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Summary

This report is the third in a series about chronic diseases. The first report covered information on 

selected chronic diseases and their associated risk factors. The second report covered patterns of chronic 

disease. This report covers indicators for chronic disease, and signals the beginning of a new program of 

work and activities in the surveillance, monitoring and reporting of chronic diseases.

The report uses findings from other Australian Institute of Health and Welfare (AIHW) reports and 

data sources to look at favourable and unfavourable trends in chronic disease over time. It focuses on 

the determinants of 12 chronic conditions and selected determinants identified by the (former) National 

Public Health Partnership (NPHP) as those conditions that represent the largest burden of disease in 

Australia, and looks for evidence to support that preventive interventions are effective.

About chronic disease indicators

For some nationally endorsed indicators, there are no data, and where data are available, some are out of 

date, don’t enable useful subpopulation comparisons, or don’t match health guidelines.

Further, not all chronic diseases have nationally-endorsed indicators.

Highlights

• In the period from 1982 to 2003, rates of lung cancers have decreased for males but increased 

for females.

• About two-thirds of adults do not exercise enough to confer a health benefit.

• The proportion of Australians who report Type 2 diabetes more than doubled in 10 years, from about 

2% in 1995 to almost 5% in 2004–05.

• While incidence rates for colorectal cancer have increased in the last decade, deaths from the 

condition have been decreasing at an average of 2% per year since the early 1980s.

• On average, about one-half of Aboriginal and Torres Strait Islander peoples who live in the  

non-remote areas of Australia are daily smokers.

• In 2004–05, almost 60% of males and 40% of females were either overweight or obese.

For the majority of indicators reported here there has been a favourable trend, or no apparent trend 

(Table S.1).
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Figure 3.2: Proportion of people aged 18 years and over who are daily smokers, 1991–2004

Trend estimates for smoking in the Aboriginal and Torres Strait Islander population are obtained from 

the 1995 NHS, the 2001 NHS (Indigenous component) and the 2004–05 NATSIHS. They are available for 

those aged 18 years and over, so do not reflect the age group specified by the indicator. The methodology 

used in these surveys differs from that used in the NDSHS, so comparisons between prevalence of 

smoking in the Indigenous population should not be made to those reported above. 

Rates for current daily smoking in the Indigenous population remained stable over the decade to 2005 

(Figure 3.3; Table B3.3). For those living in non-remote areas of Australia, the prevalence of current daily 

smokers is about 50%. For Indigenous Australians living in remote areas of Australia the rates are higher, 

averaging 55%.

Non-remote

Remote

40

50

60

1995 2001 2004–05

Year

Per cent

Notes

1.     Based on self-reported data.

2.     Estimates for 1995 are not available for Indigenous Australians living in remote areas.

3.     Differences between 2001 and 2004–05 are not considered statistically significant.

Source: ABS 2006b.

Figure 3.3: Proportion of Indigenous people aged 18 years and over who are current daily 
smokers, 1995, 2001 and 2004–05
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Other indicators

Indicator:  Proportion of adults who succeed in quitting each year

Information on how many adults manage to quit tobacco smoking each year is not available, but the 

2004 NDSHS provided some information about how many people tried to quit. The most commonly 

reported change (by those who had smoked in the last 12 months) was to reduce the amount of tobacco 

smoked in 1 day, and was reported by 47% of males and 51% of females (Table 3.3).

Table 3.3: Attempted change in smoking behaviour: proportion of recent(a) smokers, 2004  
(per cent)

Moderation behaviour Males Females

Successfully gave up smoking (for more than a month) 24.5 20.3

Unsuccessfully tried to give up smoking 38.9 39.5

Changed to a cigarette brand with a lower tar or nicotine content 25.0 28.1

Unsuccessfully tried to change to a brand with a lower tar or nicotine content 4.7 4.7

Reduced the amount of tobacco smoked in a day 47.4 50.6

Unsuccessfully tried to reduce the amount of tobacco smoked in a day 21.4 21.8

(a) Smoked tobacco in the last 12 months.

Note: Respondents could select more than one behaviour.

Source: AIHW 2005e.

Physical inactivity

Physical inactivity is linked with an increased risk of mortality and morbidity from a range of diseases 

and conditions. In 2003, physical inactivity accounted for an estimated 7% of the burden of disease 

and injury in Australia (AIHW: Begg et al. 2007). Conversely, regular physical activity helps maintain 

good health by helping prevent or manage heart disease and Type 2 diabetes, and maintaining a healthy 

musculoskeletal system and healthy body weight. Regular physical activity is also beneficial to a person’s 

psychological wellbeing. 

The National Physical Activity Guidelines (NPAG) for Australians recommend at least 30 minutes of 

moderate-intensity physical activity on most, preferably all, days of the week to get health benefits 

(DHAC 1999). This is generally interpreted as 30 minutes on at least 5 days of the week, a total of at least 

150 minutes of moderate activity per week. 

In general, surveys collect and define people’s physical activity patterns by level of intensity, such as 

sedentary (also termed physically inactive), moderate or vigorous. But these definitions can, and do, 

vary between surveys. In addition, surveys may only collect information about selected types of physical 

activity. For example, they might collect data about activities taken as part of recreation or sport, and 

exclude information about other types of physical activity such as work related activity, gardening or 

transport. 

The AIHW recommends using the Active Australia Survey (AAS) instrument to collect information on 

sufficient physical activity, as the measurements derived from that survey directly align with the NPAG 

(AIHW 2003). However, due to the irregularity of surveys that use that instrument (the last national 

AAS was in 2000), data from the NHS have been used to describe trends in physical inactivity. Therefore, 

insufficient physical activity to confer a health benefit is defined as having taken less than 300 minutes of 
leisure-time activity during the 2 weeks before the survey.
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Prevalence

Indicator: Proportion of adults not engaged in sufficient physical activity to confer a health benefit

Since the 1989–90 NHS, the proportion of adults who do not do enough exercise to confer a health 

benefit has remained stable (Figure 3.4; Table B3.4). Slightly higher proportions of females (64%) did not 

engage in sufficient physical activity compared with males (58%), and this pattern was consistent across 

the survey period.
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Figure 3.4: Adults not engaged in sufficient physical activity to confer a health benefit  
1989–90 to 2004–05

When 2004–05 NHS data are looked at by age group, differences in insufficient exercise between males 

and females are not as apparent in the middle-aged years (35–54 years) as they are in the younger (34 

years and under) and older (65 years and over) age groups (Figure 3.5; Table B3.5). Females aged 65 

years and over, have the highest rates of insufficient physical activity compared with females in other 

ages groups and males in all age groups. Just over 70% of older females reported less than 300 minutes of 

leisure time activity in the 2 weeks before the interview.
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Figure 3.5: Adults not engaged in sufficient physical activity to confer a health benefit, by age 
group, 2004–05

The 2004 state and territory computer assisted telephone interview (CATI) surveys also showed that 

females reported doing less exercise than males, and this was consistent across all states and territories. 

The CATI surveys used the AAS instrument that generally shows lower levels of insufficient activity than 

the NHS. Apart from differing survey methodologies, another reason for the difference in results is that 

the AAS includes walking for transport in the estimates of activity.

