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This document is a point-in-time compilation of the Australia’s health: topic summaries
(web pages) as at 7 July 2022. For the latest version of the topic summaries, including
interactive content, visit:

https://www.aihw.gov.au/australias-health/summaries.

Australia’s health: topic summaries are part of the Australia’s health 2022 product suite.

About Australia’s health 2022

This edition of the AIHW's biennial flagship report on health is comprised of
the following product suite:

Australia’s health 2022: data insights

This is a collection of 10 in-depth articles on selected
health topics, including a focus on the health impacts
of COVID-19, the evolution of the health system

over the last 100 years, and the importance of a
strong evidence base for supporting the health of
Australians. It is available as a print report and online
as a PDF.

Australia’s health: topic summaries

This is a collection of 63 web pages that present
key information and statistics on the health system,
health of Australians and factors that can influence
our health. They are available online in HTML
(some updated when new data are available).

Australia’s health 2022: in brief

This presents key findings and concepts from the
topic summaries and data insights to provide a
holistic picture of health in Australia. It is available
as a print report and online as a PDF.
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Health status

These topic summaries provide information on the leading causes
of ill health in Australia, including cancer, cardiovascular disease,
mental health conditions and musculoskeletal conditions.

Australia’s health: topic summaries



Burden of disease

This topic summary is part of the Australian Burden of Disease Study 2018 - Key
Findings report.

As this study (ABDS 2018) provides estimates of disease burden for the 2018 reference year,
estimates of the burden due to COVID-19 are not included. However, as part of a separate
project, AIHW calculated estimates of the fatal and non-fatal burden due to COVID-19 in
Australia for 2020, presented in: The first year of COVID-19 in Australia: direct and indirect
health effects. For 2021 estimates, see ‘Chapter 1 The impact of a new disease: COVID-19
from 2020, 2021and into 2022' in Australia’s health 2022: data insights. The forthcoming
ABDS 2022 will present COVID-19 estimates for 2022.

What is burden of disease?

Burden of disease analysis is a way of measuring the impact of diseases and injuries on
a population (in this report, the population of Australia). It looks at the fatal and non-
fatal burden—both premature deaths and living with health impacts from disease or
injury. These measures combined are referred to as ‘total burden’. Burden of disease
measures the difference between a population’s actual health and its ideal health (that
is, if everyone lived as long as possible and no one lived with illness or injury).

How is disease burden measured?

Disease burden is measured using the summary metric of disability-adjusted life years
(DALY). One DALY is one year of healthy life lost to disease and injury. DALY caused by living
in poor health (non-fatal burden) are known as ‘years lived with disability’ (or YLD). DALY
caused by premature death (fatal burden) are known as ‘years of life lost’ (YLL) and are
measured against an ideal life expectancy.

If a disease has a high number of DALY, it is considered to have a high burden on the
population. Some diseases have a high fatal burden due to the number of premature deaths
they cause (e.g. cancers), while others have a low fatal burden but cause a lot of non-fatal
burden (e.g. musculoskeletal conditions). Burden of disease studies allow the impact of both
deaths and living with illness to be compared and reported in a consistent manner.

Many diseases are linked to risk factors, such as smoking, alcohol consumption, or being
overweight or obese. The ‘attributable burden’ refers to how much of the burden could be
avoided if the risk factor were removed or reduced to the lowest possible exposure.


https://www.aihw.gov.au/reports/burden-of-disease/burden-of-disease-study-2018-key-findings/contents/key-findings
https://www.aihw.gov.au/reports/burden-of-disease/burden-of-disease-study-2018-key-findings/contents/key-findings
https://www.aihw.gov.au/reports/burden-of-disease/the-first-year-of-covid-19-in-australia/summary
https://www.aihw.gov.au/reports/burden-of-disease/the-first-year-of-covid-19-in-australia/summary
https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights/summary

Living with illness or injury accounts for just over
half of the burden

In 2018, Australians lost 5 million years of healthy life (total burden, DALY) due to:

a9
Living with illness (non-fatal)

52%
of total burden

Dying prematurely (fatal)
48%
of total burden

Living with illness or injury (non-fatal burden) caused slightly more total disease burden
than dying prematurely (fatal). There has been a moderate shift from fatal to non-fatal
burden being the biggest contributor to total burden between 2003 and 2018, driven by
less premature deaths.

Figure 1: Proportion (%) of total burden due to fatal and non-fatal burden in
2003 and 2018
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Significant improvements in fatal burden

Over the 15-year period from 2003 to 2018, and after adjusting for population growth
and ageing, there was a 24% decline in fatal burden, with non-fatal burden rates
remaining stable. This meant that the total burden decreased by 13%.



Figure 2: Change between 2003 and 2018 in the age-standardised total
burden (DALY), fatal burden (YLL) and non-fatal burden (YLD) rate (per
1,000 population)
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Chronic disease and injury cause most of the
burden

In 2018, the 5 disease groups that caused the most burden were cancer,
musculoskeletal conditions, cardiovascular diseases, mental & substance use disorders
and injuries.

Figure 3: Proportion (%) of total burden, and fatal and non-fatal
composition of total burden, for the leading 5 diseases groups in 2018
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Together these disease groups accounted for around two-thirds (65%) of the total
burden. With the exception of injuries, which includes acute injuries, these disease
groups include mostly chronic, or long-lasting, conditions.



The cancer & other neoplasms disease group contributed the most burden across all
years of the study.

Coronary heart disease the leading specific cause
of burden

When considering individual diseases, coronary heart disease was the leading cause of
burden, and also showed the largest reduction in total burden over time—from 21 to 10
DALY per 1,000 people between 2003 and 2018. This reduction was mainly driven by
large declines in fatal burden.

The leading 5 diseases causing burden (% of total DALY) in 2018:

1.

2
3
4,
5

Coronary heart disease 6.3%

Back pain & problems 4.5%

Dementia 4.0%

Chronic obstructive pulmonary disease (COPD) 3.5%

Lung cancer 3.2%



Figure 4: Change in disease ranking and age-standardised DALY rate (per
1,000 population), 2003 and 2018
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Notes

1. Diseases are presented in descending order, from highest ASR to lowest ASR, with arrows indicating
either an increase (red), decrease (blue) or no change (black) in the ASR over time.

2. 'Other musculoskeletal conditions’ are excluded from the rankings.



3. There were changes in practices of coding deaths due to dementia; therefore, caution is recommended
when interpreting changes over time for dementia burden.

4. Adecline in total burden (based on age-standardised DALY rates) was also seen for stroke, lung and
bowel cancer and rheumatoid arthritis. The total burden from dementia increased from 4.5 to 6.1 DALY
per 1,000 (partly due to changes in practices of coding deaths due to dementia), and the rank increased
from 12 in 2003 to 4 in 2018.

5. The leading diseases causing fatal burden were coronary heart disease (which had a large decline
between 2003 and 2018), lung cancer (slight decline) and suicide & self-inflicted injuries (slight increase).
Back pain & problems (which increased slightly between 2003 and 2018) was the leading cause of non-
fatal burden, followed by anxiety disorders and depressive disorders (which remained stable).

More burden for males

Males experienced more total burden than females for most age groups. In 2018, males
suffered 1.6 times the rate of fatal burden (104 YLL per 1,000 population) experienced
by females (65 YLL per 1,000 population). Males suffered almost 3 times the amount of
burden due to suicide & self-inflicted injuries (ranked third in males) and more burden
from lung cancer than females, while females experienced more burden from dementia
(ranked first in females).

Over one-third of disease burden is potentially
preventable

In 2018, 38% of the burden of disease could have been prevented by reducing or
avoiding exposure to the modifiable risk factors examined in this study.

The risk factors contributing the most burden in 2018 were tobacco use (8.6%),
overweight (including obesity) (8.4%), followed by dietary risks (5.4%), high blood
pressure (5.1%), and alcohol use (4.5%).



Figure 5: Proportion (%) of total burden attributable to the leading 5 risk
factors in 2018
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Tobacco use was the leading risk factor for both males and females and contributed the
most to fatal burden, with almost 20,500 attributable deaths (13% of all deaths) in 2018.
Overweight (including obesity) contributed the most to non-fatal burden.

After adjusting for population growth and ageing, the rates of burden attributable to the
top 2 risk factors were shown to decrease over the period 2003 to 2018. For tobacco
use, the decline in attributable burden was mainly driven by continued declines in
smoking prevalence and major linked diseases. For overweight (including obesity), small
declines were evident between 2003 and 2015, followed by a small increase between
2015 and 2018. These trends were partly driven by increasing rates of burden
attributable to obesity and some linked diseases such as dementia; and declining rates
in burden attributable to overweight (but not obesity) and linked diseases such as
cardiovascular diseases.



Figure 6: Change between 2003 and 2018 in the age-standardised
attributable DALY rate (per 1,000 population) for the leading 2 risk factors
in 2018
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Declines were observed for most leading risk factors with the exception of illicit drug use
for which the age-standardised DALY rate increased by 35% between 2003 and 2018,
resulting in change in ranking from the 8th leading risk factor in 2003 to 6th in 2018.

Disease burden is not shared equally across
Australia

The overall rate of total, fatal and non-fatal burden was similar across states and
territories, except the Northern Territory where the age-standardised DALY rate was 1.4
times as high as the national rate. The Northern Territory has the smallest population,
but also a younger population and a higher proportion identifying as Aboriginal or
Torres Strait Islander than in other states and territories.



Figure 7: DALY, YLD and YLL age-standardised rates (per 1,000 population),
by state or territory, 2018
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Large inequalities were also found across socioeconomic groups and remoteness areas.
The total burden (DALY rate) in:
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Living longer but no change in proportion of life
spent in full health

Australians are, on average, living longer and spending more years in full health
(meaning no disease or injury; also referred to as health-adjusted life expectancy).
However, years lived in ill health are also increasing, resulting in little change in the
proportion of life spent in full health.



Males and females born in 2018 could expect to live an average of 89% and 87% of their
lives in full health respectively (71.5 years of the 80.7 years of average life expectancy for
males and 74.1 years of the 84.9 years of average life expectancy for females).

Between 2003 and 2018, the average proportion of life spent in full health remained
largely the same for males (89%), but decreased slightly for females (from 88% to 87%).

The gap in both life expectancy and health-adjusted life expectancy between Major cities
and Remote and very remote areas reduced between 2011 and 2018.

Lower socioeconomic groups live fewer years in
full health

In 2018, males and females in the lowest (most disadvantaged) socioeconomic group
lived fewer years in full health, and a smaller proportion of life expectancy (at birth) in
full health, compared to those in the highest (least disadvantaged) socioeconomic
group.

Figure 8: Expected years lived in full health and ill health (and proportion of
life lived in full health), by sex and socioeconomic group, 2018
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The proportion of life expectancy at birth lived in full health for the period 2011 to 2018
remained largely the same for males and females in the highest socioeconomic group,
and declined for females in the lowest socioeconomic group (there was no change for
males). Similar patterns were observed at age 65 except that declines in the lowest
socioeconomic group were observed for both males and females, suggesting a slight
widening of the gap in health-adjusted life expectancy between the lowest and highest
socioeconomic groups at that age.



Cancer

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

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

There are more than 1 million people alive in Australia who have previously been
diagnosed with cancer. During 1989-1993, 5 in 10 (52%) people survived for at least 5
years after their cancer diagnosis; by 2014-2018 survival had increased to 7 in 10 (70%)
people surviving at least 5 years.

Impact of COVID-19

The full impact of the COVID-19 pandemic on cancer diagnosis and treatment will not be
known for several years. However, COVID-19 restrictions appear to have affected the
uptake of breast ultrasound, mammography, breast magnetic resonance imaging and
colonoscopy.

After having increased by an average of 1% per year over the previous 20 years, the rate
of cancer-related hospitalisations decreased by 1% between 2018-19 and 2019-20,
noting that COVID-19 restrictions were in place during the last quarter of 2019-20.
Following average growth of around 2% per annum between 2014 and 2019, the
number of people having Medicare Benefits Schedule (MBS)-subsidised colonoscopies
was 12% lower in 2020, and 3% lower in 2021, when compared with 2019.

Cancer incidence and mortality projections methods for 2021 used in the following
paragraphs do not factor in possible COVID-19 impacts.

How common is cancer?

In 2022, it is estimated that:

e About 162,000 new cases of cancer were diagnosed in Australia, an average of over
440 every day; more than half (55%) of these cases were diagnosed in males.

e The most commonly diagnosed cancers in males were prostate cancer
(24,217cases), melanoma of the skin (10,374 cases), colorectal cancer (8,300 cases)
and lung cancer (7,707 cases).

e The most commonly diagnosed cancers in females were breast cancer (20,428
cases), colorectal cancer (7,413 cases), melanoma of the skin (7,382 cases) and lung
cancer (6,822 cases).


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

The age-standardised incidence rate (see Glossary) of all cancers combined rose from
383 cases per 100,000 people in 1982 to a peak of 508 cases per 100,000 in 2008, to 504
cases per 100,000 in 2018. Age-standardised rates are estimated to have remained
similar at 507 cases per 100,000 people in 2022 (Figure 1).

Figure 1: Cancer cases and age-standardised incidence rates, by sex, 1982 to 2022
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The increasing trend to 2008 was largely due to a rise in the number of diagnosed
prostate cancers in males and breast cancer in females. This trend may have been the
result of increased prostate-specific antigen testing, the introduction of national cancer
screening programs, and improvements in technologies and techniques used to identify
and diagnose cancer.



Cancer registrations

Registration of all cancers, excluding basal and squamous cell carcinomas of the skin, is
required by law in each state and territory. Information on newly diagnosed cancers is
collected by each state and territory population-based cancer registry and provided to the
AIHW annually to form the Australian Cancer Database (ACD). Since basal and squamous cell
carcinomas of the skin are not notifiable in all jurisdictions, data on these cancers are not
included in the ACD. However, it is estimated that basal and squamous cell carcinomas of
the skin are the most frequently diagnosed cancers in Australia. For more information about
estimates of these cancers, see Cancer in Australia 2021. Also note these cancers are
included in the treatment and impact sections of this page.

Australia’s ageing population and cancer

The Australian population is ageing, and the risk of being diagnosed with cancer
increases with age. With more Australians living to older ages, the number of cancer
cases diagnosed each year continues to rise. The Australian population is expected to
increase by 15% (about 4 million people) between 2021 and 2031 (ABS 2018), while
cancer cases are estimated to increase by around 22%.

It is estimated that around 185,000 cases of cancer will be diagnosed in 2031, and that
between 2022 and 2031, a total of around 1.7 million cases of cancer will be diagnosed.

Socio-economic factors

In the period 2012-2016, the age-standardised incidence rate for all cancers combined
was highest for those living in the 2 lowest socioeconomic areas and lowest for those
living in the 2 highest socioeconomic areas.

Age-standardised incidence rates tend to increase with increasing disadvantage for the
following cancers:

e colorectal cancer (from 52 in the least disadvantaged areas to 61 cases per
100,000 people in the most disadvantaged areas)

e lung cancer (from 31 to 55 cases per 100,000 people)

e head and neck cancer (including lip) (from 14 to 21 cases per 100,000 people)
e kidney cancer (from 11 to 15 cases per 100,000 people)

e pancreatic cancer (from 11 to 13 cases per 100,000 people)

e cancer of unknown primary site (from 7.2 to 11 cases per 100,000 people)

e liver cancer (from 5.9 to 9.4 cases per 100,000 people)

e cervical cancer (from 5.9 to 8.8 cases per 100,000 females)

e uterine cancer (from 17 cases to 20 per 100,000 females).


https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2021/summary

In contrast, the age-standardised incidence rates tended to decrease with increasing
disadvantage for the following cancers:

e breast cancer (from 138 in the least disadvantaged areas to 117 cases per
100,000 females in the most disadvantaged areas)

e prostate cancer (from 169 to 137 cases per 100,000 males).

Compared with people living in the least socioeconomically disadvantaged areas, cancer
incidence rates for people living in the most disadvantaged areas were 5% higher, but 5-
year observed survival rates were around 12 percentage points lower (56% compared to
68%), and cancer mortality rates were over 40% higher.

See Cancer in Australia 2021 for more information.

Indigenous Australians

In the period 2012-2016, an average of 1,665 cases of cancer were diagnosed among
Indigenous Australian per year (in New South Wales, Victoria, Queensland, Western
Australia and Northern Territory). The age-standardised incidence rate for all cancers
combined was 14% higher for Indigenous Australians than non-Indigenous Australians.

For the 2012-2016 period:

e Prostate cancer was the most common cancer diagnosis in Indigenous males (on
average, 141 cases per year).

e Breast cancer was the most common cancer diagnosis in Indigenous females (on
average, 205 cases per year).

e Lung cancer was the most common cancer diagnosis for Indigenous Australians
overall and the second most common cancer diagnosis for each sex (on average,
125 cases per year for males and 119 cases per year for females).

Stage at diagnosis

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

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


https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2021/summary

In 2011:

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

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

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

Cancer treatment

While population-based cancer screening in Australia focuses on asymptomatic
populations for breast, cervical and bowel cancers, treatments for cancer aim to
improve outcomes for individuals once they have received a cancer diagnosis,
irrespective of the cancer type. Summaries of some key areas of cancer treatment
(hospitalisations, chemotherapy, radiotherapy and palliative care) are presented below.

Cancer-related hospitalisations

In the 2019-20 financial year, there were around 1.3 million cancer-related
hospitalisations, accounting for about 1 in 9 of all hospitalisations in Australia. Of these:

e 74% were same-day hospitalisations (see Glossary). The large number of same-
day hospitalisations is in part accounted for by the number of chemotherapy
treatments.

e 26% were overnight hospitalisations (see Glossary), with an average length of
stay of 7.5 days. Cancer of other central nervous system had the longest average
length of stay (13.8 days), followed by leukaemia (12.6) and mouth cancer (11.5).

e non-melanoma skin cancer was the most common cancer recorded as a principal
diagnosis (25%), followed by prostate cancer (9.2%) and cancer of secondary site
(9.1%).

Chemotherapy

Chemotherapy involves the use of drugs (chemicals) to prevent or treat disease (in this
case, cancer). Chemotherapy can be used on its own or in combination with other
methods of treatment.

In 2020, 68,942 people received MBS-subsidised chemotherapy services. 46% of these
services were provided to males.

Further information on chemotherapy treatments that were not subsidised through the
MBS is available within Cancer in Australia 2021.



https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2021/summary

Radiotherapy

Radiotherapy is the use of X-rays to destroy or injure cancer cells so they cannot
multiply and is an important part of cancer treatment (Barton et al. 2014). Radiotherapy
can be used on its own or in combination with other treatment methods.

In 2020, around 77,200 people received more than 2.5 million MBS-subsidised
radiotherapy services. Of these:

e patients had, on average, 33 radiotherapy services (34 for males and 31 for
females)

e the Australian Government contributed, on average, $8,016 per patient ($8,476
for males and $7,514 for females)

e around 90% of patients were over the age of 50.

Further information on radiotherapy treatments which are not subsidised through the
MBS is available within Cancer in Australia 2021.

Palliative care

Palliative care — sometimes referred to as ‘hospice care’, ‘end-of-life care’ and ‘specialist
palliative care’ —is an approach that aims to improve the quality of life of patients and
their families facing the problems associated with life-limiting illness. This is done
through the prevention and relief of suffering by means of early identification and
assessment and treatment of pain and other problems, physical, psychosocial and
spiritual (WHO 2002).

In 2019-20, around 43,400 cancer-related hospitalisations in Australia involved palliative
care —these accounted for 50% of all palliative care hospitalisations.

The most common type of cancer recorded for palliative care hospitalisation was
secondary site cancer (20%), followed by lung cancer (13%) and colorectal (bowel) cancer
(6.6%). Of the cancer related hospitalisations involving palliative care, 52% ended in
death, 13% were transferred to another facility, and 30% were discharged to where the
person usually lived.

See Cancer in Australia 2021 for more detail on cancer-related treatments.

Survival

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


https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2021/summary
https://www.aihw.gov.au/reports/cancer/cancer-in-australia-2021/summary

chance of still being alive 5 years after diagnosis, whereas a figure of 50% means that
the cancer has halved that chance.

During 2014-2018 in Australia:

e Individuals diagnosed with cancer had, on average, a lower (70%) chance of
surviving for at least 5 years after diagnosis compared with their counterparts in the
general population (referred to as ‘5-year relative survival’).

e Females had a slightly higher 5-year relative survival rate (72%) than males (69%).

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

e 5-year survival rates increased from 5in 10 (52%) in 1989-1993 to 7 in 10 (70%) in
2014-2018.

Survival by stage of diagnosis

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

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

e Breast cancer in females at Stage | was 100%; at Stage IV it was 32%.
e Colorectal cancer at Stage | was 99%; at Stage IV it was 13%.

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

e Melanoma of the skin at Stage | was 99%; at Stage IV it was 26%.

e Prostate cancer in males at Stage 1 was 100%; at Stage IV it was 36%.

Impact

Deaths

Even though cancer survival rates have increased and cancer mortality rates continue to
drop, cancer accounts for around 3 of every 10 deaths in Australia. It is estimated that, in
2022, around 50,000 people will have died from cancer, an average of around 137
deaths every day. Males are estimated to account for 56% of these deaths.

The age-standardised cancer mortality rate is estimated to have decreased from 209
deaths per 100,000 people in 1982 to 145 deaths per 100,000 people in 2022 (Figure 2).
See Causes of death.
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Figure 2: Cancer-related deaths and age-standardised mortality rates, by sex, 1982 to 2022
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Source: National Mortality Database.
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Burden of disease

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

In 2018, cancer contributed to 18% of the total disease burden, which was more than
any other disease group. Dying from cancer accounted for 34% of the fatal burden in
Australia. See Burden of disease.

Expenditure

In 2018-19, total recurrent expenditure on health goods and services was $184.9 billion,
of which, $134 billion (72%) was able to be attributed to specific disease groups. Cancer
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and other neoplasms (tumours) was the disease group with the third greatest health
system expenditure and accounted for 8.8% of the $134 billion disease-specific
expenditure ($11.7 billion). See Health expenditure.

Where do | go for more information?

For more information on cancer, see:

e Australian Burden of Disease Study 2018: key findings. Australian Burden of Disease
Study series 24

e Cancer data in Australia

e Cancerin Australia 2021

e Disease expenditure in Australia 2018-19

Visit Cancer for more on this topic.
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Causes of death

This topic summary is part of the Deaths in Australia report.

Looking at how many people die and what caused their death can provide vital
information about the health of a population. Examining patterns and trends in deaths
can help explain differences and changes in the health of a population, contribute to the
evaluation of health strategies and interventions, and guide planning and policy-making.

In 2020, there were 161,300 deaths in Australia (84,588 males; 76,712 females). Less
than 1% of all deaths registered in Australia in 2020 occurred among children aged 0-4
years, while two-thirds (66%) were among people aged 75 and over.

About deaths data

Causes of death are documented on death certificates by medical practitioners or coroners,
and coded by the Australian Bureau of Statistics using the World Health Organization
International Statistical Classification of Diseases and Related Health Problems, 10" revision
(ICD-10).

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 page are based on the ‘underlying cause of death’,
which is the disease or injury that began the train of events leading to death. The leading
causes of death are those causes which account for the greatest number of deaths (or
proportion of total deaths) in a specified population for a given period.

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. ‘Multiple
causes of death’ statistics are based on both the underlying and associated causes of death.

See Technical notes for more information.

Leading causes of death by sex and age

In 2020, the leading cause of death for males was coronary heart disease, accounting for
10,040 (12%) deaths, followed by dementia including Alzheimer’s disease (Figure 1). For
females, dementia including Alzheimer’s disease was the leading cause of death,
accounting for 9,325 (12%) deaths, followed by coronary heart disease. Other diseases
among the 5 leading causes of deaths for males and females were: cerebrovascular
disease (which includes stroke), lung cancer, breast cancer (for females) and prostate
cancer (for males).
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Figure 1: Leading underlying causes of death in Australia, by sex, 2020

1 Dementia including

1 Coronary heart disease Alzheimer's disease 9,325
2 Dementia including .
Alzheimer's disease 2 Coronary heart disease 6,547
3 Lung cancer 3 Cerebrovascular disease 5,496

4 Cerebrovascular disease 4 Lung cancer 3,706

5 Prostate cancer 5 Breast cancer | 3,110

Source: AIHW National Mortality Database.

As well as differences by sex, the leading causes of death vary by age (Figure 2). Among
infants, most deaths in 2020 were due to perinatal and congenital conditions. Land
transport accidents were the most common cause of death among children aged 1-14.
Suicide was the leading cause of death among people aged 15-44.

Chronic diseases caused more deaths among older age groups. Coronary heart disease
and lung cancer were the leading causes of death for people aged 45-74, while coronary
heart disease and dementia including Alzheimer’s disease were the leading causes for
people aged 75 and over.

See Leading cause of death for more information.
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Figure 2: Leading underlying causes of death in Australia, by age group, 2018-2020
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‘Other ill-defined causes’ include the following codes: Symptoms, signs and abnormal clinical and laboratory
findings, not elsewhere classified (ICD-10 codes R0O0-R99, excluding R95: Sudden infant death syndrome
(SIDS)); Respiratory failure of newborn (P28.5); Respiratory failure, unspecified (J96.9). AIHW General Record
of Incidence of Mortality (GRIM) books are available for selected leading causes of death.

There were no suicide deaths in children under 5. The number of deaths of children attributed to suicide
can be influenced by coronial reporting practices, see ABS 3303.0 - Causes of Death, Australia,
2017 (Explanatory Notes 91-100) for further information.

Source: AIHW National Mortality Database.

Deaths due to COVID-19

In 2020, there were 899 deaths due to COVID-19 registered in Australia. The majority of
deaths occurred among people aged 85 and over, and among people residing in Victoria
(59% and 89% of all COVID-19 deaths in 2020, respectively). See COVID-19 deaths.

For the latest statistics on deaths due to COVID-19, see Australian Bureau of Statistics
(ABS) reports Provisional Mortality Statistics and COVID-19 Mortality in Australia, and
‘Chapter 1 The impact of a new disease: COVID-19 from 2020, 2021 and into 2022' in
Australia’s health 2022: data insights (AIHW 2022 forthcoming).
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Trends in deaths over time

In Australia, death rates have continued to decline since at least the early 1900s.
Between 1907 and 2020, the crude death rate decreased by 42% (44% for males and
39% for females). When accounting for changes in the population age structure over this
period, the age-standardised death rate fell by 76% (74% for males and 78% for
females). This was largely driven by the decline of infant and child deaths during this
period; from 2,412 deaths per 100,000 children under 5 in 1907 to 71 per 100,000 in
2020 (decrease of 97%).

As in many other developed nations, Australia has experienced a ‘health transition’
during the 20th century (Beaglehole and Bonita 1997). While infectious diseases such as
influenza and tuberculosis caused the most deaths in the early 1900's, from the 1930’s
onwards cardiovascular diseases and cancers were the leading causes of death. See also
‘Chapter 4 Changing patterns of mortality in Australia since 1900’ in Australia’s health
2022: data insights (AIHW 2022 forthcoming).

In the last decade, the 10 leading causes of death have generally remained the same,
albeit with different rankings (Figure 3).

e In both 2010 and 2020, coronary heart disease was the leading cause of death for
males. For females, the leading cause of death in 2010 was coronary heart disease,
however in 2020 it was dementia including Alzheimer’s disease.

e For both males and females, diabetes and dementia including Alzheimer’s disease
increased in rank between 2010 and 2020.

e Deaths due to lung, prostate, and colorectal cancer decreased in ranking for males
over this period, whereas for females there was no change in the rankings for
deaths due to lung, breast, and colorectal cancer.

See Trends in deaths& for more information.
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Figure 3: Change in disease ranking and the proportion of all deaths for the
leading 10 underlying causes of death in Australia, by sex, between 2010
and 2020

Rank Males, 2010 % Males, 2020 %
1 Coronary heart disease 16.0 == Coronary heart disease 11.9
2 Lung cancer 6.7 Dementia including Alzheimer's disease 6.2
3 Cerebrovascular disease 5.9 Lung cancer 5.6
4 Prostate cancer 4.4 Cerebrovascular disease 4.7
5 Chronic obstructive pulmonary disease 4.1 Prostate cancer 4.2
6 Dementiaincluding Alzheimer's disease 4.0 Chronic obstructive pulmonary disease 4.1
7 Colorectal cancer 3.8 ><: Diabetes 3.4
2 Diabetes 2.7 Colorectal cancer 3.4
9 Suicide 2.6 ————p Suicide 2.8

10 Heart failure and complications and 2.0 Accidental falls 2.0

ill-defined heart disease

Rank Females, 2010 % Females, 2020 %
1 Coronary heart disease 14.3 Dementia including Alzheimer's disease 12.2
2 Cerebrovascular disease 9.8 Coronary heart disease 8.5
3 Dementia including Alzheimer's disease 8.7 Cerebrovascular disease 7.2
4 Lung cancer 4.5 = | UNE Cancer 4.8
5 Breast cancer 4.1 =——p Breast cancer 4.1

6 Chronic obstructive pulmonary disease 3.5 —— g Chronic obstructive pulmonary disease 3.7

7 Colorectal cancer 3.4 . Colorectal cancer 3.3
8 Heart failure and complications and 2.8 Diabetes 3.0
ill-defined heart disease ><:
9 Diabetes 2.8 Heart failure and complications and 2.3
ill-defined heart disease
10 Kidney failure 1.9 Accidental falls 2.2

Note: Colour lines link the same leading causes of death in 2010 with those in 2020; a black line means the
ranking of the cause of death remained the same in 2020 as in 2010; an orange line, that the ranking of the
cause of death in 2020 increased compared with that in 2010; and a green line, that the ranking of the cause
of death in 2020 decreased compared with that in 2010.

Source: AIHW National Mortality Database.

Variation between population groups

Aboriginal and Torres Strait Islander people

e Inthe period 2016-2020, the crude death rate for Aboriginal and Torres Strait
Islander people was 442 deaths per 100,000 population.



Age-standardisation is used to compare populations with different age structures. In
2016-2020, the age-standardised death rate among Indigenous Australians was 1.7
times the rate of non-Indigenous Australians (935 and 541 deaths per 100,000
population respectively).

The 3 leading causes of death for Indigenous Australians were coronary heart
disease, diabetes, and chronic obstructive pulmonary disease (COPD), whereas for
non-Indigenous Australians they were coronary heart disease, dementia including
Alzheimer’s disease, and cerebrovascular disease (Figure 4).

See Indigenous health and wellbeing.

Figure 4: Leading underlying causes of death in Australia, by Indigenous
status, 2016-2020

Rank

Indigenous status

Indigenous Australians Non-Indigenous Australians

15t

Dementia inc
2nd Alzheimer's disease
Chronic obstructive
3rd i s e
pulmonary disease
4th Lung cancer Lung cancer
Sth Chronic obstructive

pulmonary disease

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

Source: AIHW National Mortality Database.

Remoteness areas

In the period 2016-2020, crude death rates were highest in Inner regional areas (831
deaths per 100,000) and lowest in Very remote areas (534 per 100,000).

Age-standardised death rates increased with increasing remoteness. For people
living in Very remote areas the age-standardised death rate was 1.5 times the rate for
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people living in Major cities (743 and 489 deaths per 100,000 population,
respectively).

e Coronary heart disease, COPD and lung cancer were among the 5 leading causes of
death in all remoteness areas.

e Diabetes and suicide were among the 5 leading causes of death in Very remote areas
only; dementia including Alzheimer's disease and cerebrovascular disease were
among the 5 leading causes in all remoteness areas except Very remote areas.

