-billed procedures in public and private
hospitals, and non-hospital settings combined, was about $62.8 million, with about

$25.7 million in benefits paid by Medicare, and about $37.1 million paid in out-of-pocket
costs by patients and/or health insurers (AIHW 2017c).

What is missing from the picture?

More regular and extensive monitoring of body weight and waist circumference and of the
risk factors contributing to overweight and obesity (both behavioural and environmental)
would contribute to a greater understanding of which obesity prevention strategies are
working, and for whom and where.

Robust data on the contribution of genetic and epigenetic factors to overweight

and obesity in Australia are currently limited. Data of this kind would help to better
understand the genetic and molecular basis of obesity and shed light on the complex
interplay of individual and environmental factors leading to this health risk factor.

Where do | go for more information?

More information on overweight and obesity is available at <www.aihw.gov.au/reports-
statistics/behaviours-risk-factors/overweight-obesity/overview>.

The following reports are available for free download:

+ A picture of overweight and obesity in Australia 2017

+ Overweight and obesity in Australia: a birth cohort analysis

* Healthy communities: overweight and obesity rates across Australia, 2014-15

« Impact of overweight and obesity as a risk factor for chronic conditions: Australian Burden of
Disease Study series no.11

+ Weight loss surgery in Australio 2014-15: Australian hospital statistics.
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4.11 Biomedical risk factors

Biomedical risk factors are bodily states that have an impact on a person'’s risk of disease.
This snapshot focuses on three 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, chronic kidney disease and diabetes. Obesity,
which is also a biomedical risk factor, is discussed in Chapter 4.10 ‘Overweight and obesity'. —

SNAPSHOT

The information in this snapshot is based on the Australian Bureau of Statistics 2011-12
Australian Health Survey (ABS 2013) and 2014-15 National Health Survey (ABS 2017).

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. See Chapter 3 for more
information on these chronic conditions.

In 2014-15, an estimated 1 in 3 (34%, or 6 million) Australian adults had high blood
pressure. This comprised 23% who had uncontrolled high blood pressure and 11% whose
blood pressure was controlled by blood pressure medication.

The proportion of men with high blood pressure was slightly higher than for women (35%
and 32%, respectively) and increased with age, being highest in people aged 75 and over
(82%) (ABS 2014; Supplementary Table S4.11.1).

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
contribute to the risk of cardiovascular disease.

Abnormal blood lipids

In 2011-12, 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; Supplementary
Table S4.11.2).

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.

Measurement of blood glucose levels after fasting provides a measure of glucose regulation.

In 2011-12, an estimated 3.1% (416,000) Australian adults had impaired glucose
regulation, affecting a greater proportion of men (4.1%) than women (2.1%).
Impaired glucose regulation was highest in people aged 75 and over (7.5%).
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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.

The development of one risk factor can lead to the occurrence of another, or they may

have shared causes. For example, high blood pressure and dyslipidaemia are often

related to poor diet and being overweight.

* In2011-12, an estimated 1 in 4 (25%) Australian adults had both high blood pressure
and abnormal blood lipids. This increased with age, from 4.3% in people aged 18-34 to
65% in people aged 75 and over.

* Almost 3 in 4 (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;
Supplementary Table S4.11.3).

Neither risk factor High blood pressure or Both risk factor
abnormal lipids

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.
Improvements in biomedical risk factors can prevent disease, delay disease progression
and improve treatment outcomes, and have the potential to improve the health of the
population.

* In 2014-15, an estimated 15% of adults had measured high blood pressure but were
not taking any blood pressure medication.

« Around 8.1% of adults with measured high blood pressure reported that they took
medicines to lower blood pressure. Measured high blood pressure, despite the use of
medication, was highest in people aged 75 and over (33%) (ABS 2014; Supplementary
Table S4.11.1).

« In 2011-12, the majority of people with measured dyslipidaemia (87%) 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 2016). The absolute risk of
cardiovascular disease considers risk factors, such as blood pressure and cholesterol
levels, in combination.

+ Atotal 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; Supplementary
Table S4.11.4).



What is missing from the picture?

National surveys collecting information on biomedical risk factors are infrequent.
The most recent national data on blood lipid and blood glucose levels were collected
in 2011-12. More surveys will be needed to continue to monitor the levels of these
risk factors in the Australian population.

Where do | go for more information?

More information on biomedical risk factors is available at <www.aihw.gov.au/reports-
statistics/behaviours-risk-factors/biomedical-risk-factors/overview>.