Table 3.4: Persons aged 18 years and over who reported insufficient activity, 2004 (per cent)

Sex NSW Vic Qld WA SA Tas ACT NT

Males 43.4 38.3 51.7 48.4 60.5 47.7 41.5 49.8

Females 53.1 41.8 60.1 53.2 64.4 51.7 48.0 53.2

Persons 48.3 40.1 56.0 50.9 62.5 49.7 44.8 51.4

Notes

1. Persons not exercising for 150 minutes per week and not exercising for 5 sessions per week.

2. Reported results have been adjusted for missing values.

Sources: NSW Population Health Survey, unpublished data; AIHW analysis of Vic Population Health Survey (DHS 2004); WA Health and Wellbeing 
Surveillance System, unpublished data; SA monitoring and Surveillance System, unpublished data; AIHW analysis of Filling the Gaps in Data 
Pooling Survey (December 2004).
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Alcohol misuse

Misuse of alcohol, that is, excessive consumption in either the long- or short-term, is a major risk factor 

for morbidity and mortality in Australia. In terms of chronic conditions, regular excessive consumption 

of alcohol contributes to some cancers, liver disease and diabetes. Further, single episodes of heavy 

drinking can increase the risk of injury or death. There are also negative social effects from excessive 

consumption of alcohol, including alcohol-related crime, road accidents, and loss of productivity in the 

home or workplace (NDS 2006). 

However, it should be noted that consumption of alcohol not always poses a risk to health. In contrast, 

there are some benefits that can arise from low to moderate alcohol consumption, particularly in relation 

to ischaemic heart disease.

There are no standard definitions of what alcohol misuse is, and the term may encompass over-drinking, 

alcohol dependence or alcoholism. In addition, the effects of alcohol intake at different quantities can 

vary between individuals. One source of classification is the Australian Alcohol Guidelines (AAG), which 

were designed to give an indication of the limits of alcohol consumption associated with an increased 

risk to health and wellbeing (NHMRC 2001). The AAG refer to both excessive drinking in the short- and 

long–term, which both have the same three levels of risk:

• low-risk drinking levels are those at which there is a minimal risk of harm

• risky levels are those at which risk of harm is greatly increased

• high-risk drinking levels are those at which there is high risk of serious harm, and above this the risk 

increases rapidly.

Risky and high-risk levels in the short-term refer to 7 or more drinks on any 1 day for males, and 5 or 

more drinks on any 1 day for females. Long-term risk is associated with regular and repeated patterns 

of drinking defined by the total number of standard drinks per week. Overall weekly levels of risky or 

high–risk drinking are 29 or more drinks for males and 15 or more drinks for females. Again, these can 

vary for individuals.

It should be noted that, at the time of writing, the current AAG were under review by the NHMRC. 

Proposed new recommendations include a single, universal low-risk level of alcohol consumption of two 

standard drinks for both men and women. 

Prevalence

Indicators:   Proportion of the population that consume risky or high-risk levels for long-term  

alcohol-related harm, persons aged 14 years and over

  Proportion of Indigenous people aged 15 years and over reporting risky alcohol 

consumption

Data about the consumption of alcohol are collected by the NDSHSs, and this report presents results 

from the 2001 and 2004 surveys. In terms of alcohol-related harm in the long-term (see above), levels 

of risky and high-risk alcohol consumption remained similar for both males and females in 2001 and 

2004 (Figure 3.6; Table B3.6). Slightly higher proportions of females consumed alcohol at risky levels 

than males (on average just over 7% compared with just fewer than 7%). This pattern was reversed for 

alcohol intake at high-risk levels, with an average of 4% of males drinking at these levels compared with 

2% of females.
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Figure 3.6: People who consume alcohol at risky or high-risk levels for long-term  
alcohol-related harm, aged 14 years and over, 2001 and 2004

In 2004, 1 in 10 Australians consumed alcohol at levels that are considered risky or high-risk for  

alcohol-related harm in the long-term, but these patterns varied by age for both males and females. 

The peak of risky or high-risk consumption was for those aged 20–29 years (Table 3.5). A slightly 

higher proportion of males than females consumed alcohol at low risk levels, and this was reversed for 

those who had not consumed alcohol in the last 12 months (abstainers) where more females reported 

abstaining from alcohol than males.

Table 3.5: Risk(a) of harm in the long–term, by age group and sex, 2004 (per cent)

Sex and level  
of risk 14–19 20–29 30–39 40–49 50–59 60+ All ages

Males

  Abstainers(b) 30.4 7.8 8.9 8.6 10.5 17.3 12.9

  Low-risk 62.0 77.7 80.8 82.1 78.8 74.8 77.0

  Risky 4.9 8.7 7.5 5.7 6.9 5.2 6.5

  High-risk 2.8 5.7 2.8 3.6 3.8 2.7 3.6

Females

  Abstainers(b) 27.6 13.4 13.0 13.8 19.5 31.6 19.8

  Low-risk 60.1 71.6 77.1 75.9 73.1 63.3 70.6

  Risky 8.3 12.2 7.7 8.0 6.0 4.3 7.5

  High-risk 4.0 2.9 2.1 2.3 1.4 0.9 2.1

(a) For males, the consumption of up to 28 standard drinks per week is considered low-risk, 29–42 per week risky, and 43 or more per week 
high-risk. For females, the consumption of up to 14 standard drinks per week is considered low-risk, 15–28 per week risky, and 29 or more 
per week high-risk.

(b) Did not consume alcohol in the last 12 months.

Source: AIHW 2005e.
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Estimates for alcohol consumption in the Aboriginal and Torres Strait Islander population are obtained 

from the 1995 NHS, the 2001 NHS (Indigenous component) and the 2004–05 NATSIHS, and are for 

those aged 18 years and over. The methodology used in these surveys differs from that used in the 

NDSHS, so comparisons between prevalence of alcohol consumption in the Indigenous population 

should not be made to those reported above. 

Rates of alcohol consumption at risky or high-risk levels in the Indigenous population remained stable 

over the decade (Figure 3.7; Table B3.7). On average, 15% of Indigenous Australians reported drinking at 

risky levels in the week before the interview.
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Source: ABS 2006b

Figure 3.7: Proportion of Indigenous Australians aged 18 years and over reporting alcohol 
consumption at risky or high-risk levels, 1995 to 2004–05

Overweight and obesity

The rise in the prevalence of obesity in adults, adolescents and young children in recent years is a major 

concern. An excess in body fat increases the risk of developing many diseases, for example Type 2 

diabetes, cardiovascular disease, high blood pressure, and some cancers. Being obese also influences the 

ability to successfully manage many chronic conditions like arthritis and Type 2 diabetes. Those who are 

obese (or overweight) can suffer from low self-esteem and social problems. Children in particular can 

be subjected to teasing by their peers and this can further impair their self-esteem and social wellbeing. 

Research has shown that young people who are obese as children are more likely than their non-obese 

counterparts to be overweight as adults (Whitaker et al. 1997; Venn et al. 2007).

Body weight is commonly measured using the body mass index (BMI) that is calculated by dividing 

weight in kilograms by the square of the height in metres (kg/m2). People with a BMI greater than or 

equal to 30 are considered to be obese, and those whose BMI is greater than or equal to 25 but less than 

30 are considered to be overweight (but not obese). For children aged 2 to 17 years, the International 

Obesity Task Force has developed specific BMI cut-off points that are appropriate for younger ages  

(Cole et al. 2000). 
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Height and weight information may be collected in surveys as measured or self-reported data. It should 

be noted that estimates of BMI based on self-reported data are likely to be underestimates of true BMI, as 

research has shown that people tend to overestimate their height and underestimate their weight (Flood 

et al. 2000; Niedhammer et al. 2000). BMI data from self-reports should not be compared with BMI data 

from measurements. 

Prevalence

Indicators: Proportion of adults who are overweight

  Proportion of children aged 2–14 years whose body weight is at an acceptable/unacceptable 

level as measured by body mass index scores

  Proportion of young people aged 12–24 years who are overweight or obese according to 

their body mass index 

Rates of overweight or obese people have increased steadily in the 10 years from 1995 for both males 

and females (Figure 3.8; Table B3.8). Rates for overweight (but not obese) males increased from 38% 

in 1995 to 41% in 2004–05, while the proportion of males who were obese increased from 11% to 18%. 