See Rural and remote health.

Socioeconomic areas

e Inthe period 2016-2020, crude death rates were highest in the lowest
socioeconomic areas (821 deaths per 100,000) and lowest in the highest
socioeconomic areas (510 per 100,000 population).

e Age-standardised death rates decreased with increasing socioeconomic position. For
people living in the lowest socioeconomic areas, the age-standardised death rate
was 1.5 times the rate for people living in the highest socioeconomic areas (623 and
414 deaths per 100,000 population, respectively).

e Four of the 5 leading causes of death were the same across all socioeconomic areas
(coronary heart disease, dementia including Alzheimer’s disease, cerebrovascular
disease, and lung cancer), however for all of these causes, the age-standardised
death rate was highest in the lowest socioeconomic area, and lowest in the highest
area.

See Health across socioeconomic groups and Variations between population groups.

Multiple causes of death

Death statistics are usually compiled using the ‘underlying cause of death’ only.
However, in most cases, more than one disease contributes to death. Causes listed on a
death certificate that are not the underlying cause of death are called ‘associated causes
of death'.

In 2020, 79% of natural deaths (that is, deaths not due to external causes such as
accidents, injury and poisoning, or ill-defined causes) had more than one cause recorded
on the death certificate and, on average, 3.2 causes were recorded. Some underlying
causes of deaths had a higher number of associated causes of deaths than others, and
some diseases were more likely to be reported as either the underlying or as an
associated cause of death.

See Multiple causes of death for more information.
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Life expectancy

Life expectancy measures how long, on average, a person is expected to live based on
current age and sex-specific death rates. Life expectancy at birth is expressed as the
number of years of life a newborn is expected to live.

Australia has one of the highest life expectancies in the world - ranked sixth (males and
females combined) in 2020, among the 38 member countries of the Organisation for
Economic Co-operation and Development (OECD) (OECD 2021). In Australia, a boy born
in 2018-2020 can expect to live to the age of 81.2 and a girl can be expected to live to
85.3 (ABS 2021). As with death rates and leading causes of death, life expectancy varies
between population groups within Australia. For Indigenous Australians born in 2015-
2017, life expectancy is estimated to be 8.6 years lower than that of the non-Indigenous
population for males (71.6 years compared with 80.2) and 7.8 years lower for females
(75.6 years compared with 83.4) (ABS 2018).

See Life expectancy for more information.

Where do | go for more information?

e For more information on causes on death in Australia, see:
e General Record of Incidence of Mortality (GRIM) books

e Mortality Over Regions and Time (MORT) books

e Australian Bureau of Statistics (ABS) Deaths, Australia, 2020
e ABS Causes of death, Australia, 2020

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

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

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

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

People with chronic conditions can also be more vulnerable to the effects of certain
communicable diseases, including Influenza and COVID-19. While most people will only
experience relatively mild/moderate symptoms after contracting these diseases, people
with chronic conditions including cardiovascular disease, diabetes, chronic respiratory
disease and cancer can develop more serious illness (NSW Health 2021; OECD 2021;
WHO 2021).

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

Selected chronic conditions

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

These 10 conditions were selected because they are common, pose significant health
problems, and have been the focus of ongoing national surveillance efforts (ABS 2018). See
the NHS Users' Guide 2017-18 for more information.
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In many instances, action can be taken to prevent these conditions, making them an
important focus for preventive health initiatives (Department of Health 2021a).

Chronic condition data

Chronic condition prevalence data for 2020-21 is based on self-reported data from the
Australian Bureau of Statistics (ABS) 2020-21 National Health Survey (NHS).

Previous versions of the NHS have primarily been administered by trained ABS interviewers
and were conducted face-to-face. The 2020-21 NHS was conducted during the COVID-19
pandemic. To maintain the safety of survey respondents and ABS Interviewers, the survey
was primarily collected via online, self-completed forms.

Non-response is usually reduced through interviewer follow up of households who have not
responded. As this was not possible during lockdown periods, there were lower response
rates than previous NHS cycles, which impacted sample representativeness for some sub-
populations. Additionally, the impact of COVID-19 and lockdowns might also have had direct
or indirect impacts on people’s usual behaviour over the 2020-21 period.

Due to these changes, comparisons to previous NHS data over time are not recommended.

Detailed analysis of multimorbidity, including comparisons between population groups and
how living with multimorbidity affects the lives of individuals are based on data from the
NHS 2017-18 (ABS 2018).

Multimorbidity estimates presented here therefore provide baseline information on chronic
condition multimorbidity in Australia, before the COVID-19 pandemic.

How common are chronic conditions?

Almost half of Australians (47%, or 11.6 million people) were estimated to have one or
more of the 10 selected chronic conditions in 2020-21 (ABS 2022a).

Mental or behavioural conditions; back problems; and arthritis were the most common
of the 10 selected chronic conditions. Based on self-reported information from the
2020-21 NHS, it was estimated that about:

e 5.0 million (20%) people had a mental or behavioural condition, which was the
most commonly reported chronic condition for both males and females.

e 3.9 million (16%) had back problems, which include sciatica, disc disorders, and
curvature of the spine.

e 3.1 million (12%) had arthritis, with females (15%) more likely than males (10%) to
have the condition (Figure 1).

The most common chronic conditions varied by age group. Of the 10 selected conditions
in 2020-21:



e Mental and behavioural conditions were the most common conditions among
people aged 15-44 (25%).

e Back problems were the most common conditions among people aged 45-64
(23%).

e 41% of people aged 65 and over were estimated to have arthritis - the most
common chronic condition among people in this age group (ABS 2022b).

Figure 1: Most common chronic conditions by sex and age, 2020-21
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Source: ABS 2022b.

Estimates presented here may differ from those reported elsewhere due to differences
in the data source used, including differences in the method of data collection (for
example, self-report survey or diagnostic survey). For further detail on some of the most
common chronic conditions see: Cancer, Chronic kidney disease, Chronic
musculoskeletal conditions, Chronic respiratory conditions, Coronary heart

disease, Dementia, Diabetes, and Mental health.
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Long-term health conditions in the 2021 Census

The 2021 Census conducted by the Australian Bureau of Statistics (ABS) contained a new
item on long-term health conditions. People were asked if they have been told by a doctor or
nurse that they have one or more of the following conditions: arthritis, asthma, cancer,
dementia, diabetes, heart disease, kidney disease, lung conditions, mental health conditions,
stroke, or any other long-term health condition not listed on the form.

Over 8 million Australians reported having at least 1 long-term health condition in the 2021
Census.

The Census is one of several ABS sources of long-term health conditions data. Census
estimates of the number of people with a long-term health condition may differ from other
data sources due to differences in how the question is asked and the conditions included;
the scope, size, and characteristics of the sample; and the collection methodology.

Large sample health surveys, including the NHS, the National Aboriginal and Torres Strait
Islander Health Survey and the National Study of Mental Health and Wellbeing, are the
definitive and correct source for national prevalence rates (ABS 28 June 2022). The long-term
health conditions question in the Census allows for the analysis of long-term health
condition data at more detailed geographic and sub-population levels (including country of
birth and service in the Australian Defence Force) compared with other ABS health surveys.

Find out more: on the ABS website Health: Census.

How common is multimorbidity?

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

Females were more likely to have multimorbidity than males (23% compared with 18%)
(AIHW analysis of ABS 2019) (Figure 2). This difference remained after adjusting for
differences in the age structure between females and males.

Multimorbidity becomes more common with age. In 2017-18, people aged 65 and over
were more likely to have 2 or more of the 10 selected conditions compared with people aged
15-44 (51% compared with 12%) (Figure 2).


https://www.abs.gov.au/statistics/health/health-conditions-and-risks/health-census/2021

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

Certain groups of people are more likely to experience multimorbidity than others. In
2017-18, the prevalence of multimorbidity tended to increase with increasing
socioeconomic disadvantage, ranging from 14% in the highest socioeconomic areas to
24% in the lowest socioeconomic areas. However, the prevalence of multimorbidity was
similar across remoteness areas (ranging from 18% in Major cities and Remote areas to
21% in Inner and Outer regional areas) (Figure 3). These findings adjust for differences in
the age structure of the populations being compared. See Rural and remote health for
more information on the health of these population groups.



https://www.aihw.gov.au/reports/australias-health/rural-and-remote-health

Figure 3: Number of chronic conditions experienced by remoteness and socioeconomic area, 2017-18
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Source AIHW analysis of ABS 2018.

Impact

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury.

Analysis of the National Mortality Database and Australian Burden of Disease Study
2018 data show the 10 selected chronic conditions contributed to nearly 9 in 10 deaths
(89%) in 2020 and contributed to around 66% of the total burden of disease (fatal and
non-fatal) in 2018 (excluding burden associated with osteoporosis which is not available
within current burden of disease estimates) (AIHW 2021). See Burden of disease for
more information on definitions and the burden of disease associated with these
conditions.



https://www.aihw.gov.au/reports/australias-health/burden-of-disease

Living with chronic conditions can have a substantial impact on an individual’s health,
affect their quality of life and have social and economic effects. The impact is even
greater for people living with multimorbidity.

Based on self-reported data from the 2017-18 NHS, people with multimorbidity were
less likely to be in the labour force (working or seeking work) than people with no
chronic conditions. Of all people aged 18-64 with multimorbidity, 71% were working or
seeking work compared with 86% of people aged 18-64 with no chronic conditions
(AIHW analysis of ABS 2019).

Compared with those with no long-term conditions, people aged 18 and over with
multimorbidity also had higher levels of:

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

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

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

Risk factors

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

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

Treatment and management

Primary care

Most care for chronic conditions is provided in the primary health care setting by
general and allied health practitioners. Effective primary health care can help prevent
unnecessary hospitalisations and improve health outcomes (AMA 2021; OECD 2021).
Mental and behavioural conditions (including anxiety, depression and mood disorders),
musculoskeletal (including arthritis), respiratory (including asthma) and endocrine and
metabolic conditions (including diabetes) were the most common health concerns
managed by general practitioners in 2021.
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See also: General practice, allied health and other primary care services and Potentially
preventable hospitalisations.

Hospitalisations

Analysis of the National Hospitals Morbidity Database shows the 10 selected chronic
conditions were involved in 5.8 million hospitalisations (52% of all hospitalisations) in
2019-20.

In 2019-20, the number of hospitalisations in Australia decreased by 2.8% compared
with 2018-19, whereas previous year-to-year changes indicated a consistent upward
trend (AIHW 2022). This decrease was driven by hospitalisations that did not involve the
10 selected chronic conditions, which were 4.6% lower in 2019-20 (5.3 million in 2019-
20 compared with 5.5 million in 2018-19). In contrast, hospitalisations that involved the
selected conditions were relatively stable in the same period, with 1.1% fewer
hospitalisations in 2019-20.

For further detail on health service use for the selected chronic conditions, including the
possible impact of COVID-19, see: Cancer screening, Chronic kidney disease, Chronic
musculoskeletal conditions, Chronic respiratory conditions, Coronary heart disease,
Dementia, Diabetes, and Mental health. See ‘Chapter 2 Changes in the health of
Australians during the COVID-19 period’ in Australia’s health 2022: data insights for
information on the indirect effects of COVID-19 in terms of foregone and delayed health
care, including early evidence of changes to health outcomes for specific chronic
conditions.

See also: Australia’s hospitals.

Coordinated approaches

Within Australia, it is recognised that multimorbidity increases the complexity of patient
care and can require ongoing management and coordination of specialised care across
multiple parts of the health system (Harrison and Siriwardena 2018). This places a heavy
demand on Australia’s health care system, and requires substantial economic
investment.

People living with multiple chronic conditions have more, and longer, medical
appointments and more medications to manage (RACGP 2019, 2021), yet historically
there has been a lack of coordination and communication between different parts of the
Australian health care system (AHMAC 2017; RACGP 2021). A key focus of the Australian
health system, therefore, is the prevention and better management of chronic
conditions to improve health outcomes (Department of Health 2021a).

The Australian Government has implemented a number of approaches with the aim of
improving coordination and care for people with chronic conditions, including:

e access to care plans and assessments through the Medicare Benefits Schedule for
the planning and management of chronic conditions
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e subsidies through the Pharmaceutical Benefits Scheme for a range of medicines
used in the treatment of chronic conditions

e trialling new approaches to support coordinated care for people with chronic and
complex health conditions such as Health Care Homes to inform ongoing
improvements.

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

The Framework outlines 3 objectives that focus on preventing chronic conditions, and
thus minimising multimorbidities; providing efficient, effective and appropriate care to
manage them; and targeting priority populations (AHMAC 2017). The Framework is
complemented by the development of a 10-year National Preventive Health Strategy
launched by the Minister for Health in December 2021 (Department of Health 2021b).

Where do | go for more information?

For further information on chronic conditions and multimorbidity, see:

e  Chronic condition multimorbidity

e COPD, associated comorbidities and risk factors

e Asthma, associated comorbidities and risk factors

e Musculoskeletal conditions and comorbidity in Australia

e Heart, stroke and vascular disease—Australian facts

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

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

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

Chronic kidney disease (CKD) refers to all conditions of the kidney affecting the filtration
and removal of waste from the blood for more than 3 months. CKD is identified by
reduced filtration by the kidney and/or by the leakage of protein or albumin from the
blood into the urine. CKD frequently occurs as a comorbidity of cardiovascular disease
and diabetes (White 2020).

CKD is mostly diagnosed at more advanced stages when symptoms become more
apparent. Kidney failure (also known as end-stage kidney disease) occurs when the
kidneys can no longer function adequately, at which point people require kidney
replacement therapy (KRT) - a kidney transplant or dialysis - to survive.

CKD is largely preventable because many of its risk factors - high blood

pressure, tobacco smoking, and overweight and obesity - are modifiable. Other chronic
diseases, such as cardiovascular disease and diabetes, are also risk factors for CKD (KHA
2020).

Early detection of CKD by simple blood or urine tests enables treatment to prevent or
slow its progression.

How common is chronic kidney disease?

An estimated 10% of people (1.7 million Australians) aged 18 and over had biomedical
signs of CKD in 2011-12, according to the Australian Bureau of Statistics latest National
Health Measures Survey (NHMS) (ABS 2013).

The total number of people affected by CKD (the ‘prevalence’) increases rapidly with age,
affecting around 42% of people aged 75 and over (AIHW 2018).

Only 6.1% of NHMS respondents who showed biomedical signs of CKD self-reported
having the disease, indicating that CKD is a largely underdiagnosed condition (ABS
2013). This may be because up to 90% of kidney function can be lost before a person
begins to feel unwell (KHA 2017).

Change over time

Two national surveys have been conducted in Australia that provide data on biomarkers
of CKD - the 1999-2000 Australian Diabetes, Obesity and Lifestyle Study (AusDiab) and
the 2011-12 NHMS.

Between 1999-2000 and 2011-12, the age-standardised CKD prevalence rate remained
stable, but the number of Australians with moderate to severe loss of kidney function
nearly doubled, from 322,000 in 1999-2000 to 604,000 in 2011-12. This increase was
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mostly driven by growth in the population of older people (as people live longer) and
survival of people with kidney failure receiving KRT (AIHW 2018).

Kidney failure

Not everyone with kidney failure chooses to receive KRT, opting instead for end-of-life
care. Therefore, estimates of the prevalence of kidney failure need to count kidney
failure both with and without KRT. The most recent data available to examine this are
linked data from the Australia and New Zealand Dialysis and Transplant (ANZDATA)
registry and the National Death Index, covering the period from 1997 to 2013 (AIHW
2016).

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

Whether people with kidney failure are treated with KRT varies with age. Prior to age 75,
most new cases of kidney failure are treated with KRT, however this trend reverses after
age 75, where there was an 11-fold increase in kidney failure without KRT compared
with ages 65-74 (from 13 to 145 per 100,000 population) (Figure 1).

In 2013, 92% of new people newly diagnosed with kidney failure aged under 55 received
KRT, compared with 19% of people newly diagnosed with kidney failure aged 75 and
over.



Figure 1: Incidence of kidney failure (end-stage kidney disease), by age, sex
and kidney replacement therapy (KRT) treatment status, 2013

Figure 1: Incidence of kidney failure (end-stage kidney disease), by age, sex and kidney replacement
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Between 1997 and 2013, the number of new cases of kidney failure with KRT and
without KRT increased by 71% and 35% respectively. After accounting for changes in the
age structure of the population between 2001 and 2013 (age-standardising), the
incidence rate for both treatment groups has remained relatively stable (AIHW 2016).

Impact

Burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury.



The contribution of CKD to the total disease burden (fatal and non-fatal) in Australia has
increased since 2003. In 2018, CKD was responsible for 1.0% of the total burden,
compared with 0.8% in 2003. The burden of CKD increased rapidly with age, being the
18th leading cause of fatal burden across all age groups and the eighth and ninth
leading cause of fatal burden amongst females and males aged 85 and over,
respectively (AIHW 2021b).

Impaired kidney function contributes to the burden of CKD as well as several other
diseases, including gout, peripheral vascular disease, dementia, coronary heart
disease and stroke. In 2018, 1.9% of total disease burden could have been prevented if
people had not had impaired kidney function (AIHW 2021a).

Among Aboriginal and Torres Strait Islander people, CKD was the 10™ leading cause of
total burden (2.5% of all burden in 2018). This was higher for females than males - CKD
was the eighth leading cause of total burden among females, accounting for 3.1% of the
total burden. In males, CKD accounted for 2.3% of the total burden and was the 13t
leading cause of total burden (AIHW 2022b).

See Burden of disease.

Deaths

CKD contributed to around 17,700 deaths in 2020 (11% of all deaths in Australia).
Twenty-four per cent of these deaths had CKD recorded as the underlying cause of
death, while 76% of these recorded CKD as an associated cause of death. The number of
CKD-related deaths has increased by 75% since 2000 (10,200 deaths). The age-
standardised death rate has remained stable over this time (Figure 2).

CKD is more often recorded as an associated cause of death, as the disease itself may
not lead directly to death. When CKD was an associated cause of death, the most
common underlying causes of death were:

e diseases of the circulatory system (33%), such as coronary heart disease, and heart
failure and cardiomyopathy

e cancers (21%), such as prostate, lung, blood, and bladder cancer
e endocrine, nutritional and metabolic diseases (10%), in particular type 2 diabetes

e diseases of the respiratory system (8%), such as chronic obstructive pulmonary
disease and pneumonia.

CKD is often under-reported as a cause of death, as shown by linked data from the
ANZDATA registry and National Death Index, in which 53% of the people with kidney
failure who received KRT and who died during the period 1997-2013 did not have kidney
failure recorded on their death certificate (AIHW 2016).

See Causes of death.
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Figure 2: Trends in chronic kidney disease deaths (underlying or associated
cause), by sex, 2000 to 2020
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Treatment and management

Hospitalisations

In 2019-20, CKD was recorded as the principal or additional diagnosis of around 1.9
million hospitalisations - 17% of all hospitalisations in Australia.

Dialysis was the most common reason for hospitalisation in Australia in 2019-20,
accounting for 14% of all hospitalisations, and 81% of CKD hospitalisations (1.5 million).
Age-standardised rates for dialysis have increased by 5.5% over the last decade.

There were 374,000 hospitalisations with a diagnosis of CKD (excluding dialysis as a
principal diagnosis) in 2019-20. Eighty-six per cent of these had CKD as an additional
(rather than principal) diagnosis.

The number of hospitalisations for CKD as the principal diagnosis (excluding dialysis)
more than doubled between 2000-01 and 2019-20, from 24,000 to 54,100
hospitalisations. The age-standardised hospitalisation rate for CKD increased by 56%
between 2000-01 and 2019-20.

See Hospitals.

Kidney replacement therapy
In 2020, around 27,700 people received KRT.

KRT rates were higher in males than females across all ages. Of all people receiving KRT,
53% had dialysis while 47% had a kidney transplant. The number of people receiving
KRT has more than doubled since 2000, from around 11,700 to 27,700. The age-
standardised KRT rate in 2020 was 1.6 times as high as the rate in 2000 (Figure 3).


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

Figure 3: Trends in people with kidney failure receiving kidney replacement
therapy (KRT), by sex, 2000 to 2020
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Variation between population groups

The impact of CKD varies between population groups. To account for differences in the

age structures of these groups, the data presented below is based on age-standardised
rates.

CKD was 2.1 times as prevalent among Indigenous Australians compared with non-
Indigenous Australians, based on data from the 2011-12 NHMS and the 2012-13
National Aboriginal and Torres Strait Islander Health Measures Survey. The overall
burden of disease was 7.8 times as high in Indigenous Australians compared to non-
Indigenous Australians (AIHW 2021b, 2022a).

Generally, the impact of CKD increases with rising socioeconomic disadvantage and
remoteness. Rates of CKD hospitalisation in 2019-20 were 2.2 times as high in the lowest
socioeconomic areas compared with the highest, and 3.0 times as high in Remote and
very remote regions compared with Major cities (Figure 4).



Figure 4: Impact of CKD - variation between selected population groups

Figure 4: variation in the impact of chronic kidney disease between selected population groups
Hover on the numbers for more information on the impact of CKD in each population group
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COVID-19 and chronic kidney disease

Measures to manage COVID-19 (for example, stay-at-home orders and selected service
closures or suspensions) resulted in changes to health service use for people with CKD.

Organ donation numbers and transplants have declined since 2019, as a result of the
pandemic (OTA, 2021). Pauses in kidney transplant surgery particularly affect CKD, as
more than half of transplanted organs are kidneys. In 2020, there was an 18% decrease
in the number of kidney transplants from deceased donors compared to 2019, and 2021
saw a decrease of 7% compared with 2020. There was a 24% drop in living kidney
donors in 2020; in 2021 the number of living kidney donors increased by 12% compared
with 2020 (OTA, 2020, 2021).

In 2020-21, there were over 4,700 hospitalisations in Australia that involved a COVID-19
diagnosis. Almost 400 (8.4%) of these hospitalisations were for people who had a
diagnosis of CKD recorded on the admission. Of these, 64 (16%) required a stay in the
intensive care unit, 48 (12%) required continuous ventilatory support (AIHW 2022a).

People hospitalised with COVID-19 and CKD in 2020-21 died in hospital at a higher rate
than people with any other comorbid condition (29%, 113 deaths), with the exception of
chronic obstructive pulmonary disease (31%, 65 deaths). This includes type 2 diabetes
(19%, 188 deaths) and cardiovascular disease (20%, 189 deaths), which are often
comorbid with CKD. The death rate for people with CKD and COVID-19 was also higher
than for people with multiple comorbid conditions who were hospitalised with COVID-19
(26%) and people with no comorbid conditions (4.7%) (AIHW 2022a).



Where do | go for more information?

More information on CKD is available at:

e Chronic kidney disease

e Geographical variation in disease: diabetes, cardiovascular and chronic kidney
disease

e Chronic kidney disease prevalence among Australian adults over time

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

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

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

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

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

Chronic musculoskeletal conditions for 2020-21

Data for 2020-21 are based on information self-reported by the participants of the
Australian Bureau of Statistics (ABS) 2020-21 National Health Survey (NHS).

Previous versions of the NHS have primarily been administered by trained ABS interviewers
and were conducted face-to-face. The 2020-21 NHS was conducted during the COVID-19
pandemic. To maintain the safety of survey respondents and ABS Interviewers, the survey
was collected via online, self-completed forms.

Non-response is usually reduced through Interviewer follow up of households who have not
responded. As this was not possible during lockdown periods, there were lower response
rates than previous NHS cycles, which impacted sample representativeness for some sub-
populations. Additionally, the impact of COVID-19 and lockdowns might also have had direct
or indirect impacts on people’s usual behaviour over the 2020-21 period.

Due to these changes, comparisons with previous chronic musculoskeletal conditions data
over time are not recommended.

On this page, comparisons over time (trends) only contain data from the NHS 2017-18 and
prior collections.

How common are chronic musculoskeletal
conditions?

Chronic musculoskeletal conditions affect about 3 in 10 Australians. Self-reported data
from the Australian Bureau of Statistics 2020-21 NHS provide estimates of the number
of Australians affected by musculoskeletal conditions. These data indicate that, of the
nearly 6.9 (27% of all Australians) million people with chronic musculoskeletal
conditions, 3.9 million (16%) had back problems (the most common musculoskeletal
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condition), 3.1 million (12%) had arthritis and 889,000 (3.6%) had osteoporosis (ABS
2022a).

Note: The information below is from the 2017-18 and earlier NHS.
Rates of chronic musculoskeletal conditions were relatively consistent from 2007-08 to
2017-18 (Figure 1).

Figure 1: Prevalence of chronic musculoskeletal conditions, by sex, 2007-08 to 2017-18
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Source: AIHW analysis of ABS 2010, ABS 2013, ABS 2016, 2019a

Females and older people are at greater risk

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

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



e The prevalence of arthritis was similar in males and females aged 0-44, but overall

females were 1.5 times as likely to have arthritis compared with males.

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

groups.

e More than 2in 3 (68%) people aged 75 and over had a musculoskeletal condition

(Figure 2).

Figure 2: Prevalence of chronic musculoskeletal conditions, by sex and age, 2017-18
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Source: AIHW analysis of ABS 2013a.

Comorbidity

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

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




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

Osteoporosis, 85% had at least one other chronic condition

Osteoparosis + other chronic Osteoporosis
condition(s) only

85% 15%

Arthritis, 74% had at least one other chronic condition

Arthritis + other chronic Arthritis
condition(s) onky

74% 26%

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

Back problems + other chronic Back problems
condition(s) only
64% 36%

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



Figure 3: Proportion of people with musculoskeletal conditions who have at least one other chronic
condition in people aged 15 and over, by sex and age, 2017-18
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Source: AIHW analysis ABS 2019a.

Musculoskeletal conditions often co-occur. In comparison to those without the
condition, people aged 45 and over with:

e arthritis, were 1.8 times as likely to also have back problems
e back problems, were 1.6 times as likely to also have arthritis

e people with osteoporosis were 2.1 times as likely to also have arthritis.

Mental and behavioural conditions commonly co-occur with musculoskeletal conditions.
Compared with people without these musculoskeletal conditions, for people aged 45
and over with mental and behavioural conditions were:

e 1.9times as likely in people with back problems
e 1.6times as likely in people with arthritis
e 1.5times as likely in people with osteoporosis (Figure 4).



Adjusting for differences in the age structure of the groups did not affect the pattern of
these results.

Figure 4: Prevalence of other chronic conditions in people aged 45 and over, with and without
musculoskeletal conditions, 2017-18
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Variation between population groups

The prevalence of musculoskeletal conditions generally increases with increasing
socioeconomic disadvantage, but is similar across remoteness areas, after adjusting for
differences in age structures (Figure 5 shows a comparison for people aged 45 and

over).

Figure 5: Prevalence of chronic musculoskeletal conditions in people aged 45 and over, by remoteness
area and socioeconomic area, 2017-18
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Impact

Lge-standardized percent

Chronic musculoskeletal conditions are large contributors to illness, pain and disability
in Australia. People with these conditions report higher rates of poor health,
psychological distress and pain, after adjusting for age (Figure 6). This may affect their
ability to participate in social, community and occupational activities (Briggs et al. 2016).



The 2018 Survey of Disability, Ageing and Carers found that, of the people with disability
in Australia, an estimated 13% had back problems and another 13% had arthritis as the

main long-term health condition causing the disability (ABS 2019b).

Figure &6: Impact of musculoskeletal conditions in people aged 45 and over, with and without the
condition, 2017-18
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Burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury.

[l health caused by musculoskeletal conditions can have both a human and a financial
cost. According to the Australian Burden of Disease Study 2018, musculoskeletal
conditions contributed to:

13% of the total disease burden (fatal and non-fatal) in Australia. This disease group

was the second leading contributor to total burden after cancer.



e 24% of non-fatal burden (that is, the impact of living with illness and injury). This was
the leading disease group contributing to non-fatal burden.

e a higher total burden among females than males - musculoskeletal conditions
contributed to 15% of total female burden compared with 11% of total male burden

e ahigher total burden among people aged 60-64 years compared to other 5-year age
groups

e the largest component of non-fatal burden for people aged 50-84 years (AIHW
2021a).

Modifiable risk factors contribute to burden

Some of the total burden due to musculoskeletal conditions can be attributed to modifiable
risk factors. In 2018:

Overweight and obesity contributed to:

e 8.9% of the total burden of all musculoskeletal conditions
e 28% of the burden from osteoarthritis.

Occupational exposures and hazards contributed to:

e 5.6% of the total burden of all musculoskeletal conditions

e 17% of the burden of back problems (AIHW 2021b).

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

Expenditure

The Australian Disease Expenditure Study found that musculoskeletal conditions was
the disease group with the highest estimated expenditure in 2018-19, costing the
Australian health system $13.9 billion (10% of total disease expenditure) (AIHW 2021¢).
See Disease expenditure in Australia 2018-19.

Condition specific expenditure

Of the $13.9 billion health system expenditure attributed to musculoskeletal conditions
in 2018-19, an estimated:

e 28% ($3.9 billion) was attributed to osteoarthritis

o 24% (%$3.3 billion) was attributed to back problems

e 6.5% ($902 million) was attributed to rheumatoid arthritis
e 1.5% ($203 million) was attributed to gout

e  40% ($5.6 billion) was attributed to other musculoskeletal conditions.


https://www.aihw.gov.au/reports/australias-health/burden-of-disease
https://www.aihw.gov.au/reports/health-welfare-expenditure/disease-expenditure-australia

Areas of expenditure

In 2018-19, private hospital services and public hospital admissions were the areas of
expenditure with the highest spending for all musculoskeletal conditions, at 36% and
18% respectively ($5.0 billion, and $2.5 billion).

In 2018-19, musculoskeletal conditions was the disease group with the highest spending
for the following areas:

e medical imaging (29% of all disease groups)
e private hospital services (21% of all disease groups)
e public hospital outpatient services (12% of all disease groups).

Age and sex breakdown of expenditure

The relative expenditure on musculoskeletal conditions by age and sex reflects the
relative prevalence of musculoskeletal conditions by age and sex. Both expenditure and
prevalence are higher for females and higher for older people. In 2018-19:

e Musculoskeletal expenditure was 1.2 times higher for females compared with
males ($7.4 billion and $6.1 billion, respectively).

e People aged 55 and older represented 67% of musculoskeletal expenditure.

Treatment and management

Primary care

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

Hospital treatment

People with musculoskeletal conditions that are very severe, or who require specialised
treatment or surgery, can also be managed in hospitals. In 2019-20, there were around
744,000 hospitalisations for musculoskeletal conditions - 6.7% of all hospitalisations in

that year (AIHW 2022b). These hospitalisations included:

e osteoarthritis (34% of all musculoskeletal hospitalisations)
e back problems (23%)
e rheumatoid arthritis (2.0%)

e osteoporosis (1.0%)
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e gout (1.0%)
e other musculoskeletal conditions (39%).

Osteoarthritis is the most common condition leading to hip and knee replacement
surgery in Australia (AOANJRR 2021).

e Between 2009-10 and 2016-17, rates of total hip replacement and total knee
replacement surgery, where osteoarthritis was the principal diagnosis, both trended
up. Over this period these rates increased by 2.9% and 2.7% per year on average,
respectively, after standardising age structures (Figure 7).

e Then between 2016-17 and 2018-19 the rate of total hip replacement surgery was
stable, and the rate of total knee replacement surgery declined slightly (Figure 7).