The report Cardiovascular disease, diabetes and chronic kidney disease—risk factors is
available for free download.
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4.12 Antenatal risk factors

A mother’s antenatal characteristics, such as age, weight and whether she smoked or
drank alcohol during pregnancy, influences the health outcomes of a mother and her
child. Data on maternal and baby outcomes are collected by health professionals

for the National Perinatal Data Collection at the AIHW. This snapshot uses these

data to explore aspects of the mother, and her child’s health.

Women are giving birth later in life

The age when a woman gives birth can be a risk factor for obstetric and perinatal
outcomes. Adverse outcomes are more likely in women aged under 20 and over 40.
Consistent with recent trends in Australia, women are continuing to give birth later in life,
with the average age rising from 29.7 in 2005 to 30.3 in 2015. The average age of first-time
mothers is also rising, from 28.1 in 2005 to 28.9 in 2015.

29.7 ® 30.0 ® 30.3 ®

years Q/, years Q — years g

2005 2010 2015

v

99.9% of women had at least one
antenatal visit

Antenatal care is associated with positive child and maternal health outcomes, with
regular antenatal care visits in the first trimester (before 14 weeks’ gestational age),
leading to fewer interventions in late pregnancy and positive outcomes for child health.
The Australian Antenatal Guidelines recommend that the first antenatal visit occur within
the first 10 weeks of pregnancy and that first-time mothers with an uncomplicated
pregnancy attend 10 visits (7 visits for later uncomplicated pregnancies) (AHMAC 2012).
Almost all mothers (99.9%) who gave birth in 2015 had at least 1 antenatal visit, 95% had
5 or more visits, and 58% had 10 or more. In 2015, 47% of mothers attended at least 1
antenatal visit in the first 10 weeks of pregnancy; 10% did not start antenatal care until
after 20 weeks' gestation.

1in 10 women smoked during pregnancy

Smoking during pregnancy is a preventable risk factor associated with poorer perinatal
outcomes like low birthweight, preterm birth and an increase in perinatal death. Of all
mothers who gave birth in 2015, 1 in 10 (10%) reported smoking at some point during their
pregnancy (a reduction from 15% in 2009).



Rates of smoking were slightly higher in the first 20 weeks of pregnancy (10%) compared
with after 20 weeks of pregnancy (7.6%). In 2015, almost 1 in 4 (23%) of the more than
30,400 mothers who gave birth reported smoking during the first 20 weeks of pregnancy
(but not throughout the rest of their pregnancy). The rate for reported smoking during
the first 20 weeks of pregnancy was highest for women aged under 20 (32%).

1in 5 women were obese during
pregnancy

Being overweight or obese during pregnancy contributes to an increased risk of
complications throughout pregnancy and delivery. Pregnant women who are obese have
an increased risk of thromboembolism, pre-eclampsia, gestational diabetes, post-partum
haemorrhage and wound infections. Babies of mothers who are obese have higher rates
of neonatal death, congenital anomaly and stillbirth compared with babies of mothers
who are not obese (CMACE & RCOG 2010).

Of mothers who gave birth in 2015

+ 3.9% were underweight (BMI <18.50)

+ 50% were in the normal weight range (BMI 18.50-24.99)
+ 26% were overweight but not obese (BMI 25.00-29.99)

+ 20% were classified as obese (BMI >30.00)

Alcohol consumption and domestic
violence during pregnancy

Fetal Alcohol Spectrum Disorder describes the range of effects that can occur in a baby
who has been exposed to alcohol in its mother's womb (Burns et al. 2013; NHMRC 2009).

According to the National Drug Strategy Household Survey, 56% of women abstained from

drinking during pregnancy in 2016, an increase from 40% in 2007.

About 1 in 2 (49%) women consumed alcohol before they knew they were pregnant.

A large proportion of these women stopped drinking alcohol once they found out they
were pregnant, but 1in 4 (25%) continued to drink after they found out they were
pregnant (AIHW 2017).

Domestic violence is a leading preventable contributor to death, disability and illness for
women aged 15-44. Data from the Australian Bureau of Statistics 2016 Personal Safety
Survey indicate that an ‘estimated 187,800 women who experienced violence by a current
partner were pregnant at some point during the relationship. Of the women surveyed,
nearly 1in 5 (18%) experienced violence during their pregnancy’ (ABS 2017).
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What is missing from the picture?

Routine administrative data, as opposed to survey data, are needed on several key
antenatal risk factors, including alcohol consumption and domestic violence during
pregnancy.

Where do | go for more information?