Rates for overweight (but not obese) females also increased over the same period from 21% to 25%. The 

proportion of females who were obese increased between 1995 and 2001 (from 11% to 15%) and then 

remained stable in 2004–05. 
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Figure 3.8: Proportion of adults who are overweight or obese, 1995, 2001 and 2004–05

The most recent national data for children aged 2–14 years are from the 1995 National Nutrition Survey 

(NNS). BMI derived from the NNS was based on measured height and weight data. Previous data for 

children’s body weight was collected by the 1985 Australian Health and Fitness Survey that also collected 

measured height and weight for children aged 7–15 years. Analysis of BMI between the 1985 and 1995 

surveys suggests that the prevalence of children who are overweight or obese increased since 1985 

(Magarey et al. 2001). 
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In 1995, the majority of children aged 2–14 years were considered to be of an acceptable weight (Table 

3.6). However, a relatively high proportion (about 20%) was considered overweight or obese. A higher 

proportion of girls (22%) were overweight or obese compared with boys (18%).

In 2004, the NSW Schools Physical Activity and Nutrition Survey (SPANS) collected information about 

height and weight of children aged 5–16 years. This survey found that, overall, 25% of boys and 23% of 

girls were either overweight or obese. 

At the time of writing this report, the Kids Eat, Kids Play Survey had begun. Results from this survey 

(expected to be published in 2008) will allow for trends in measured children’s body mass to be analysed 

at a national level. 

Table 3.6: Children aged 2–14 years, by weight category(a), 1995 (per cent)

Sex Underweight Acceptable Overweight(b) Obese

Males 6.9 75.0 14.3 3.7

Females 4.3 73.7 16.4 5.6

(a) Cole et al. (2000) developed age- and sex-specific BMI cut-off points that are appropriate for use with children, and these have been used to 
define the categories in this table.

(b) Overweight but not obese.

Source: ABS 1995 National Nutrition Survey.

For young people, trend estimates for overweight and obese are available from the NHS. However, 

information about height and weight is only collected for those young people aged 15 years and over, so 

data are not able to be reported for those aged 12–14 as specified by the indicator. 

Rates of young persons who are overweight (but not obese) have increased over time (Figure 3.9; Table 

B3.9). From 1995 to 2004–05, the proportions of both males and females who were overweight increased 

from 18% and 11% respectively to 22% and 15% respectively. Rates for young females who were obese 

also increased over time, from 4% in 1995 to 6% in 2004–05. Rates for obese young males increased from 

4% in 1995 to a peak in 2001 (7%) before decreasing slightly in 2004–05 to 5%. 
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Figure 3.9: Proportion of persons aged 15–24 years who are overweight or obese, 1995, 2001 
and 2004–05
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Nutrition

Nutrition is an important determinant of health and wellbeing that can either increase or decrease 

the risk of various chronic diseases or mortality. In Australia, dietary guidelines from the NHMRC 

recommend consuming a wide variety of nutritious foods, including a high intake of plant foods such 

as cereals, fruit, vegetables, legumes and nuts. Diets that are high in vegetables, fruits and legumes are 

associated with reduced risk of coronary heart disease, stroke and some cancers. They may also reduce 

the risk of hypertension, Type 2 diabetes, cataracts and macular degeneration of the eye (NHMRC 2003). 

Sufficient intake of fruit and vegetables is defined as at least 5 serves of vegetables per day and at least 2 

serves of fruit per day. But it should be noted that, this report presents sufficient levels of vegetable intake 

as at least 4 serves of vegetables. This is due to data availability from the 2001 NHS.

Prevalence

Indicator:  Proportion of people eating sufficient daily serves of fruit or vegetables

Rates for people usually eating sufficient serves of fruit have remained stable for 2001 and 2004–05 

(Figure 3.10; Table B3.10). For both years, more females than males reported usually consuming 2 or 

more serves of fruit per day (59% compared with 48%). The proportion of people usually consuming a 

sufficient intake of eating enough vegetables rose slightly for both males and females, from 27% of males 

and 33% of females in 2001 to 30% and 35% respectively in 2004–05.
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Figure 3.10: Persons aged 12 years and over who usually consume sufficient serves of  
fruit or vegetables, 2001 and 2004–05

Estimates from the 2004–05 NHS showed that sufficient consumption of fruit increased with age for 

both males and females (Table 3.7). In general, females were more likely to consume sufficient levels of 

fruit and vegetables at all ages compared with males. The exception was males in the 75 years and over 

age group whose consumption of sufficient vegetables was slightly higher than their female counterparts.
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Table 3.7: Persons aged 12 years and over, proportion usually consuming sufficient(a) fruit or 
vegetables, by age group and sex, 2004–05 (per cent)

Food/sex 12–24 25–34 35–44 45–54 55–64 65–74
75 and 

over Total

Fruit

  Males 43.9 39.3 42.7 50.1 56.1 60.7 61.8 47.9

  Females 53.3 53.6 56.0 61.5 70.3 68.2 69.9 59.8

Vegetables

  Males 23.5 22.7 26.6 31.1 37.9 44.5 43.5 29.9

  Females 25.2 31.3 35.1 39.7 44.6 45.8 39.0 35.6

(a)	 Sufficient intake defined as 2 or more serves of fruit and 4 or more serves of vegetables.

Source: 2004–05 ABS National Health Survey.

Hypertension
Hypertension, also known as high blood pressure, is a major risk factor for coronary heart disease, 
stroke, heart failure, peripheral vascular disease, and kidney failure (AIHW 2004b). Blood pressure refers 
to the forces exerted by circulating blood on the walls of the arteries. The force is created by the pumping 
action of the heart, at contraction (systolic pressure) and at relaxation (diastolic pressure). Although the 
definition of what constitutes hypertension can be somewhat arbitrary, the National Heart Foundation 
(NHF) defines hypertension as:

•	 systolic blood pressure of 140mmHg or more, or

•	 diastolic blood pressure of 90mmHg or more, or

•	 receiving medication for high blood pressure (NHF 2004).

There are many modifiable causes of high blood pressure including diet (particularly high salt intake 
and saturated fat), obesity, excessive alcohol consumption, and insufficient physical activity. The risk of 
developing a chronic condition heightens with increased blood pressure. Positive changes to these risk 
factors can result in improved blood pressure. 

Information about blood pressure can be collected by self-report or measurement. Taking blood pressure 
by measurement provides far more accurate results and enables analysis by the varying gradients of 
blood pressure. Currently there is a lack of measured data that enable analysis over time, so data from 
self-reports are presented in this report. Self-reported data about high blood pressure are collected for 
those people who had ever been told by a doctor or nurse that they have high blood pressure, and who 
currently have this condition or, whose current normal blood pressure is the result of medication.

Prevalence

Indicator:	 Proportion of adults with high blood pressure

NHS results suggest that rates of adults with hypertension have decreased over 10 years (Figure 3.11; 
Table B3.11) from an average rate of 15% in 1995 to 14% in 2004–05. It should be noted that although 
rates appear to have dipped to 13% for males in 2001, the differences between 2001 to 2004–05 for both 
males and females are not significant (ABS 2006a).

For all years, a slightly higher proportion of females than males reported hypertension.  However, the 
detailed scale of the figure needs to be kept in perspective as for most years the difference between males 
and females is less than 1%.
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Figure 3.11: Proportion of adults with hypertension, 1995, 2001 and 2004–05

Estimates from the 2004–05 NHS show that just over 2 million adults (14% of those aged 18 years and 

over) reported having hypertension (Table 3.8). Hypertension is strongly linked to age. More than 80% 

of those who reported hypertension were aged 55 years and over. In the younger age groups (before 

55 years of age) more males reported hypertension than females. This pattern changed with those aged 

55 and over, where higher proportions of females reported hypertension.