Impact of COVID-19 on hospital treatment

The COVID-19 pandemic had substantial impacts on hospital activity. The range of social,
economic, business and travel restrictions, including restrictions on, or suspension of,
some hospital services, and associated measures in other healthcare services to support
physical distancing in Australia resulted in an overall decrease in hospital activity
between 2019-20 and 2020-21 (AIHW 2022a).

e In 2019-20 there were 7.8% fewer hospitalisations for musculoskeletal conditions
than in 2018-19. This decrease was driven by the April-June 2020 quarter, which saw
33% fewer hospitalisations than April-June 2019.

At the beginning of the COVID-19 pandemic in Australia, non-urgent elective surgery was
suspended for one month, from late March to late April 2020. For more information on
how the pandemic has affected the population’s health in the context of longer-term
trends, see ‘Chapter 2 Changes in the health of Australians during the COVID-19 period’
in <Australia’s health 2022: data insights>.

e In2019-20, the age standardised rate of total hip and knee replacement surgery
where osteoarthritis was the principal diagnosis declined 8.0% and 11.2%
respectively from 2018-19 (Figure 7).

e For each month in 2019-20, Figure 8 shows the change (per cent) in joint
replacement surgeries from the same month in the previous year. The greatest
impact was seen in April.



Figure 7: Age standardised rate of total hip and knee replacement surgeries, for osteoarthritis,
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Figure 8: Year on year change (%) in joint replacement surgeries for osteoarthritis in 2019-20, by
month
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Source: AIHW Mational Hospitals Morbidity Database.

Restrictions continued in some jurisdictions during 2020-21, and the associated impacts
are still relatively unknown. As of March 2022, elective surgery waiting times are a
source of treatment data available for the 2020-21period. Waiting times for elective
surgeries increased notably for 2020-21 admissions.

e In 2020-21, the median waiting times for total hip replacement surgery and total
knee replacement surgery increased from 2019-20 by 49% and 38% respectively.
This compares to an increase of 23% for all elective surgery (AIHW 2021d).

e In 2020-21, the percentage of total hip replacements and total knee replacements
with waiting times exceeding one year were 21% and 32% respectively. These
represent 13 and 20 percentage point increases on 2019-20, which compares to a
4.8 percentage point increase for all elective surgeries (AIHW 2021d).



Data limitations

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

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

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

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

Where do | go for more information?

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

e Back problems

e Arthritis
e  Osteoarthritis

e Osteoporosis
e Rheumatoid arthritis

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

e Australian Bureau of Statistics Health Conditions Prevalence, 2020-21

Visit Chronic musculoskeletal conditions for more on this topic.
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Chronic respiratory conditions

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

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

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

Chronic respiratory conditions for 2020-21

Data for 2020-21 are based on information self-reported by the participants of the
Australian Bureau of Statistics (ABS) 2020-21 National Health Survey (NHS). Using the
self-reported data from NHS 2020-21, almost one-third (30%) of Australians reported
having chronic respiratory conditions. Of the estimated 7.5 million Australians with
these conditions, 5.1 million (20% of the total population) had allergic rhinitis (‘hay
fever'); 2.7 million (11%) had asthma and 2.0 million (8.0%) had chronic sinusitis (ABS
2022).

Previous versions of the NHS have primarily been administered by trained ABS
Interviewers and were conducted face-to-face. The 2020-21 NHS was conducted during
the COVID-19 pandemic. To maintain the safety of survey respondents and ABS
Interviewers, the survey was collected via online, self-completed forms.

Non-response is usually reduced through Interviewer follow up of households who have
not responded. As this was not possible during lockdown periods, there were lower
response rates than previous NHS cycles, which impacted sample representativeness for
some sub-populations. Additionally, the impact of COVID-19 and lockdowns might also
have had direct or indirect impacts on people’s usual behaviour over the 2020-21
period.


https://www.aihw.gov.au/reports/australias-health/chronic-respiratory-conditions

Due to these changes, comparisons with previous asthma and COPD data over time are
not recommended.

On this page, comparisons over time (trends) only contain data from the NHS 2017-18
and prior versions.

How common are chronic respiratory conditions?

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

COPD affects mainly middle-aged and older people. While it is occasionally reported in
younger age groups, in those aged 45 and over there is more certainty that the
condition is COPD and not another respiratory condition. The 2017-18 NHS estimated
that 464,000 (4.8%) Australians aged 45 and over had COPD (ABS 2019). A range of
estimates of the prevalence of COPD have been derived from different surveys (for
example, Toelle et al. 2013). It is important to note that accurately estimating the
prevalence of COPD requires clinical testing.

Trend

During the last decade:

e The prevalence of asthma has increased, from 9.9% of the population in 2007-08 to
11% of the population in 2017-18 after adjusting for differences in age structure.

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



Figure 1: Prevalence of asthma, people of all ages, by sex, 2007-08 to 2017-18
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Source: AIHW analysis of ABS 2010, 2013, 2016, 2015.

Sex and age

The prevalence of asthma and COPD varied by sex and age (Figure 2):

e Asthma affects people of all ages. Asthma was more common in boys at younger
ages (0-14) and more common in women at older ages (25 years and over, with the
exception of the 35-44 year age group which was similar between men and women).

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



Figure 2: Prevalence of COPD, people aged 45 and over, by sex and age, 2017-18
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Source: AIHW analysis of ABS 2018, 2019.

Comorbidity

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

In the 2017-18 NHS, for people aged 45 and over with:

e Asthma: 81% had at least one other chronic condition; among them, 49% had
arthritis and 37% had back problems. For more information on asthma
comorbidities, see Asthma, associated comorbidities and risk factors.

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



https://www.aihw.gov.au/reports/chronic-respiratory-conditions/asthma-associated-comorbidities-risk-factors/contents/asthma-and-associated-comorbidities
https://www.aihw.gov.au/reports/chronic-respiratory-conditions/copd-associated-comorbidities-risk-factors/contents/copd-and-associated-comorbidities
https://www.aihw.gov.au/reports/chronic-respiratory-conditions/copd-associated-comorbidities-risk-factors/contents/copd-and-associated-comorbidities

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

Impact of natural events on chronic respiratory conditions

Natural events such as natural disasters or extreme weather changes can affect human
health drastically, and those events that affect the air quality can have a direct impact on
chronic respiratory conditions. The two natural events that affected chronic respiratory
conditions in the recent times are thunderstorm asthma and the bushfires of 2019-20.

Thunderstorm asthma

Thunderstorm asthma can occur suddenly in spring or summer when there is a lot of
pollen in the air and the weather is hot, dry, windy and stormy. People with asthma
and/or hay fever need to be extra cautious to avoid flare-ups induced by thunderstorm
asthma between September and January in Victoria, New South Wales and Queensland
because it can be very serious (National Asthma Council Australia 2019). In 2016, a
serious thunderstorm asthma epidemic was triggered in Melbourne when very high
pollen counts coincided with adverse meteorological conditions, resulting in 3,365
people presenting at hospital emergency departments over 30 hours, and 10 deaths
(Thien et al. 2018). Following this event, a thunderstorm asthma forecasting system has
been developed to give Victorians early warning of possible epidemic thunderstorm
asthma events in pollen season (Victoria State Government 2022). See Natural
environment and health.

Australian bushfires of 2019-20

The bushfires that swept across Australia in 2019-20 resulted in 33 deaths, destruction
of over 3,000 houses and millions of hectares (Parliament of Australia 2020). Bushfire
smoke exposure was significantly associated with an increased risk of respiratory
morbidity (Liu et al. 2015). Nationally, hospitalisation rates increased for asthma and
COPD coinciding with increased bushfire activity during the 2019-20 bushfire season
(AIHW 2021b). For asthma, the highest increase was 36% in the week beginning 12
January 2020 (2.4 per 100,000 persons) compared to the previous 5-year average (1.7
per 100,000 persons). For COPD, the highest increase was 30% in the week beginning 1
December 2019 (2.0 per 100,000 persons) compared to the previous 5-year average (1.6
per 100,000 persons).

For Emergency Department presentations, asthma saw the highest increase of 44% in
the week beginning 12 January 2020 (4.7 per 100,000 persons compared to the previous
bushfire season (3.3 per 100,000 persons), while COPD saw the largest increase of 31%
in the week beginning 12 January 2020 (1.4 per 100,000 persons) compared to the
previous bushfire season (1.1 per 100,000 persons). See Natural environment and
health.



https://www2.health.vic.gov.au/public-health/environmental-health/climate-weather-and-public-health/thunderstorm-asthma/forecasting
https://www.aihw.gov.au/reports/australias-health/natural-environment-and-health
https://www.aihw.gov.au/reports/australias-health/natural-environment-and-health
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https://www.aihw.gov.au/reports/australias-health/natural-environment-and-health

Impact

Deaths

In 2020, COPD was the fifth leading underlying cause of death in Australia, with 6,311
deaths (3.9% of all deaths) (AIHW 2022a). The trend in the previous 11 years shows that
the age-standardised COPD death rate for people aged 45 and over fluctuated; the year
2014 had the highest COPD death rate at 70 deaths per 100,000 population, and the
year 2020 saw a sharp drop making it the lowest death rate in the past 11 years (53
deaths per 100,000 population) (Figure 3). For more information on COPD deaths

see Causes of death.

COVID-19 impact

Death rates from all respiratory diseases combined showed a substantial fall in 2020,
with rates particularly low for females and during the winter months compared with
previous years. This is discussed in detail in ‘Chapter 2 Changes in the health of
Australians during the COVID-19 period’ in Australia’s health 2022: data insights.

During the COVID-19 pandemic (as at 31 March 2022), 17.4% of COVID-19 related deaths
due to pre-existing conditions was contributed to by chronic respiratory conditions, the
fourth highest of all chronic conditions. In addition, higher than expected deaths were
observed for chronic lower respiratory conditions in 2021. For more information see
‘Chapter 1 The impact of a new disease: COVID-19 from 2020, 2021 and into 2022’

in Australia’s health 2022: data insights.



https://www.aihw.gov.au/reports/australias-health/causes-of-death
https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights
https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights/summary

Figure 3: Age-standardised deaths rate due to asthma and COPD, 2009 to 2020
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Source: AIHW Mational Mertality Database.

Burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury.

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

Plan for Lung Conditions was launched in February 2019 (Department of Health 2019).

The Australian Burden of Disease Study 2018 found that respiratory diseases
contributed 7.3% of the total burden of disease and injury in Australia in 2018 (AIHW
2021a):

e Respiratory diseases were ranked as the seventh leading disease group contributing
to total burden, after cancer, musculoskeletal conditions, cardiovascular diseases,


https://www.nationalasthma.org.au/about-us/national-asthma-strategy
https://lungfoundation.com.au/news/what-is-the-national-strategic-action-plan-for-lung-conditions/
https://lungfoundation.com.au/news/what-is-the-national-strategic-action-plan-for-lung-conditions/

mental health conditions and substance use disorders, injuries, and neurological
conditions.

e COPD contributed 48% of the respiratory diseases burden, and asthma contributed
36%.

e Attheindividual disease level: COPD was the fourth leading cause of total burden of
disease; asthma was ranked as the ninth leading cause of total burden overall but
was the leading cause of total burden among children aged 1-14.

See Burden of Disease.

Expenditure

The Australian Disease Expenditure Study showed that in 2018-19, an estimated 3.3%
($4.5 billion) of total disease expenditure in the Australian health system was attributed
to respiratory conditions (AIHW 2021¢):

e COPD cost the Australian health system an estimated $934.9 million, representing
21% of disease expenditure on respiratory conditions and 0.7% of total disease
expenditure.

e Asthma cost the Australian health system an estimated $798.5 million, representing
17.9% of disease expenditure for respiratory conditions and 0.6% of total disease
expenditure.

In addition, the AIHW report Health system spending per case of disease and for certain risk
factors (AIHW 2022b) showed that for respiratory diseases, health system spending per
case of disease was estimated at $514 on average in 2018-19. The analysis also showed
that 37% of health system spending on respiratory diseases could be attributed to
potentially preventable risk factors in 2018-19. Within the respiratory diseases group,
around two-thirds of estimated health system spending on COPD in 2018-19 could be
attributed to tobacco use alone (AIHW 2022b).

See Disease expenditure.

Treatment and management

Primary care

General practitioners (GPs) play an important role in managing chronic respiratory
conditions in the community, but there is currently no nationally consistent primary
health care data collection to monitor provision of care by GPs.

One of the key steps in managing asthma is for patients to follow a personal asthma
action plan developed with their GP. An asthma action plan is a written self-
management plan which is prepared by a health care professional and can help people
with asthma to manage their condition and reduce the severity of acute asthma flare-
ups (AIHW 2020). The plan outlines what to do if symptoms flare up and what to do in an
asthma emergency (National Asthma Council Australia 2021). According to the 2020-21
NHS, an estimated 35% of people with self-reported asthma across all ages had a
written asthma action plan. Two-thirds (66%) of children under 18 years of age had a


https://www.aihw.gov.au/reports/australias-health/burden-of-disease
https://www.aihw.gov.au/reports/health-welfare-expenditure/disease-expenditure-australia/contents/summary

written action plan, while just over one quarter (27%) of people aged 18 and over had a
written action plan (ABS 2022). See General practice, allied health and other primary
care services.

Hospitalisations

People with chronic respiratory conditions require admission to hospital when they
cannot be managed at home or by a GP, or their symptoms exacerbate acutely. In 2019-
20, asthma was the principal diagnosis in 32,822 hospitalisations for people of all ages
and COPD was the principal diagnosis in 70,951 hospitalisations for people aged 45 and
over. Trends over time show that:

e The hospitalisation rate for asthma fluctuated during the last 11 years, with the
highest rate at 183 per 100,000 population in 2009-10 and the lowest at 130 per
100,000 population in 2019-20.

e The hospitalisation rate for COPD also fluctuated, with the highest at 757 per
100,000 population in 2016-17 and the lowest at 623 per 100,000 population in
2019-20 (Figure 4).

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


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

Figure 4: Age-standardised hospitalisations rates due to asthma and COPD, 2008-09
to 2019-20
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Source: AIHW Mational Hospitals Morbidity Database.

COVID-19 impact

The overall rate of hospitalisations and emergency department presentations decreased
since the beginning of the COVID-19 pandemic. See Hospitals. The hospitalisation rates
for asthma and COPD in 2019-20 were the lowest in the last 11 years, potentially
attributable to an indirect impact of the COVID-19 pandemic and the health protection
measures put in place which supported physical distancing, promotion of hand-hygiene
and mask wearing. Furthermore, the health protection measures encouraged a
reduction in travel and traffic contributing to improved air quality for a period of time
(Abrams et al. 2020; Thompson 2021). These measures not only reduced the
transmission of the COVID-19 virus during the 2019-20 period, but also potentially the
spread of colds and flu which are common triggers for asthma and COPD exacerbations
that can lead to hospitalisation (National Asthma Council Australia 2022). See ‘Chapter 2
Changes in the health of Australians during the COVID-19 period’ in Australia’s health
2022: data insights.



https://www.aihw.gov.au/reports/australias-health/hospital-care
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During the national lockdown beginning on 23 March 2020 following the pandemic
outbreak, emergency department presentations for asthma and COPD decreased:

e For asthma, the rate of presentations fell from 26 per 100,000 population in
March 2020 to 12 per 100,000 population in April 2020. This continued in May
2020 (11 per 100,000 population) until June 2020 when restrictions began to ease
across the country and presentations rose to 19 per 100,000 population (Figure
5). When compared with April and May in 2019, the rates of asthma
presentations observed in 2020 were halved.

e For COPD, the rate of presentations for COPD fell from 39 per 100,000 population
in March 2020 to 28 per 100,000 population in April 2020. This rate increased
slightly in May 2020 to 30 per 100,000 population and June 2020 at 33 per
100,000 population, during which the restrictions began to ease across the
country. When compared with April and May in 2019, the rates of COPD
presentations observed in 2020 fell by 29% and 34, respectively (Figure 5).

While the long-term impact of COVID-19 on the respiratory system is being researched,
evidence shows that COVID-19 does not directly impact the risk of increasing asthma
severity and vice versa (Lee et al. 2020; Lieberman-Cribbin et al. 2020; Mather et al.
20217). However, there is increasing evidence showing that COPD patients with COVID-19
have greater risk of mortality, severity of infection and higher likelihood of requiring
Intensive Care Unit (ICU) support than those without COPD (Cazzola et al. 2021; Clark et
al. 2021; Rawand et al. 2021; Wells 2021). See ‘Chapter 1 The impact of a new disease:
COVID-19 from 2020, 2021 and into 2022' in Australia’s health 2022: data insights.



https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights/summary

Figure 5: Crude rate of emergency department presentations due to asthma, people of
all ages in 2018-19 and 2019-20
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Source: AIHW Mational Mon-admitted Patient Emergency Department Care database

Variation between population groups

The impact of asthma and COPD varies between population groups, with rates of
prevalence, hospitalisation, death and disease burden being up to 2.0 times as high in
Remote and very remote areas as in Major cities. Meanwhile, the impact of asthma and
COPD increases with decreasing socioeconomic position. Rates were 1.3-3.2 times as
high in the lowest socioeconomic areas compared with the highest (Figure 6).



Figure 6: Impact of selected chronic respiratory conditions, by selected population
groups

Howver on the numbers for more information on the impact of selected chronic respiratory conditions in each population group
Remote and very remote Lowest / Highest

Comparing rates for: / Major cities socioeconomic areas
Asthma Having asthma 1.1x 1.3x
Hospitalised for asthma 1.0x 1.6x

Burden of disease for asthma 15x 19x

COPD Having COPD 1.1x 2.0x
Hospitalised for COPD 1.8x 2.8x

Dying from COPD 2.0x 2.9x

Burden of disease for COPD 1.6x 17x

* Age-standardised rates for asthma death death by remoteness and socioeconomic areas are not available due to small numbers.

Where do | go for more information?

For more information on chronic respiratory conditions, see:

Asthma
Chronic obstructive pulmonary disease (COPD)

Asthma, associated comorbidities and risk factors

Chronic obstructive pulmonary disease (COPD), associated comorbidities and risk
factors

National asthma indicators—an interactive overview

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

Australian Bureau of Statistics Health Conditions Prevalence

Visit Chronic respiratory conditions for more on this topic.
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https://auth.aihw.gov.au/reports/australias-health/chronic-respiratory-conditions
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Coronary heart disease

This topic summary is part of the Heart, stroke and vascular disease - Australian Facts
report.

Coronary heart disease (CHD) occurs when there is a narrowing or blockage in the blood
vessels that supply blood to the heart muscle. There are 2 major clinical forms - heart
attack (also known as acute myocardial infarction) and angina (see Glossary).

CHD is largely preventable, as many of its risk factors are modifiable. These
include tobacco smoking, biomedical risk factors such as high blood pressure and high
blood cholesterol, insufficient physical activity, poor diet and nutrition, and overweight

and obesity.

CHD is the leading single cause of disease burden and death in Australia. As a result of
the substantial impact of CHD on the Australian population, a National Strategic Action
Plan for Heart Disease and Stroke has been developed. The action plan aims to reflect
priorities and identify implementable actions to reduce the impact of CHD in the
community.

How common is coronary heart disease?

In 2020-21, an estimated 571,000 Australians aged 18 and over (2.9% of the adult
population) had CHD, based on self-reported data from the Australian Bureau of
Statistics 2020-21 National Health Survey (ABS 2022b). The prevalence of CHD increases
rapidly with age, affecting around 1 in 9 (11%) adults aged 75 and over.

In 2019, an estimated 57,700 people aged 25 and over had an acute coronary event in
the form of a heart attack or unstable angina - around 158 events every day. Of these,
7,400 (13%) were fatal.

The age-standardised rate of acute coronary events fell by more than half (57%)
between 2001 and 2019 (from 675 to 290 per 100,000 population). The decline was
slightly higher for women (61%, from 460 to 180 per 100,000 population) than men
(55%, from 910 to 410 per 100,000 population) (Figure 1).


https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/contents/heart-stroke-and-vascular-disease-and-subtypes/what-is-coronary-heart-disease
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/drug-types/tobacco
https://www.aihw.gov.au/reports/australias-health/biomedical-risk-factors
https://www.aihw.gov.au/reports/australias-health/insufficient-physical-activity
https://www.aihw.gov.au/reports/australias-health/diet
https://www.aihw.gov.au/reports/australias-health/overweight-and-obesity
https://www.aihw.gov.au/reports/australias-health/overweight-and-obesity
https://www.health.gov.au/resources/publications/national-strategic-action-plan-for-heart-disease-and-stroke
https://www.health.gov.au/resources/publications/national-strategic-action-plan-for-heart-disease-and-stroke

Figure 1: Acute coronary events among persons aged 25 and over, by sex, 2001 to
2019
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1. Age-standardised to the 2001 Australian Standard Population.

2_ Acute coronary events include heart attack (acute myocardial infarction) and unstable angina.
Sources: AIHW 2022b,2022¢.

Impact

Deaths

In 2020, CHD was the leading single cause of death in Australia, accounting for 16,600
deaths (AIHW 2022c). This represents 10% of all deaths, and 41% of cardiovascular
disease deaths. Thirty-nine per cent (6,500) of CHD deaths resulted from a heart attack.

Overall, the CHD death rate has fallen by more than 80% since 1980 - from 414 to 68
deaths per 100,000 population for males, and 209 to 32 per 100,000 population for
females. CHD death rates fell substantially in each age group, although the decline has
slowed among younger age groups in recent decades (Figure 2).



The decline in CHD death rates has been attributed to a combination of factors,
including reductions in some risk factor levels, better treatment and care, and improved
secondary prevention (ABS 2018; AIHW 2021c¢).

See ‘Chapter 4 Changing patterns of mortality in Australia since 1900' in Australia’s health
2022: data insights.

Figure 2: CHD deaths among people aged 55-64, 65-74, 75-84 and 85 and over, by sex, 1980 to 2020
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1. A comparability factor of 1.01 has been applied to deaths before 1996 to make them comparable with data from 1997 onwards, following the
intreducion of automated coding and ICD-10 codes (see Glossary).

2. Rates are calculated using the sum of estimated resident populations at 30 June for each year. Rates are expressed as deaths per 100,000
men/women.

Burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury and is measured using disability-adjusted life years (DALY). One
DALY is equivalent to one year of healthy life lost.

In 2018, CHD accounted for 6.3% of the total burden of disease in Australia (AIHW
2021a). It comprised 10% of the fatal burden and 2.6% of the non-fatal burden.
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The total burden due to CHD was twice as high in males, at 208,000 DALY, as in females
(104,000 DALY). It increased rapidly from age 45 onwards - from 8.6 DALY per 1,000
among people aged 45-49, to 210 per 1,000 among people aged 95-99.

Between 2003 and 2018, there was a 26% fall in CHD burden (-112,000 DALY), and the
CHD DALY rate reduced by 50%, from 21 to 10 DALY per 100,000 population. The rate of
fatal burden of CHD fell by 53%, and the non-fatal burden by 40%. The fall has been
attributed to a number of factors, including population growth (+22%), population
ageing (+15%) and change in the amount of disease (-63%). See Burden of cardiovascular
disease.

Expenditure

In 2018-19, the estimated expenditure on CHD was $2.4 billion. The greatest cost was
due to private hospital services and public hospital admitted patient services ($892.2
million and $823.4 million respectively). The estimated Pharmaceutical Benefits Scheme
(PBS) expenditure related to CHD was $156.3 million (AIHW 2021b).

See Health expenditure.

Treatment and management

Primary care

Primary health care professionals, including general practitioners (GPs), practice nurses,
nurse practitioners and Aboriginal and Torres Strait Islander health workers, are often
the first point-of-care for people who have non-acute cardiovascular disease.

Common actions by primary health care professionals when managing cardiovascular
problems include undertaking checks, prescribing medicines, ordering pathology or
imaging tests, and referral to specialists.

e Ina2019-20 survey of GP practices, high blood pressure was the single most
common chronic condition newly recorded for patients (5.9% of patients) (NPS
MedicineWise 2021). Abnormal blood lipids were newly recorded for 3.1% of
patients, and cardiovascular disease conditions (including coronary heart disease)
for 1.2% of patients.

e In2019-20, over 93,000 Heart Health Checks (males 46,000, females 47,000) were
processed by Medicare. Checks were most commonly conducted among people
aged 55-64 (34,000) and 65-74 (28,000) (Services Australia 2022).

See Primary health care.

Medicines

Almost 112 million PBS prescriptions for cardiovascular system medicines were supplied
to the Australian community in 2020-21. These comprised more than one-third (36%) of
total PBS prescriptions (Department of Health 2021).
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More than three-quarters (79%) of the estimated 1.2 million Australian adults aged 18
and over who had heart, stroke or vascular disease in 2017-18 used a cardiovascular
system medicine in the 2 weeks prior to survey (AIHW analysis of ABS 2019b).

See Medicines for cardiovascular disease.

Emergency Departments

There were 75,900 presentations to Australian public hospital Emergency Departments
(EDs) with a principal diagnosis of CHD in 2020-21 - a rate of 295 presentations per
100,000 population (AIHW 2022d).

Of these, 58,200 (77%) were admitted to the hospital to which they presented, 9,600
(13%) departed without being admitted or referred, and 7,300 (10%) were referred to
another hospital for admission.

Hospitalisations

In 2019-20, CHD was the principal diagnosis in about 155,600 hospitalisations (1.4% of
all hospitalisations) (AIHW 2022b). Of these, 36% were for heart attack (56,100) and 22%
for angina (34,100).

Between 2000-01 and 2019-20, the age-standardised rate of hospitalisations where
CHD was the principal diagnosis declined by 39%, from 830 to 510 hospitalisations per
100,000 population. The decline in hospitalisations over this period was greater among
females than among males (46% and 36% respectively).

CHD was the leading cause of hospitalisation for cardiovascular disease in 2019-20 (26%
of all hospitalisations with a principal diagnosis of cardiovascular disease).

Of all CHD hospitalisations (principal and/or additional diagnoses), 57% had a coronary
angiography (a diagnostic procedure) and 31% underwent revascularisation (surgical
procedures to restore blood supply to the heart).

See Hospital care and procedures.

Variation between population groups

The impact of CHD varies between population groups. To account for differences in the
age structures of these groups, the data presented below is based on age-standardised
rates.

Age-standardised rates of CHD hospitalisation in 2019-20 were 1.5 times as high in
Remote and very remote areas as in Major cities (727 and 475 per 100,000 population),
and 1.3 times as high in the lowest socioeconomic areas as in the highest (576 and 443
per 100,000 population) (Figure 3).

The age-standardised rate of hospitalisations, deaths and total burden due to CHD were
more than twice as high among Aboriginal and Torres Strait Islander people as among
non-Indigenous Australians.
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Figure 3: Impact of Coronary heart disease—Variation among selected population groups
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COVID-19 and coronary heart disease

People with pre-existing chronic conditions such as CHD are at higher risk of contracting
COVID-19 and experiencing complications or more severe illnesses as a result.

In 2020-21, there were over 4,700 hospitalisations in Australia that involved a COVID-19
diagnosis. The most common comorbid conditions associated with COVID-19
hospitalisations over this period were cardiovascular disease (which includes coronary
heart disease and a range of other heart, stroke and vascular diseases) (20%) and Type 2
diabetes (20%) (AIHW 2022e).

Of those COVID-19 hospitalisations with comorbid diagnosis of cardiovascular disease in
2020-21, 18% involved time spent in an Intensive Care Unit, 12% involved continuous



ventilatory support and 20% had a separation mode indicating the patient died in
hospital.

Among COVID-19 deaths that occurred by 30 April 2022, chronic cardiac conditions
including coronary atherosclerosis, cardiomyopathies and atrial fibrillation were the
most certified comorbidities, present in 37% of deaths (ABS 2022a).

Counts of CHD deaths during 2021 were below the 2015-19 average but were higher
than the number certified in 2020 (ABS 2022c).

Where do | go for more information?

For more information on coronary heart disease, see:

e Heart, stroke and vascular disease - Australian facts
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Dementia

This topic summary is part of the Dementia in Australia report.

Dementia is a term used to describe a group of conditions characterised by gradual
impairment of brain function, which may impact memory, speech, cognition (thought),
personality, behaviour, and mobility.

There are many forms of dementia, the most common being Alzheimer’s disease - a
degenerative brain disease caused by nerve cell death resulting in shrinkage of the
brain. It is also common for an individual to have multiple types of dementia, known as
‘mixed dementia’. While the likelihood of developing dementia increases with age,
dementia is not an inevitable or normal part of the ageing process. Dementia can also
develop in people under 65, referred to as younger onset dementia, and in children,
which is known as childhood dementia.

Dementia is a significant and growing health and aged care issue in Australia that has a
substantial impact on the health and quality of life of people with the condition, as well
as their family and friends. As the condition progresses, the functional ability of an
individual with dementia declines, eventually resulting in the reliance on care providers
in all aspects of daily living. There is currently no cure for dementia but there are
strategies that can assist in maintaining independence and quality of life for as long as
possible.

Data on this page are taken from the Dementia in Australia report, which provides
detailed, up-to-date statistics and information on dementia.

How common is dementia?

In 2021, it was estimated that there were between 386,200 (AIHW estimate) and 472,000
Australians living with dementia (Dementia Australia 2020a). Based on AIHW estimates,
this is equivalent to 15 people with dementia per 1,000 Australians, which increases to
83 people with dementia per 1,000 Australians aged 65 and over. Nearly two-thirds of
Australians with dementia are women.

With an ageing and growing population, it is predicted that the number of Australians
with dementia will more than double by 2058 - from 386,200 in 2021 to 849,300 in 2058
(533,800 women and 315,500 men) (Figure 1).
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Figure 1: Australians living with dementia between 2010 and 2058:
estimated number by sex and year
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Measuring dementia prevalence

The exact number of people with dementia in Australia (the ‘prevalence’) is currently not
known. Estimates vary because there is no single authoritative data source for deriving
dementia prevalence in Australia and different approaches are used to generate estimates.
For more information, see What is being done to improve dementia prevalence estimates in
Australia?

In 2019, the Organisation for Economic Co-operation and Development (OECD)
estimated that the prevalence of dementia in Australia was 14.6 cases per 1,000
population, close to the OECD average of 15.3 per 1,000 population and ranking 17th
lowest out of 36 countries (OECD 2019).

See Prevalence for data by age, sex, geographic and socioeconomic area.

Risk factors

A range of factors are known to contribute to the risk of developing dementia and may
affect the progression of symptoms. Some risk factors can't be changed, such as age,
genetics and family history. However, several are modifiable, and can be altered to
prevent or delay dementia.

High levels of education, physical activity and social engagement are all protective
against developing dementia, while obesity, smoking, high blood pressure, hearing loss,
depression and diabetes are all linked to an increased risk of developing dementia
(Livingston et al. 2017).
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Impact

Dementia is the second leading cause of death in Australia

In 2019, dementia was the second leading cause of death in Australia, accounting for
14,700 deaths (or 9.5% of all deaths). Dementia was the leading cause of death in
females and the second leading cause for males, after coronary heart disease.

The number of deaths due to dementia increased from 9,200 deaths in 2010 to 14,700
deaths in 2019. The age-standardised rate, which accounts for differences in the age and
sex structure of a population, rose between 2010 and 2019, from 35 to 40 deaths per
100,000 Australians (Figure 2).

For more information, see Deaths due to dementia.