The information in this article was largely drawn from Australia’s mothers and babies
2015—in brief. Other AIHW publications used for this article were National Drug Strategy

AHMAC (Australian Health Ministers' Advisory Council) 2012. Clinical Practice Guidelines: Antenatal
Care—Module 1. Canberra: Department of Health.

g Household Survey, 2016 and Screening for domestic violence during pregnancy: options for
N future reporting in the National Perinatal Data Collection.

k>

$

< References

‘§ ABS (Australian Bureau of Statistics) 2017. Personal Safety, Australia 2016. ABS cat. no. 4906.0. Canberra:
s ABS.

-

-’

a)

s

<

AIHW (Australian Institute of Health and Welfare) 2017. National Drug Strategy Household Survey—detailed
findings: 2016. Drug statistics series no. 31. Cat. no. PHE 214. Canberra: AIHW.

Burns L, Breen C, Bower C, O'Leary C & Elliot EJ 2013. Counting fetal alcohol spectrum disorder in Australia:
the evidence and the challenges. Drug Alcohol Review 32(5):461-7.

CMACE & RCOG (Centre for Maternal and Child Enquiries & Royal College of Obstetricians and
Gynaecologists) 2010. Management of women with obesity in pregnancy. CMACE/ RCOG Joint

Guideline. Viewed 17 August 2017, <https://www.rcog.org.uk/globalassets/documents/guidelines/
cmacercogjointguidelinemanagementwomenobesitypregnancya.pdf>.

NHMRC (National Health and Medical Research Council) 2009. Australian Guidelines to Reduce Health Risks
from Drinking Alcohol. Canberra: NHMRC.

250


https://www.aihw.gov.au/reports/mothers-babies/australias-mothers-babies-2015-in-brief/contents/table-of-contents
https://www.aihw.gov.au/reports/mothers-babies/australias-mothers-babies-2015-in-brief/contents/table-of-contents
https://www.aihw.gov.au/reports/illicit-use-of-drugs/ndshs-2016-detailed/contents/table-of-contents
https://www.aihw.gov.au/reports/illicit-use-of-drugs/ndshs-2016-detailed/contents/table-of-contents
https://www.aihw.gov.au/reports/mothers-babies/screening-for-domestic-violence-during-pregnancy/contents/table-of-contents
https://www.aihw.gov.au/reports/mothers-babies/screening-for-domestic-violence-during-pregnancy/contents/table-of-contents
http://search.abs.gov.au/s/search.html?clicked_fluster=cat.no.4906&cluster0=4906&form=simple&origin=-35.216705%2C149.08331&profile=_default&query=%60cat.no.4906%60&collection=abs
http://search.abs.gov.au/s/search.html?clicked_fluster=cat.no.4906&cluster0=4906&form=simple&origin=-35.216705%2C149.08331&profile=_default&query=%60cat.no.4906%60&collection=abs
https://www.rcog.org.uk/globalassets/documents/guidelines/cmacercogjointguidelinemanagementwomenobesitypregnancya.pdf%20
https://www.rcog.org.uk/globalassets/documents/guidelines/cmacercogjointguidelinemanagementwomenobesitypregnancya.pdf%20

This page left intentionally blank

251









Australia's health 2018

254

5.0 Overview

Where you live, how much you earn, whether you have disability—and a raft of other
factors—can affect your health status and health outcomes. This chapter explores the
different health experiences of certain population groups in Australia: socioeconomic
groups; rural and remote populations; culturally and linguistically diverse populations;
people with disability; lesbian, gay, bisexual, transgender and intersex people; veterans;
and prisoners. Some of these groups experience higher rates of illness, disability and
death, and are more likely to engage in risky health behaviours (such as tobacco smoking)
than the general population. Aboriginal and Torres Strait Islander people also face major
health disparities; these are examined in detail in Chapter 6.

In 2014-15, people living in the lowest socioeconomic group were 2.6 times as likely as
people in the highest group to have diabetes, and 1.7 times as likely to have heart, stroke
or vascular disease. Death rates were nearly 1.5 times as high for people in the lowest
socioeconomic group than for people in the highest group—with even higher death rate
differences for specific causes, such as chronic obstructive pulmonary disease (2.2 times)
and lung cancer (1.8 times). People in the lowest socioeconomic group were more

likely than people in the highest group to smoke daily (2.7 times).

Around 3in 10 (29%, 7 million people) Australians live in rural and remote areas. Rural
and remote populations can face multiple challenges due to their geographic isolation,
and often experience poorer health outcomes than people living in cities. The proportion
of adults engaging in many behaviours associated with poorer health is higher in rural and
remote areas than in metropolitan areas (for example, 22% of people in Outer regional/
Remote areas smoke daily compared with 13% of people in Major cities). In 2015, people
living in Very remote areas had a mortality rate almost 1.4 times as high as people living in
Major cities.