Table 3.8: Proportion of adults with hypertension, by age group and sex, 2004–05 (per cent)

 
Sex 18–24 25–34 35–44 45–54 55–64 65–74

75 and 
over Total

Males 0.5 2.4 5.3 14.6 25.6 35.4 38.6 13.5

Females 0.6 1.6 3.9 12.6 27.2 40.4 43.3 14.5

Persons 0.6 2.0 4.6 13.6 26.4 38.0 41.3 14.0

Source: ABS 2006a.

Dyslipidaemia

Dyslipidaemia refers to unhealthy levels of blood fats (lipids), and includes high levels of low-density 

lipoproteins (LDLs), low levels of high-density lipoproteins (HDLs), or high triglyceride levels. 

Dyslipidaemia is a major risk factor for diabetes-related complications, coronary heart disease (CHD), 

and possibly some types of stroke (AIHW 2002b). When combined with other risk factors, dyslipidaemia 

makes an important difference to the risk of early CHD (NHF 2001). 

Determining levels of different fats in the blood can include measuring:

• total cholesterol. This includes LDL cholesterol and HDL cholesterol. The risk of heart disease 

increases steadily from low cholesterol levels. A total cholesterol level of 5.5 mmol/L or more is 

considered high, but this is an arbitrary definition
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• LDL cholesterol, often referred to as bad cholesterol. High levels of LDL lead to greater risk of 

heart disease

• HDL cholesterol, also known as good cholesterol. This has a protective effect against heart disease

• triglycerides. These are fats that are formed from the digestion of fats in food. In excess they may 

contribute to the development of atherosclerosis.

The most common risk factor for elevated cholesterol is consuming saturated fats in the diet. 

The only indicator for dyslipidaemia that has been nationally endorsed is for adults aged  

25–64 years and relates to high cholesterol. The Australian Diabetes, Obesity and Lifestyle (AusDiab) 

study, conducted in 1999–2000, included physical examinations and blood sampling (Dunstan et al. 

2001). Estimates from this study are used against this indicator.

Prevalence

Indicator: Proportion of adults with high blood cholesterol, aged 25–64

The AusDiab study estimated that the prevalence of elevated blood cholesterol, that is a level of 5.5 

mmol/L or more, in both males and females aged 25–64 years was 51% and 46% respectively (Figure 

3.12; Table B3.12). There are no data available to indicate trends in dyslipidaemia, but analysis done by 

the AIHW on high blood cholesterol suggests that levels in 1999–2000 were similar to those 20 years 

earlier (AIHW 2006a).
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Figure 3.12: Proportion of adults aged 25–64 years with high blood cholesterol, 1999–2000

The study also estimated that 25% of males and 14% of females aged 25–64 years had elevated levels 

of triglycerides (Figure 3.13; Table B3.13). Five years after the base AusDiab study, a follow-up study 

showed that those who were classified as having dyslipidaemia at the base survey (high triglycerides 

or low levels of HDL) had a greater chance of developing diabetes than those with normal levels of 

triglycerides or higher HDL.
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Figure 3.13: Proportion of adults aged 25–64 years with dyslipidaemia, 1999–2000

Overall proportions of people reporting high total cholesterol were similar for males and females, and 

levels for both genders increased with age (Table 3.9).

Table 3.9: Prevalence of high total cholesterol, by age group and sex

Sex 25–34 35–44 45–54 55–64 Total 

Males 32.3 55.3 61.4 61.8 51.2

Females 29.2 38.4 56.0 70.3 45.6

Persons 30.8 46.9 58.7 66.0 48.4

Source: AIHW analysis of the 1999–2000 AusDiab.

Impaired glucose tolerance

Impaired glucose tolerance (IGT) is the slower metabolism of glucose (the main sugar that the body uses 

for energy) due to insulin deficiency or resistance. IGT used collectively with the term impaired fasting 

glucose (IFG) is known as pre-diabetes. 

IGT and IFG are defined on results from an oral glucose tolerance test (Table 3.10). This involves fasting 

for several hours (usually overnight), then consuming a highly concentrated glucose drink.

Table 3.10: Classification of IGT and IFG

Plasma glucose (mmol/L)

Classification Fasting glucose 2-hour glucose

IGT < 7.0 and 7.8–11.0

IFG 6.1–6.9 and < 7.8

Normal glucose tolerance < 6.1 and < 7.8

Source: IDI 2006.
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A fasting plasma glucose test of ≥ 7.0 mmol/L or 2-hour glucose of ≥ 11.1 mmol/L is classified as 

diabetes. Those who have IGT are at a high risk of progressing to Type 2 diabetes. Results from the 

follow-up AusDiab study indicated that people with pre-diabetes were 10–20 times more likely to 

develop diabetes than those with normal blood glucose levels (IDI 2006). 

In its background paper Preventing chronic disease: a strategic framework, the National Public Health 

Partnership (NPHP) identified IGT as one of the biological risk factors that should be monitored in 

terms of chronic disease (NPHP 2001). There are no currently endorsed indicators for measuring the 

prevalence of Australians who have impaired glucose tolerance.

The Australian Diabetes, Obesity and Lifestyle (AusDiab) study showed 9% of all males aged 25 years 

and over, and 12% of all females in the same age group had IGT (Dunstan et al. 2001). The prevalence of 

IGT increased with age. The prevalence of IFG among those aged 25 years and over was 8% in males and 

3% in females, but unlike IGT, the distribution of IFG peaked in the middle ages (Table 3.11).

Table 3.11: Prevalence of IGT and IFG, by age group, 1999–2000 (per cent)

Classification 25–34 35–44 45–54 55–64 65–74 75 and over Total

IGT 3.5 6.6 9.8 15.0 21.7 22.7 10.6

IFG 1.9 5.4 7.1 8.6 7.3 6.6 5.7

Source: Dunstan et al. 2001.

Proteinuria 

The term proteinuria refers to having excess protein in the urine. This is the result of protein leaking 

through the kidney, most often through the glomeruli (the structures located in the kidney that filter 

waste from the blood). Elevated levels of proteinuria indicate a strong possibility of disease in the 

kidneys. Early diagnosis of kidney disease and intervention provide the greatest opportunity for kidney 

function preservation (AIHW 2005a).

In Australia, screening for kidney disease is not regularly done, but there are certain population groups 

for which screening is recommended (ANZSN & KHA 2004). These include people with hypertension, 

known vascular disease, and a family history of renal disease. Aboriginal and Torres Strait Islander 

peoples and people with diabetes are also recommended for testing.

There are no currently endorsed indicators for measuring the prevalence of Australians with proteinuria. 

In the report, Chronic kidney disease in Australia, 2005, the AIHW recommended collection of data that 

measure the proportion of people with chronic kidney disease who have annual:

• blood pressure measurements

• urinalysis, including microalbuminuria dipstick or proteinuria

• glomerular filtration rate measurement.  

The NPHP also identified proteinuria as a one of the biological risk factors/markers for chronic disease 

in Australia (NPHP 2001).
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Psychosocial factors

Three facets of psychosocial factors are identified as areas where information is required: 

• sense of control or resilience 

• social support and social exclusion

• emotional wellbeing/stress.

There are no currently endorsed indicators for sense of control or resilience. Available indicators are for 

social support and exclusion, and emotional wellbeing/stress. 

Although psychosocial factors do not align directly with any one particular chronic condition, they do 

affect a person’s or family’s capacity to cope with illness and their capacity to access services in the health 

system. Whether sustained psychological stress has an effect on an individual’s other determinants such 

as blood pressure, is subject to further research, but stress is likely to have indirect effects by influencing 

harmful health behaviours associated with high blood pressure (AIHW 2006a).