Figure 2: Deaths due to dementia: number and age-specific rates, by age
and sex, 2019
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Impact of COVID-19 on people with dementia

People with pre-existing chronic conditions, such as dementia, have a greater risk of
developing severe iliness from COVID-19. Fatal COVID-19 outbreaks have involved many
people with dementia. Pre-existing chronic conditions were reported on death
certificates for 3,938 deaths due to COVID-19, registered by 30 April 2022 in Australia. Of
these deaths, 31.1% had dementia (including Alzheimer’s disease) recorded (ABS 2022).
COVID-19 was an associated cause of death for a further 105 deaths due to Dementia
including Alzheimer's disease.


https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/population-health-impacts-of-dementia/deaths-due-to-dementia

The indirect effects of COVID-19 on people with dementia - including reduced uptake of
preventative healthcare services leading to delayed diagnoses, as well as spikes in
mental illness, such as loneliness and depression - are not well understood but are
thought to be substantial.

See Dementia deaths during the COVID-19 pandemic in Australia for an assessment of
the impact of the first 10 months of the COVID-19 pandemic on dementia mortality
rates.

Dementia is a leading cause of burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury and is measured using disability-adjusted life years (DALY). One
DALY is equivalent to one year of healthy life lost.

Dementia was the third leading cause of burden of disease in Australia in 2018, behind
coronary heart disease and back pain. However, it was the leading cause of burden for
women as well as for Australians aged 75 and over. The total burden of dementia was
just under 198,000 DALY, with 56% of burden attributable to dying prematurely and 44%
from the impacts of living with dementia (Figure 3).

Figure 3: Leading 10 causes of disease burden (DALY) in Australia: by sex
and age, 2018
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3. Lower respiratery infections includes influenza and pneumonia.

Source: AIHW Australian Burden of Disease Database.
https:/www.aihw.gov.au

Around 43% of the overall dementia burden in 2018 could have been avoided if
exposure to 6 lifestyle risk factors (overweight and obesity, physical inactivity, tobacco
smoking, high blood pressure in midlife, high blood plasma glucose levels, and impaired
kidney function) were reduced.


https://www.aihw.gov.au/reports/dementia/dementia-deaths-during-the-covid-19-pandemic-in-au/contents/about

See Burden of disease due to dementia for detailed information on burden attributable
to specific risk factors.

Treatment, management & support

GP and specialist services

Services provided by general practitioners (GPs) and other medical specialists are crucial
in diagnosing and managing dementia. If a GP suspects dementia, they typically refer
the patient to a qualified specialist, such as a geriatrician, or to a memory clinic for a
comprehensive assessment (Dementia Australia 2020b).

How is dementia diagnosed?

There is no single conclusive test available to diagnose dementia, and obtaining a diagnosis
often involves a combination of comprehensive cognitive and medical assessments.

Identifying the type of dementia at the time of diagnosis is important to ensure access to
appropriate treatment and services. However, there are many forms of dementia with
symptoms in common, often making diagnosis a lengthy and complex process involving
multiple health professionals (see How is dementia diagnosed?).

Data on GP and specialist services across Australia are a major enduring gap for
dementia monitoring. However, recent advancements in data linkage have enabled the
examination of these services - see GP and specialist services overview.

In 2016-17, about half (49%) of all services claimed under the Medicare Benefits
Schedule (MBS) by people with dementia were for GP consultations, with an average of
20 GP consultations per year, per person with dementia.

Consultations with medical specialists, other than GPs, accounted for 12% of all MBS
services used by people with dementia. On average, a person with dementia had 5
specialist services in 2016-17.

The types of specialist services used varied by age, with psychiatrists and neurologists
most frequent among people with younger onset dementia (aged under 65), and
specialists treating age-related conditions, such as geriatricians and ophthalmologists,
increasing in frequency with age.

Dementia-specific medications

Although there is no cure for dementia, there are 4 medicines, subsidised through the
Pharmaceutical Benefits Scheme and Repatriation Pharmaceutical Benefits Scheme, that
may alleviate some of the symptoms of Alzheimer’s disease.


https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/population-health-impacts-of-dementia/burden-of-disease-due-to-dementia
https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/understanding-dementia/how-is-dementia-diagnosed
https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/health-services-used-by-people-with-dementia/gp-and-specialist-services-overview

In 2019-20, there were over 623,000 prescriptions dispensed for dementia-specific
medications to just under 64,600 Australians with dementia aged 30 and over. There
was a 43% increase in scripts dispensed for dementia-specific medications between
2012-13 and 2019-20.

People with dementia may experience changed behaviours, such as aggression,
agitation and delusions, commonly known as behavioural and psychological symptoms
of dementia. Non-pharmacological interventions are recommended to manage these
symptoms, but antipsychotic medicines may be prescribed as a last resort.

In 2019-20, antipsychotic medications were dispensed to about one-fifth (21%) of the
64,600 people who had scripts dispensed for dementia-specific medication.

For information on medicine types, see Prescriptions for dementia-specific medications.

Hospitalisations

In 2018-19, there were more than 11.5 million hospitalisations in Australia (AIHW 2019).
Of these, dementia was the main reason for admission for about 23,200
hospitalisations, which is equivalent to 2 out of every 1,000 hospitalisations.

For people with dementia, the average length of stay was almost 5 times as long as the
average hospitalisation (13 days and 2.7 days, respectively). Of the hospitalisations due
to dementia, 63% of patients were aged 75-89 (Figure 4).

Figure 4: Hospitalisations due to dementia, by age and sex, 2018-19
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Source: AIHW analysis of National Hospital Morbidity Database.
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Data presented in this section refer to hospitalisations due to dementia, that is, when
dementia was recorded as the principal diagnosis. However, understanding
hospitalisations with dementia, that is, all hospitalisations with a record of dementia,
whether as the principal and/or additional diagnosis, also provides important insights


https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/health-services-used-by-people-with-dementia/prescriptions-for-dementia-specific-medications

into the wide-ranging conditions that can lead people living with dementia to use
hospital services.

See Hospital care for information on hospitalisations with dementia, as well as data by
state, and by dementia type.

Aged care services

Aged care services are an important resource for both people with dementia and their
carers. Services include those provided in the community for people living at home
(home support and home care), and residential aged care services for those requiring
permanent care or short-term respite stays.

Among people with dementia in Australia, 1 in 3 people live in cared accommodation. In
2019-20, there were over 244,000 people living in permanent residential aged care, and
more than half (54% or about 132,000) of these people had dementia.

See Aged care and support services used by people with dementia for detailed
information on the services and initiatives available.

How do people with dementia access aged care services?

The My Aged Care system coordinates access to a range of government-subsidised services
for older Australians who require care and assistance. After an initial screening, an aged care
assessment is completed to establish an individual's needs and types of services that may
help.

People with dementia accounted for 9.7% of all aged care assessments in 2019-20, with over
41,000 people with dementia completing an assessment. Among these 41,000 assessments,
3in 4 were a comprehensive assessment, which are for people with complex and multiple
care needs.

Health and aged care expenditure on dementia

Australia’s response to dementia requires economic investment across health, aged care
and welfare sectors. It is estimated that almost $3.0 billion of health and aged care
spending in 2018-19 was directly attributable to the diagnosis, treatment and care of
people with dementia.

Residential aged care services accounted for the largest share of expenditure (56% or
$1.7 billion), followed by community-based aged care services (20% or $596 million) and
hospital services (13% or $383 million) (Figure 5).


https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/health-services-used-by-people-with-dementia/hospital-care
https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/aged-care-and-support-services-used-by-people-with-dementia
https://www.myagedcare.gov.au/

Figure 5: Health and aged care spending directly attributable to dementia
by broad service area, 2018-19
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For detailed information of spending on aged care, health, hospital and support
services, see Health and aged care expenditure on dementia.

Carers

The level of care required for people with dementia depends upon individual
circumstances, but likely increases as dementia progresses. Carers are often family
members or friends of people with dementia who provide ongoing, informal assistance
with daily activities.

The AIHW estimates that in 2021 there were between 134,900 and 337,200 informal
primary carers of people with dementia. Among primary carers of people with
dementia, 3 in 4 were female and 1 in 2 were caring for their partner with dementia.

Caring can be a rewarding role with 38% of primary carers of people with dementia
reporting feeling closer to the care recipient.

Caring can also be physically, mentally, emotionally, and economically demanding.
According to the Australian Bureau of Statistics (ABS) Survey of Disability, Ageing and
Carers (SDAC) 2018, among carers of people with dementia:

e 1in 2 provided an average of 60 or more hours of care per week.

e 3in4reported 1 or more physical or emotional impacts of the role.
e 1in4reported that they needed more respite care to support them.
e 1in 2 experienced financial impacts since taking on the role.


https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/health-and-aged-care-expenditure-on-dementia

Further findings from this survey can be found in Carers and care needs of people with
dementia.

Dementia data gaps

Australia’s dementia statistics are derived from a variety of sources including
administrative data, survey data and epidemiological studies. As each data source has
incomplete coverage of people with dementia, it is difficult to accurately report how
many Australians are living with dementia. This limits the ability to examine impacts of
dementia on individuals with the condition, their carers and support networks, as well as
the community and national health and aged care systems more broadly (see Dementia
data gaps and opportunities).

Diagnosing dementia

Estimating the incidence (new dementia cases in a given period) and prevalence (total
cases) of dementia in Australia is vital to evaluating the current and future impacts of
the condition, as well as for policy and service planning. There are several factors in the
diagnostic process that affect our ability to estimate the number of Australians living
with dementia, including:

e an often lengthy diagnosis process for reasons such as not recognising symptoms,
a delay in seeking help, limited access to specialists or complexity of diagnostic
processes

e no single conclusive diagnostic assessment for dementia

¢ lack of national GP or specialist data collections with dementia-specific diagnostic
information.

There are ongoing efforts to improve the accuracy of these estimates, such as through
the utilisation of data linkage, electronic health records and the development of a
national dementia clinical quality registry. See ‘Chapter 8 Dementia data in Australia -
understanding gaps and opportunities’ in Australia’s health 2020: data insights for more
information.

Childhood dementias

Around 1% of all dementia diagnoses in Australia are childhood dementias caused by
over 70 rare genetic disorders (Childhood Dementia Initiative 2020). Most cases of
childhood dementia are fatal before adulthood (Dementia Support Australia 2021).

There are limited data available on childhood dementia both within Australia and
internationally. Increased awareness and research of childhood dementia is needed to
improve the quality of life for children with dementia.

Impact on health, aged care and social systems

Dementia statistics within Australia are largely sourced from hospital, aged care and
cause of death data, likely providing a skewed view towards moderate and severe
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dementia. There are considerable gaps in primary health care data and use of services
by people with dementia living in the community. Further, there is a lack of timely data
on dementia disease expenditure. Without this information, it is difficult to determine
the demand for dementia services and plan for economic costs to health and social
systems.

Understanding patient experiences of people with dementia and their carers is
important to assess the quality of care within the health and aged care systems. There is
a lack of information on these experiences, and improvements are needed to
understand these qualitative aspects to improve quality of care and outcomes for those
living with dementia.

See Dementia data gaps and opportunities for more information.

Carers

There are considerable gaps in national data on carers of people with dementia in
Australia. The ABS SDAC 2018 provides the most up-to-date national information on
carers. However, this survey is limited to collecting self-reported information from co-
resident carers only for people with dementia and, further, likely under-identifies the
number of people with dementia (particularly people with mild dementia living in the
community). As a result, it is challenging to comprehensively understand how many
Australians provide care to people with dementia and what their unmet needs may be.

Dementia in population groups of interest

Australians living with dementia come from diverse backgrounds and have unique and
variable needs for services and support. National data on people with dementia in
specific population groups are limited and further research is needed.

Aboriginal and Torres Strait Islander people

Among Aboriginal and Torres Strait Islander people, the rate of dementia is estimated to
be 3-5 times as high as rates for Australia overall. However, improvements are needed
in the representation of Indigenous Australians in key datasets to support better
dementia prevalence estimates.

There are also limited data on Indigenous-specific health and aged care services.
Improving data in these areas will help to identify how dementia is understood and
managed by Indigenous Australians and improve the development of culturally
appropriate and effective policies and services.

Due to sampling issues, data on Indigenous carers of people with dementia and/or
carers of Indigenous Australians with dementia are not available as part of the ABS
SDAC.

People from culturally and linguistically diverse backgrounds

For people from culturally and linguistically diverse (CALD) backgrounds, attitudes
towards, as well as access to, aged care and support services need to be considered.


https://www.aihw.gov.au/reports/dementia/dementia-data-gaps-and-opportunities/contents/summary

Based on the ABS SDAC 2018, 1 in 2 people with dementia who were born in non-
English-speaking countries and were living in the community relied upon informal
assistance only (compared to 1 in 3 people who were born in English speaking
countries). This may reflect a preference for informal care or may be due to challenges
in accessing suitable services. Gaps in data limit the understanding of how individual
CALD communities may differ in their experiences of disease, attitudes surrounding
dementia and carers, and access to and utilisation of services.

As part of the Dementia in Australia report, Dementia in vulnerable groups focuses on
numerous population groups of interest that may benefit from a more specific focus
within dementia care.

Where do | go for more information?

For more information on dementia, see:

e Dementia in Australia

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

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

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

The main types of diabetes are:

e type 1 diabetes - a lifelong autoimmune disease that can be diagnosed at any age.
The exact cause is unknown, but it is believed to be the result of an interaction of
genetic and environmental factors.

e type 2 diabetes - a condition in which the body becomes resistant to the normal
effects of insulin and gradually loses the capacity to produce enough insulin in the
pancreas. The condition has strong genetic and family-related (non-modifiable) risk
factors and is also often associated with modifiable risk factors. It is the most
common form of diabetes.

e gestational diabetes - when higher than optimal blood glucose is present during
pregnancy.

e other diabetes - a name for less common forms of diabetes resulting from a range
of different health conditions or circumstances. This includes conditions affecting
the pancreas and endocrine system, viral infections, genetic syndromes and in some
cases, diabetes triggered from medications needed to manage or treat another
health condition. Other diabetes may now also refer to new onset diabetes
associated with COVID-19 infection and treatment for the virus (Sathish et al. 2021).

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

How common is diabetes?

In 2020, an estimated 1 in 20 (almost 1.3 million) Australians were living with diabetes
(prevalence) and were registered with the National Diabetes Services Scheme (NDSS)
and Australasian Paediatric Endocrine Group (APEG) state-based registers. This includes
people with type 1 diabetes, type 2 diabetes and other diabetes, but excludes
gestational diabetes.



https://www.aihw.gov.au/reports/australias-health/diabetes
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In 2020, the prevalence of people with diabetes on the linked NDSS and APEG data
increased with age. Almost 1 in 5 Australians aged 80-84 were living with diabetes in
2020 - this was almost 30 times as high as for those aged under 40 (0.7%). Diabetes was
more common in males (4.8%) than females (3.8%), after controlling for age.

After accounting for differences in the age structure of the population, the age-
standardised prevalence rate of diabetes on the linked NDSS and APEG data increased
from 2.4% in 2000 to 4.3% in 2020. The diabetes rate peaked in 2016 and remained
stable between 2016 and 2020 (Figure 1).

The prevalence rates presented above are likely to underestimate the true prevalence of
diabetes in the Australian population. This is because they are based on people who have
received a formal medical diagnosis of diabetes. However, Australian studies have shown
that many people are living with undiagnosed type 2 diabetes. For example, in the 1999-
2000 AusDiab Study, half of all diabetes was undiagnosed (Dunstan et al. 2001). In the 2011-
12 Australian Bureau of Statistics (ABS) Australian Health Survey, which collected blood
glucose data, 20% of participating adults aged 18 and over had undiagnosed diabetes prior
to the survey (ABS 2013). In addition, registration with the NDSS is voluntary and people with
type 2 diabetes are more likely to register if they access diabetes consumables to monitor
their diabetes at home or require insulin. Despite these limitations, these data sources
provide the best picture into the number of people living with diabetes in Australia to
monitor changes in populations at risk and trends over time.

Further research is required to examine whether the proportion of people with undiagnosed
type 2 diabetes in Australia has changed over time and the impact of this on the prevalence
of disease in Australia.



Figure 1: Prevalence of diabetes, by sex, 2000 to 2020
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Type 1 diabetes

Around 55,400 people were newly diagnosed (incidence) with type 1 diabetes between
2000 and 2020 according to the National (insulin-treated) Diabetes Register (NDR).

In 2020, there were 3,100 people newly diagnosed with type 1 diabetes in Australia,
equating to 12 diagnoses per 100,000 population.

The incidence of type 1 diabetes remained relatively stable across the last 2 decades,
fluctuating between 11 and 13 new cases per 100,000 population.

Type 2 diabetes

Around 1.3 million people were newly diagnosed with type 2 diabetes between 2000 and
2020, according to linked NDSS and APEG data. This was around 60,000 people each
year - an average of 166 new diagnoses a day.


https://www.aihw.gov.au/about-our-data/our-data-collections/national-insulin-treated-diabetes-register

There were 48,300 people newly diagnosed with type 2 diabetes registered on the linked
NDSS and APEG data in Australia in 2020, equating to 188 diagnoses a day per 100,000
population.

According to the linked NDSS and APEG data, age-standardised incidence rates for type
2 diabetes have varied over time. Incidence rates peaked in 2008 at 336 per 100,000
population and have almost halved from 2008 to 2020 (172 per 100,000 population).

Gestational diabetes

In 2019-20, around 1 in every 7 (48,800) females aged 15-49 who gave birth in hospital
were diagnosed with gestational diabetes, according to the National Hospital Morbidity
Database.

Between 2000-01 and 2019-20, the age-standardised incidence of gestational diabetes
in Australia more than tripled from 5.2% to 16.7% (Figure 2). However, caution should be
taken when comparing rates over time. Several factors, including new diagnostic
guidelines introduced across all states and territories between 2011 and 2013, are likely
to have had an impact on the number of females diagnosed with gestational diabetes in
recent years. Refer to Incidence of gestational diabetes in Australia—Changing trends
for further information.



https://www.aihw.gov.au/reports/diabetes/incidence-of-gestational-diabetes-in-australia/contents/changing-trends

Figure 2: Incidence of gestational diabetes, 2000-01 to 2019-20
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Impact of diabetes

Burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury and is measured using disability-adjusted life years (DALY). One
DALY is equivalent to one year of healthy life lost.

In 2018, type 2 diabetes was responsible for 112,500 DALY in Australia - equating to 4.5
per 1,000 population. Type 2 diabetes was the 12th leading contributor to total burden.
After accounting for differences in the age structure of a population, the overall burden
from type 2 diabetes decreased slightly from 3.9 per 1,000 population in 2003 to 3.8 per
1,000 population in 2018. Type 1 diabetes was responsible for 17,000 DALY, equating to



0.3 per 1,000 population - this was similar to the contribution in 2003 (0.4 per 1,000
population) (AIHW 2021a).

In 2018, 4.3% of the total burden of disease could have been prevented by reducing
exposure to the modifiable risk factor ‘high blood plasma glucose levels’ (including
diabetes) (AIHW 2021b).

See Burden of disease.

Expenditure

In 2018-19, an estimated $3.0 billion of expenditure in the Australian health system was
attributed to diabetes, representing 2.3% of total disease expenditure. Of the $3.0 billion
in expenditure:

e type 2 diabetes represented 61%
e type 1 diabetes 11%

e gestational diabetes 2.0%

e other diabetes 26% (AIHW 2021¢).

See Health expenditure.

Adverse effects in pregnancy

Based on data from the National Hospital Morbidity Database for 2019-20, mothers
with pre-existing diabetes (and to a lesser extent, gestational diabetes) had higher rates
of caesarean section, induced labour, pre-existing and gestational hypertension, and
pre-eclampsia compared with mothers with no diabetes in pregnancy.

Babies of mothers living with diabetes in pregnancy are also at an increased risk of
childhood metabolic syndrome, obesity, impaired glucose tolerance, and type 2 diabetes
in later life (Clausen et al. 2007; Kim et al. 2012; Zhao et al. 2016).

See Health of mothers and babies.

Deaths

According to the AIHW National Mortality Database, in 2020, diabetes was the
underlying cause of around 5,100 deaths. However, it contributed to around 17,500
deaths (10.8% of all deaths) when associated causes are included (AIHW 2021f).

See Causes of death.



https://www.aihw.gov.au/reports/australias-health/burden-of-disease
https://www.aihw.gov.au/reports/australias-health/health-expenditure
https://www.aihw.gov.au/reports/mothers-babies/health-of-mothers-and-babies
https://www.aihw.gov.au/about-our-data/our-data-collections/national-mortality-database
https://www.aihw.gov.au/reports/australias-health/causes-of-death

Treatment and management of diabetes

What is HbA1c?

Glycated haemoglobin, haemoglobin A1c or HbA1c, is the main biomarker used to assess
long-term glucose control in people living with diabetes. Haemoglobin is a protein in red
blood cells which can bind with sugar to form HbA1c. It is directly related to blood glucose
levels and strongly related with the development of long-term diabetes complications.
Because red blood cells can live for up to 120 days, HbA1c gives an indication of blood
glucose over a few months.

HbA1c was endorsed for the diagnosis of diabetes in 2010 by the Australian Medical
Association. Diagnosis is confirmed using HbA1c levels >48 mmol/L or >6.5%. HbA1c targets
for people living with diabetes depend on the type of diabetes, life expectancy, risk of
hypoglycaemia and other comorbidities.

HbA1c testing

According to the National Prescribing Service (NPS) Medicinelnsight general practice
insights report (NPS MedicineWise 2021), in 2019-20, 67% of general practice patients
with a diagnosis of diabetes (20 years and older) had at least one test result for HbA1c
levels. Amongst Medicinelnsight patients without a diagnosis of diabetes, only 11% had
received at least one test for HbA1c levels.

According to the Australian National Diabetes Audit—Australian Quality Clinical Audit
(ANDA-AQCA) 2021, amongst all adult patients with recorded diabetes (n=4,262), the
median HbA1c level was 63.0 mmol/mol. Median HbA1c was slightly higher among
patients with type 1 diabetes (66.0 mmol/mol) and slightly lower in patients with type 2
diabetes (62.0 mmol/mol). Patients with gestational diabetes had significantly lower
median HbA1c levels (34.0 mmol/mol) (ANDA, 2021).

See Biomedical risk factors.

Medicines

In 2020-21, there were over 16.5 million prescriptions dispensed for diabetes medicines
through Section 85 of the Pharmaceutical Benefits Scheme and Repatriation
Pharmaceutical Benefits Scheme, representing 5.3% of total prescriptions. Metformin, a
glucose-lowering medication for patients with type 2 diabetes, was the seventh most
dispensed medicine in 2020-21 (Department of Health 2021b).

According to the NDR, 30,800 people began using insulin to treat their diabetes in 2020.
Of the people with diabetes who began using insulin, 52% had type 2 diabetes, 35% had
gestational diabetes, 10% were newly diagnosed with type 1 diabetes and 2% had other
forms of diabetes (AIHW 2022b).

See also Medicines in the health system.
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Hospitalisations and procedures

Almost 1.2 million hospitalisations were associated with diabetes in 2019-20, with 5%
recording diabetes as the principal diagnosis and 95% recording diabetes as an
additional diagnosis, according to the AIHW National Hospital Morbidity Database. This
represents 11% of all hospitalisations in Australia (AIHW 2021d).

Of the almost 1.2 million hospitalisations, just over 1 million recorded type 2 diabetes as
the principal and/or additional diagnosis and 62,600 hospitalisations recorded type 1
diabetes as the principal and/or additional diagnosis.

People with diabetes may require procedures to manage their diabetes or treat the
complications of diabetes. According to the National Hospital Morbidity Database, there
were 3,500 weight loss procedures and 5,200 lower limb amputations undertaken for
people with type 2 diabetes in 2019-20 (14 and 20 per 100,000 population, respectively).

See Hospitals.

Variation between population groups

The impact of diabetes varies between population groups. To account for differences in
the age structures of these groups, the data presented below is based on age-
standardised rates.

In recent years, the impact of diabetes has been higher among Aboriginal and Torres
Strait Islander people, those living in lower socioeconomic areas and in remote areas
(Figure 3). The diabetes prevalence rate was 2.9 times as high among Indigenous
Australians as non-Indigenous Australians based on age-standardised self-reported
data from the 2018-19 National Aboriginal and Torres Strait Islander Health Survey (ABS
2019b).

Generally, the impact of diabetes increases with increasing remoteness and
socioeconomic disadvantage. Deaths related to diabetes were 1.9 times as high in
Remote and very remote areas compared with Major cities, and 2.4 times as high in the
lowest compared with the highest socioeconomic areas (Figure 3).


https://www.aihw.gov.au/about-our-data/our-data-collections/national-hospitals
https://www.aihw.gov.au/reports/australias-health/hospital-care

Figure 3: Impact of diabetes—Variation between selected population groups
Hover on the numbers for maore information on the impact of diabetes in 2ach population group.

Remote and very  Lowest /highest

Comparing rates for: Indigenous

) remote / Major socioeconomic
/non-Indigenous e

cities area
Having diabetes 2.9x 1.3x 1.9x%
Hospitalised for diabetes 4 3x 2.7x 17x
Dying from diabetes 4.9x 19x 2.4y
Burden of disease 4. 1x 1.8x 2.2x%

Mote: This figure uses age-standardised rates to remove the impact of differences in age structures between these groups.
Sources: ABS 2019a,2019b; AIHW 20213, 20214, 2021e, 2022a.

Impact of COVID-19

The onset of the COVID-19 pandemic has significantly impacted the Australian health
system, including mortality, hospitalisations, health services, disease management and
surveillance. Diabetes is one of many conditions correlated with greater health
consequences throughout the COVID-19 pandemic including increased risk of
complication and mortality (Peric and Stulnig 2020).

Diabetes incidence

Some studies have proposed a link between COVID-19, hyperglycaemia and new onset
diabetes (Sathish et al. 2021). In the 12 months between March 2020-2021 and March
2021-2022, the NDSS had 118,800 and over 119,000 new registrants, respectively. Both
periods were higher than any previous 12 months recorded (Diabetes Australia 2022).



However, these new registrations may be due, at least in part, to people who were
previously diagnosed with diabetes only registering with the NDSS during the pandemic.
The increase in registrations may also be influenced by changes to the NDSS to simplify
the usual processes to register (Andrikopoulos and Johnson 2020). Further monitoring is
required to assess the influence on diabetes diagnoses during the COVID-19 pandemic.

Mortality

According to ABS COVID-19 Mortality data from January 2020 to March 2022, pre-
existing chronic conditions such as diabetes were reported on death certificates for
3,600 (73%) of the 4,900 deaths due to COVID-19 (ABS 2022). Diabetes was a pre-existing
condition in 20% of the 3,600 deaths.

COVID-19 hospitalisations

In 2020-21, there were over 4,700 hospitalisations in Australia that involved a COVID-19
diagnosis. Around 42% of hospitalisations with a diagnosis of COVID-19 had one or more
diagnosed comorbid conditions, such as type 2 diabetes or cardiovascular disease, an
increase from 25% in 2019-20. Of the 4,700 hospitalisations involving a COVID-19
diagnosis, the most common comorbid conditions associated with COVID-19
hospitalisations over this period were type 2 diabetes (20%) and cardiovascular disease
(which includes coronary heart disease and a range of other heart, stroke and vascular
diseases) (20%) (AIHW 2022c¢).

Of those with a recorded comorbid diagnosis of type 2 diabetes:

e 12% of hospitalisations involved time spent in an intensive care unit, compared with
7.0% of all COVID-19 hospitalisations.

e 7.1% involved continuous ventilatory support, compared with 3.8% of all COVID-19
hospitalisations.

e 19% had a separation mode indicating the patient died in hospital, compared with
10.3% of all COVID-19 hospitalisations.

Monitoring

According to NPS MedicineWise analysis of Medicinelnsight, the rate of HbA1c testing
over the 6-months from 1 March 2020 to 31 August 2020 fell significantly among
regularly attending patients with a record of type 2 diabetes compared to all regularly
attending patients. The rate of type 2 diabetes encounters remained similar in both time
periods. In the pre-COVID period, the average monthly rate of HbA1c testing among
patients with a record of type 2 diabetes was 126.1 per 1000 clinical encounters, which
fell to 109.0 tests per 1,000 clinical encounters in the COVID period (NPS MedicineWise
2020).

In April 2020, there was a significant decline in the rate of HbA1c tests performed. The
rate of testing for patients with a record of type 2 diabetes fell from 120 tests per 1,000
clinical encounters in April 2019 to 77 tests per 1,000 clinical encounters in April 2020
(NPS MedicineWise 2020).



With the COVID-19 pandemic continuing, it is still too early to predict the long-term
impacts on diabetes and other chronic conditions.

See 'Chapter 2 Changes in the health of Australians during the COVID-19 period'
in Australia’s health 2022: data insights.

Where do | go for more information?

For more information on diabetes, see:

e Diabetes

e Incidence of insulin-treated diabetes in Australia

e Indicators for the Australian National Diabetes Strategy 2016-2020: data update

e Incidence of gestational diabetes in Australia

Visit Diabetes for more on this topic.
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Health of people experiencing
homelessness

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

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

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

Profile of people experiencing homelessness

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

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

Of those who had experienced homelessness in the previous 10 years:


https://www.aihw.gov.au/reports/australias-health/health-of-people-experiencing-homelessness
https://www.aihw.gov.au/reports/australias-health/health-of-people-experiencing-homelessness

e 1in7(14% or an estimated 198,000 people) reported the tight housing
market/rental market as the reason for their most recent experience of
homelessness

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

Information is also available from government-funded specialist homelessness services
(SHS) across Australia that provide services supporting people who are experiencing
homelessness or who are at imminent risk of homelessness. In 2020-21, around
278,300 clients received assistance from SHS, with around 111,100 clients homeless
when they first began support (AIHW 2021).

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

Health impact of homelessness

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

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

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

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

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

Self-assessed health

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

In general, a higher proportion of people who reported at least 1 experience of
homelessness had a health condition or disability compared with those who had never
had an experience of homelessness (Figure 1). People who had experienced
homelessness were more likely to report having a mental health condition or a long-
term health condition, with depression, back pain or back problems, anxiety and asthma
the most commonly reported long-term conditions.



Figure 1: Self-assessed health status, by experience of homelessness, 2014
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Source: AIHW analysis of ABS General Social Survey, June 2014, TableBuilder.

Specialist Homelessness Services clients - health services

In 2020-21, almost one-third (32% or 34,300) of SHS clients who were homeless when
they first presented to a SHS agency for assistance identified health-related reasons for
seeking support. Around 1 in 10 (11%) clients presenting as homeless identified medical
issues as a reason for seeking assistance. Some people had more than 1 health-related
reason for seeking support (Figure 2):

26,300 clients identified mental health issues

12,300 clients identified medical issues

10,700 clients identified problematic drug or substance use
4,700 clients identified problematic alcohol use.



Figure 2: Number of SHS clients who were homeless at first presentation, by sex and health-related
reasons for seeking assistance, 2020-21
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SHS agencies provide various services to clients, from accommodation to more
specialised services such as health or medical services. When an SHS agency is unable to
provide specialised services, clients can be referred to another agency, with health-
related services among the most commonly referred service types.

In 2020-21, SHS clients who were homeless at first presentation needed a range of
health-related services—around 14,300 clients needed health/medical services and over
5,800 needed drug/alcohol counselling (Table 1). Note that individual clients may have
more than 1 need and SHS data does not cover whether referred clients eventually
received the health care needed.



Table 1: Number of clients who were homeless at first presentation, by
health-related service need, 2020-21

Number of Provided as Referred only Not provided

clients percentage of as percentage or referred as

need identified of need percentage of

identified need

identified®

Health/medical 14,320 56.2 22.2 21.6
services

Mental health 14,285 43.8 21.7 34.5
services

Drug/alcohol 5,812 39.8 22.1 38.2
counselling

(a) Includes clients who refuse a service.

