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1.3 How healthy are
Australians?

There is a lot of good news on the health front in Australia: our life expectancy is one of
the highest in the world; death rates have continued their long-term downward trend;
and our health generally compares well with that of the populations of comparable
Organisation for Economic Co-operation and Development (OECD) countries.
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This article examines how healthy we are by looking at some of the common measures
outlined earlier in this chapter—Ilife expectancy, morbidity, mortality, incidence and
prevalence rates, disability-adjusted life years (DALY) and self-assessed health status
(see‘Chapter 1.1 What is health?’). It also compares Australia’s health with that of other
OECD countries.

It highlights the growing impact of chronic disease, and the crucial role that lifestyle
risk factors such as smoking, alcohol and obesity will play in our health outcomes now
and in the future.

It also discusses the health inequalities faced by some population groups, such as
Aboriginal and Torres Strait Islander Australians and people living outside our urban
centres, and whether progress is being made in narrowing these ‘health gaps.

By many measures, we are doing well

We are living longer

Life expectancy is one of the most commonly used measures of the overall health of a
population. It can be defined as how long, on average, a male or female at a given age
can expect to live, based on current death rates (AIHW 2014a).

Life expectancy at birth in Australia has climbed steadily over time, and is now

more than 30 years longer than it was in the late 1800s (Figure 1.3.1). For example,

life expectancy for males and females born in 2014 was 80.3 years and 84.4 years
respectively (ABS 2015c), whereas males and females born in 1890 could expect to live
to 47.2 years and 50.8 years respectively (ABS 2014b).

Figure 1.3.1: Life expectancy at birth, by sex, Australia, 1890-2014

Life expectancy at birth (years)
90 -

\o]

7 / Ll
o

60 - o
=

45 | e Males =~
30 - Females '_qc:"
»

15 | o
o

0 ©

1890 2014 st

(V]

Year o]

<

Sources: ABS 2014b, 2015c.
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Males who had survived to the age of 65 in 2014 could expect to live, on average,
another 19.4 years (to 84.4 years) and females an extra 22.2 years (to 87.2) (ABS 2015c).

We are living longer free of disability

The concept of what it means to be ‘healthy’ encompasses not just how many years a
person lives, but whether those years are lived with disability, chronic illness, or other
health conditions that affect quality of life.

In 2012, a newborn boy in Australia could expect to live 62.4 years without disability and
another 17.5 years with some form of disability, and a newborn girl 64.5 years without
disability and 19.8 years with some form of disability (see Glossary) (AIHW 2014b).
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Between 1998 and 2012, the disability-free life expectancy for males rose by 4.4 years,
which was more than the gain in male life expectancy over that period (4 years).
However, the increase in years free of disability for females was 2.4 years, compared
with a 2.8 years gain in female life expectancy (AIHW 2014b).

Our death rates continue to fall

In 2013, there were nearly 147,700 deaths registered in Australia—about 600 more
than in 2012 and nearly 15,400 more than in 2003. Since 2003, the number has risen
by around 1.0% per year on average for males and by 1.2% for females (ABS 2014c).

Despite an increase in the absolute number of deaths, there has been a long and
continuing fall in death rates per 100,000 population in Australia. From 1907 to
2013, the age-standardised death rate for males and females fell by 71% and 76%
respectively (AIHW 2015d) (see Figure 1.3.2).

Figure 1.3.2: Age-standardised death rates by sex, Australia, 1907-2013
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In 2013, children aged 5-9 and 10-14 had the lowest rates of death (9 and 10 per o«
100,000 population respectively). The rate gradually increased from the age of 15-19 E’
(32 per 100,000) and by the age of 60-64 was 613 per 100,000 population. The highest o
death rate was for people aged 85 and over (13,088 per 100,000). Death rates have g
remained higher for males than for females for all age groups (AIHW 2016b). <
2
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In 2013, coronary heart disease was the leading underlying cause of death in Australia
(see Glossary), followed by dementia and Alzheimer disease, and cerebrovascular
disease (predominantly stroke). The fourth leading underlying cause of death was lung
cancer and the fifth was chronic obstructive pulmonary disease (COPD) (AIHW 2015a)
(see Figure 1.3.3).

Figure 1.3.3: Leading causes of death, by sex, Australia 2013
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Coronary heart disease

w
2 Dementia and Alzheimer disease 3,656

4,995

3 Cerebrovascular disease
4 Lung cancer

5 Chronic obstructive pulmonary disease 3,572

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: AIHW National Mortality Database.