Prevalence

Indicators:  Proportion of households with children under 15 years of age where respondent was able to 

get support in time of crisis from persons living outside household

 Level of psychological distress as measured by the Kessler 10

Access to social support is suggested to have a positive impact on health. For many families with young 

children it is important to maintain a strong link with their families, friends, neighbours and community 

to whom they can turn when in need for support (AIHW 2005d).

In 2002, the ABS General Social Survey (GSS) collected data on various measures of social support 

networks by family characteristics. AIHW analysis of this survey showed that a large majority (95%) of 

families who had children aged 14 years or less could get support in times of crisis from people living 

outside the household (Figure 3.14; Table B3.14). 
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Figure 3.14: Proportion of adults living in households with children aged less than 15 years 
who had social support, 2002
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Psychological distress is a major risk factor for mental disorders such as anxiety or depression (NHPC 

2004). Psychological distress is often measured in surveys using a 10-item questionnaire called the Kessler 

10 (K10). The questions in the K10 relate to a person’s negative emotional states experienced in the 4 

weeks before the interview. For output purposes K10 results are commonly grouped into four categories:

• low (scores of 10–15)

• moderate (scores of 16–21)

• high (scores of 22–29)

• very high (scores of 30–50).

Levels of very high psychological distress may indicate a need for professional help.

Estimates from the NHS indicate that levels of high or very high psychological distress increased slightly 

for adult males between 2001 and 2004–05, but stayed similar for adult females over the same period 

(Figure 3.15; Table B3.15). Higher proportions of females reported levels of high distress compared with 

males (11% and 7% respectively). Differences between levels of very high distress in males and females 

were slight and are not considered statistically significant (ABS 2006a). 
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Figure 3.15: Proportion of adults who report levels of high or very high psychological distress, 
2001 and 2004–05
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Early life factors

There are four areas of early life factors that are of interest to measure:           

• maternal health

• low birthweight

• childhood infections 

• abuse and neglect.

There are currently no indicators relevant to the area of childhood infections.

Prevalence

Indicators:  Proportion of women smoking during pregnancy and after birth

 Percentage of women who consume alcohol during pregnancy

 Percentage of birthweights in each of a number of ranges (<1,500g, 1,500-2,499g,  

 2,500-4,199g, 4,200g +)

 Rate of children aged 0–14 years who have been the victim of physical and sexual assault

 Rate of young people aged 12–24 years who have been the victim of physical and/or  

 sexual assault

Smoking during pregnancy is a risk factor for adverse outcomes for both the infant and mother. It is 

associated with low birthweight, pre-term birth, small for gestational age, and perinatal death (AIHW: 

Laws et al. 2006). Smoking during pregnancy also increases the mother’s risk of spontaneous abortion, 

ectopic pregnancy, and other obstetric complications. 

Data on maternal smoking was only collected by five states and territories: New South Wales, Western 

Australia, South Australia, the Australian Capital Territory and the Northern Territory, and were 

available for 4 years. These data show that rates of maternal smoking have decreased from just over 19% 

of mothers in 2001 to fewer than 17% in 2004 (Figure 3.16; Table B3.16).

There are no national data available on maternal smoking after birth.
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Figure 3.16: Women who smoked during pregnancy, 2001–2004

As with smoking, alcohol consumption during pregnancy can have adverse effects on both the mother 

and unborn child. Alcohol can readily pass from a mother’s bloodstream to her baby via the placenta. 

This can result in an increased risk of miscarriage or premature delivery and, in some cases, infants can 

be born with fetal alcohol syndrome or fetal alcohol effects. Currently it is not known whether there is 

a safe level of alcohol consumption during pregnancy, nor whether any stages of pregnancy are more 

vulnerable to the effects of alcohol. The WHO recommends that in the absence of demonstrated safe 

limits, abstinence from alcohol during pregnancy is recommended and should be encouraged (WHO 

2006b). 

Data about alcohol consumption during pregnancy were collected by the 2001 and 2004 NSDHS. 

Women were asked whether they had been pregnant or breastfeeding during the 12 months before the 

survey. Most women either abstained or reduced consumption while pregnant, and this pattern was 

similar for both 2001 and 2004 (Figure 3.17; Table B3.17). Over one-third of women did not consume 

alcohol while pregnant and almost two-thirds (59%) consumed less than normal. Less than 4% reported 

alcohol consumption patterns that were the same or more than when they were not pregnant. 
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Figure 3.17: Alcohol consumption in women during pregnancy, 2001 and 2004

Low birthweight increases the risk of ill health and death for a baby, and is also associated with an 

increased likelihood of ill health during childhood and adult life. Babies with low birthweights often 

have an extended stay in hospital. Factors that may contribute to low birthweight include prematurity, 

size of parents, birth defects, socioeconomic status, the mother’s nutritional status, and the mother’s 

tobacco and alcohol intake during pregnancy. Low birthweight is defined as less than 2,500 grams, and 

those babies born less than 1,500 grams are categorised as having a very low birthweight. Due to larger 

proportions of babies born weighing 2,500 to 4,199 grams, trends for these are presented in a separate 

figure (Figure 3.19) so that trends in low birthweight (up to 2,499 grams) and higher birthweights (4,200 

grams or more) can be clearly shown. 

During the period 1991–2004, birthweights remained fairly stable. Babies born at very low birthweights 

were about 1% of all live births (Figure 3.18; Table B3.18). Those born weighing 1,500–2,499 grams were 

about 5%. 
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Figure 3.18: Live births, by selected weights, 1991–2004

Most live born babies weigh 2,500 to 4,199 grams. This proportion has remained about 88% of all live 

births since 1991 (Figure 3.19; Table B3.19). 
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Figure 3.19: Live births weighing 2,500–4,199 grams, 1991–2004
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In 2004, the proportion of low birthweight live born babies of Aboriginal and Torres Strait Islander 

mothers was 13% (Laws et al. 2006). This was more than twice that of babies of non-Indigenous 

mothers (6%). 

Children and young people who are victims of assault and sexual assault may not only experience harm 

in the short-term but are also at risk of further harm or harming others in later life (AIHW 2005d). 

Adverse outcomes from such crimes can range from injuries to suicidal ideation behaviour, depression, 

anxiety disorders, and substance abuse. 

To measure the extent of children and young people who have been victims of assault or sexual assault, 

administrative data maintained by state and territory police are used (ABS 2006c). These statistics 

describe offences that are reported to police over a 1-year period. Generally these data are considered 

to underestimate the true extent of assault and sexual assault, as children especially may be reluctant 

to report these crimes, particularly in situations where the perpetrator is known to them. Crime 

victimisation surveys, such as the ABS Crime and Safety Survey, collect information about the number of 

victims who report crimes to the police. Those data are usually restricted to those aged 15 years and over, 

and, in terms of sexual assault, to those aged 18 years and over. From the 2005 Crime and Safety Survey, 

it is estimated that only one-third (31%) of assault victims report the crime to police (ABS 2006d). 

The data presented in this report are based on crime statistics recorded in 2005, and are as reported by 

the ABS. Due to significant differences in recording practices across jurisdictions for assault and sexual 

assault, national data are not available. The data presented in Table 3.11 are for individual states and 

territories and are based on the particular recording practices adopted in each jurisdiction, so should not 

be compared across jurisdictions. Only data for those states where age and sex breakdowns are available 

are shown below. It should be noted that the age groups shown for young people do not align with those 

defined for the indicator, but are shown as available from the collection.

Table 3.12: Victims of assault and sexual assault, by sex and age, 2005

Sex/type NSW Vic Qld SA WA

Number per 1,000 population

Males 0–14 years

   Assault 5.0 1.2 3.2 4.4 4.0

   Sexual assault 1.0 0.2 1.0 0.7 0.7

Males 15–24 years

   Assault 28.4 8.8 10.9 25.9 21.6

   Sexual assault 0.5 0.3 0.5 0.6 0.3

Females 0–14 years

   Assault 3.5 1.0 2.4 3.4 3.0

   Sexual assault 3.4 1.0 4.2 2.8 3.1

Females 15–24 years

   Assault 20.6 6.2 8.1 23.0 20.1

   Sexual assault 4.1 2.9 3.9 5.6 4.5

Source: ABS 2006c.
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4.  Contextual indicators

Unlike the trends shown in the previous chapters, most of the statistics presented for the following 

contextual indicators are not age-standardised. If rates have been age-standardised this is specified in the 

figure or table. 