Source: Specialist Homelessness Services Collection 2020-21, unpublished.

Barriers to health care

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

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

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

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



Where do | go for more information?

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

e Specialist homelessness services annual report

e Housing data dashboard

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

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

See Homelessness services for more on this topic.
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Infectious and communicable
diseases

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

Infectious diseases are caused by infectious agents (bacteria, viruses, parasites and
fungi and their toxic products). Many infectious diseases are also communicable
diseases, meaning they can be passed from one person or animal to another.
Transmission can occur directly (through contact with blood and bodily fluids) or
indirectly (through contaminated food, water or surfaces) or by means of vectors (such
as mosquitoes). Examples of these communicable diseases include measles (direct or
indirect transmission), malaria (transmitted by mosquitoes), and chlamydia (direct
transmission through sexual contact).

Throughout the 1900s, improved sanitation and new prevention and treatment options
drastically reduced the burden of infectious diseases. Immunisation and vaccination is a
key preventive measure against infectious and communicable diseases and has been
highly successful at reducing infections from significant diseases. Australia’s high
vaccination coverage, along with well-developed disease surveillance and response
systems, led to Australia being declared polio-free in 2000, and achieving measles
elimination in 2014.

Although the burden of infectious diseases in Australia is relatively small (1.7% of total
burden in 2018) (AIHW 2021), most people will experience an infectious disease during
their lifetime - for example, a common cold or a stomach bug. Many infectious diseases
have the potential to cause significant illness and outbreaks, as well as deaths. Some
have developed resistance to antimicrobial agents, increasing the risk of more lengthy
and complex treatment and poor outcomes (ACSQHC 2017).

COVID-19 pandemic (novel coronavirus - SARS-CoV-2)

SARS-CoV-2 is a coronavirus which was first observed in late 2019 and causes the disease
known as COVID-19. The World Health Organization (WHO) declared COVID-19 a pandemic
(that is, the worldwide spread of a new infectious disease) on 11 March 2020. By 1 May 2022,
there had been over 511 million confirmed cases worldwide and more than 6.2 million
confirmed deaths (WHO 2022b), although the true numbers are likely to be considerably
higher due to under-detection and gaps in vital registration coverage (Phipps et al. 2020;
WHO 2022a).

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

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

'Chapter 1 The impact of a new disease: COVID-19 from 2020, 2021 and into 2022’, 'Chapter
2 Changes in the health of Australians during the COVID-19 period’ and 'Chapter 3 Changes
in Aboriginal and Torres Strait Islander people's use of health services in the early part of the
COVID-19 pandemic’ in Australia’s health 2022: data insights look at how the pandemic has
affected the health and health-related behaviour of Australians in general and Aboriginal
and Torres Strait Islander people in particular.

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

Notifiable diseases

Notifiable diseases are a subset of infectious diseases. Legislation requires that each
detected case is reported to state and territory health departments. Notifiable diseases
include bloodborne diseases, gastrointestinal diseases, sexually transmissible infections,
vaccine-preventable diseases, vector borne diseases, zoonoses, listed human diseases
(including COVID-19), and other bacterial diseases (see National notifiable disease list).

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

How common are infectious diseases?

Notifiable diseases

Almost 702,000 cases of notifiable diseases were reported to the NNDSS in 2021. Four
diseases accounted for 89% of notifications to Australian health authorities in 2021:

e COVID-19 - almost 471,000 notifications
e chlamydia (a sexually transmissible infection) - almost 86,000 notifications
e campylobacter (a gastrointestinal infection) - more than 37,000 notifications


https://www.health.gov.au/news/health-alerts/novel-coronavirus-2019-ncov-health-alert/coronavirus-covid-19-current-situation-and-case-numbers
https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights
https://www1.health.gov.au/internet/main/publishing.nsf/content/cda-surveil-nndss-nndssintro.htm
https://www1.health.gov.au/internet/main/publishing.nsf/content/cda-surveil-nndss-nndssintro.htm
https://www.legislation.gov.au/Details/F2021C00733

e varicella zoster (which causes chickenpox and shingles) - more than 33,000
notifications combined (Figure 1).

Figure 1: Cases of notifiable infectious diseases, Australia, 2009-2021

Select a disease category: Select a disease/s:
Eloodborne diseases All
12,0004
10,0004
8,000
i
=]
2
i}
= 6,000+
Q
=
4,000
2,000+
— -
Y : ] x - =_—---= = == - — - NN
2005 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
Disease
. Hepatitis B (newly acquired)
Hepatitis B (unspecified)
. Hepatitis C (newly acquired)
Hepatitis C (unspecified)
. Hepatitis D

Source: NNDSS data extracted 17 March 2022.

The impact of the pandemic on other infectious diseases

During the COVID-19 pandemic in 2020 and 2021, notifications of several other diseases
were reduced (Bright et al. 2020).

e Notifications of diseases usually acquired overseas or offshore, such as dengue,
Chikungunya virus and malaria, fell considerably.

e The number of cases of measles dropped from an average of around 155 cases per year
between 2009 and 2019 to 25 in 2020 and 0 in 2021. Measles is highly infectious but is
considered eliminated in Australia, meaning that local outbreaks can generally be linked
to a case brought in from overseas.



e Influenza, usually responsible for the most notifications in Australia each year, fell from a
5-year average of 163,000 notifications per year over 2015-2019 to 21,363 in 2020 and
731 in 2021. The majority of influenza notifications in 2020 occurred in the first 3 months
of the year, before the first lockdowns began.

¢ Notifications of chlamydia and gonorrhoea, which had been steadily increasing, were
16% and 22% lower, respectively, in 2021 compared with 2019.

e Notifications of shigellosis (a bacterial gastrointestinal infection) were 85% lower in 2021
compared with 2019.

Public health measures put in place to control the pandemic, such as physical distancing,
international and local travel restrictions, lockdowns, mask-wearing and handwashing,
would have also affected the spread of other infectious diseases, particularly respiratory
viruses (Sullivan et al. 2020). In addition, people may have been less likely than usual to seek
medical care for relatively minor illnesses, leading to under-diagnosis and under-reporting
for some diseases. It is difficult to determine the relative contribution of these various
factors to the declines.

Vaccine-preventable diseases

One key group among notifiable diseases is vaccine-preventable diseases. Many of
these, including rubella (3 notifications in 2021), diphtheria (6 notifications in 2021) and
tetanus (3 notifications in 2021) are rare in Australia, because of Australia’s high
immunisation rates (see Immunisation and vaccination). For some diseases, such as
pertussis (whooping cough) and measles, the number of notifications can increase
during outbreak periods because people with low or no immunity can be infected.

Up until 2019, influenza, usually preventable by vaccination, accounted for the most
notifications in Australia each year. Notifications had generally increased over time but
annual totals fluctuated from year to year depending on the particular type of influenza
circulating in the population, and on factors such as the amount of laboratory testing of
unwell people, or the types of tests used. As noted above, however, the number of
influenza notifications decreased substantially during the COVID-19 pandemic.

Sexually transmissible infections

The number of notified sexually transmissible infections (STI) has generally increased
over the last decade, though dropping during the COVID-19 pandemic, with chlamydia
being the most commonly notified STI (almost 86,000 notifications in 2021). Varying
prevention and control measures are used by public health authorities depending on
the type of infection. Monitoring of the priority populations most commonly affected by
STl allows targeted prevention programs to be designed.

An ongoing outbreak of infectious syphilis among young Indigenous Australian adults in
Queensland, the Northern Territory, Western Australia and South Australia has
contributed to increasing numbers of notifications over the last decade. Since January
2011 the outbreak has resulted in almost 4,500 notifications in these jurisdictions
(Department of Health 2022). In general, new syphilis cases in Australia are diagnosed
mainly in men who have sex with men in urban areas, or young Indigenous Australians
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in Remote or Very remote regions, although more recently increased numbers of cases
have occurred among non-Indigenous women of reproductive age (15-44 years) in
urban areas (Department of Health 2022).

STl notifications among Indigenous Australians are disproprotionately higher than in
non-Indigenous Australians. Lack of access to culturally appropriate health services for
testing and treatment, combined with the effect of social determinants, increase the risk
of STl for Indigenous Australians (Kirby Institute 2018; Wand et al. 2016; Ward et al.
2020). Collection of information about testing for ST among Indigenous Australians
aged 15-34 is being piloted in 2022 as part of the national Key Performance Indicators
(nKPIs) for Indigenous-specific primary health care organisations (see AIHW 2022 for
more information about the nKPI collection).

The ongoing response to the rise in STl in Australia is being coordinated by the
Department of Health through the National Blood Borne Viruses and Sexually
Transmissible Infections Strategies. The next iteration of the Strategies for 2023-2030 is
in development, with the overarching goal of eliminating blood borne viruses and STl as
public health threats by 2030.

Non-notifiable diseases

Non-notifiable infectious diseases are not routinely monitored, though their impact can
be tracked through assessing presentations to hospital, or through mortality data. These
data sources capture the small proportion of people who have severe illness, causing
hospitalisation or resulting in death. Information on hospitalisations and deaths from
non-notifiable infectious diseases is presented in the following sections.

Classifying non-notifiable infectious diseases

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

* not listed as a separate category in mortality coding

The impact of infectious diseases

Hospitalisations

In 2020-21, there were more than 324,000 hospitalisations for infectious diseases, of
which 94% were for non-notifiable diseases. The hospitalisation rate for non-notifiable
infectious diseases generally increased between 2006-07 and 2016-17, before



stabilising at around 16 per 1,000 people (Figure 2). The rate dropped considerably
during the following 2 years, falling to 14.2 per 1,000 in 2019-20 and 11.9 per 1,000 in
2020-21.

Figure 2: Deaths and hospitalisations from notifiable and non-notifiable infectious
diseases, numbers and rates, Australia, 2000-01 to 2020-21
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The most common causes of infectious disease hospitalisation across all years were
lower respiratory tract infections (including pneumonia and bronchitis, but excluding
laboratory-diagnosed influenza, which is notifiable). Lower respiratory infections had
been generally increasing between 2000-01 (464 hospitalisations per 1,000 people) and
2018-19 (588 per 1,000), but this fell to 515 per 1,000 in 2019-20 and then to 390 per
1,000 in 2020-21 (Figure 3). If the trend observed between 2000-01 and 2018-19 had
continued, rates of around 600 per 1,000 would have been expected in the following 2
years.



Figure 3: Deaths and hospitalisations from non-notifiable infectious diseases, by
disease type, numbers and rates, Australia, 2000-01 to 2020-2021
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The hospitalisation rate for notifiable infectious diseases ranged between 0.9 and 2.1
per 1,000 people over the period 2000-01 to 2019-20 but dropped to 0.7 per 1,000 in
2020-21 (Figure 2). Influenza was the most common cause of notifiable disease
hospitalisations in most years over the past decade, though highly variable from year to
year, ranging from 2,185 to 30,808 hospitalisations (from 10 to 125 to hospitalisations
per 1,000 people). In 2020-21, however, there were only 368 hospitalisations for
influenza, a rate of 1.4 per 100,000 people. This is consistent with the fall in the number
of notified cases described above.

In 2020-21 there were more than 4,700 hospitalisations where COVID-19 infection was
recorded. As per Australian coding rules (IHPA 2021), in almost all cases COVID-19 was
not specified as the principal diagnosis. Instead, the most common principal diagnoses
recorded along with COVID-19 were viral pneumonia (24% of cases), ‘coronavirus
infection’ (19%), and symptoms such as cough (9.9%), fever (6.6%) and breathing
abnormalities (4.8%).



See Hospitals for more information on hospitalisation in Australia.

Deaths

In 2020, more than 5,800 deaths in Australia were attributed to infectious diseases, a
rate of 23 per 100,000 people. Just over three-quarters (78%) of these deaths were
attributed to non-notifiable diseases, the most common of which were lower respiratory
infections (almost 2,500 deaths, 9.6 per 100,000) (Figure 2, Figure 3).

In 2020, there were 905 deaths with COVID-19 as the underlying cause (3.5 per 100,000
people). COVID-19 was the most common notifiable disease causing deaths in 2020.
Influenza, which was the most common cause of notifiable disease deaths between
2014 and 2019, was recorded as the underlying cause of 54 deaths in 2020. A further
1,306 deaths with COVID-19 as the underlying cause were registered in 2021 (ABS 2022).
More information on deaths from COVID-19 is provided in 'Chapter 1 The impact of a
new disease: COVID-19 from 2020, 2021 and into 2022" in Australia’s health 2022: data
insights. See Causes of death for more information on deaths in Australia.

Where do | go for more information?

For more information on infectious diseases, see:

e Vaccine-preventable diseases

e The burden of vaccine preventable diseases in Australia

e The burden of vaccine preventable diseases in Australia—summary
e Department of Health COVID-19 pandemic

e Department of Health Communicable diseases

e Department of Health Syphilis and Infectious syphilis outbreak

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

This topic summary is part of the Injury in Australia report.

Injuries are a major health care issue in Australia. In the latest years for which data was
available, injuries accounted for:

e over 527,000 hospitalisations
e over 13,400 deaths - injury is the leading cause of death for people aged 1-44

e 8.4% of the burden of disease in Australia
e 7.6% ($8.9 billion) of health expenditure in Australia.

In 2019-20, there were around:

527,000 injury hospitalisations 13,400 injury deaths
2,100 per 100,000 population 53 per 100,000 population

Defining injury hospitalisations and deaths

This report aims to count and describe injury incidents that result in hospital
admission/s and/or death.

Our counting method is different to some other AIHW reporting, where each use of a
service may be counted (e.g. MyHospitals), rather than each causal incident. A single
incident can lead to more than one use of a service. Our exclusion method minimises
double-counting where possible.

If a person dies from an injury after being admitted to hospital, both the hospitalisation
and the death were counted for this report.

Injury hospitalisations

The terms ‘injury hospitalisation’, ‘hospitalised injury’ and ‘hospitalised case’ in this
report refer to incidents where a person was admitted to hospital with injury as the
main reason. If a single incident led to an admission in more than one hospital, the
incident has only been counted once. Details are in the Technical notes.
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Hospitalisation exclusions

To avoid double-counting hospitalised injuries, we have excluded admissions that are
transfers from another hospital and admissions with rehabilitation procedures (except
for acute hospital admissions).

Emergency department (ED) care is a form of non-admitted hospital care and not
counted here. See the AIHW MyHospitals topic for information on ED presentations due
to injury.

Injuries caused by complications of surgery or other medical care, or injuries that are a
subsequent condition caused by a previous injury, are not included in this report.

Month of admission analysis

Month of admission data was produced to illustrate seasonal trends and the impact of
COVID-19 restrictions after March of 2020. The sum of the monthly counts are slightly
different than the annual totals used everywhere else for two reasons. Firstly, the
monthly totals were adjusted to suit comparison between months of different length.
Secondly, the annual totals used everywhere else are based on separations rather than
admissions.

Injury deaths

While death records have many of the same fields as hospital records, there are subtle
differences in the way they are structured.

It's not always possible to determine the main cause of death when multiple causes are
involved. For this reason, a different selection criteria must be applied to reasonably
identify where injuries played a role. As a result, each death where injury played a role
has been counted once in the total for this report, but in some cases counted in more
than one external cause category.

For details about methodology, see the Technical notes.
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International health data
comparisons

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

comparisons

Comparing health data between countries supports policy planning and decision-
making and enables international health-related research and analysis.

The interactive visualisation on this page allows you to compare data from 38
Organisation for Economic Co-Operation and Development (OECD) member countries
across a range of health and health care indicators, with a focus on Australia’s
international performance.

This page aims to provide a high-level comparison of international health data (see
Figure 1 below for a visual overview). For a detailed focus of health indicators at a
national level, see Australia's Health Performance Framework indicators.

All data reported on this page are derived from OECD Health Statistics 2021 unless
otherwise noted. The latest year of data available for some countries on these indicators
at the time of this report was 2020 (or latest available year). In circumstances where
none of the 38 member countries had available data for 2020, the latest reporting
period for any of the member countries was used as the reference year (for example,
2012 for cancer incidence).

Some of the data presented in this report precedes the COVID-19 pandemic. For a brief
overview of available data, please go to the Health data and COVID-19 section of this
report.

For further detail on definitions, sources, notes, indicators, and data availability, please
refer to the OECD website.

How does Australia’s health compare with other
OECD countries?

Click through the categories at the top of the visualisation to change the set of
indicators.
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Figure 1: How does Australia compare?

How does Australia compare?

Click a category below to see how Australia compares to the OECD average or other OECD countries on a particular theme.
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Life expectancy, mortality and causes of death

In 2020 (or based on the latest year of data):




Australia’s life expectancy at birth was 83.0 years - above the OECD average of 80.6
years, and the sixth highest among OECD countries. The highest life expectancy was
in Japan, where people could expect to live 84.4 years at birth.

Australia’s infant mortality rate (with no minimum threshold of gestation period or
birthweight) was 3.3 deaths per 1,000 live births - below the OECD average of 4.2
deaths per 1,000 live births. Iceland experienced the lowest rate of infant mortality
(1.1 deaths per 1,000 live births).

In 2019 (or based on the latest year of data):

The most common disease group for causes of death among Australians was
neoplasms, with malignant neoplasms (cancer) at 180.2 deaths per 100,000
population (age-standardised to the 2010 OECD population). This was followed by
diseases of the circulatory system at 159.4 deaths per 100,000 population (age-
standardised to the 2010 OECD population). These were also the most common
causes of death across OECD countries.

Health status and morbidity

In 2020 (or based on the latest year of data):

Among those aged 15 and over, Canadians were most likely to perceive their health
as ‘good/very good’ (89%), followed by those living in the United States (88%), New
Zealand (87%) and Australia (85%). Those living in Korea (34%) and Japan (37%) were
least likely to rate their health as ‘good/very good'.

Among OECD countries, Colombia, Greece, and Japan had the highest proportion of
low birthweight babies, at 9.4% of total live births. The proportion of low birthweight
babies in Australia was 6.7%, slightly higher than the OECD average, 6.5% of total
live births.

In 2012 (or based on the latest year of data):

Australia had the second highest rate of cancer (all malignant neoplasms (C00-C97))
among OECD countries (323 cases per 100,000 population), while Denmark had the
highest rate (338 per 100,000 population).

Relatively high cancer incidence rates for Australia may be due in part to Australia’s
high-quality and virtually complete cancer incidence data. Across OECD countries,
the quality and completeness of cancer registry data may vary, in turn affecting the
cancer incidence rates provided to the OECD and presented here.

Long-term care

In 2020 (or based on the latest year of data):

The number of beds in Australia’s residential long-term care facilities per 1,000
population aged 65 and over (51.9 per 1,000) ranked equal eighth highest, out of the
33 countries with available data. This was higher than the OECD average of 42.2 per
1,000.



e Australia had the fourth highest proportion (5.9%) of long-term care recipients in
institutions (other than hospitals) for the population aged 65 and over, out of the 30
countries with available data. This was higher than the OECD average of 4.0%.

e Australia had the 10th highest proportion (6.2%) of formal long-term care workers
for the population aged 65 and over, out of the 22 countries with available data. This
was higher than the OECD average of 5.8%.

It should be noted that definitions of long-term care varies between countries and this
may impact the ranking of Australia compared to other OECD countries.

Health risk factors

In 2020 (or based on the latest year of data):

e Australia had the eighth lowest proportion of daily smokers among people aged 15
and over (11.2%), with Turkey ranking highest at 28%.

e Australia was above the OECD average for litres per capita of pure alcohol
consumed by people aged 15 and over, at 9.5 litres compared with 8.7 litres per
capita. The highest amount of alcohol consumed was in Latvia (12.9 litres per
capita), while the lowest was in Turkey (1.3 litres per capita).

e Australia had the eighth highest proportion of people aged 15 and over who are
overweight and obese (65%), out of the 22 countries that reported measured height
and weight data. This was higher than the OECD average of 59%.

Pharmaceutical market

In 2020 (or based on the latest year of data):

e Total pharmaceutical sales per capita ($US purchasing power parity) were highest in
Greece, at $US1,084. Australia’s pharmaceutical sales were equivalent to $US416 per
capita, lower than the OECD average ($US561 per capita).

Remuneration of health professionals

In 2020 (or based on the latest year of data):

e Self-employed general practitioners in Australia had the fourth lowest annual
income among 15 OECD countries, at around $US94,511 (adjusted for purchasing
power parity).

e For self-employed specialists, the annual income in Australia was fifth lowest among
12 OECD countries, at around $US197,505 per year (adjusted for purchasing power
parity).

e Salaried hospital nurses in Australia earned the sixth highest annual income among
35 OECD countries, at around $US67,949 (adjusted for purchasing power parity).

It should be noted that average salaries for healthcare professionals are converted to
USD Purchasing Power Parities (PPPs) for private consumption to bring them in line with



average earnings calculations across the OECD. Average salaries derived from the OECD
Health Statistics 2021 (as is presented above) cannot be compared with data from
previous versions.

Health insurance

In 2020 (or based on the latest year of data):

e Australia was among 23 OECD countries in which 100% of the population were
covered by public or primary private health insurance. Mexico ranked lowest for this
indicator, with 72% of its population covered by public or private health insurance.

e The proportion of the total population covered by government or social health
insurance for health care across countries ranged from 100% (in Australia and
others) to 37% in the United States - well below the OECD average of 96%.

e Across 30 OECD countries with available data, the proportion of the total population
covered by private health insurance (all types) was highest in Belgium, at 98%. The
proportion of the population covered by private health insurance (all types) in
Australia was above the OECD average, at 53% (OECD average 35%).

Waiting times for elective surgery

In 2020 (or based on the latest year of data), there were procedures where the median
waiting time in Australia from specialist assessment to treatment was different than the
OECD average. These included:

e coronary bypass (18 days), below the OECD average of 26 days
e hysterectomy (63 days), above the OECD average of 58 days.

The median waiting time in Australia from specialist assessment to treatment for hip
replacement was similar to the OECD average (120 and 119 days, respectively).

Health data and COVID-19

The COVID-19 pandemic has led to substantial disruption worldwide. Throughout
various stages of the virus, many countries around the world introduced restrictions
(such as travel bans and strong physical distancing policies) to contain the spread of
CovID-19.

Some of the data presented in this report precedes the COVID-19 pandemic. However,
data since the start of the pandemic suggests that Australia performed well across OECD
countries on the direct impacts of COVID-19 on health in the early stages of the
pandemic.

For example, from January 2020 to early October 2021, Australia had reported:

e the second lowest prevalence of COVID-19 infections per 100,000 population

e the third lowest number of confirmed or suspected COVID-19 deaths per million
population, among OECD member countries (OECD 2021).



Additionally, Australia was one of 5 OECD member countries that reported very low
excess mortality between January 2020 and June 2021 (OECD 2021).

However, the number of COVID-19 cases in Australia increased in early 2022, following
the introduction of the omicron variant in December 2021. By 30 April 2022, the
cumulative incidence of COVID-19 was 231,000 cases per million people (Ritchie et al.
2022).

It should be noted that the circumstances surrounding COVID-19 are still unfolding
internationally, and there is limited data currently available to compare how Australia
performed against other OECD countries in terms of the indirect effects of COVID-19
(such as health service performance) and the longer-term impacts on health.

For an Australian-specific overview of direct and indirect impacts of COVID-19, see,
‘Chapter 1 The impact of a new disease: COVID-19 from 2020, 2021 and into 2022’ and
‘Chapter 2 Changes in the health of Australians during the COVID-19 period’

in Australia’s health 2022: data insights.

Where do | go for more information?

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

e International comparisons of welfare data

e A working guide to international comparisons of health

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

Visit International comparisons for more on this topic.
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Mental health

This topic summary is part of the Mental health services in Australia report.

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

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

How common is mental iliness?

Measuring mental health

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

Together, these surveys provide an overview of the prevalence of mental disorders in
Australia.

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


https://auth.aihw.gov.au/reports/mental-health-services/mental-health

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

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

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

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

Over 2in 5 (43%) people with a disability status of profound or severe core-activity
limitation experienced symptoms of a mental disorder in the 12 months before the
survey, compared with 17% of people with no disability or limitations (ABS 2008).
See Health of people with disability.

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

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

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

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

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

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

The National Health Survey 2017-18 estimated that:

1in 5 (20% or 4.8 million) Australians reported that they had a mental or
behavioural condition during the collection period (July 2017 to June 2018).

Females reported a higher proportion of mental or behavioural conditions (22%)
than males (18%).
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e Overall, those aged 15-24 years had the highest proportion of mental or
behavioural conditions (26%) while those aged 0-14 years had the lowest (11%)
(Figure 1).

Why is the most recent data from 2017-18

The National Health Survey 2020-21 was collected online during the COVID-19 pandemic
and is a break in time series. Data should be used as point-in-time analysis only and can’t
be compared to previous years,

Figure 1: Proportion of Australians with current long-term mental or behavioural conditions, by age
group and sex, 2017-18
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The impact of COVID-19

The potential for COVID-19 to impact mental health and wellbeing was recognised early
in the pandemic (WHO 2020). In addition to concerns around contracting the virus itself,
some of the measures necessary to contain its spread were also likely to negatively
impact mental health (NHMC 2020). Widespread movement restrictions, social



distancing measures and physical isolation, or ‘lockdowns’ were implemented from
March 2020. The sudden loss of employment and social interaction, the added stress of
moving to remote work or schooling and impacts of sudden ‘localised’ lockdowns to
prevent further outbreaks have impacted the mental health of many Australians. Stress,
confusion and anger are commonplace as a result of the pandemic (Brooks et al. 2020)
and, while many people may not experience any long-term concerns, the pandemic has
the potential to contribute to or exacerbate long-term mental illness.

Throughout 2020 and 2021, research has gathered evidence revealing heightened
psychological distress during the pandemic (Aknin et al. 2021). There was a rise in the
use of mental health services, which continues, and an increase in psychological distress
during 2020. COVID-19 has not been associated with a rise in suspected deaths by
suicide. See COVID-19 Impact on mental health for more information.

Impact

Burden of disease

Mental illness affects not just the individual but the wider community as well. The total
burden of disease on a population is defined as the combined loss of years of healthy
life due to premature death (known as fatal burden) and living with ill health (known as
non-fatal burden).

Mental and substance use disorders contributed 13% of Australia’s total burden of
disease in 2018, making it the fourth highest disease group. Of the total burden caused
by mental and substance use disorders, 98% was due to living with the effects of these
disorders (AIHW 2019). Mental and substance use disorders were the second highest
disease group contributing to non-fatal burden (24%) after the first-ranked
musculoskeletal conditions (24%). See Burden of disease.

Aboriginal and Torres Strait Islander people

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

wellbeing.

Suicidality

For individuals who have a mental illness, suicidality - a term that encompasses suicide
plans, attempts and ideation - is more prevalent than for those who have no mental
illness. According to the 2007 National Survey of Mental Health and Wellbeing, almost 1
in 12 (8.6%) people who reported a mental illness in the preceding 12 months reported
being suicidal in this period; 0.8% of people who did not report a mental illness reported
suicidality in that same period (ABS 2008). Overall, 72% of people who exhibited
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suicidality reported a mental illness in the preceding 12 months (ABS 2008). See Suicide
and intentional self-harm.

Comorbidity

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

Treatment and management

Information on mental health treatment and management in Australia can be found in
Mental health services in Australia.

Where do | go for more information?

More information on mental health can be found at:

e Mental health services in Australia

e Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2018

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

Visit Mental health services for more information on this topic.

If you or someone you know needs help, please call:
« Lifeline1311 14
+  Suicide Call Back Service 1300 659 467

«  Kids Helpline 1800 55 1800
* MensLine Australia 1300 78 99 78

+ Beyond Blue 1300 22 4636.

Crisis support services can be reached 24 hours a day.
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Oral health and dental care

This topic summary is part of the Oral health and dental care in Australia report.

Good oral health is fundamental to overall health and wellbeing (COAG 2015). Without it,
a person'’s general quality of life and the ability to eat, speak and socialise is
compromised resulting in pain, discomfort and embarrassment.

Data on Australians’ oral health status and their use of dental services are limited as no
comprehensive national data sources are available. The most complete information
about Australians' oral health status and their use of dental services is available via
national population surveys.

Oral health status

Oral health refers to the condition of a person’s teeth and gums, as well as the health of
the muscles and bones in their mouth. Poor oral health - mainly tooth decay, gum
disease and tooth loss - affects many Australian children and adults.

A key indicator of the oral health status of a population is the dental caries experience,
that is, having a dmft (for the primary dentition) or DMFT (for the permanent dentition)
score greater than zero. The dmft or DMFT score counts the number of teeth that are
decayed, missing or filled because of caries. Refer to Key terms in Healthy teeth.

Untreated tooth decay reflects both the prevalence of dental decay in the population
and access to dental care for treatment.

Table 1: Oral health status of Australian children and adults

Average number of Proportion with
decayed, missing or untreated decay
filled teeth

Children aged 5-10 years® 1.5 27%

Children aged 6-14 years® 0.5 1%

Adults aged 15 years and 11.2 32%

over®©

(a) Data are for 2012-14 and reports caries experience in the primary dentition.
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(b) Data are for 2012-14 and reports caries experience in the permanent dentition.
(c) Data are for 2017-18 and reports caries experience in the permanent dentition.

Sources: Ha et. al. 2016; Do and Luzzi 2019.

For more information on the oral health status of Australians refer to chapters
on Healthy teeth and Healthy mouths.

Dental services

Dental professionals provide preventive, diagnostic and restorative dental services. They
can include dentists, dental prosthetists, dental hygienists, oral health therapists and
dental therapists (Dental Board of Australia 2018). All dental professionals must be
registered to practise in Australia. There were around 24,000 registered dental
practitioners in Australia in 2019.

Dental services are funded, and can be accessed, in a number of ways - privately or
through public dental clinics or the Department of Veterans Affairs (based on eligibility).
For those who purchased services privately, some may have had all or part of the costs
of the service subsidised. In 2020-21:

e 46.1 million dental services were subsidised by private health insurance providers
(APRA 2021) - for more information refer to chapter on Private health insurance.

e 5.3 million services were subsidised under the Australian Government’s Child Dental
Benefits Schedule (Services Australia 2021) which supports provision of basic dental
services to eligible children aged 2-17. For more information refer to the section
on Child Dental Benefits Schedule.

Dental visits

A dental visit can provide an opportunity for the provision of preventive dental care to
maintain existing oral health, as well as treatment services that may reverse disease or
rehabilitate the teeth and gums after damage occurs.

The National Child Oral Health Study 2012-14 (Brennan et al. 2016) found that for
children aged 5-14, it was estimated that:

Most (57%) had made their first dental visit before the age of 5.

The majority (87%) first visited a dental professional for a check-up (rather than for a
problem).

The majority (81%) had last visited a dental professional in the 12 months prior to the
survey and most (57%) had last visited a private dental service.

1in 9 (11%) had never visited a dental provider.

The proportion of children who last visited a dental professional for a check-up (which
reflects a favourable visiting pattern) varied by household income. Nearly 9in 10
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children (88%) living in households with high income last visited the dentist for a check-
up, compared with 7 in 10 children (71%) from households with low income.

The Patient Experience Survey 2020-21 (ABS 2021) found that for people aged 15 and
over, it is estimated that:

e Nearly half (48%) visited a dental professional in the last 12 months.

e Of those who needed to and saw a dental professional, the majority (54%) visited
more than once in the last 12 months.

e Around 1in9 (11%) people who saw a dental professional received public dental
care.

e Around 3in 10 (32%) who needed to see a dental professional delayed seeing or did
not see one at least once in the previous 12 months—and around 1 in 7 (15%)
reported that cost was a reason for delaying or not seeing a dental professional.