More than 1 in 4 (26%) Australians were born overseas. As a population group, immigrants
often have lower mortality rates and self-reported chronic conditions than Australian-born
residents. This ‘healthy migrant effect’ could be partly due to health screenings people
must pass before migration. However, culturally and linguistically diverse populations are
a heterogeneous group with different health experiences. For example, in 2016, people
born in Malaysia had lower rates of mortality than Australian-born residents but the rates
for people born in Scotland were higher.

As a group, the 4.3 million (18%) Australians with disability experience poorer health than
people without disability. People with disability are around 7 times as likely as people
without disability to assess their health as poor or fair (41% compared with 6.5%) and this
rises to 10 times as likely for people with severe or profound core activity limitation (61%).
People with disability are also more likely than people without disability to have mental
health conditions—almost half (47%) of people with severe or profound core activity
limitation, and more than one-third (37%) of other people with disability, self-reported
that they had anxiety-related problems, compared with 11% of people without disability.



It is estimated that Australians of diverse sexual orientation, sex or gender identity may
account for up to 11% of the population—LGBTI (lesbian, gay, bisexual, transgender,

or intersex) is the abbreviation often used to refer to this population group. Part of the
challenge in identifying and reporting on the health of this population stems from a lack of
specific data; however, there is evidence that LGBTI people face disparities in terms of their
mental health, sexual health and rates of substance use. For example, almost 1 in 3 (32%)
homosexual/bisexual people aged 16 and over in Australia met the criteria for an anxiety
disorder in the previous 12 months, compared with 1 in 7 (14%) heterosexual people.

The service experience of members of the Australian Defence Force (ADF) may affect
their health needs as veterans. Several studies have recognised a ‘healthy soldier effect,
due mainly to the ongoing need to keep fit and having ready access to health care

during service. Ex-serving men have a lower all-cause mortality rate than all Australian
men of the same age. Men aged 55 and over who served in the ADF generally report
similar rates of selected chronic conditions—arthritis, back pain and problems, chronic
obstructive pulmonary disease, diabetes, diseases of the circulatory system, and mental
and behavioural problems—compared with men of the same age who have not served.
There is ongoing concern about the incidence of suicide among serving and ex-serving
ADF personnel. Although suicide rates among men serving full time or in the reserves are
lower than rates for all Australian men, the rates for ex-serving personnel are higher.

For ex-serving men aged 18-29, the rate is 1.7 times as high as that for all Australian men
of the same age. There are substantial gaps in our understanding of women'’s experiences
in the ADF. This is due to the historically small number of women represented in the ADF,
which has limited this research.

On average, prisoners have poorer health than the general Australian population and
greater levels of risk factors for poor health—1 in 2 (50%) prison entrants had a history
of mental health conditions, 1 in 3 (31%) had a current chronic condition and 3 in 4 (74%)
were current smokers in 2015. Australia’s prison population is ageing—the number

of prisoners aged 50 and over increased by 84% between 2005 and 2015—and older
prisoners (like older people in the general population) are more likely to suffer from
chronic conditions and disability.
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5.1 Socioeconomic groups

Socioeconomic factors are important determinants of health. Generally, people in lower
socioeconomic groups are at greater risk of poor health, have higher rates of illness,
disability and death, and live shorter lives than people from higher socioeconomic groups
(Mackenbach 2015). The higher a person’s socioeconomic position, the healthier they tend
to be—a phenomenon often termed the ‘social gradient of health’ (see Chapter 4.2 ‘Social
determinants of health’).

This snapshot compares socioeconomic groups on a range of health measures across
4 key health areas, focusing on people in the lowest and highest socioeconomic groups,
where differences are usually large. It highlights that for almost all health measures,
people from lower socioeconomic groups in Australia fare worse.

Socioeconomic position was determined using the Index of Relative Socio-Economic
Disadvantage (IRSD) (ABS 2013). The IRSD is a measure based on where people live, and
reflects the overall or average level of socioeconomic disadvantage of the population of
an area (see Glossary).

H €d |th ri S k fa ctors Figure 5.1.1: Proportion of adults who
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Chronic conditions

Rates of chronic conditions were also higher
for people in the lowest socioeconomic
group, compared with people in the

highest socioeconomic group. In particular,
it is estimated they were:

+ 2.7 times as likely to have chronic
obstructive pulmonary disease in 2014-15

+ 2.6 times as likely to have diabetes in
2014-15 (ABS 2015)

+ 1.7 times as likely to have heart, stroke
or other vascular disease in 2014-15
(Figure 5.1.2)

+ 1.7 times as likely to be newly diagnosed
with lung cancer in 2008-2012

+ 1.6 times as likely to have biomedical signs
of chronic kidney disease in 2011-12.