Population structure

The Australian estimated resident population (the population) at 30 June 2006 was 20.6 million (ABS 

2007c). Based on ABS projections (series 26), the population is expected to increase to 29.8 million by 

the year 2051, and to 33.3 million the year 2101 (ABS 2006e). 

The main influences on the population are declining fertility and mortality, that is, fewer babies are 

being born and people are living longer. These patterns result in larger proportions of people in older age 

groups than in previous years. Based on ABS projections, those aged 85 years and over will be the largest 

group within the total population in 2051 (Figure 4.1; Table B4.1).

Chronic diseases are more common in older age groups, so the number of people with chronic disease is 

expected to rise as the population ages. In addition, some chronic diseases are being diagnosed at earlier 

ages, for example Type 2 diabetes. With extended life expectancy this would affect the burden associated 

with those diseases for longer.  
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Figure 4.1: Age structure of the Australian population, 2006 and 2051
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Dependency ratio

The dependency ratio is a way of measuring the number of dependants (that is, those aged 0–14 years 

and 65 years and over) against the number of people of working age (that is, those aged 15–64 years). A 

reduced value for the dependency ratio indicates that there is a larger population of working age to support 

the population of non-working age. The total dependency ratio has fallen slightly over the decade to 2006 

from 50 dependent persons per 100 working aged persons in 1995 to 48 in 2006 (Table 4.1). 

Decreasing fertility rates have resulted in smaller proportions of children in the population. Therefore 

the child dependency ratio has decreased over the decade from 32 children per 100 working aged 

persons in 1995 to 29 in 2006. In contrast, increases in life expectancy have resulted in a larger 

proportion of older people in the population and a consequent increase in the aged dependency ratio.  

In 1995, the aged dependency ratio was 18 aged persons per 100 working persons; this has increased to 

20 in 2006.

Table 4.1: Past, current and projected dependency ratios, 1995 to 2006

Year
Child  

(0–14 years)
Aged  

(65 years and over) Total

Number(a)

1995 32.3 17.9 50.2

1996 32.1 18.1 50.1

1997 31.8 18.2 50.0

1998 31.5 18.4 49.9

1999 31.3 18.5 49.7

2000 31.0 18.6 49.5

2001 30.7 18.7 49.4

2002 30.3 18.9 49.2

2003 29.8 19.1 48.9

2004 29.5 19.3 48.7

2005 29.1 19.5 48.6

2006 28.7 19.7 48.4

Projected number(b)

2011 27.2 21.8 49.0

2021 26.3 29.5 55.8

2031 26.2 38.5 64.6

2041 25.7 46.1 71.9

2051 25.4 52.3 77.7

(a) Dependents per 100 working-aged persons (15-64) years.

(b) Projected dependency ratios are based on series 26 of the ABS projections.

Sources: ABS 2007c, 2006e. 

Based on ABS projections (series 26), the child dependency ratio will continue to decrease over time to 

25 children per 100 working aged persons in 2051. The largest change will be in the aged dependency 

ratio that will increase to 52 aged persons per 100 working persons.
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Mortality

All-cause mortality

Age-standardised mortality rates have decreased over the decade from 1995 for both males and females 

(Figure 4.2; Table B4.2). Male deaths fell from 983 deaths per 100,000 population in 1995 to 726 deaths 

in 2005, while females deaths for the same years decreased from 623 deaths per 100,000 population to 

489 deaths. The rate of change in deaths over the last decade was on average 3% per annum.
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Figure 4.2: Deaths due to all causes, 1995–2005

Life expectancy at birth and at 65 years of age

Life expectancy is the average number of years a person can expect to live (from a particular point in 

time) if the existing mortality patterns prevail over that person’s lifetime. For both males and females 

life expectancy improved over the decade from 1995 (Figure 4.3; Table B4.3). In 1995, a male baby could 

have expected to live until 75 years of age. This has improved by over 3 years to just under 79 years in 

2005. Similarly, a female born in 1995 could have expected to live almost 81 years, and this has improved 

by over 2 years to 83 in 2005.

With each year lived, life expectancy increases (AIHW 2006a). For example, a male aged 65 years in 1995 

could have expected to live another 16 years, or until almost 81 years of age. In 2005, a 65-year-old male 

could expect to live another 18 years, or until just over 83 years of age. Females aged 65 in 1995 could 

have expected to live another 19 years, while in 2005 they could expect to live for another 21 years, or 

until just over 86 years of age.
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Figure 4.3: Life expectancies at birth and 65 years of age, 1995–2005

Premature mortality

The potential years of life lost (PYLL) is an indicator of premature or untimely death (AIHW 2006a). 

Although arbitrary, in this report a death before a person attains 75 years of age is considered premature. 

Therefore, potential years of life lost equates to 75 years minus the age at death. As an example, a person 

dying at the age of 60 has lost 15 years of potential life.

In the 10 years from 1995, the number of potential years lost due to premature death (expressed here as 

the number of premature years lost in a particular year divided by the total number of deaths in the same 

year) has decreased for both males and females (Figure 4.4; Table B4.4). The rate for males decreased 

from over 9 years lost per death in 1995 to 8 years lost in 2005. The rate for females decreased from just 

under 6 years lost per death in 1995 to almost 5 years lost in 2005. 
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Figure 4.4: Average potential years of life lost per death, 1995–2005
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Infant mortality

The infant mortality rate is the number of deaths of babies aged under 1 year divided by the number of 

live births for that year. Infant mortality is an indicator of the quality of antenatal care, the effectiveness of 

obstetric services and the quality of infant care in the hospital and community (NPHC 2004). Over decade 

from 1995, infant mortality rates have decreased slightly from 6 and 5 deaths per 1,000 live births for males 

and females in 1995, to just over 5 and under 5 deaths respectively in 2005 (Figure 4.5; Table 4.5).
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Figure 4.5: Infant mortality rates, 1995–2005

Health status

Self-assessed health status

A self-rating of a person’s overall health is often used as an indicator of health status and is sometimes 

used as a predictor of health care use and mortality. Estimates from the ABS National Health Surveys 

(NHS) show that over half of those aged 15 years and over self-rated their health as excellent or very 

good (Table 4.2). The proportion of those rating their health as excellent or very good was higher in 

2004–05 than in the preceding survey years. 

Table 4.2: Trends in excellent or very good health status, 1995 to 2004–05

Sex 1995 2001 2004–05

Males 53.9 50.1 54.7

Females 54.6 52.9 58.1

Notes

1. Based on self-assessed health status.

2. Age-standardised to the 2001 Australian population.

3. Persons aged 15 years and over.

Source: ABS National Health Surveys, 1995, 2001 and 2004–05.
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Long-term conditions

A long-term condition is one that has lasted or is expected to last for at least 6 months. According to 

estimates from the 2004–05 NHS, about 77% of Australians have 1 or more long-term conditions (Figure 

4.6; Table B4.6). The number of long-term conditions reported increases by age. Of those aged less than 

15 years, almost 60% reported no long-term conditions. In contrast, about 60% of those aged 65 years 

and over reported having 5 or more long-term conditions.

The most commonly reported conditions were not those conditions defined in this report as chronic. 