For more information about dental visits refer to chapter on Dental care.

As well as visits to dental professionals, there were close to 67,000 hospitalisations for
dental conditions that could have been prevented with earlier treatment in 2019-20. The
rate of potentially preventable hospitalisations for dental conditions was highest in
those aged 5-9 years (8.6 per 1,000 population). For more information refer to chapter
on Hospitalisations.

Spending

In 2019-20, around $9.5 billion was spent on dental services in Australia. The majority of
this cost (around $5.5 billion, or 58%) was paid by patients directly, with individuals
spending on average $216 on dental services over the 12-month period, not including
premiums paid for private health insurance (AIHW 2021). Private health insurance
providers financed around $2.0 billion (20%) of total expenditure for dental services
(AIHW 2021). For more information refer to chapter on Costs.

Impact of COVID-19 on dental services

The Coronavirus disease 2019 (COVID-19) pandemic has had an impact on both patients
and dental professionals in terms of the number of services, type of services and the
way in which services are delivered.

Early in the pandemic, the Australian Health Protection Principal Committee (AHPPC)
issued advice to National Cabinet that recommended dental practices implement
restrictions whereby dental professionals should only perform dental treatments that
do not generate aerosols, or where treatment generating aerosols is limited and that all
routine examinations and treatments should be deferred. These types of restrictions
have been implemented and eased at various times over the course of the pandemic.

Events that may have impacted on service use over the period March 2020 to October
2021 across Australia, include:

e March 2020 - national lockdown introduced
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e June 2020 - second wave of COVID-19 cases in Victoria

e August 2020 - Lockdown in Victoria

e October 2020 - Victorian lockdown eased

e December 2020 - outbreak of cases in Sydney’'s Northern Beaches

e January to March 2021 - brief snap lockdowns in some states and territories to
contain COVID-19 spread

e July to October 2021 - a series of extensive lockdowns and/or extended lockdowns
in New South Wales, Victoria, and Australian Capital Territory.

In 2020-21, around 1 in 8 (12%) adults aged 15 years and over delayed seeing or did not
see a dental professional at least once in the last 12 months due to COVID-19. For more
information, refer to chapter on Patient experience.

Where do | go for more information?

e For more information on the oral health status of Australians and their use of dental
care services see:

e Oral health and dental care in Australia

e National Oral Health Plan 2015-2024: performance monitoring report

e Visit Dental & oral health for more on this topic.
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Physical health of people with
mental iliness

This topic summary is part of the Mental health services in Australia report.

People living with mental iliness, and in particular severe (and often long-term) mental
illness, such as a psychotic disorder like schizophrenia, are more likely to develop
comorbid physical illness and tend to die earlier than the general population. More
information about mental illness can be found on Mental health services in Australia.

A meta-analysis of studies worldwide has estimated that people with mental illnesses
have a mortality rate 2.2 times that of people without, and between 1.4 and 32 years of
potential lost life (Walker et al. 2015). This reduction in life expectancy is well established
by numerous studies and reviews and there is also evidence that this gap is increasing
(Firth et al. 2019). Research from Western Australia found that the gap in life expectancy
for people with mental iliness registered with West Australian mental health services -
compared with the general population - increased between 1985 and 2005, from 13.5 to
15.9 years for males and 10.4 to 12.0 years for females. Notably, in line with findings
from other research, only a small portion (14%) of the gap in life expectancy between
the people with mental illness in this study compared to the general population was
attributed to suicide, whereas almost 80% was attributed to physical health
comorbidities, such as cardiovascular disease, respiratory disease and certain cancers
(Lawrence et al. 2013).

The reasons why people with mental illness are more likely to experience physical
comorbidity are multifactorial and complex. According to the Royal Australian and New
Zealand College of Psychiatrists (RANZCP 2015) these include:

e greater exposure to the known risk factors for physical disease such as socio-
economic status, smoking, poor nutrition, reduced physical activity and higher
sedentary behaviour

e reduced access to and quality of healthcare due to financial barriers and stigma
and discrimination among healthcare providers

e systemic issues in health-care delivery, especially the separation of mental and
physical health services, and a lack of clarity about who is responsible for
monitoring the physical health of people with serious mental illness

e impacts from polypharmacy, prescribing practices and adverse effects of
psychotropic medication, in particular their contribution to metabolic syndrome,
obesity, cardiovascular disease and type 2 diabetes

e lack of capability among both generalist and specialist healthcare staff to deal
with complex comorbidities - mental health staff may lack skills, training and
confidence to treat physical conditions and vice versa for physical health teams.
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In addition to shorter life expectancy, the consequences of higher rates of physical
comorbidity among people with severe mental illness also include higher levels of
ongoing disability due to both physical and mental iliness, reduced participation in the
workforce and a greater likelihood of poverty and welfare dependency (RANZCP 2015).

Measuring the physical health of people with mental iliness

Part of the challenge in reporting on the physical health of people experiencing mental
illness is a lack of information. A number of initiatives and programs that monitor the
physical heath of Australians with mental iliness have the potential to provide insight into
this important issue, but they are not consistent across jurisdictions and different health
settings. While there is no national data set on prevalence of physical illness in mentally ill
people, information is available from a number of other data sources. Together these
sources provide insight into the chronic conditions and substance use in people with mental
illness.

How common is physical illness among people
with mental illness?

In the 2007 National Survey of Mental Health and Wellbeing, an estimated 3.2 million
Australians reported having a mental health condition, and around 60% of these people
also reported having a physical health condition. This represents an estimated 1.9
million people or 11.7% of adults experiencing both a mental health and a physical
health condition (ABS 2008). More recently, the 2017-18 National Health Survey (ABS
2018) results indicated there was a strong overlap between physical health and mental
health problems - people who reported having a mental illness were more likely to
report having a chronic medical condition, and vice versa. Females with a mental and/or
behavioural condition were more likely to have a physical health comorbidity than their
male counterparts. The most common chronic conditions reported included back
problems, arthritis, and asthma (Table 1). See Chronic conditions and multimorbidity for
more information.

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

Selected chronic Persons with Persons without
condition mental illness® (%) mental illness (%)
Arthritis® 233 13.0

Asthma 18.2 9.5
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Selected chronic Persons with Persons without

condition mental illness® (%) mental illness (%)
Back problems(© 27.7 13.5
Cancer (malignant 2.6 1.6
neoplasms)

Chronic obstructive 52 1.8
pulmonary

disease(®

Diabetes mellitus® 6.7 4.4
Heart, stroke and 7.1 4.2

vascular disease®
Kidney disease 19 0.8

Osteoporosis 6.3 3.2

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

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

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

(d) Includes bronchitis and emphysema.

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

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

Source: ABS 2018. National Health Survey.

A recent study of Australian general practice records comparing the prevalence of
selected physical health conditions and biomedical risk factors among patients with and
without record of severe mental illness (Belcher et al. 2021) has similarly shown a strong
association with physical illness. The prevalence of all surveyed biomedical risk factors
was higher among patients with severe mental illness than patients without. These
included:



e dyslipidaemia (26.2% in patients with severe mental illness compared with 17.7%
in patients without)

e hypertension (27.2% compared with 22.1%)
e oObesity (29.0% compared with 18.6%).

The prevalence of all surveyed physical conditions was also higher among patients with
severe mental illness than patients without. These included:

e back pain (35.1% among those with severe mental illness compared with 19.4%
in patients without)

e gastro-oesophageal reflux disease (29.1% compared with 14.9%)
e arthritis (27.4% compared with 18.7%)
e cancer (19.4% compared with 14.9%).

Almost three-quarters (71.1%) of patients with severe mental iliness had at least one of
the selected physical health conditions, compared with about half (53.6%) of people
without.

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

In 2010, one-quarter (24%) of people with psychosis were at high risk of cardiovascular
disease. Almost half (45%) of people with psychotic illness were obese and almost two-
fifths (38%) reported gaining weight as a medication side effect. Physical activity levels
were far lower in people with psychosis, with 96% classified as either sedentary or
undertaking low levels of exercise in the previous week compared with 72% for the
general population (Morgan et al. 2011).

Substance use and mental illness

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

According to the 2019 National Drug Strategy Household Survey (AIHW 2020), people
who had been diagnosed or treated for a mental health condition in the previous 12
months were estimated to be about 20% more likely to report recent or lifetime drinking
at risky levels than people who had not been diagnosed or treated for a mental illness
(Table 2). According to Australian general practice records (Belcher et al. 2021), the
prevalence of moderate to heavy drinking among patients with severe/long-term mental
illness was 4.7%, more than double that for the population without (2.2%).



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

Mental illness® Alcohol use™® Any illicit Daily
drug use smoking
Single occasion Lifetime
risk (at least risk
monthly)
Diagnosed or 30.9 21.3 26.2 20.2

treated for a
mental health
condition

Not diagnosed or 253 17.1 15.2 9.9
treated for a

mental health

condition

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

(b) Alcohol data are reported against the 2009 Australian alcohol guidelines.

Source: AIHW 2020.

It is important to note that, by themselves, these findings do not establish a causal link
between mental illness and drug use - the mental iliness may have preceded the drug
use or vice versa (AIHW 2021a).

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

A similar pattern to that for consumers of alcohol and users of illicit drugs is apparent
for daily smokers. For example, people who reported a mental health condition were
twice as likely to smoke daily as those who had not been diagnosed with, or treated for,
a mental health condition (20% compared with 9.9%) (Table 2) (AIHW 2020). Likewise,
according to Australian general practice records, almost half of people with severe
mental illness (47%) are current or past smokers, compared with 30% of the population
without severe mental illness (Belcher et al. 2021). Two-thirds (66%) of people with
psychosis smoke, smoking on average 21 cigarettes per day (Morgan et al. 2011).


https://www.aihw.gov.au/reports/alcohol/measuring-risky-drinking-aus-alcohol-guidelines/contents/measuring-risky-drinking
https://www.aihw.gov.au/reports/illicit-use-of-drugs/illicit-drug-use

COVID-19 and the physical health of people living with mental
iliness

While no specific survey or research has been conducted to understand the impacts of the
COVID-19 pandemic and related restrictions on the physical health of people living with
mental illness, a number of data sources have indicated impacts on both the mental and
physical health of Australians during the pandemic. As for populations in other parts of the
world, the pandemic and related restrictions had significant impacts on the mental health of
Australians, with multiple sources of data indicating increased and more widespread
psychological distress among Australians compared with pre-pandemic levels (ABS 2021;
Biddle and Gray 2021; Butterworth 2020), and increased use of mental health services and
mental health prescriptions (AIHW 2021a). Those aged 18-35 years, women, people with a
disability, renters and people who report having a mental health condition have been more
likely to report high or very high levels of psychological distress (ABS 2021).

Despite modifications and additions to health service delivery models during the pandemic
(for example, telehealth consultations), various factors meant many in the community have
delayed access to healthcare which has the potential to generate acute and long-term health
consequences for individuals (see White et al. 2021). Such factors included restrictions on
movement during lockdowns, fear of contracting COVID-19, fear of overburdening the health
system, financial stress and disruptions to elective surgery and other health services.
Notably, those experiencing high levels of mental distress were 6 times more likely to choose
not to consult a health professional when needed than those not experiencing mental
distress (Zhang et al. 2020).

For both waves of COVID-19 during 2020, despite restrictions on movement and social
participation, the Ausplay physical activity survey (Sports Australia 2021) indicated a national
increase in adult participation in sport or physical activity at frequencies of higher than 5 and
7 times a week - an increase which appears to be driven by women. No clear patterns have
emerged on the impact of the pandemic on drug and alcohol consumption in Australia, with
the majority of people reporting unchanged levels of consumption. More information can
be found on drug and alcohol use during the pandemic at Impacts of COVID-19 on alcohol
and other drug use.

Treatment and management

The higher burden of comorbid physical illness is a significant health challenge which
underscores the need to successfully treat and manage physical illness in people living
with mental illness. The physical health of people living with mental illness was named
as a key priority area in the Fifth National Mental Health and Suicide Prevention Plan
(Department of Health 2017) and improving physical health and reducing early mortality
among people living with mental illness remains an ongoing priority.


https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impact-of-covid-19-on-alcohol-and-other-drug-use
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impact-of-covid-19-on-alcohol-and-other-drug-use
https://www.mentalhealthcommission.gov.au/Monitoring-and-Reporting/Fifth-Plan

Factors contributing to the poorer health of people experiencing mental illness, in
particular severe mental illness are multiple and complex. According to the Royal
Australian and New Zealand College of Psychiatrists report Keeping Mind and Body
Together (2015), addressing the significant health disparities experienced by those with
mental illness, especially severe mental iliness will involve:

e population health measures

o lifestyle interventions, especially those with a focus on the importance physical
exercise

e interdisciplinary, collaborative and integrated care that bridges the gap between
primary and secondary care and reduces barriers between physical and mental
health services

e management of psychotropic medications and specifically the implementation of
metabolic monitoring for those with serious mental iliness

e building the capacity of consumers to self-manage
e tacking stigma and discrimination, including among healthcare professionals.

The National Mental Health Commission (2022) has called on organisations around
Australia to pledge support for the principles in the Equally Well Consensus Statement
which provide guidance on bridging the gap in life expectancy between people living
with mental illness and the general population. See Mental health services.

Future directions

Increased use of linked data in research has the potential to provide further insights into the
relationships between mental illness and physical comorbidities among the Australian
population. While separate data collections may only give a limited view on peoples’ overall
health, data linkage between collections could facilitate the assessment of the impact of
mental illness on a range of physical health conditions across different service settings and
could potentially identify areas where people with mental illness are disadvantaged in
broader health settings. Data linkage also offers opportunities to identify differences in
service usage for people with mental iliness, important for this population group which
accesses health services at a lower rate than the general population.

Where do | go for more information?

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

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

e Equally Well Improving the physical health of people living with mental iliness
e National Drug Strategy Household Survey 2019


https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia
https://www.abs.gov.au/ausstats/abs@.nsf/mf/4364.0.55.001
https://www.equallywell.org.au/
https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/contents/summary

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

This topic summary is part of the Heart, stroke and vascular disease - Australian Facts
report.

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

Stroke can be prevented because many of its risk factors are modifiable. These
include biomedical risk factors such as high blood pressure, insufficient physical
activity, overweight and obesity, and tobacco smoking.

Stroke contributes to premature death, disability, and preventable hospitalisations. As a
result of the substantial impact of stroke on the Australian population, a National
Strategic Action Plan for Heart Disease and Stroke has been developed. The action plan
aims to reflect priorities and identify implementable actions to reduce the impact of
stroke in the community.

How common is stroke?

In 2018, an estimated 387,000 people aged 15 years and over - 214,000 males and
173,000 females - had had a stroke at some time in their lives, based on self-reported
data from the Australian Bureau of Statistics (ABS) 2018 Survey of Disability, Ageing and
Carers (ABS 2019, AIHW 2021c). The estimated prevalence of stroke was similar in 2003
(1.7%) and 2018 (1.3%) (ABS 2019; AIHW 2013).

In 2019, there were around 39,200 stroke events (20,500 among males and 18,800
among females) - more than 100 every day. The stroke event rate fell by one quarter
(25%) between 2001 and 2019, from an age-standardised rate of 170 to 125 per 100,000
population (Figure 1).


https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/contents/heart-stroke-and-vascular-disease-and-subtypes/what-is-stroke
https://www.aihw.gov.au/reports/australias-health/biomedical-risk-factors
https://www.aihw.gov.au/reports/australias-health/insufficient-physical-activity
https://www.aihw.gov.au/reports/australias-health/insufficient-physical-activity
https://www.aihw.gov.au/reports/australias-health/overweight-and-obesity
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/drug-types/tobacco
https://www.health.gov.au/resources/publications/national-strategic-action-plan-for-heart-disease-and-stroke
https://www.health.gov.au/resources/publications/national-strategic-action-plan-for-heart-disease-and-stroke

Figure 1: Stroke events, by sex, 2001 to 2019

Events per 100,000 population

250

200+

1004

2000 2002 2004 2006 2008 2010 2012 2014 2016 2018 2020

B ales W Females

Note: Age-standardised to the 2001 Australian Standard Population.
Source: AIHW 2022b,2022c.

Impact

Deaths

In 2020, stroke was recorded as the underlying cause of 8,200 deaths, accounting for
5.1% of all deaths in Australia.

Stroke was one of the 5 leading causes of death in Australia - on average, 22 Australians
died of stroke each day in 2020.

Rates of death increase with age - in 2020, rates among males and females aged 85 and
over (690 and 900 per 100,000 population) were 4-5 times as high as rates among males
and females aged 75-84 years (175 and 165 per 100,000 population).

Between 1980 and 2020, death rates for stroke have fallen by three-quarters - from 110
to 23 per 100,000 population for males, and from 99 to 24 per 100,000 population for



females. The rate of decline has remained steady in people aged 75 and over but has
slowed among younger age groups (Figure 2).

Falling stroke death rates have been driven by a number of factors, including
improvements in some risk factors such as lower rates of tobacco smoking, an increased
use of blood pressure-lowering drugs, treatment to prevent blood clots, access to stroke
units in hospitals and other advances in medical care (AIHW 2013, 2021¢).

See ‘Chapter 4 Changing patterns of mortality in Australia since 1900" in Australia’s health
2022: data insights.

Figure 2: Stroke deaths among people aged 55-64, 65-74, 75-84 and 85 and over, by sex, 1980 to 2020
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https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights
https://www.aihw.gov.au/reports/australias-health/australias-health-2022-data-insights

Burden of disease

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury and is measured using disability-adjusted life years (DALY). One
DALY is equivalent to one year of healthy life lost.

In 2018, stroke accounted for 2.4% of the total burden of disease in Australia and was
the 11th leading specific cause of disease burden.

Stroke ranks high in disease burden among older people - for age 85 and over, it
accounted for 5.5% of the burden in males and 6.6% of the burden in females.

The total burden of disease due to stroke decreased by 44% between 2003 and 2018,
from 7.4 to 4.2 DALY per 1,000 population. This included a 46% decline in the fatal
burden and a 19% decline in the non-fatal burden (AIHW 2021a).

See Burden of disease.

Expenditure

In 2018-19, the estimated health system expenditure on stroke was more than $660
million. The greatest cost was for public hospital admitted patient services ($364.2
million) followed by private hospital services ($115.0 million) (AIHW 2021b).

See Health expenditure.

Treatment and management

Emergency departments

There were 41,100 presentations to Australian public hospital Emergency Departments
with a principal diagnosis of stroke in 2020-21. Of these, 34,000 (83%) were admitted to
the hospital to which they presented, 4,400 (11%) were referred to another hospital for
admission, and 2,200 (5%) departed without being admitted or referred (AIHW 2022d).

Hospitalisations

In 2019-20, there were 40,000 acute care hospitalisations with a principal diagnosis of
stroke, at a rate of 129 per 100,000 population. Acute care hospitalisation rates were
higher among males than females (1.4 times as high), and most hospitalisations (72%)
were for people aged 65 and over.

The average length of stay for stroke patients in acute hospital care was 6.6 days in
2019-20.

See Hospitals.


https://www.aihw.gov.au/reports/burden-of-disease/burden-of-disease-study-2018-key-findings/contents/key-findings
https://auth.aihw.gov.au/reports/health-welfare-expenditure/health-expenditure
https://auth.aihw.gov.au/reports/hospitals/australias-hospitals-at-a-glance

Rehabilitation

Stroke rehabilitation helps stroke survivors to relearn and maintain their skills and
functioning. It also seeks to protect them from developing new medical problems.

e In 2019-20, stroke patients in hospital rehabilitation care had an average length of
stay of 14 days.

e Of agroup of 2,800 stroke survivors assessed before hospital discharge in 2019,
64% were referred for further rehabilitation in the community (Stroke Foundation
2020).

Variation between population groups

The impact of stroke varies between population groups, with age-standardised rates
higher among Aboriginal and Torres Strait Islander people than among non-Indigenous
Australians for both hospitalisation (1.5 times as high) and death (1.8 times as high)
(Figure 3).

Age-standardised death rates and burden of disease were 1.1 and 1.2 times as high in
Remote and very remote areas as in Major cities. The rate of death for stroke was 1.4
times as high in the lowest socioeconomic areas as in the highest.



Figure 3: The impact of stroke—Variation among selected population groups

Indigenous / non- Remote and Very  Lowest/highest

Comparing rates for: . remote / Major socioeconomic
Indigenous .

cities areas

Having stroke na. 1.2x 2.3x

Being hospitalised for stroke 1.5x% 11x 11x

Dying from stroke 1.8x 1.1x 1.4x

Burden of disease 19x 12x 1.5x

Mote: This figure uses age-standardised rates to remove the impact of differences in age structures between these groups.
Sources: ABS 2019; AIHW 2021a, 2022a, 2022k, 2022c.

COVID-19 and stroke

People who have had a stroke are at a higher risk of severe symptoms and
complications from COVID-19. People with COVID-19 are also at greater risk of stroke
(Nannoni et al. 2021).

The first wave of the pandemic negatively impacted access to specialised stroke units in
hospitals, with fewer resources available for treatment, leading to concerns about
reduced quality of care (Cadilhac et al. 2022).

There were 9,100 deaths from cerebrovascular disease (including strokes) during 2021,
6.9% below the 2015-19 average, and comparable to the 9,000 deaths in 2020 (ABS
2022).



Where do | go for more information?

For more information on stroke, see:

e Heart, stroke and vascular disease - Australian facts
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Suicide and intentional self-harm

This topic summary is part of AIHW's Suicide & self-harm monitoring website.

Suicide and intentional self-harm are complex and can have multiple contributing
factors. Although suicide and intentional self-harm are complex issues, they can be
prevented.

Where to find help and support

The AIHW respectfully acknowledges those who have died or have been affected by
suicide or intentional self-harm. We are committed to ensuring our work continues to
inform improvements in both community awareness and prevention of suicide and self-
harm. This page discusses suicide and presents material that some people may find
distressing. If this report raises any issues for you, support services can help. Crisis
support services can be reached 24 hours a day.

e LifelineCall 1311 14
e Text(SMS)0477 1311 14

e Online chat

Mindframe is a national program supporting safe media coverage and communication
about suicide, mental ill health and alcohol and other drugs. Resources to support
reporting and professional communication are available at: mindframe.org.au

Visit Suicide & self-harm monitoring for information on suicide and self-harm data.

What are suicide and intentional self-harm?

Suicide is an action taken to deliberately end one’s own life, while intentional self-harm
is deliberately causing physical harm to oneself but not necessarily with the intention of

dying.

About deaths data

The assembling and national reporting of deaths by suicide has up to an 18-month time lag.

The Australian Bureau of Statistics (ABS) collects demographic and cause of death
information on all registered deaths in Australia from the states and territories. These
deaths are then reviewed 12 and 24 months after initial processing so that any change in
information regarding the deceased’s intention to die can be updated (ABS 2020). Visit 2020
ABS Causes of Death for more information.
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Suicide registers that exist in several jurisdictions can provide more timely data on
suspected deaths by suicide. Data from these registers will not be publicly available unless
the relevant jurisdiction decides to release data. Whilst they are not directly comparable with
data released by the ABS, the differences are generally small (approximately 95% accurate or
better). Visit Suspected deaths by suicide to learn more about suicide register data.

How common is suicide?

In 2020, there were 3,139 deaths by suicide - an average of about 9 deaths per day. The
age standardised rate was 12.1 deaths per 100,000 population, which is down from 13.2
in 2017. Since 1907, the male age-standardised suicide rate has been consistently higher
and more variable than the female rate (Figure 1). Variations in the overall suicide rate in
Australia have been largely driven by changes in the male suicide rate.

For more information, visit Deaths by suicide in Australia

Have the rates of suicide changed during COVID-19?

While there has been a rise in the use of mental health services and an increase in
psychological distress during the COVID-19 pandemic, COVID-19 has not been associated
with a rise in suspected deaths by suicide in 2020 and 2021. Preliminary national mortality
data published by the ABS for 2019 and 2020 show that the rate of death by suicide in
Australia was lower in 2020 (12.1 per 100,000 population) than in 2019 (12.9 per 100,000
population).

Data on suspected deaths by suicide in 2020 and 2021 have been released for Victoria and
New South Wales from their respective suicide registers. The Coroners Court of Victoria
Monthly Suicide Data Report for April 2022 shows that the number of deaths in Victoria
suspected to be from suicide in 2021 (695) was lower than in 2020 (700), 2019 (699) and
2018 (697) (Coroners Court 2022).

The New South Wales Suicide Monitoring System, established in October 2020, reported 927
suspected deaths by suicide in NSW in 2021. This is higher than the number of deaths
reported for 2020 (904) but lower than for 2019 (945) (NSW Health 2022).

See The use of mental health services, psychological distress, loneliness, suicide, ambulance
attendances and COVID-19 for more information.
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Figure 1: Suicide deaths by sex, Australia, 1907 to 2020
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Latest data: 2020 (annual release)

Trends over time

Numbers and rates of deaths by suicide change over time as social, economic and
environmental factors influence suicide risk. The data visualisations below provide an
overview of the characteristics of people who have died by suicide in Australia since
1907. This analysis may provide useful information on potentially preventable factors,
such as restricting access to means of suicide and reducing the risks posed by social or
economic factors. Over time, the accuracy and quality of the data collected have been
influenced by a number of factors including changes in legislation, technology and a
reduction in social stigma.



e Between 1907 to 2020, age-standardised suicide rates in Australia ranged from
8.4 deaths per 100,000 population per year (in 1943 and 1944) to 18.4 in 1963.

e Suicide rates peaked in 1913 (18.0 deaths per 100,000 population), 1915 (18.2),
1930 (17.8), 1963 (18.4) and 1967 (17.7). These peaks tended to coincide with
major social and economic events or changes.

e In 2020, the rate was 12.1 deaths per 100,000 population - down from a post-
2006 high of 13.2 in 2017. It is important to note that deaths registered in 2020
and 2019 are preliminary and as such, are subject to revision. For more
information, visit Deaths by suicide over time.

Sex and age differences

Figure 2 shows age-specific suicide rates for males are higher than those for females
across all reported age groups for all years.

The age distribution of deaths by suicide is similar for males and females, and the
highest proportion of deaths by suicide occur during mid-life. More than half of all
deaths by suicide (52%) in 2020 occurred in people aged 30-59 (1,637 deaths) compared
with 24% for those aged 15-29, and 23% for those aged 60 and over. Suicide was the
leading cause of death among people aged 15-44 in 2017-2019 (AIHW 2021).

In 2020, the highest suicide rate for males occurred in those aged 85 and over (36.2
deaths per 100,000 population), high rates of suicide were also recorded in males aged
40-44 and 50-54 (both 27.1 per 100,000). Males aged between 40-54 accounted for over
one-quarter (27%) of deaths by suicide for males. The highest suicide rate for females
was in those aged 45-49 (9.6 deaths per 100,000 population) accounting for the highest
proportion of deaths by suicide for females (10.9%).

For information, visit Deaths by suicide over time.
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Figure 2: Suicide deaths by age and sex, Australia, 2020

Suicide deaths by age and sex, Australia, 2020
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Latest data: 2020 (annual release) See notes »

Geographical variation

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

Patterns of deaths by suicide between states and territories can reveal insights that may
be masked by results for the whole of Australia and may help to highlight different risk
factors and assist in better targeting of suicide prevention activities.

In 2020, the age-standardised suicide rate ranged from 10.1 per 100,000 population in
Victoria to 20.4 per 100,000 in the Northern Territory. The highest number of deaths by
suicide was in New South Wales (876), followed by Queensland (759), Victoria (694),
Western Australia (381) and South Australia (234).



For more information, visit Suicide deaths by states & territories and Suicide & self-harm
by geography.

Aboriginal and Torres Strait Islander people

In 2020, 197 Aboriginal and Torres Strait Islander people died by suicide. Age-
standardised rates of Indigenous deaths by suicide have increased over time, from 22.7
per 100,000 persons in 2013 to 27.9 per 100,000 persons in 2020 - more than double
the rate for non-Indigenous Australians in 2020 (11.8 per 100,000 persons).

Young Indigenous Australians experience suicide more than 2 times as high as young
non-Indigenous Australians. In the 5 years from 2016 to 2020, suicide rates for
Indigenous Australians were highest for those aged 0-24 (16.7 per 100,000) and 25-44
(45.7 per 100,000) - compared with other age groups. These rates were 3.2 and 2.8
times as high as in non-Indigenous Australians in the respective age groups (5.3 and
16.4 per 100,000 respectively.

For more information see Indigenous health and wellbeing.

How common is hospitalisation for intentional
self-harm?

In Australia, there were more than 28,000 cases of intentional self-harm hospitalisations
in 2019-20.

What are the sources of data on intentional self-harm?

Understanding the scale of the problem of intentional self-harm in Australia is difficult
because many cases of self-harm are unreported, unless medical treatment is required.

Only those patients admitted to hospital for intentional self-harm are currently routinely
reported in national data sets. Hospital admissions data are collated as an annual release
with a 12-month lag. Data are also available from ambulance attendance records and
national population surveys such as the Australian Child and Adolescent Survey of Mental
Health and Wellbeing (Department of Health, 2015).

Visit Intentional self-harm hospitalisation and Ambulance attendances for more information.

Sex and age differences

Rates of hospitalisations for intentional self-harm are higher for females. This is the
opposite of what is seen in deaths by suicide, where rates are higher for males. This
may, in part, be due to differences between methods used by males and females - with
males tending to use more lethal methods than females.
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In 2019-20:

e Nearly two-thirds of people (63%) hospitalised for intentional self-harm injuries
were female (over 18,000 hospitalisations).

e The rate of intentional self-harm hospitalisations was higher for females than
males (141 per 100,000 population compared with 84).

Young people have the highest rates of hospitalisation for
intentional self-harm
In 2019-20 the age and sex-specific rate was highest for females aged 15-19 (552

hospitalisations per 100,000 population), followed by females aged 20-24 (340 per 100,000
population). For more information see Intentional self-harm hospitalisations by age groups
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Figure 3: Intentional self-harm hospitalisations, by age and sex, Australia,
2008-09 to 2019-20

Intentional self-harm hospitalisations, by age and sex, Australia, 2008-09 to 2019-20
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How do intentional self-harm hospitalisations
vary across states and territories?

The rate of intentional self-harm hospitalisations varied between states and territories in
2019-20, with the Northern Territory reporting the highest rate (240 hospitalisations per
100,000 population), which is more than double the national rate (113). The lowest rate
was recorded in New South Wales (83 hospitalisations per 100,000 population).
Reporting is based on a patient’s usual residence, not necessarily where they received
treatment.



For more information visit Intentional self-harm hospitalisations by states & territories
and Suicide & self-harm monitoring: Geography.

Are people in regional and remote areas at greater risk of
intentional self-harm hospitalisations?

Understanding the geographical distribution of hospitalisations due to intentional self-
harm based on patients’ area of usual residence can help target suicide prevention
activities to areas in need.

In 2019-20:

e Residents of Very remote areas recorded a rate of 198 hospitalisations per
100,000 population, almost double that of residents in Major cities (102) which
recorded the lowest rate.

e The majority of intentional self-harm hospitalisations were residents of Major
cities (65%).

e Young people aged 15-19 had the highest rates of intentional self-harm
hospitalisations in each remoteness area except Remote where 20-24-year-olds
had the highest rate.

e The highest rate of intentional self-harm hospitalisations overall was in the 20-24
age group in Remote areas (756 hospitalisations per 100,000 population),
followed by those aged 15-19 in the same area (677).