Mortality

Figure 5.1.2: Prevalence of heart,
stroke and vascular disease, by
socioeconomic group, 2014-15
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Source: ABS 2015; Table S5.1.2.

In 2015, the all-cause mortality rate of people in the lowest socioeconomic group was
652 per 100,000 population, compared with 604 in the second group, 542 in the third,
497 in the fourth, and 449 in the highest socioeconomic group—people in the lowest
socioeconomic group were 1.5 times as likely to die from all causes (Figure 5.1.3).
Mortality data for 2016 by socioeconomic area were not available at the time of writing.

Disease-specific death rates were

generally higher for people in the lowest
socioeconomic group, compared with people
in the highest group. In particular, they were:

+ 2.2 times as likely to die from chronic
obstructive pulmonary disease in 2011-15

+ 2.1 times as likely to die from potentially
avoidable causes in 2015—this being a
premature death that could have been
avoided with timely and effective health care

+ 1.8 times as likely to die from lung cancer
in2011-15

+ 1.2 times as likely to die from cerebrovascular
disease (mostly stroke) in 2011-15

* likely to die at a similar rate (1.0 times)
from dementia and Alzheimer disease
in 2011-15.

Figure 5.1.3: All-cause mortality rate,
by socioeconomic group, 2015
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Source: National Mortality Database; Table S5.1.3.
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Burden of disease Figure 5.1.4: Total burden of disease,

Burden of disease analysis combines by socioeconomic group, 2011

estimates of the fatal and non-fatal impact
of disease (see Chapter 4.4 ‘Contribution of
selected risk factors to burden of disease’).
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In terms of population impact, if all Australians had experienced the same burden as
people in the highest socioeconomic group in 2011, the total disease burden could
have been reduced by one-fifth (21%).

What is missing from the picture?

Monitoring the health gaps between socioeconomic groups is ongoing. Most data
collections in Australia do not include information to measure individual socioeconomic
position, leading to a reliance on area-based measures. Statistical linkage of health and
welfare data sets could provide added information on wealth, education, employment

and other social determinants. This would enable more accurate assessments of
socioeconomic position and help to better understand the relationships patient outcomes
and pathways through the health system for individuals in different socioeconomic groups.

Where do | go for more information?

Many reports from the AIHW include analysis of health indicators based on socioeconomic
position (for example, Australian Burden of Disease Study: impact and causes of illness and
death in Australia 2011).

For more information about disadvantage and social inequalities, see the AIHW report
Australia’s welfare 2017.
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5.2 Rural and remote
populations

Around 7 million people—about 29% of the population—live in rural and remote areas
(ABS 2017e). These Australians face unique challenges due to their geographic isolation,
and they often have poorer health and welfare outcomes than people living in major cities.
The proportion of adults engaging in behaviours associated with poorer health—such

as tobacco smoking and excessive alcohol consumption—is higher in rural and remote
areas than in metropolitan areas, as is (generally) the prevalence of chronic conditions.
These poorer health outcomes may be due to factors such as disadvantage in education,
employment opportunities, income and access to services.
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Despite poorer health outcomes for some, the Household, Income and Labour Dynamics
in Australia Survey found that Australians living in small towns (of fewer than 1,000
people) and in non-urban areas generally experienced higher levels of life satisfaction
than those living in major cities (Wilkins 2015).

This article presents information to help assess the health of rural and remote
populations. The term ‘rural and remote’ covers all areas outside Australia’s major cities,
classified by the Australian Statistical Geography Standard as Inner regional, Outer regional,
Remote or Very remote (ABS 2014). Due to small population sizes, data for Outer regional,
Remote and Very remote areas are sometimes combined for reporting purposes.

Profile of rural and remote Australians

In 2016, the age and sex distribution of Australians varied with remoteness. More than

half (51%) of the population in Major cities were female compared with 46% in Very remote

areas. People living in Remote and Very remote areas were relatively younger than people

living in more populated areas. The proportion of males aged 14 and under was 19% in ‘
Major cities and 22% in Very remote areas. The proportion of females aged 14 and under

was 18% in Major cities and 24% in Very remote areas (Figure 5.2.1). T
Comparatively, 13% of males in Major cities were aged 65 and over, compared with 18% ‘g_
in Inner regional areas and 17% in Outer regional areas. The proportion of females aged 2
65 and over was 15% in Major cities, compared with 20% in Inner regional areas and 18% v
in Outer regional areas.
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Figure 5.2.1: Australian population, by age group, sex and remoteness area, 2016
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