Sensory impairments (vision problems and deafness), back pain and disc problems, hay fever and 

allergic rhinitis featured as the most common self-reported long-term conditions (ABS 2006a).  The 

most commonly reported long-term conditions that are also featured in this report include osteoarthritis 

(8%), asthma (10%), hypertensive disease (11%) and high cholesterol (7%).
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Figure 4.6: Number of long-term conditions by age group, 2004–05

Disability-adjusted life years 

The disability-adjusted life years (DALY) is a measure based on the concept of potential years of life lost 

due to premature death (PYLL) and the equivalent years of healthy life lost because of poor health or 

disability (AIHW: Begg et al. 2007). It is calculated by summing the years of life lost due to premature 

mortality and the equivalent healthy years of life lost due to disability for incident cases of the individual 

health conditions. This measure enables the full health loss of different disease and injuries to be 

compared. More information about the calculation of these estimates is available in The burden of disease 
and injury in Australia.

In 2003, ischaemic heart disease was the leading cause of burden of disease for males (11%), and anxiety 

and depression was for females (10%) (Table 4.3). For males, the top 6 leading causes of burden of 

disease are chronic conditions described in this report, while for females, the top 4 are presented in 

this report.  
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Table 4.3: Leading causes of burden (DALYs) in Australia, by sex, 2003

Rank Males DALYs

Per  
cent of 

total Females DALYs

Per  
cent of 

total

1 Ischaemic heart disease 151,107 11.1 Anxiety & depression 126,464 10.0

2 Type 2 diabetes 71,176 5.2 Ischaemic heart disease 112,390 8.9

3 Anxiety & depression 65,321 4.8 Stroke 65,166 5.1

4 Lung cancer 55,028 4.0 Type 2 diabetes 61,763 4.9

5 Stroke 53,296 3.9 Dementia 60,747 4.8

6 COPD 49,201 3.6 Breast cancer 60,520 4.8

7 Adult-onset hearing loss 42,653 3.1 COPD 37,550 3.0

8 Suicide & self-inflicted injuries 38,717 2.8 Lung cancer 33,876 2.7

9 Prostate cancer 36,547 2.7 Asthma 33,828 2.7

10 Colorectal cancer 34,643 2.5 Colorectal cancer 28,962 2.3

11 Dementia 33,653 2.5 Adult-onset hearing loss 22,200 1.8

12 Road traffic accidents 31,028 2.3 Osteoarthritis 20,083 1.6

13 Asthma 29,271 2.1 Personality disorders 16,339 1.3

14 Alcohol abuse 27,225 2.0 Migraine 15,875 1.3

15 Personality disorders 16,248 1.2 Back pain 15,188 1.2

16 Schizophrenia 14,785 1.1 Lower respiratory tract infections 14,233 1.1

17 Osteoarthritis 14,495 1.1 Falls 13,269 1.0

18 Back pain 14,470 1.1 Parkinson’s disease 13,189 1.0

19 Melanoma 13,734 1.0 Schizophrenia 12,717 1.0

20 Parkinson’s disease 13,664 1.0 Rheumatoid arthritis 12,062 1.0

Source: Begg et al. 2007.

Potentially preventable hospitalisations

Potentially preventable hospitalisations are those conditions where hospitalisation is thought to be 

avoidable if timely and adequate non-hospital care had been provided (AIHW 2006e). Reporting on 

these hospital separations can indicate the quality or effectiveness of non-hospital care. A high rate of 

potentially preventable hospitalisation may indicate an increased prevalence of the conditions in the 

community, poorer functioning of the non-hospital care system, or an appropriate use of the hospital 

system to respond to greater need. It should be noted that data for these hospitalisations do not show the 

incidence of the condition. Both total potentially preventable hospitalisations and those due to chronic 

conditions increased over the 4 years from 2000–01 (Figure 4.7; Table B4.7).
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Source: AIHW 2006e.

Figure 4.7: Potentially preventable hospitalisations, 2000–01 to 2004–05

In 2004–05, hospitalisations for chronic conditions were over half of the total potentially preventable 

hospitalisations in Australia (59%). Diabetes complications were the most common of those, with  

9 separations per 1,000 population. 

Expenditure on health

The estimated total expenditure on health in Australia in 2005–06 was $86.9 billion, or 9% of gross 

domestic product (GDP) (Figure 4.8; Table B4.8). A decade earlier, expenditure on health was under 8% 

of GDP (AIHW 2007a).
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Figure 4.8: National health expenditure, proportion of GDP (current prices), 1995–96 to 2005–06
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In 2005–06, Australia spent, on average, an estimated $4,200 per person on health (AIHW 2007a). This 

expenditure included funding by the Australian Government, state and territory governments, local 

governments, health insurers and injury compensation insurers, as well as out-of-pocket expenditures  

by individuals. 

Participation in labour force

The total civilian population aged 15 years and over can be divided into two main groups (ABS 2007b): 

those in the labour force (employed and unemployed) and those not in the labour force (Figure 4.9; 

Table B4.9). In September 2006, there were 16.2 million people in the civilian population. Two-thirds of 

these were in the labour force (10.8 million), and one-third was comprised of persons not in the labour 

force (5.4 million). Of those in the labour force, 10.3 million were employed and half a million were 

unemployed persons.

Higher proportions of males than females were in the labour force (both employed and unemployed); 

this pattern was reversed for those not in the labour force.
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Figure 4.9: Labour force status of persons aged 15 years and over, September 2006

The most common main activities when not in the labour force in 2006 differed by age and sex (Table 

4.4). Chronic disease can result in limitations and disability associated with ill health. As such, people 

with chronic disease may be limited in their ability to participate fully in the workforce, so are more 

likely to leave the workforce due to ill health, or retire earlier than intended.
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Table 4.4: Main activity when not in the labour force, 2006 (per cent)

Activity 15–24 25–34 35–44 45–54 55–59 60–64 65–69
70 and 

over Total

Males

Retired or voluntarily inactive 0.4 2.2 3.8 9.3 31.7 41.5 62.5 71.1 40.6

Home duties or childcare 1.4 13.2 23.2 15.1 11.5 8.2 7.5 7.1 8.3

Attending an educational institution 88.2 31.5 9.0 4.2 2.1 0.3 0.2 0.0 18.1

Own disability/illness/injury 5.3 35.8 44.7 53.1 38.0 30.1 11.1 8.5 18.7

Other 4.7 17.3 19.3 18.3 16.7 19.9 18.7 13.3 14.3

Females

Retired or voluntarily inactive 0.5 0.2 1.2 6.4 16.8 30.2 44.9 55.8 25.6

Home duties or childcare 16.5 80.5 81.3 60.0 49.1 40.5 34.4 28.2 44.7

Attending an educational institution 75.7 11.7 5.1 3.8 1.2 0.5 0.2 0.0 11.8

Own disability/illness/injury 4.0 3.2 7.4 16.7 15.3 10.1 5.0 6.2 7.7

Other 3.3 4.4 5.0 13.1 17.6 18.7 15.5 9.8 10.2

Source: ABS 2007b.
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Appendix A:  Data and indicator sources

A1    Data sources

ABS Disability, Ageing and Carers Survey (SDAC)

The SDAC collects information about people of all ages with a disability, older people (aged 60 years 

and over) and people who provide assistance to older people with disabilities. The 2003 SDAC survey 

was conducted throughout Australia, from June to November 2003. The survey included people in 

both private and non-private dwellings, including people in cared-accommodation establishments, but 

excluded those in gaols and correctional institutions.

ABS General Social Survey (GSS)

The GSS collects information on a range of social dimensions of the Australian community at a single 

point in time. In 2002, the GSS collected information from 15,500 people aged 18 years and over 

across all states and territories in Australia. Information was collected about both the individuals being 

interviewed and about the household in which they lived. 