A similar pattern was seen with deaths by suicide as age-standardised suicide rates
tended to increase with remoteness of place of residence. For more information visit
Deaths by suicide by remoteness areas.

Where do | go for more information?

For more information on suicide and self-harm, visit Suicide & self-harm monitoring.

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

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

Health can be viewed as the presence or absence of disease or medically measured risk
factors in an individual. However, more broadly, health is ‘a state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity’ (WHO
1946). Health reflects the complex interactions of a person’s genetics, lifestyle, and
environment.

Australians have good health, in general, and access to an effective health system. How
do we know this? We compare Australia with other Organisation for Economic Co-
operation and Development (OECD) countries and we use the Australian Health
Performance Framework to assess the health of our population and health system. The
Framework outlines health indicators that describe specific elements of our health or
aspects of our health system'’s performance. It also compares data for different
population groups, different geographic regions, and internationally. The Framework
includes the domains of health status, determinants of health, and the health system
(see also the Health system domain in Australia's health topic summaries).

What influences health?

There is a close relationship between people’s health and the circumstances in which
they grow, live, work, play and age (Commission on Social Determinants of Health 2008).
Factors such as income, employment, education, housing, social connections and
support, the environment, behaviours, and genetics influence health.

These many factors, known as ‘health determinants’, may be risk or protective factors,
and interact to influence the health of individuals and communities.

The framework in Figure 1 depicts risk factors from ‘downstream’ behavioural and
biomedical factors to ‘upstream’ risk factors (further away in the causal chain from the
health outcome), which include broad features of society such as the natural and built
environment, culture and affluence. The factors within each box in Figure 1 can interact
and are closely related to each other, and all play a large role in determining health and
health outcomes.

The socioeconomic characteristics in the framework - including education; employment;
income; family circumstances and early childhood; housing; working conditions; and
social support - have each been shown to affect health outcomes, with overlap between
them: for example, people with higher education are more likely to earn higher incomes.
They have an important influence on health inequities - the avoidable differences in
health status seen within and between groups and countries (Commission on Social
Determinants of Health 2008).
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See Social determinants of health.

Figure 1: Framework for determinants of health
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Even more broadly, commercial environments (for example, advertising and supply
chains) and digital environments (for example, digital technology and resources such as
electronic medical records and advances to diagnostic and therapeutic tools) can be
determinants of health; see also the National Preventive Health Strategy 2021-2030
(Department of Health 2021a).

See the Determinants of health domain in Australia’s health topic summaries for more

information.

Measuring health

Many measures can be used to describe the health of an individual or a population.
Some commonly used measures are listed in Table 1.

Table 1: Common measures of health status

Life expectancy

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

at birth.

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

Morbidity Il health in an individual and levels of il

health within a population (often expressed
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through incidence, prevalence and
comorbidity measures - see Glossary).

Disability-adjusted life year (DALY) One year of healthy life lost due to illness
and/or death. DALYs are calculated as the
sum of the years of life lost due to
premature death and the years lived with
disability due to disease or injury.

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

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

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

Health system interventions

The health system supports the health of the nation by treating illness, preventing
disease, and maintaining people’s health. Health system overview describes how
Australia’s health system works. A functioning health system ensures that people remain
as healthy as possible and for as long as possible. Australia’s health system facilitates
this by providing services such as hospital care and primary health care (such as general
practice and allied health services) and access to preventative measures such

as immunisation and vaccination. Health promotion and health protection is also a
crucial part of the system which supports people’s health. See also the Health system
domain in Australia’s health topic summaries.

Australian Charter of Healthcare Rights

The Australian Charter of Healthcare Rights (2nd edition) (ACSQHC 2020) describes the 7 key
rights of patients and consumers who seek or receive health care:

e Access - the right to access health care services and treatment that meet their needs

e Safety - the right to safe and high-quality health care that meets national standards in a
safe environment

e Respect - the right to be treated as an individual, with dignity and respect, and to have
culture, identity, beliefs, and choices recognised and respected
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e Partnership - the right to be involved in open and honest communication, to make
decisions with health care providers, and to choose who to include in planning and
decision making

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

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

e Give feedback - the right to comment on care, to have concerns dealt with transparently
and in a timely manner, and to share experiences and participate to improve quality of
care and health services (ACSQHC 2020).

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

Health data in Australia

The availability of quality, timely, accessible and comprehensive health data is important
for measuring health status and service use, and considering improvements to support
the health and wellbeing of Australians.

Despite recent information improvements and enhancements and the fact that
Australians have access to high quality information in many areas of health, there are
aspects of health and the health system that we don’t have adequate information on.
Data gaps exist where there are no national data currently available or where data
collected are not comprehensive or in a format that can be analysed or used
meaningfully.

These gaps in available information can limit the capacity for population health
monitoring, research, planning and policy development in important areas of the health
system. Some gaps in Australian health data include:

e alack of person-centred data. Some data are event rather than person based and it
is not always possible to see how one person uses multiple services.

e data on primary health care activity and outcomes (the available health data - drawn
from Medicare - provide a wide and comprehensive coverage of health care use.
However, as with any data source, there are still gaps. For example, Medicare does
not contain information about why some healthcare services are used and others
are not, as well as diagnostic and health outcome information)

e information on some population groups - such as culturally and linguistically diverse
populations and refugees.



Data integration

Data integration (a process combining information from multiple sources, while
preserving privacy) is increasingly being used to fill knowledge and data gaps across the
health information system. Demand continues to grow both for one-off data integration
and more enduring integrated data assets to answer complex cross-sector and cross-
jurisdictional health questions. For example, the Analysis of cancer outcomes and
screening behaviour for national cancer screening programs in Australia combined data
from the National Bowel Cancer Screening Program, BreastScreen Australia, and the
National Cervical Screening Program. It was found that screen-detected cancers were
less likely to cause death than non-screen-detected cancers (AIHW 2018). In addition, a
number of Multi-source Enduring Linked Data Assets have emerged in Australia,
including the National Integrated Health Services Information Analysis Asset and the
Multi-Agency Data Integration Project.

Health data and COVID-19

Timely and accurate health data from a range of sources have been pivotal in informing
responses to the COVID-19 pandemic. The pandemic has made the value of health data,
as well as the gaps and issues in the collection and use of that data, more prominent
and visible, while also enabling some data sharing and timely improvements.

For more information, see 'Chapter 10 Health information in Australia: an evolving
landscape with an integrated future’ in Australia’s health 2022: data insights.

The impact of COVID-19

The COVID-19 pandemic has affected the health and wellbeing of Australians. The
pandemic has had direct health effects - for example for those who contracted the
disease - and a multitude of indirect health impacts. These indirect impacts have
stemmed from the many measures implemented to reduce the spread of the virus and
support our health system, such as lockdowns and stay-at-home orders.

These measures have also had the potential to impact people’s mental and emotional
wellbeing, health care for other conditions, and health behaviours. In addition, they have
had a broader impact on other factors important to health, such as employment,
income, family functioning, and social connectedness. However, there have also been
improvements in other aspects of health, such as reductions in injuries (including fewer
road deaths) and fewer cases of other infectious diseases such as influenza in 2020
(AIHW 2021¢).

For more information see Social isolation and loneliness, Employment and
unemployment, and ‘Chapter 1 The impact of a new disease: COVID-19 from 2020, 2021
and into 2022’ and ‘Chapter 2 Changes in the health of Australians during the COVID-19
period’ in Australia’s health 2022: data insights.
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The measures designed to control the spread of the virus have also had notable impacts

on the healthcare system and the way people engage with healthcare services,

including:

e reductions in the assessment and screening rates for some medical conditions, such
as breast cancer screening (AIHW 2020a)

e increased demands on hospital intensive care units (AIHW 2020b)

e postponement of many non-essential surgical procedures (AIHW 2021a)

e inclusion of more telehealth items in the MBS, increasing the breadth and
accessibility of healthcare services (AIHW 2021b; Department of Health 2021b).

Where do | go for more information?

For more information on health definitions and factors influencing health, see:

e World Health Organization
e Department of Health National Preventive Health Strategy 2021-2030.
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Determinants of health

A person’s health and wellbeing is influenced by individual, societal
and socioeconomic factors. These topic summaries focus on these
‘determinants of health’, which can affect the health of individuals
and communities.

Australia’s health: topic summaries



Alcohol

This topic summary is part of the Alcohol, tobacco & other drugs in Australia
compendium.

The National Health and Medical Research Council (NHMRC) publishes guidelines for
reducing health risks associated with drinking alcohol. New Australian guidelines to reduce
health risks from drinking alcohol were released in December 2020. Data for alcohol risk in
this report are measured against the guidelines in place at the time of data collection. For
example the 2019 National Drug Strategy Household Survey (NDSHS) and 2017-2018
National Health Survey (NHS) data are collected against the 2009 guidelines, while 2020 NHS
data are collected against the 2020 guidelines. NDSHS data relating to the updated
guidelines are available in the Measuring risky drinking according to the Australian alcohol

guidelines report.

The consumption of alcohol is widespread within Australia and associated with many
social and cultural activities. Provided compliance with certain conditions, consuming
and selling alcohol is legal in Australia and it is widely accepted. When consumed,
alcohol produces a number of central nervous system depressant effects.

Alcohol concentration varies considerably with the type of drink. In Australia, beer
contains 0.9-6% alcohol, wine contains 12-14%, fortified wines such as sherry and port
contain around 18-20%, and spirits such as scotch, rum, bourbon and vodka contain 40-
50% (NSW Ministry of Health 2017).

Key findings

e The majority of Australians aged 14 years and over consume alcohol, however the
proportion of people drinking in excess of lifetime risk guidelines declined from 21%
in 2011 to 16.8% in 2019

e In 2019, 25% of people aged 14 and over exceeded the single occasion risk alcohol
guideline by consuming more than 4 standard drinks in one sitting, at least monthly

e Between 2015 and 2020, the highest rates of alcohol and other drug-related
ambulance attendances were related to alcohol intoxication

e Alcohol accounted for over 74,500 (53%) drug-related hospitalisations in 2019-20
e There were 1,452 alcohol-induced deaths in 2020

e In 2020-21, alcohol was the most common principal drug of concern in closed
treatment episodes provided for clients’ own drug use (37%)


https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/drug-types/alcohol
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Availability

For related content on alcohol availability by region, see also Data by region:
International comparisons

Data about the volume of alcohol available for consumption are collated by the
Australian Bureau of Statistics (ABS) from information about import clearance, excise
and domestic alcohol sales (ABS 2019a).

In 2017-18, there were 191.2 million litres of pure alcohol available for consumption
through alcoholic beverages in Australia, an increase from 187.6 million litres
available in 2016-17 (Figure ALCOHOL1).

The volume of pure alcohol available for consumption in the form of beer increased
by 2.5%, and spirits and ready to drink (RTD) (pre-mixed beverages) by 7.0%
between 2016-17 and 2017-18. The volume of pure alcohol available for
consumption in the form of wine decreased by 0.2% and cider by 9.0% during this
period.

Beer continues to lead the alcohol supply, contributing to 39.0% of all pure alcohol
available for consumption in 2017-18, followed by wine (38.6%), spirits and RTDs
(19.9%) and cider (2.5%) (Table S2.3).

There were 9.51 litres of pure alcohol available for consumption per person aged 15
years and over in 2017-18. However, over the last decade, there was a decline of
around 1.1% per year in the overall per capita trend (Figure ALCOHOL?1).

Australia was above the OECD average for litres per capita of alcohol consumed by
people aged 15 and over, at 9.5 compared with 8.7 litres per capita in 2020 (OECD
2021).

As the standard drink consists of 12.5mls of pure alcohol, the apparent consumption
of alcohol in 2017-18 is equivalent to an average of 2.72 standard drinks per day per
consumer of alcohol aged 15 and over. This is similar to the 2.70 standard drinks
observed in 2016-17 (ABS 2019a).

On average, Australian households spend $32 on alcoholic beverages per week and
this has remained stable between 2009-10 and 2015-16 (ABS 2017) (Table S2.4).

Over the past 50 years, levels of apparent consumption of different alcoholic beverages
have changed substantially. In particular, over the period 1967-68 to 2017-18:

The proportion of pure alcohol available for consumption in the form of beer has
decreased considerably, from 73.5% to 39.0%.

Wine consumption as a proportion of total pure alcohol consumption has increased
from 14.4% to 38.6%.

Spirits (including RTDs) have also increased from 12.2% to 19.9% (ABS 2019a).


https://auth.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/data-by-region/international-comparisons
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Figure ALCOHOL1: Apparent consumption of pure alcohol available for
consumption, by alcohol type, year ended 30 June 1961 to 2018 (litres per
capita and total volume)
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Title: Figure ALCOHOLL: Apparent consumption of pure alcohol available for consumption, by alcohol type, year ended 30 June 1961 to
2018 (litres per capita or total volume).

1. Apparent consumption refers to the total amount of alcohol available for consumption in a given year.

2. Per capita consumption of pure alcohol (litres) refers to litres available per person aged 15 and over.

3. A number of changes in methodology have occurred from 2013-14 to 2016-17. Caution should be taken when making comparisons
between these years.

Source: AIHW, adapted from the Australian Bureau of Statistics. Supplementary Table 52.3.

Consumption
For related content on alcohol consumption by region, see also Data by region: Alcohol

consumption

The majority of Australians aged 14 and older have consumed alcohol in their lifetime.
The 2019 National Drug Strategy Household Survey (NDSHS) found that:

e Of the population aged 14 and over, around three-quarters (77%) had consumed a
full serve of alcohol in the previous 12 months, and 23% had not consumed alcohol
(Figure ALCOHOLZ2; Table S2.25).


https://auth.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/data-by-region/alcohol-consumption
https://auth.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/data-by-region/alcohol-consumption

e The proportion of the population aged 14 and over who consumed alcohol daily
declined significantly between 2016 (6.0%) and 2019 (5.4%) (Table S2.25).

e The proportion of ex-drinkers increased significantly from 7.6% in 2016 to 8.9% in
2019 (Table S2.25).

e Alcohol was the only drug where approval of regular use by an adult (45%) was
higher than disapproval (21%) (AIHW 2020).

Figure ALCOHOL2: Alcohol drinking status, people aged 14 and over, 2001 to
2019 (per cent)
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Source: AIHW. Supplementary Table S2.25

These findings are consistent with the National Health Survey (NHS) which found that in
2017-18 among Australians aged 18 and over, 79% had consumed alcohol in the past
year (ABS 2018b). A further 8.5% had consumed alcohol 12 or more months ago, and
11.6% had never consumed alcohol (ABS 2018b) (Table S2.27).



Lifetime risk

Many drinkers consume alcohol responsibly; however, a substantial proportion of
drinkers consume alcohol at a level that exceeds that recommended by the NHMRC and
in doing so, increase their risk of alcohol-related harm (see Box ALCOHOL1).

Box ALCOHOL1: Summary of the Australian guidelines to reduce
health risks from drinking alcohol

The National Health and Medical Research Council (NHMRC) publishes guidelines for
reducing health risks of drinking alcohol. The NHMRC released new Australian guidelines
to reduce health risks from drinking alcohol in December 2020. Data for alcohol risk in
this report are measured against the guidelines in place at the time of data collection.
For example NDSHS and 2017-2018 NHS data are collected against the 2009 guidelines,
while 2020 NHS data are collected against the 2020 guidelines. NDSHS data relating to
the updated guidelines are available in the Measuring risky drinking according to the
Australian alcohol guidelines report.

The 2009 Guidelines state

Guideline 1: 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 2 standard drinks a day.

Guideline 2: To reduce the risks of injury on a single occasion of drinking, a healthy adult
should drink no more than 4 standard drinks on any one occasion.

Guideline 3: For children and young people under 18, not drinking is the safest option. For
young people aged 15-17 years, delaying the start of alcohol consumption for as long as
possible is the safest option.

Guideline 4: Women who are pregnant, planning a pregnancy or breast-feeding should not
drink at all. The greatest harm to the foetus or breastfeeding infant occurs when drinking is
at high and frequent levels, but no level of drinking is considered safe (NHMRC 2009).

The 2020 Guidelines state:

Guideline 1: To reduce the risk of harm from alcohol-related disease or injury, healthy men
and women should drink no more than 10 standard drinks a week and no more than 4
standard drinks on any one day.

Guideline 2: To reduce the risk of injury and other harms to health, children and people
under 18 years of age should not drink alcohol.

Guideline 3:
a. To prevent harm from alcohol to their unborn child, women who are pregnant or planning
a pregnancy should not drink alcohol.

b. For women who are breastfeeding, not drinking alcohol is safest for their baby (NHMRC
2020).
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There has been a decline in the proportion of Australians exceeding the 2009 guidelines
for lifetime risk by consuming more than 2 standard drinks per day, on average (Figure
ALCOHOLS3). The 2019 NDSHS found that:

e The proportion of people aged 14 and older exceeding lifetime risk guidelines
declined from 21% in 2001 to 16.8% in 2019. However, there has been little change
since 2016 (17.2%) (Table S2.28).

e Of people aged 14 and over, males are far more likely than females to drink at risky
levels - about 1in 4 (24%) males and 1 in 10 (9.4%) females exceeded the lifetime
risk guidelines (AIHW 2020).

Similarly, after adjusting for age, the NHS reported that in 2017-18, 16.0% of adults aged
18 and over exceeded the lifetime risk guideline, a decrease from 17.3% in 2014-15 and

19.4% in 2011-12 (Table S2.26). A higher proportion of males than females exceeded the
lifetime risk guidelines (23.7% compared with 8.8%) (Table S2.27).

The National Health Survey 2020-21 was collected online during the COVID-19 pandemic
and is a break in time series. Data should be used for point-in-time analysis only and
can't be compared to previous years. Data for this release were collected against the
2020 Australian guidelines to reduce health risks from drinking alcohol. Estimates using
self reported data show that in 2020-21:

e 1in4 Australians aged 18 years and over exceeded the 2020 Australian Alcohol
Guidelines (25.8%). This includes people who consumed more than 10 drinks in the
last week and/or consumed 5 or more drinks in any day at least monthly in the last
12 months.

¢ Men were more likely than women to exceed the guideline (33.6% compared to
18.5%)

e People born in Australia were almost twice as likely as those born overseas to
exceed the guideline (30.0% compared to 17.3%) (ABS 2022).

Single occasion risk

There are a considerable number of Australians who report consuming alcohol in excess
of the single occasion risk guidelines - that is, more than 4 standard drinks on any one
occasion (this is the case for the 2009 and 2020 guidelines). Specifically, 2019 NDSHS
findings showed that:

e 1in4(25%) people aged 14 and over drank at a risky level on a single occasion at
least monthly, a similar proportion to 2016 (26%) (Table S2.28).

e Aswith lifetime risk, a higher proportion of males (33%) than females (16.6%)
exceeded the single occasion risk guideline (AIHW 2020).

e While people aged 18-24 (41%) and 25-29 (36%) were most likely to exceed the
single occasion risk guideline in 2019, there were significant increases in the
proportions for people aged 50-59 (27%, up from 25% in 2016) and 70 and over
(8.8%, up from 7.2% in 2016). Conversely, there was a significant decrease in the



proportion of people aged 30-39 who exceeded the single occasion risk guideline in
2019 (28%, compared with 31% in 2016) (Table S3.35).

The 2017-18 NHS results reported about 2 in 5 (42.1%) adults aged 18 and older
consumed more than 4 standard drinks on a single occasion at least once in the past
year, exceeding the single occasion risk guidelines (ABS 2018b). Adult males (54.2%)
were more likely than females (30.5%) to exceed the single occasion risk guideline in the

last 12 months (Table S2.29).

Figure ALCOHOLS3: Abstainers, lifetime risk or single occasion risk (at least
monthly), people aged 14 and over, by age and sex, 2007 to 2019 (per cent)
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Geographic trends

As with the national trends for the 2019 NDSHS, there were no significant differences in
the proportion of people exceeding the lifetime and single occasion risk guidelines



across jurisdictions between 2016 and 2019. However, the proportions reported across
jurisdictions in 2019 were lower than those reported in 2007 (AIHW 2020). The
proportion of ex-drinkers increased significantly between 2016 and 2019 in New South
Wales (from 7.2% to 9.3%), Victoria (from 7.0% to 8.8%) and South Australia (from 6.6%
to 8.5%) (AIHW 2020).

In general, people living in Regional and Remote areas of Australia are more likely than
people in Major cities to exceed risk guidelines.

e The 2019 NDSHS findings showed that people aged 14 or over living in Remote and
very remote areas of Australia are about 1.5 times as likely as people living in Major
cities to exceed lifetime risk guidelines (26% compared with 15.6%) and the single
occasion risk guidelines (at least monthly) (38% compared with 24%) (Figure
ALCOHOL4; Table S2.12). These findings were still apparent after adjusting for
differences in age (AIHW 2020).

e The 2017-18 NHS results showed that adults (aged 18 or older) in Outer
regional and Remote areas were 1.7 times as likely to exceed lifetime risk guidelines
as those in Major cities (24.4% and 14.7%, respectively) (Table S2.26; age-
standardised proportions).



Figure ALCOHOL4: Exceeded lifetime risk or single occasion risk (at least

monthly) guidelines, by remoteness area or socioeconomic area, people
aged 14 and over, 2010 to 2019 (per cent)
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The National Wastewater Drug Monitoring Program (NWDMP) measures the presence of
substances in sewerage treatment plants across Australia. Alcohol is typically one of the
most commonly detected substances monitored by the program. Since the beginning of
the Program, the estimated population-weighted average consumption of alcohol has
remained relatively steady, averaging out short-term fluctuations (ACIC 2022).

Data from Report 15 of the NWDMP showed that nationally:

e Consumption of alcohol decreased in capital cities and increased in regional areas.

e Estimated population-weighted average alcohol consumption in regional areas was
higher than capital cities in August 2021 (ACIC 2022).


https://www.acic.gov.au/publications/national-wastewater-drug-monitoring-program-reports

For state and territory data, see the National Wastewater Drug Monitoring Program
reports.

Figure ALCOHOL5: Estimated consumption of alcohol in Australia based on
detections in wastewater, 2020 to 2021
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(a) “Average consumption” refers to estimated population-weighted average consumption.

Note: Data are from 58 wastewater treatment sites, covering approximately 57% of the Australian
population in 2021.

Source: AIHW. Adapted from NWDMP Report 15.

Poly drug use

Poly drug use is defined as the use of more than 1 illicit drug or licit drug in the previous
12 months. In 2019, the NDSHS showed more than 1 in 4 recent risky drinkers reported
recent use of cannabis (27% for lifetime risky drinkers and 28% for single occasion risky
drinkers). Around 1 in 5 reported that they were also daily smokers (21% for lifetime
risky drinkers and 18.7% for single occasion risky drinkers) (Table S2.68).

Data on alcohol and other drug-related ambulance attendances are sourced from the
National Ambulance Surveillance System for Alcohol and Other Drug Misuse and
Overdose. Data for 2020 are currently available for New South Wales, Victoria,
Queensland, Tasmania and the Australian Capital Territory. Data are presented for 4
snapshot months per year, specifically March, June, September and December. Please
see the data quality statement for further information.

In 2020, the proportion of alcohol intoxication-related ambulance attendances where
multiple drugs were consumed was low, ranging from 2.5% of attendances in the
Australian Capital Territory to 4.7% of attendances in Victoria and Tasmania (Table
S2.81).

Harms

For related content on alcohol impacts and harms, see also:

. Health impacts: Deaths due to harmful alcohol consumption
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e Social impacts

. Economic impacts

e Older people: Health and harms

e Younger people: Health and harms

Alcohol is absorbed rapidly in the bloodstream and affects the brain within about 5
minutes, though this may vary from person to person depending on body mass and
general state of health (NSW Ministry of Health 2017). Short-term effects of alcohol such
as a sense of relaxation and reduced inhibitions, may add to the appeal of its
consumption. However, when consumed in excess, alcohol can also produce unpleasant
effects such as nausea and vomiting and may influence people to engage in harmful
behaviour (Table ALCOHOL1).

Table ALCOHOL1: Effects of alcohol consumption

Short-term effects Long-term effects
e Reduced inhibitions e Oral, throat and breast
« Asense of relaxation cancers
» Loss of alertness or coordination, and » Liver cirrhosis
slower reaction times e Brain damage and
« Impaired memory and judgement dementia
« Nausea, shakiness and vomiting  Some forms of heart
e Blurred or double vision disease and stroke
e Disturbed sleep patterns
e Disturbed sexual functioning

Source: NSW Ministry of Health (2017).

Burden of disease and injury

The Australian Burden of Disease Study 2018, found that alcohol use was the fifth
highest risk factor contributing to the burden of disease in Australia, and

was responsible for 4.5% of the total burden of disease and injury (AIHW 2021b (Table
S2.62). The age-standardised rate of total attributable burden due to alcohol use
decreased from 9.5 DALY per 1,000 population to 8.5 in 2018 (a 10.5% decline from 2003
to 2018).

Alcohol use contributed to a number of diseases and injuries including:

e 100% of the burden due to alcohol use disorders

e 40% of the burden due to liver cancer

e 25% of the burden due to road traffic injuries involving motor vehicle occupants
e 19.2% of the burden due to chronic liver disease



https://auth.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts/social-impacts
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e 14.2% of the burden due to suicide and self-inflicted injuries (AIHW 2021b) (Table
S2.63).

The 2019 NDSHS reported that 1.2% of recent drinkers were injured while under the
influence of alcohol and required medical attention while less than 1% (0.4%) required
admission to hospital for their injuries. Less than 1.0% of recent drinkers required
medical attention (0.3%) or hospitalisation (0.2%) because they were intoxicated (AIHW
2020).

This risk increased for people who consumed alcohol at risky quantities. Specifically,
3.0% of people that exceeded lifetime risk guidelines required medical attention due to
injuries sustained while drinking or due to intoxication, compared with less than 1%
(0.5%) for low risk drinkers. Further, 4.9% of people who consumed 11 or more standard
drinks at least monthly, required medical attention for their injuries (Table S2.64; Figure
ALCOHOLSG).



Figure ALCOHOLG: People who have been injured or intoxicated and
required medical attention while under the influence of alcohol, recent
drinkers aged 14 and over, by alcohol risk, 2019 (per cent)
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Title: Figure ALCOHOL6G: People who have been injured or intoxicated and required medical attention while under the influence of alcohol,
recent drinkersa aged 14 and over, by alcohol risk, 2019 (per cent)
Source; AIHW, Supplementary Table 2.64.

http://www.aihw.gov.au

Ambulance attendances

Data on alcohol and other drug-related ambulance attendances are sourced from the
National Ambulance Surveillance System for Alcohol and Other Drug Misuse and
Overdose. The highest number and rate of ambulance attendances continues to be
alcohol intoxication-related (tables 12 and S2.81).

In 2020, for alcohol intoxication-related ambulance attendances:

e Rates of attendances ranged from 143.3 per 100,000 population in New South Wales
to 198.9 per 100,000 population in Queensland.



e The majority of attendances were for males, ranging from 57% of attendances in the
Australian Capital Territory to 62% in New South Wales.

e The median age of patients for alcohol intoxication-related attendances ranged from
38 years in Tasmania to 43 years in New South Wales (Table S2.81).

The characteristics of alcohol intoxication-related ambulance attendances varied by
region. In 2020:

e Higher rates of attendances were reported in regional areas than in metropolitan
areas in New South Wales (157.1 per 100,000 population and 136.4, respectively),
Victoria (182.4 per 100,000 population and 145.5, respectively) and Queensland
(237.3 per 100,000 population and 154.8, respectively).

e In contrast, Tasmania reported higher metropolitan rates of attendance (201.7 per
100,000 population metropolitan and 96.9 in regional areas).

e Similar proportions of alcohol intoxication-related attendances were transported to
hospital in metropolitan and regional areas for New South Wales, Victoria and
Queensland, ranging from 79% to 83% of attendances.

e InTasmania, more metropolitan attendances were transported to hospital than in
regional areas (81% and 74%, respectively).

e The Australian Capital Territory (metropolitan only) reported that 70% of alcohol
intoxication-related attendances were transported to hospital (Table S2.81).

Hospitalisations

Drug-related hospitalisations are defined as hospitalisations with a principal diagnosis
relating to a substance use disorder or direct harm relating to use of selected
substances (AIHW 2018).

AIHW analysis of the National Hospital Morbidity Database showed that alcohol
accounted for over 1 in 2 (53%) drug-related hospitalisations in 2019-20 (Table S1.8a).
Alcohol has remained the most common drug recorded in drug-related hospitalisations
across the 5 years to 2019-20.

The number and rate of alcohol-related hospitalisations increased between 2015-16
(68,236 hospitalisations, or 284.5 per 100,00 population) and 2018-19 (75,765, or 301
per 100,000), then declined in 2019-20 (74,511, or 291.5 per 100,000) (Table S1.8b).

In 2019-20, almost 3 in 4 (71%) alcohol-related hospitalisations occurred in Major cities.
Previous analysis by the AIHW indicates that the relative proportions of hospitalisations
by drug type were different in each remoteness area with a higher proportion of drug-
related hospitalisations for alcohol (as opposed to other drugs) in Remote and very
remote areas of Australia than in Major cities and Regional areas (AIHW 2019). In 2019-20,
there were 696.7 alcohol-related hospitalisations per 100,000 population in Remote and
very remote areas (3,419 hospitalisations) (Table S1.8c).



Deaths

Alcohol-induced deaths are defined as those that can be directly attributable to alcohol
use (that is, where an alcohol-related condition is recorded as the underlying cause of
death), as determined by toxicology and pathology reports (for example, alcoholic liver
cirrhosis or alcohol poisoning). Alcohol-related deaths include deaths directly
attributable to alcohol use and deaths where alcohol was listed as an associated cause
of death (for example a motor vehicle accident where a person recorded a high blood
alcohol concentration) (ABS 2018a). See also Health impacts: Deaths due to harmful
alcohol consumption.

Australian Institute of Health and Welfare (AIHW) analysis of the AIHW National Mortality
Database showed that of the 1,452 alcohol-induced deaths registered in 2020:

e The highest age-specific rates were for older people—16.0 per 100,000 population
for those aged 60-64 years; 13.2 for those 55-59; and 12.3 for those aged 50-54.
This compares with age-specific rates of 0.3 (or less) per 100,000 population for
people aged 29 and under (Table S1.1e).

e The majority (73%, or 1,056 deaths) were recorded for males (Table S1.1f).

The most common cause of alcohol-induced death in 2020 was liver disease, followed by
mental and behavioural disorders due to psychoactive substance use. Mental and
behavioural conditions due to psychoactive substance use was also the most common
contributor to alcohol-related deaths (Table S1.1f).

In 2020, ABS Causes of Death reported:

e The alcohol-induced death rate for males was 2.8 times higher than females (age-
standardised rate of 7.7 per 100,000 population for males, compared with 2.8
deaths per 100,000 population for females).

e For both males and females, the highest age-specific death rate was in those aged
55-64 years (22.4 per 100,000 population for males and 7.1 per 100,000 for females
(ABS 2021).

Treatment

The 2020-21 Alcohol and Other Drug Treatment Services National Minimum Data Set (AODTS
NMDS) Early Insights report shows that alcohol was the principal drug of concern in 37%
of treatment episodes provided for clients’ own drug use (AIHW 2022a).

This was a similar proportion to 2019-20 (34% of closed treatment episodes) (AIHW 2021a).