When considering broad groups of diseases, such as all types of cancer combined or
all cardiovascular disease (which includes coronary heart disease, stroke and heart
failure), cancer contributed to the most deaths in 2013. This was the first time that the
total number of deaths due to all types of cancer combined surpassed the total
number of deaths due to all cardiovascular disease (44,100 and 43,600 respectively)
(AIHW 2015d, 2016a).

Different age groups have different leading causes of death
Coronary heart disease was the most common underlying cause of death in Australia
for people over age 45.

Land transport accidents were the leading underlying cause of death among people
aged 1-14, at 14%. Suicide was the leading underlying cause of death among people
aged 15-24 (28%) and 25-44 (18%) (AIHW 2015a) (see ‘Chapter 5.3 How healthy are
Australia’s children?’ and ‘Chapter 5.4 Health of young Australians’).

o
Ll
Among infants aged under 1, certain conditions originating in the perinatal period and Q
congenital conditions were responsible for most deaths (76%). This was followed by c
)
sudden infant death syndrome (SIDS), which accounted for 6% of infant deaths (AIHW =
2015a) (see ‘Chapter 5.3 How healthy are Australia’s children’). é’
wn
Premature death rates have fallen ."c'_‘s
In 2013, more than 1 in 3 deaths (34%) in Australia were ‘premature’ (that is, they ©
occurred before the age of 75)—substantially lower than the 43% in 1997 (AIHW 2015b). E
S
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The three leading causes of premature death for all Australians were coronary heart
disease, lung cancer and suicide. Nearly 1 in 5 deaths (18%) among people aged 25-44
were due to suicide (AIHW 2015b).

The rate of premature deaths among Indigenous Australians is higher than among
non-Indigenous Australians for both males and females across every age group.
Between 2009 and 2013, 81% of all Indigenous deaths were of people aged under
75, compared with 34% for non-Indigenous Australians (ABS 2015b) (see ‘Chapter 3.2
Premature mortality’).
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Overall burden of disease has fallen

‘Burden of disease’is the impact of a disease or injury on an individual or a population.
Burden of disease analysis quantifies the gap between a population’s actual health and
an ‘ideal’ level of health—that is, every individual living in full health to the maximum
possible life span—for all diseases at the same time. It measures both the burden of
living with ill health as well the burden of dying prematurely, using disability-adjusted
life years (DALY) as the unit of measurement. One DALY is one year of ‘healthy life’ lost
due to illness/death.

Overall, in 2011 there were 201 years of healthy life lost, due to dying or to living with
disease or injury, for every 1,000 people in Australia. This is equivalent to 4.5 million
DALY in total. Cancer, cardiovascular disease, mental and substance-use disorders,
musculoskeletal disorders and injury contributed the most burden in Australia in 2011.
Together they accounted for around two-thirds of the disease burden.

After accounting for population increase and ageing, the burden of disease for the
Australian population decreased between 2003 and 2011, from 211 to 190 DALY per
1,000 people (see ‘Chapter 3.1 Burden of disease and injury in Australia’).

Most Australians report their health as ‘good’ or better
According to the Australian Bureau of Statistics (ABS) 2014-15 National Health Survey
(NHS), 85% of Australians aged 15 and over report their health as‘good’ or better, which
is similar to the previous survey in 2011-12 (ABS 2015e).

Internationally, Australia is one of the leading countries on this measure—among 34
OECD countries it ranks behind only New Zealand (90%), Canada (89%) and the United
States (88%), and ranks higher than the OECD average of 69% (OECD 2015).

More than half (56%) of Australians rated their health as ‘excellent’ or ‘very good" Just
over 1in 10 (10.4%) Australians rated their health as ‘fair’ (10.7% in 2011-12), and 4.4%

as‘poor’(4.0% in 2011-12) (ABS 2015e). O
v
By comparison, only 39% of Indigenous Australians rated their health as ‘excellent’ or =
‘very good, 37% as ‘good; 17% as ‘fair’and 6.9% as ‘poor’in 2012-13 (ABS 2014a). f
©
o
But there are concerns o
While there are positive signs and progress on many fronts, it is clear that Australia is :‘:"
not healthy in every way, and some patterns and trends give cause for concern. e
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Chronic disease

Chronic diseases such as cancer, coronary heart disease and diabetes are becoming
increasingly common in Australia due to a population that is increasing and ageing, as
well as to social and lifestyle changes. Improvements in medical care have also enabled
us to live longer with illnesses and diseases, and have provided access to treatments
not available in the past (AIHW 2012).