Data collected for the AODTS NMDS are released twice each year—an Early Insights report in
April and a detailed report mid year. Detailed information about treatment episodes for
alcohol will be updated in July 2022.

The Alcohol and Other Drug Treatment Services National Minimum Data Set (AODTS
NMDS) provides information on treatment provided to clients by publicly funded AOD
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treatment services, including government and non-government organisations. Data
from the AODTS NMDS show that alcohol is the most common principal drug of concern
among clients seeking treatment for their own drug use (AIHW 2021a). In 2019-20, over
1in 3 (34%) closed treatment episodes were for alcohol—a similar proportion to 2018-
19 (36% of episodes) (Table S2.76; Figure ALCOHOL?7).

In 2019-20, where alcohol was the principal drug of concern:

e Around two-thirds (65%) of clients were male and over 1 in 6 (18%) were Indigenous
Australians (tables S2.77 and S2.78; Figure ALCOHOL?7).

e Around half (51%) of clients were aged 30-49 with 26% of clients aged 40-49 and
25% aged 30-39.

e The most common source of referral was self or family (42% of closed treatment
episodes), followed by a health service (41%) (Table S2.79).

e The most common main treatment type was counselling (38% of closed treatment
episodes), followed by assessment only (18%) and withdrawal management (14%)
(Figure ALCOHOLY7). These 3 main treatment types have remained the most
common over the 10-year period to 2019-20.

e The median treatment duration of closed treatment episodes for alcohol was just
under 4 weeks (26 days) (AIHW 2021a).

Figure ALCOHOL7: Treatment provided for own use of alcohol, 2019-20 (per
cent)

over1in 6 clients
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Source: AIHW Alcohol and Other Drug Treatment Services National Minimum Data Set (AODTS NMDS).

Supplementary tables S2.76, S2.78 and S2.80.

Where the principal drug of concern was alcohol, the proportion of clients who travelled
1 hour or longer to treatment services in 2016-17 was higher in Regional and
remote areas than in Major cities (29% compared with 7%) (AIHW 2019).

At-risk groups
For related content on at-risk groups, see:

e Aboriginal and Torres Strait Islander people: Alcohol consumption



https://auth.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/priority-populations/aboriginal-and-torres-strait-islander-people#alcoholconsumption

e Older people: Alcohol consumption

e Younger people: Alcohol consumption

. People with mental health conditions: Alcohol consumption

While alcohol is widely consumed in Australia, some population groups are at a greater
risk of problematic consumption.

e The proportion of Aboriginal and Torres Strait Islander people exceeding lifetime
and single occasion risk guidelines is slightly higher than that of non-Indigenous
Australians. There has been an increase in the proportion of Indigenous Australians
who exceeded single occasion risk guidelines for drinking between 2002 and 2018-
19.

e People aged 70 and over are the most likely to drink alcohol daily and those aged
50-59 were one of the age groups most likely to exceed the lifetime risk guideline.

e People aged 18-24 were the most likely to exceed the single occasion risk guideline,
at least monthly.

e Ahigher proportion of people with a mental health condition reported drinking at
risky levels (for both lifetime and single occasion risk) compared with people who
had not been diagnosed or treated for a mental health condition.

Policy context

National Alcohol Strategy 2019-2028

The National Alcohol Strategy aims to provide a national framework to prevent and
minimise alcohol-related harms among individuals, families and communities by:

e Identifying agreed national priority areas of focus and policy options;

e Promoting and facilitating collaboration, partnership and commitment from the
government and non-government sectors; and

e Targeting a 10% reduction in harmful alcohol consumption.

- Alcohol consumption at levels that puts individuals at risk of injury from a single
occasion of drinking, at least monthly.

- Alcohol consumption at levels that puts individuals at risk of disease or injury
over a lifetime (DoH 2019).

Policy support for measures to reduce problems associated with
alcohol

The NDSHS includes questions aimed at measuring the level of public support for
policies to reduce problems associated with alcohol. In 2019, public support declined for
the majority of measures to reduce the harms from alcohol. The policies with the most
support to reduce alcohol related harm were:

e more severe penalties for drunk driving (85%)
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e the stricter enforcement of the law against supplying alcohol to minors (79%).

The least supported policy measure was to increase the price of alcohol (26%) (AIHW
2020).
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Biomedical risk factors

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

Biomedical risk factors are bodily states that have an impact on a person'’s risk of
disease. There are a few biomedical risk factors that contribute to the risk of developing
chronic health conditions. Risk factors may include high blood pressure, dyslipidaemia,
impaired fasting glucose and overweight and obesity as outlined in the National
Preventive Health Strategy 2021-2030 (Department of Health 2021).

This page focuses on 3 biomedical risk factors: high blood pressure, dyslipidaemia and
impaired fasting glucose - which have been directly linked to specific health outcomes
such as cardiovascular disease, including coronary heart disease and stroke, chronic
kidney disease and diabetes. Obesity, which is also a biomedical risk factor, is discussed
in Overweight and obesity.

Information on this page is largely from the Australian Bureau of Statistics (ABS)
population health surveys. The most recent national data on dyslipidaemia and
impaired fasting glucose levels were collected in the Australian Health Survey (AHS) in
2011-12, and subsequent national health surveys have relied on self-reported data.
More frequent surveys are needed to continue to monitor the levels of these risk factors
in the Australian population over time. The ABS has commenced collection of a new
Intergenerational Health and Mental Health Study which will include measurement of
selected biomedical risk factors.

High blood pressure

High blood pressure - also known as hypertension - is a risk factor for chronic
conditions, including heart failure, chronic kidney disease and stroke.

Burden of disease refers to the quantified impact of living with and dying prematurely
from a disease or injury.

The Australian Burden of Disease Study 2018 estimated disease burden in Australia due
to high blood pressure - which was defined as systolic blood pressure between 110-115
mmHg. In 2018, 5.1% of the total disease burden in Australia was due to high blood
pressure, making it the fourth leading risk factor contributing to disease burden (AIHW
2021a). See Burden of disease.

It was estimated that high blood pressure contributed 63% of hypertensive heart
disease total burden, 42% of coronary heart disease burden, 39% of stroke burden, 37%
of chronic kidney disease burden, and 31% of atrial fibrillation and flutter burden in
2018 (AIHW 2021a).

In the National Health Survey (NHS), high blood pressure was defined as systolic blood
pressure greater than or equal to 140 mmHg, or diastolic blood pressure greater than or
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equal to 90 mmHg or receiving medication for high blood pressure. Based on results
from the NHS in 2017-18, an estimated 34% of adults had high blood pressure. This
included 23% who had uncontrolled high blood pressure, and 11% whose blood
pressure was controlled with medication (AIHW analysis of ABS 2019). The proportion of
Australian adults with high blood pressure has remained stable since 2011-12.

Dyslipidaemia

Blood lipids are fats in the blood and include cholesterol and triglycerides. Cholesterol is
a fatty substance produced by the liver and carried by the blood to supply material for
cell walls and hormones. Triglycerides play an important role in metabolism as an
energy source and in helping to transfer dietary fat throughout the body.

Out-of-range levels of blood lipids - known as dyslipidaemia - can contribute to the
development of atherosclerosis, a build-up of fatty deposits in the blood vessels. This
build-up increases the risk of cardiovascular diseases.

Blood tests are used to determine levels of the commonly measured lipids. The
standard lipid blood tests include measurements of total cholesterol, low-density
lipoprotein cholesterol (LDL, or 'bad' cholesterol), high-density lipoprotein cholesterol
(HDL, or 'good' cholesterol), as well as triglycerides.

The Australian Burden of Disease Study 2018 estimated disease burden in Australia due
to high cholesterol levels - defined as LDL cholesterol between 0.7-1.3 mmol/L. High
cholesterol levels contributed 2.7% of the total burden of disease in Australia in 2018. It
was estimated that high cholesterol contributed 37% of coronary heart disease total
burden and 16% of the total burden from stroke (AIHW 2021a). See Burden of disease.

The most recent national data on measured blood lipid levels were collected in the AHS
in 2011-12, and subsequent national health surveys collected self-reported data on high
cholesterol levels (ABS 2013).

Based on self-reported data from the NHS in 2017-18, an estimated 1.5 million adults
(or 7.8%) reported that they had high cholesterol levels (AIHW analysis of ABS 2019). This
was lower than the self-reported prevalence in 2014-15, where 1.6 million adults (or
9.1%) reported high cholesterol levels (AIHW analysis of ABS 2017).

Self-reported data underestimate the true impact of dyslipidaemia in the population, as
many people are unaware they have out-of-range levels of blood lipids. In the AHS in
2011-12, blood lipid levels were measured via a blood test. A person had dyslipidaemia
if they had one or more of the following: total cholesterol greater than or equal to 5.5
mmol/L, LDL cholesterol greater than or equal to 3.5 mmol/L, HDL cholesterol less than
1.0 mmol/L in men or less than 1.3 mmol/L in women, triglycerides greater than or equal
to 2mmol/L, or were taking lipid-modifying medication (ABS 2013).

Based on these data, 2 in 3 (63%, or an estimated 8.5 million) Australian adults had out-
of-range blood lipid levels. This included 57% with uncontrolled out-of-range blood lipids
and 6.6% with normal blood lipid levels who were taking lipid-modifying medication
(AIHW analysis of ABS 2014; AIHW 2015).
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High blood cholesterol levels for 2020-21

Data for 2020-21 are based on information self-reported by the participants of the ABS
2020-21 NHS.

Previous versions of the NHS have primarily been administered by trained ABS interviewers
and were conducted face-to-face. The 2020-21 NHS was conducted during the COVID-19
pandemic. To maintain the safety of survey respondents and ABS Interviewers, the survey
was collected via online, self-completed forms.

Non-response is usually reduced through Interviewer follow-up of households who have not
responded. As this was not possible during lockdown periods, there were lower response
rates than previous NHS cycles, which impacted sample representativeness for some sub-
populations. Additionally, the impact of COVID-19 and lockdowns might also have had direct
or indirect impacts on people’s usual behaviour over the 2020-21 period.

Due to these changes, comparisons with previous high cholesterol level data over time are
not recommended.

Based on self-reported data from the 2020-21 NHS, an estimated 840,000 adults (or 4.3%)
reported that they had high cholesterol levels (ABS 2022).

The data presented for high cholesterol levels on the rest of this page are from the 2017-18
NHS and prior versions.

Impaired fasting glucose

The initial stages of type 2 diabetes, also known as pre-diabetes, are characterised by
impaired glucose regulation. This includes both impaired fasting glucose (IFG) and
impaired glucose tolerance (IGT). People who have IFG or IGT are at risk of future
development of diabetes and cardiovascular disease.

The Australian Burden of Disease Study 2018 estimated disease burden in Australia due
to high blood plasma glucose - which was defined as intermediate hyperglycaemia
(blood plasma glucose between 4.9-6.9 mmol/L), as well as diabetes. High blood plasma
glucose was responsible for 4.3% of the total burden of disease in Australia in 2018
(AIHW 2021a). See Burden of disease.

Based on self-reported data from the NHS in 2017-18, an estimated 99,700 adults
reported that they had high glucose levels measured in their blood or urine. This was
around 0.5% of the adult population (AIHW analysis of ABS 2019). This was consistent
with results reported in 2014-15 (AIHW analysis of ABS 2016).

Self-reported data underestimate the true impact of impaired glucose regulation in the
population, as many people are unaware they have impaired glucose regulation. In the
2011-12 AHS, impaired glucose regulation was assessed via measurement of fasting
plasma glucose levels. A person who did not currently have diabetes but had a fasting
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plasma glucose result ranging from 6.1 to 6.9 mmol/L was at high risk of diabetes. The
ABS 2011-12 AHS collected measured data on IFG. IGT was not measured (ABS 2013).

Based on measured data, an estimated 420,000 (or 3.1%) Australian adults had IFG. The
proportion of adults with IFG generally increased with age and was highest in people
aged 75 and over compared with those aged 35-44 (7.5% and 2.1%, respectively) (AIHW
analysis of ABS 2014; AIHW 2015).

High glucose levels for 2020-21

Data for 2020-21 are based on information self-reported by the participants of the ABS
2020-21 NHS.

Previous versions of the NHS have primarily been administered by trained ABS interviewers
and were conducted face-to-face. The 2020-21 NHS was conducted during the COVID-19
pandemic. To maintain the safety of survey respondents and ABS Interviewers, the survey
was collected via online, self-completed forms.

Non-response is usually reduced through Interviewer follow-up of households who have not
responded. As this was not possible during lockdown periods, there were lower response
rates than previous NHS cycles, which impacted sample representativeness for some sub-
populations. Additionally, the impact of COVID-19 and lockdowns might also have had direct
or indirect impacts on people’s usual behaviour over the 2020-21 period.

Due to these changes, comparisons with previous high glucose level data over time are not
recommended.

Based on self-reported data from the 2020-21 NHS, an estimated 28,100 adults (or 0.1%)
reported that they had high glucose levels measured in their blood or urine (ABS 2022).

The data presented for high glucose levels on the rest of this page are from the 2017-18
NHS and prior versions.

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.

Based on measured data from the AHS in 2011-12, an estimated 1 in 4 (25%) Australian
adults had both high blood pressure and dyslipidaemia. This includes people with
measured high blood pressure and dyslipidaemia, and those who take medication to
control these conditions. This increased with age, from 4.3% in people aged 18-34 to
65% in people aged 75 and over. Just over 7 in 10 (71%) adults had either high blood
pressure, dyslipidaemia or both risk factors. This was highest in people aged 75 and
over (96%) (AIHW analysis of ABS 2014; AIHW 2015).



Managing biomedical risk factors

Treating or managing biomedical risk factors includes changes in lifestyle (such as
dietary modifications or increased physical activity), use of medications, and surgery.
Improving biomedical risk factors can prevent disease, delay disease progression, and
improve treatment outcomes, and have the potential to enhance the health of the
population.

e In2019-20, hypertension was the most commonly reported chronic condition at
general practice encounters, and dyslipidaemia was the third most commonly
reported chronic condition (NPS MedicineWise 2021).

e In 2019-20, over 61 million prescriptions for blood pressure lowering medicines
were dispensed to the Australian population under the Pharmaceutical Benefits
Scheme; more than half (57%) of all cardiovascular medicines dispensed (AIHW
2021b). Additional data about the use of blood pressure lowering medications by
country of birth and English proficiency are presented in ‘Chapter 7 Reporting on the
health of culturally and linguistically diverse populations in Australia’ in Australia’s
health 2022: data insights.

e In2017-18, an estimated 23% of adults had measured high blood pressure but were
not taking any blood pressure medication. There has been no change in the
prevalence of uncontrolled high blood pressure since 2011-12 (AIHW analysis of
ABS 2019).

e In2011-12, 87% of people with measured dyslipidaemia were not using lipid
modifying medications (AIHW analysis of ABS 2014). This reflects current guidelines,
which state that prescription of lipid modifying medications is not based on
dyslipidaemia alone, but on the absolute risk of cardiovascular disease (RACGP
2018). The absolute risk of cardiovascular disease considers risk factors, such as
blood pressure and cholesterol levels, in combination.

Impact of COVID-19 on the monitoring and
management of biomedical risk factors

Measures put in place as part of government responses to COVID-19 (including
lockdowns, quarantine requirements, and resource reallocations) may have affected the
management of risk factors.

Nationally representative data on the number of people newly diagnosed with high
blood pressure, dyslipidaemia and impaired fasting glucose during COVID-19 are
currently not available. There is also no data available on the impact of COVID-19
measures on the management of these biomedical risk factors.

However, emerging research suggest that COVID-19 measures might have had an
impact on pathology testing to detect or monitor these risk factors, and the prescription
of medications to manage these conditions.
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In New South Wales and Victoria, data from a study comparing pathology testing in
general practices showed that non-acute respiratory illness pathology testing decreased
during the first and second waves of COVID-19 in 2020 (Imai et al. 2021). Data from the
general practice insights report have shown that the prescribing rates of lipid lowering
medications and blood pressure lowering medications increased sharply in March 2020,
before measures such as restrictions on movement were put in place (NPS
MedicineWise 2021).

Further data are required to explore the impact of COVID-19 measures on the
monitoring and management of biomedical risk factors.

Where do | go for more information?

For more information on biomedical risk factors, see:

e Heart, stroke and vascular disease—Australian facts—risk factors

e Cardiovascular disease, diabetes and chronic kidney disease—Australian facts: risk
factors 2015

e Australian Burden of Disease Study 2018: Interactive data on risk factor burden
e ABS AHS: biomedical results for chronic diseases, 2011-12

e ABS NHS: first results, 2017-18

e ABS NHS: health conditions prevalence, 2020-21

Visit Risk factors for more on this topic.
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Built environment and health

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

The built environment influences our health in many ways, including activity levels,
access to nutritious food, the houses we live in, where we work, contact with nature and
the spaces we have for social interactions. It also affects the air we breathe and the
water we drink, and shelters us from the weather.

What is the built environment?

The built environment refers to the human-made surroundings where people live, work and
recreate. It includes buildings and parks as well as supporting infrastructure such as
transport, water and energy networks (Coleman 2017).

The built environment interacts with the natural environment through its use of land, water
and energy resources, and the waste and emissions produced. Conversely, extreme weather
events such as floods, cyclones, bushfires and heatwaves are considered the largest risk to
the built environment and people who live in it. See Natural environment and health.

Urban form

Economic development and technological advances have brought with them a range of
benefits such as a higher average standard of living, which can influence health
outcomes positively. Cities and the number of cars have also grown with economic
development, increasing convenience and economic opportunity. There are also costs
associated with the growth of cities; these costs can be mitigated to an extent through
effective urban planning (Grant et al. 2017).

The shape, size, population density and layout of a city is known as the urban form. In
2020, 90% of the Australian population lived in Major cities or Inner regional areas (ABS
2021). Australian cities have unusually low population densities compared with cities in
other developed countries with similar population sizes (Coleman 2017). Australia’s
cities are also characterised by:

e small, dense cores with large, low population density outer suburbs

e segregated land use that separates where people live from where they work, often
by great distances (Coleman 2017).

Urban form and population density may play a role in the spread and transmission of
communicable diseases, such as COVID-19, as it may be easier for people to maintain
physical distance from one another in areas of low population density (Frumkin 2021).
There are many other environmental, social, and economic impacts from this type of
urban form, with flow-on effects to human health, including:
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e increased car dependence, which decreases physical activity and increases the risk
of chronic disease and its risk factors including obesity and hypertension, as well as
increasing the risk of injury from accidents (Chandrabose et al. 2019). Road
transport also increases the level of pollutants, including PM2.5 (see Glossary),
reducing air quality in built-up areas

e loss of natural areas and agricultural land, which reduces areas for biodiversity
conservation and food production

e socioeconomic inequality, as more affordable housing is often found further away
from city centres and employment areas, which requires longer travel times,
increased travel costs, and results in reduced time available to engage in healthy
behaviours such as physical activity (Christian 2012; Daley et al. 2018; Trubka et al.
2010).

Walkability

Neighbourhood walkability (see Glossary) affects health through its impact on physical
activity and social capital (see Glossary) (Giles-Corti et al. 2010). People are more likely to
walk for recreation or exercise if they live in neighbourhoods that are within a walkable
distance of destinations (including public transport services), have well- connected
streets and higher residential densities (Gebel et al. 2009; Kamruzzaman et al. 2016).

Participating in 30 minutes of walking on average a day can lower the risk of heart
disease, stroke, and diabetes (National Heart Foundation 2019). The health benefits
increase with increased levels of activity and intensity, with up to 30-40% reduction of
risk for some conditions at the higher levels of activity (Hamer and Chida 2008; Williams
and Thompson 2013). Adding 15 minutes of brisk walking, 5 days each week, could
reduce disease burden due to physical inactivity by about 13% (AIHW 2017). If this time
increased to 30 minutes, the burden could be reduced by about 26% and benefits would
extend to all ages, particularly people aged 65 and over (AIHW 2017).

A ‘walkability index’ has been created by the Centre for Urban Research, which combines
dwelling density (see Glossary), daily living destinations and street connectivity (Arundel
et al. 2017). Using this index, only a minority of Australians living in cities live in walkable
communities, and these are generally concentrated in the inner (and some middle)
suburbs. However, there are some exceptions where the implementation of policies has
resulted in highly walkable outer suburbs, such as in Perth and Canberra (Arundel et al.
2017). The Liveable Neighbourhoods operational policy created by The Western
Australian Planning Commission in 1997 provides guidance and requirements for the
design of urban areas (WAPC 2015). A study by Bull et al. (2015) found that for every 10%
increase in compliance with the policy, participants were:

e 53% more likely to walk within their neighbourhood
e 40% less likely to feel unsafe
e 14% more likely to have better mental health.

The study also found that:
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e people living within 1.6 km of a convenience store, shopping centre or newsagent
were 2 times more likely to walk regularly

e people with access to parks and well-connected footpaths were 2.5 times more likely
to walk for more than one hour each week

e children living closer to school and having highly connected street networks and low
traffic volumes were nearly 4 times more likely to regularly walk to school.

Green space

Green space (see Glossary) includes areas of public and private land such as nature
reserves, public parks, residential gardens and sporting facilities. It is important for both
physical and mental health (AIHW 2011; Sugiyama et al. 2008). Spending 2 hours or
more in natural environments over the week is associated with higher levels of self-
reported good health and wellbeing compared with those who spend no time in them
(White et al. 2019).

Australian research examining the association between green space and health
outcomes indicated that:

e there was a three-fold increase in the likelihood of doing any moderate-vigorous
physical activity if more than 95% of dwellings in the suburb were within 400m of a
park (Mavoa et al. 2016)

e access to alarger park within 1.6 km of home increased the likelihood of walking for
150 minutes or more in a week (equivalent to Australia’s Physical Activity and
Sedentary Behaviour Guidelines for adults) (Sugiyama et al. 2010).

Green space, particularly tree canopy, has also been associated with a range of health
benefits such as reduced cardiovascular disease and lower psychological distress (Astell-
Burt and Feng 2019, 2020). However, available research that examines the association
between access to green spaces and health outcomes shows mixed findings (Frumkin et
al. 2017; Hartig et al. 2014). This is largely due to differences in methodology and
definitions of measures. Additionally, factors other than access to green spaces may be
associated with their use. For example, lower socioeconomic areas tend to perceive
quality, neighbourhood aesthetics and safety of green spaces to be lower than those
from higher socioeconomic areas (Sugiyama et al. 2015).

Green space also provides places for social interaction, both planned and incidental, and
facilitates community connections and wellbeing (Infrastructure Australia 2019). This is
important for feelings of safety, neighbourhood satisfaction and positive mental health,
and can help to reduce social isolation (Giles-Corti et al. 2010; Mahmoudi Farahani 2016;
Mavoa et al. 2019).

Well-planned green space supports biodiversity, improves air quality, and reduces noise
pollution and temperatures in urban areas (Kent and Thompson 2019). Contact with the
natural environment may also benefit our immune system (WHO and SCBD 2015).
Conversely, the loss of green space, particularly tree canopy coverage, can increase
temperatures in urban areas (Government of South Australia 2019).
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Impact of COVID-19

Access to urban green space played an important role in the COVID-19 pandemic,
particularly during lockdown periods, when movement was restricted and gyms were closed.
Surveys focussing on some of Australia’s major cities found that lockdowns and working
from home was associated with an overall increased number of visits to, and time spentin,
green spaces (Astell-Burt and Feng 2021; Berdejo-Espinola et al. 2021). This was particularly
evident in Melbourne, which was in lockdown during the time of one of the surveys (Astell-
Burt and Feng 2021). However, some people decreased their use of green space (Berdejo-
Espinola et al. 2021). AlImost half of children aged 3-18 were reported to have spent less
time being outdoors (42%) and physically active (42%) in a typical week during the pandemic
compared with before the pandemic (RCH Poll 2020). Lockdowns also highlighted potential
social inequities. People experiencing financial difficulty were less likely to visit green spaces
and were less likely to perceive a benefit of these visits (Astell-Burt and Feng 2021). A survey
of people living in Brisbane also found that older people were less likely to increase their use
of green space (Berdejo-Espinola et al. 2021).

Transport

An effective transport system is an essential part of a healthy built environment. It
provides access to the resources and facilities people need for a healthy life, such as
employment, health care and nutritious food. Transport systems can positively influence
health by promoting active travel (see Glossary), or negatively influence health through
traffic accidents and sedentary behaviour. Transport systems can also:

e negatively affect human health through air pollutants such as PM2.5
e contribute to greenhouse gas emissions (see Glossary) and global climate change
e increase environmental noise

e lead to the reduction of natural environments (Infrastructure Australia 2019; Kent
and Thompson 2019).

How do Australians commute to work?

On the day of the 2016 Census of Population and Housing (Census), 9.2 million people
travelled an average of 16.5 km to their workplace:

e 79% travelled by private vehicle
e 14% took public transport
e 5.2% either cycled or walked.

The average distance travelled was shortest for those living in the Greater Darwin area (13
km), and greatest for those living in regional areas of Western Australia (21 km) (ABS 2018a).



Car dependence

The great majority of Australians depend on their cars for transport. While cars allow for
increased mobility and convenience, and technology has led to cars that are less
polluting, a high level of dependence on cars for transport has a range of implications
for human and environmental health (Infrastructure Australia 2019). Car-dependent
suburbs tend to have poor access to public transport, employment services and shops.
Car dependence also:

e increases traffic congestion, commuting times and air and noise pollution

e can lead to anincrease in traffic accidents and affect respiratory and cardiovascular
health, as well as mental health and life satisfaction (BITRE 2016; Giles-Corti et al.
2016)

e is associated with sedentary lifestyles and growing rates of overweight and obesity
(Sugiyama et al. 2020).

Poor air quality due to traffic emissions can be harmful to both human health and the
ecosystem and tends to concentrate around major road corridors (Infrastructure
Australia 2019). Car dependence can have a larger effect on those from lower
socioeconomic areas, who often have less choice in housing location and may have to
live in outer suburbs due to housing affordability. This results in a higher proportion of
their household income being spent on car-related expenses (and less available for
health needs), and increased vulnerability to changes in fuel prices and mortgage stress
(Dodson et al. 2004; Dodson and Sipe 2008; Infrastructure Australia 2019).

COVID-19 lockdowns in Australia led to increased working from home and an associated
drop in car and public transport use (Beck and Hensher 2020a, 2020b). During the second
quarter of the 2020 calendar year, which coincided with Australia’s first lockdown due to
COVID-19, there was an estimated 22% decline in vehicle kilometres travelled (BITRE 2021). A
similar proportion of people increased and decreased their physical activity during the
pandemic between April and June 2020 (ABS 2020a, 2020b; AIHW 2021b).

Traffic accidents

Traffic-related accidents are a major public health issue and can result in injury,
disability or death. In Australia, there were about 1,100 deaths due to road traffic
crashes in 2020. The number and population rate of road deaths decreased over the
decade from 2011 to 2020 (by 13% and 25% respectively). Comparable data for road
crash hospitalisations are available only for the period 2013-2016 and show the number
and population rate of hospitalised injuries has increased (by 11% and 6.2%

respectively) (BITRE 2021).

There was also a 12% decline in the number of road deaths during the second quarter of
2020 calendar year (which broadly coincided with the Australia’s first lockdown) compared
with the previous quarter - a 17% decline in deaths when compared with the same quarter
in 2019 (BITRE 2021). While motorcyclist and pedal cyclist deaths increased or did not change



during the lockdown period, pedestrian, vehicle driver and passenger deaths decreased
(BITRE 2021). There was a 52% decrease in the number of motor vehicle drivers presenting
to emergency departments for trauma in April 2020 when compared with April 2019 (AIHW
2021b; VISU 2020).

Active travel

Active travel is the process of being physically active (usually walking or cycling) while
moving from one place to another and can include multiple modes of transport in one
trip. The health benefits of active travel include:

e increased physical activity
e social and psychological benefits from incidental interactions with other people

e reductions in greenhouse gas emissions and traffic congestion and less noise and
air pollution.

Living in close proximity (400-800m) to a mix of destinations is associated with higher
levels of active transport across all age groups (Boulange et al. 2017; McCormack et al.
2008; Sallis et al. 2012). Other factors associated with increased active travel include
safety from traffic, well-lit streets and footpaths (Sallis et al. 2012).

On Census night in 2016, of those who commuted to work, 5.2% walked or cycled (ABS
2018a). People who walked or cycled to work generally had the shortest commuting
distance.

Restrictions associated with the first wave of the COVID-19 pandemic in Australia resulted in
a decline in active travel in absolute terms (as occurred for other modes of transport) but a
modest increase (from 14% to 20%) in the proportion of trips accounted for by active
transport (Beck and Hensher 2020a). Analysis of intentions of survey participants suggests
this increased use of active transport may continue once the pandemic is over (Beck and
Hensher 2020b).

Food environments

Diet is a factor that can be modified and aspects of a person’s diet can influence the
extent to which they are at risk of, or protected against, a range of chronic conditions as
well as overweight and obesity. See Diet and Overweight and obesity. The food
environment plays a role in the food and drinks we choose to buy and consume through
factors such as availability, accessibility, affordability and marketing of healthy and
unhealthy food options. Additional factors within the food environment including living
in areas of greater socioeconomic disadvantage or living in rural and remote areas, are
also associated with more limited access to healthy food choices (Dutko et al. 2012;
Fleischhacker et al. 2011; Lewis and Lee 2016; Thornton et al. 2016). A range of
indicators are used to estimate how healthy the Australian food environment is in the
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Australia's Food Environment Dashboard (Australia's Food Environment Dashboard

2022).

The National Preventive Health Strategy has described the following food environment
factors as being associated with having either a protective or adverse effect on
Australian’s health and wellbeing (Department of Health 2021):

Protective Adverse

Closer proximity to supermarkets Density of fast-food and alcohol outlets
Access to urban agriculture and Marketing and product placement of
community gardens unhealthy items in supermarkets
Access to affordable, nutritious fresh food

The relationship between the food environment and dietary intake is complex, largely
due to an interplay of a variety of factors and behaviours as well as inconsistencies in
methods and measured outcomes (Mahendra et al. 2017; Ni Mhurchu et al. 2013).
Therefore, improvements to standardisation of measures and further research to better
understand the relationship between availability of food, individual food choices and
health outcomes in Australia are needed.

Housing

Housing has a very important influence on health and wellbeing. It provides shelter,
safety, security and privacy. The availability of affordable, sustainable and appropriate
housing enables people to better participate in the social, economic and community
aspects of their lives. Housing construction and design and the social and
neighbourhood environment can affect various aspects of physical and mental health
and quality of life of the inhabitants (Giles-Corti et al. 2012).

In Australia, building design codes regulate the insulation, ventilation, room sizes, ceiling
heights and access to sunlight of dwellings. However, the built environment is slow to
adapt to increases in extreme heat events, and heat-related deaths are expected to
increase over time (Coleman 2017).

It has been estimated that almost one million Australians live in housing regarded as
being in poor condition - according to the Household Income and Labour Dynamics in
Australia survey which used a five-point scale to rate external dwelling condition as very
good-excellent; good; average; poor; or very poor-derelict (Baker et al. 2016). Poor-
quality housing is associated with greater psychological distress (Giles-Corti et al. 2012)
and lower self-assessed general and physical health (Baker et al. 2016).

Frequent moves, renting, and being in financial housing stress are associated with
negative physical health outcomes for children (Dockery et al. 2013).

In cities, housing affordability and homelessness are major challenges. On Census night
in 2016, an estimated 116,000 people were homeless (ABS 2018b), and in 2017-1