In the early 20th century, people ate fewer processed and energy-dense foods, walked

more, performed more manual labour and lived with few labour-saving appliances and
gadgets. Today, we may be less likely than our parents and grandparents to smoke, but
we are more likely to be sedentary and spend more time in front of televisions or other
electronic screens.
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In terms of health burden, chronic diseases are the leading cause of ill health and death in
Australia, and have been for some decades—Ilargely replacing the infectious diseases of
50-100 years ago, such as pneumonia and tuberculosis (see ‘Chapter 3.1 Burden of disease
and injury in Australia’).

In 2014-15, based on self-reported data from the NHS, more than 11 million Australians
(50%) had at least one of eight selected chronic conditions (arthritis, asthma, back
problems, cancer, chronic obstructive pulmonary disease, cardiovascular disease,
diabetes mellitus, or a mental or behavioural condition) (ABS 2015e). Of these people,
5.3 million had two or more of the eight conditions (see ‘Chapter 3.3 Chronic disease
and comorbidities’).

There is some good news in the chronic diseases story—for example, the death rates
from coronary heart disease and stroke fell by 75% and 67% respectively between 1983
and 2013 (see ‘Chapter 3.5 Coronary heart disease’and ‘Chapter 3.6 Stroke’). However,
some findings give cause for concern:

+ In 2014-15, based on self-reported data from the NHS, incidence of coronary heart
disease and acute coronary events was 1.7 times as high in men as in women (ABS 2015d).

+ In 2014-15, again based on self-reported data from the NHS, an estimated 1.2 million
Australians (5.1%) had diabetes (ABS 2015¢e) (see ‘Chapter 3.7 Diabetes’).

« The number of new cancer cases diagnosed (excluding common non-melanoma skin
cancers) more than doubled between 1982 and 2016—from 47,400 to an expected
130,500. This increase can be partly explained by the ageing and increasing size of the
population and by improvements in the technologies and techniques used to identify
and diagnose cancer (see ‘Chapter 3.4 Cancer’).

Inequalities in health
Presenting a broad picture of health status can mask the fact that some groups in our
community are not faring as well, including people living in rural and remote areas, the

lowest socioeconomic groups, Indigenous Australians and people living with disability. g
N
Health in rural and remote areas e
Australians living in rural and remote areas tend to have lower life expectancy and ﬁ
higher rates of disease and injury than people living in Major cities (see ‘Chapter 5.11 )
Rural and remote health’). ﬁ
In 2009-2011, people living in Remote and Very remote areas had mortality rates .“‘E
1.4 times as high as people living in Major cities. For nearly all causes of death, rates were ©
higher for people living outside Major cities, with people in Remote and Very remote i
=
<
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areas faring the worst. For example, the rate of dying due to a land transport accident
was more than 4 times as high in Remote and Very Remote areas as in Major cities.

People in regional and remote areas are more likely to die prematurely than their
Major city counterparts. While fewer than 3 in 10 people (29%) live in regional and
remote areas, deaths in these areas accounted for almost 2 in 5 (38%) of premature
deaths in 2011-13.

The premature mortality rate among people living in Remote areas was 1.6 times as
high as the rate among people in Major cities, and in Very remote areas it was 2.2 times
as high (see ‘Chapter 3.2 Premature mortality’).
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Disease prevalence is generally higher in rural and remote areas of Australia than

in Major cities. In 2014-15, based on self-reported data from the NHS, people living
in Inner regional and Outer regional/Remote areas of Australia were more likely than
people in Major cities to have arthritis, asthma, COPD, and a number of other chronic
health conditions (ABS 2015e).

People living in rural and remote areas are, on average, also more likely than their
urban counterparts to engage in lifestyle behaviours that can lead to adverse
health outcomes (such as smoking, insufficient physical activity, and risky alcohol
consumption).

These poorer health outcomes may also reflect a range of social and other factors
that can be detrimental to health, including a level of disadvantage with regard to
educational and employment opportunities; income; and access to goods and services.

Socioeconomic groups

In general, the higher a person’s income, education and/or occupation level, the
healthier they tend to be (see ‘Chapter 4.1 Social determinants of health’and
‘Chapter 5.1 Health across socioeconomic groups’).

On a range of health measures, people living in the lowest socioeconomic areas (that
is, areas of most disadvantage) tend to fare worse than people living in the highest
socioeconomic areas (that is, areas of least disadvantage). For example, according to
AIHW analysis of the ABS Australian Health Survey, in 2011-12, people living in the
lowest socioeconomic areas were 1.6 times as likely to have chronic kidney disease
and 2.2 times as likely to have coronary heart disease as people living the highest
socioeconomic areas.

Aboriginal and Torres Strait Islanders
Health outcomes for Aboriginal and Torres Strait Islander people have improved in

recent years in a number of key areas, including life expectancy and child mortality 9
(see'Chapter 5.7 How healthy are Indigenous Australians?’). However, as a population 8
group, they continue to experience greater health disadvantage—they are more <
likely to die at younger ages and to have a higher prevalence of many chronic health ©
conditions. ,qg)
Indigenous males born in 2010-12 could expect to live to 69.1 years—10.6 years less ﬂ
than non-Indigenous males. For females, the gap was 9.5 years (a life expectancy of 'T';
73.7 and 83.2 years, respectively) (ABS 2013). (See ‘Chapter 5.8 Main contributors to I's!
the Indigenous life-expectancy gap’) 2
6
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There are large gaps between Indigenous and non-Indigenous Australians on many
other health measures. For example, after adjusting for differences in age structure:
according to the ABS 2012-13 Australian Aboriginal and Torres Strait Islander Health
Survey (AATSIHS), 29% of Indigenous Australians rated their health as either ‘fair’ or
‘poor’, which was more than double the non-Indigenous rate of 14% (see ‘Chapter 5.7
How healthy are Indigenous Australians?’)

Indigenous Australians have higher rates of diabetes: prevalence, hospitalisation and
death rates are 3-4 times as high as for non-Indigenous Australians (see ‘Chapter 3.7
Diabetes’)

according to the 2012-13 AATSIHS, 36% of Indigenous Australians (an estimated
228,000 people) have some form of disability (AIHW 2015c). Based on age-standardised
rates of 44% and 29%, respectively, this is 1.5 times the rate experienced by
non-Indigenous Australians (see ‘Chapter 5.7 How healthy are Indigenous Australians?’)
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Indigenous Australian women are twice as likely to die from complications of
pregnancy or childbirth as non-Indigenous women (14 compared with 6.6 maternal
deaths per 100,000 women, respectively, non age-standardised) (see ‘Chapter 5.2
Trends and patterns in maternal and perinatal health’)

after adjusting for differences in age structure, in the period from 2009 to 2013, the
mortality rate for Indigenous Australians who died from all potentially avoidable
causes was more than 3 times the rate for non-Indigenous Australians (351 and
110 deaths per 100,000 population, respectively) (see ‘Chapter 5.7 How healthy are
Indigenous Australians?’).

People living with disability

People with disability experience significantly poorer health than those without
disability. In 2011-12, according to the ABS NHS, half (51%) of people aged 15-64 with
severe or profound core activity limitation (that is, sometimes or always needing help
with activities of self-care, mobility or communication) reported ‘poor’ or ‘fair’ health,
compared with 5.6% for those without disability.

Further:

« about 1in 5 people aged under 65 with severe or profound core activity limitation
had arthritis (21%) compared with about 1 in 20 (5.3%) of people without disability

« people aged 15-64 with severe or profound core activity limitation were twice as
likely as those without disability to be current daily smokers (31% versus 15%) and
1.7 times as likely as people without disability to be obese (43% versus 25%)
(see ‘Chapter 5.9 Health of Australians with disability’).

Risk factors ©
Many chronic diseases share common lifestyle risk factors that are largely Q
preventable—for example, tobacco smoking, excessive alcohol consumption and <
excess body weight. According to results of the Australian Burden of Disease Study, in o
2011, a large proportion (31%) of the burden of disease experienced by the population .“Q)
could be prevented by reducing the exposure to modifiable risk factors. ﬂ
The five risk factors included in the study that caused the most burden were tobacco .T;
use, high body mass, high alcohol use, physical inactivity and high blood pressure it
(see‘Chapter 3.1 Burden of disease and injury in Australia’). g
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Monitoring risk factor trends is therefore crucial to help guide prevention programs,
which will help reduce the future health burden of chronic disease on individuals and
society (see‘Chapter 4 Determinants of health’).

Smoking rates continue to fall
Smoking rates in Australia are still falling, continuing a long-term downward trend over
the past 50 years that the OECD has described as ‘remarkable progress' (OECD 2014).

In 2013, 13% of people aged 14 or older smoked daily, compared with 15% in 2010 and
24% in 1991 (see ‘Chapter 4.7 Tobacco smoking’). This was one of the lowest smoking
rates in the world; the OECD average daily smoking rate for people aged 15 and older
was 20% (OECD 2015).
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Drinking levels are lower

While excessive alcohol consumption remains a major health and social concern in
Australia, the overall volume of alcohol people drink and the proportion of people who
drink every day have fallen.

In 2013-14, Australians consumed 9.7 litres of pure alcohol per person aged 15 and over,
compared with 10.8 litres in 2007-08. This new level was the lowest in 50 years (ABS 2015a)
but is still higher than the OECD average of 8.8 litres per person in 2013 (OECD 2015).

Between 2010 and 2013, the proportion of people aged 14 and over who drank every
day fell from 7.2% to 6.5% and the proportion of people who drank at levels putting
them at lifetime risk of harm (more than two standard drinks per day on average) fell
from 20% to 18% (see ‘Chapter 4.6 Alcohol risk and harm’).

Overweight and obesity

According to the 2014-15 NHS, an estimated 11 million people aged 18 and over (63%
of Australian adults) were overweight or obese—4.9 million of whom were obese. Only
about one-third (35%) of Australian adults were in the normal weight range (ABS 2015e).

While the proportion of overweight or obese adults rose from 56% to 63% between
1995 and 2011-12, there was a much smaller increase between 2011-12 and 2014-15
(62.8% to 63.4% respectively) (ABS 2015e).

In 2014-15, just over 1 in 4 (26%) of children aged 5-14, and nearly 4 in 10 (37%) of
young people aged 15-24, were overweight or obese (ABS 2015d).

In 2013, Australia was the fifth most obese country in the OECD (28% of the population
aged 15 and over), behind the United States (35%), Mexico (32%), New Zealand (31%)
and Hungary (29%) (OECD 2015).

Nutrition and physical activity

A healthy diet and regular physical activity are important factors in maintaining a 9
healthy weight. According to the 2014-15 NHS, the vast majority of adults (95%) Q
(ABS 2015e) and children aged 5-14 (98%) do not eat the recommended daily serves s
)
of fruit and vegetables (ABS 2015d). (For further information on the recommended =
daily serves of fruit and vegetables, see the Australian Dietary Guidelines.) '“Q’
In 2014-15, just over half (56%) of Australians aged 18-64 undertook sufficient physical ﬂ
activity per week. This proportion was little changed from 2011-12 (55%) (ABS 2015e). =
5
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How do we compare internationally?

There is a lot of good news on the health front in Australia—we have one of the highest
life expectancies in the developed world; our overall burden of disease has fallen; and
most of us rate our health as‘good’ or better.

When ranked against other OECD countries, we rate better than average for mortality
from coronary heart disease, cancers and suicide, and we have one of the lowest rates
of tobacco smoking.

However, as highlighted in Table 1.3.1, there is room for improvement in a number of
other areas.
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Table 1.3.1 shows how Australia ranks against other OECD countries on a selected group
of health measures. For rankings on other health measures, visit the OECD website.

Table 1.3.1: Australia’s performance against OECD average, selected
health indicators, 2013 (or nearest year)

OECD
Indicator average Australia Group
Life expectancy at birth (males) 77.8 80.1
Life expectancy at birth (females) 83.1 84.3
Coronary heart disease mortality (per 100,000) 1174 98.2
Cancer mortality (per 100,000) 205.6 197.7
Suicide rate (per 100,000) 12.0 10.1
Infant mortality rate (per 1,000 live births)®@ 3.8 3.1
Low birthweight babies® 6.6 6.2
Daily smoking in adults (% of people aged 15 and over) 19.7 12.8
Alcohol consumption (litres per person, aged 15 and over) 8.8 9.9
Obesity (% aged 15 and over, combination of self-reported
and measured data) 19.0 28.3
Overweight/obesity among children (boys) 243 220 -
Overweight/obesity among children (girls) 22.1 24.0

Best third -
middle third [N

Worst third

(@) The data for most countries are based on a minimum threshold of 22 week birthweight to remove the impact of
different registration practices of extremely premature babies across countries.
(b) ‘Low birthweight babies' refers to number of babies weighing less than 2,500 grams per 100 live births.

(o]

Notes i
1. Data for Australia reflect those in the OECD database and may differ from data presented elsewhere in this report. 8
2. For mortality data, the rates have been directly age-standardised to the 2010 OECD population to remove variations e
arising from differences in age structures across countries and over time. —

3. Cancer rates are age-standardised and provided to the OECD by GLOBOCAN. GLOBOCAN estimates may differ from T\S
national estimates due to differences in methods. Q
Source: OECD 2015. <
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Where do I go for more information?

The remaining chapters in Australia’s health 2016 provide comprehensive data and
analysis on all of the topics mentioned. In addition, more information on the health
status of Australians overall can be obtained from the ABS National Health Survey
website. For more detailed data on nutrition and physical activity, visit the Australian
Health Survey website. For more statistics on diabetes, cancer, burden of disease and a
range of other health conditions, visit the AIHW website.

For more information on global health statistics, visit OECD health statistics 2015.
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