ABS National Aboriginal and Torres Strait Islander Health Survey (NATSIHS)

The NATSIHS collects information about the health circumstances of Aboriginal and Torres Strait 

Islander Australians from both remote and non-remote areas across Australia. The 2004–05 NATSIHS 

collected information from 10,439 Indigenous Australians. The NATSIHS sample covered usual 

residents  at private dwellings only. Results from that survey are able to be compared with results for 

non-Indigenous Australians from the 2004–05 National Health Survey. 

ABS National Crime and Safety Survey

The National Crime and Safety Survey collects information from residents of private dwellings about 

selected household and personal crime and safety issues, including the perception of crime problems in 

the neighbourhood, fear of crime, the incidence of selected categories of crime, and reporting behaviour.

ABS National Health Surveys (NHS)

The NHS survey collects data to produce national benchmark information on a range of health issues, 

and enable trends to be monitored over time. This includes information about the health status of the 

population, health related behaviours, and use of health services. The 2004–05 NHS was conducted 

throughout Australia from August 2004 to June 2005. Information was collected from 25,900 individuals 

who were residents of 19,500 private dwellings. 

ABS National Nutrition Survey (NNS)

The NNS was conducted between February 1995 and March 1996 across all states and territories. 

It collected information from people aged 2 years and over about food and beverage intake, usual 

frequency of intake, food-related habits and attitudes, and physical measurements. The NNS collected 

information from approximately 13,800 people from urban and rural areas in Australia residing in 

private dwellings. 
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ABS National Survey of Mental Health and Wellbeing (SMHWB)

The SMHWB was conducted in 1997 and collected information from approximately 10,600 people aged 

18 years and over. Data that were collected included information on a range of mental disorders such 

as anxiety disorders, affective disorders, and alcohol and drug use disorders. The survey also collected 

information about disability associated with mental disorders, health service use for a mental health 

problem, and perceived need for health services for a mental health problem.

AIHW Australian Cancer Incidence and Mortality (ACIM) Books

The AIHW ACIM Books are a series of newly developed interactive Excel workbooks of tables and 

graphs by age and sex for ‘all cancers’ and the major cancers, for incidence from 1982 to 2003 and 

mortality from 1968 to 2005. See also NCSCH.

AIHW Dental Statistics and Research Unit Child Dental Health Survey (CDHS) and 
National Survey of Adult Oral Health 

Data for this report were supplied by the AIHW’s Dental Statistics and Research Unit. Information 

about the dental health of children was from the CDHS. The CDHS is an annual survey that monitors 

the dental health of children enrolled in state and territory government-run school dental services. 

Information about the oral health of adults was obtained using results from the 2004–2006 National 

Survey of Adult Oral Health.

AIHW General Record of Incidence of Mortality (GRIM) Books

The AIHW GRIM Books are a series of Excel spreadsheets that are constructed using data from the 

AIHW National Mortality Database. The GRIM Books allow users to readily access information about 

numbers of deaths, standardised death rates and trends in deaths for all causes and over 100 individual 

and ICD-10 chapter level causes of death. Most GRIM Books are available at either the National or the 

state and territory level and for many causes, data are available from 1907. A selection of GRIM Books 

can be accessed at the AIHW website. 

AIHW Health Expenditure Database

This database contains information on source of funding by area of health expenditure. The AIHW 

gathers the information on which to base its estimates of health expenditure from a wide range of 

sources. The ABS, the Department of Health and Ageing, and state and territory health authorities 

provided most of the basic data. Other major data sources are the Department of Veterans’ Affairs, 

the Private Health Insurance Advisory Counsel, Comcare, and the major workers’ compensation and 

compulsory third-party motor vehicle insurers in each state and territory. A range of information from 

the database is publicly available from data cubes accessible from the AIHW website.

AIHW National Hospital Morbidity Database

This database contains demographic, diagnostic, procedural and duration-of-stay information on 

episodes of care for patients admitted to hospital. The data collection is maintained by the AIHW using 

data supplied by state and territory health authorities. The database is episode-based, and it is not 

possible to count patients individually. 
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AIHW National Mortality Database

This database contains information on the cause of death supplied by the medical practitioner certifying 

the death or by a coroner. Registration of deaths is the responsibility of the state and territory registrars 

of births, deaths and marriages. Registrars provide the information to the ABS for coding of cause of 

death and the data is then provided to the AIHW. See also GRIM Books.

AIHW National Perinatal Statistics Unit (NPSU) Perinatal statistics

The NPSU is a collaborating unit of the AIHW. The NPSU is involved in perinatal data development 

activities and epidemiological research. The NPSU maintains national data collections on perinatal 

health, maternal deaths, congenital anomalies and assisted reproduction technology. 

Australia and New Zealand Dialysis and Transplant Registry (ANZDATA)

The ANZDATA collects information to monitor dialysis and transplant treatments from all renal units in 

Australia and New Zealand, on all patients receiving kidney replacement therapy where the intention to 

treat is long-term. The Registry is coordinated within the Queen Elizabeth Hospital.

Australian Diabetes, Obesity and Lifestyle Study (AusDiab)

The AusDiab study was conducted in 1999–2000 by the International Diabetes Institute. Results from 

this study are based on data collected from 11,200 Australians aged 25 years and over and residing in 

six states of Australia and the Northern Territory. The study was designed to provide estimates of the 

prevalence of diagnosed and undiagnosed diabetes and self-reported chronic conditions such as heart 

disease and high blood pressure. 

National Cancer Statistics Clearing House (NCSCH)

The AIHW maintains the NCSCH. Information on the incidence of cancer in the Australian population 

is provided to the NCSCH by the state and territory cancer registries. The information collected by 

the NCSCH includes incidence, mortality, specific cancer sites, cancer histology. This information is 

available from 1982. See also ACIM Books.

National Drug Strategy Household Survey (NDSHS)

The NDSHS collects information from Australians aged 14 years and over (the 2004 survey collected 

from 12 years and over). Respondents are asked about their knowledge of drugs, their attitudes towards 

drugs, the in drug consumption histories and related behaviours. The collection includes information 

about alcohol, tobacco, illicit and non-illicit drugs.

NSW Schools Physical Activity and Nutrition Survey (SPANS)

SPANS was a study conducted by the NSW Centre for Overweight and Obesity. It surveyed 8,000 

students in Term 1 of 2004 and collected information on children’s sociodemographics, physical 

activity, nutrition, dieting and weight loss beliefs, and perceptions of aspects of the social and physical 

environments relevant to physical activity participation and food consumption. Direct measurements 

(for example, height and weight), cardiorespiratory endurance, and fundamental movement skill 

proficiency were also measured.
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A2    Indicator sources

The following is a list of sources from which the indicators used in this report originated. Readers should 

note that some indicators are represented in more than one source. 

• Aboriginal and Torres Strait Islander Health Performance Framework

• Australian Centre for Asthma Monitoring

• Australian Institute of Health and Welfare

• Data Working Group of the National Arthritis and Musculoskeletal Conditions Advisory Group

• Key National Indicators for children and youth

• National Health Performance Committee

• National Health Priority Areas

• National Tobacco Strategy

• Overcoming Indigenous Disadvantage

• Reproductive Health Indicators

• Rural Health Information Framework
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Appendix B:  Data tables 

Ischaemic heart disease

Table B2.1: Coronary heart disease events, incidence for persons aged  
40–90 years, 1994–2005 (number per 100,000 population)

Year Males Females

1994      1,046.6         515.2 

1995      1,007.5         485.1 

1996      1,012.0         472.3 

1997         939.3         454.2 

1998         890.3         418.2 

1999         861.0         412.6 

2000         827.8         397.7 

2001         802.8         387.9 

2002         795.3         384.8 

2003         784.9         374.1 

2004         751.8         360.8 

2005         706.0         338.9 

Note: Age-standardised to the 2001 Australian population.

Sources: AIHW National Hospital Morbidity Database; AIHW National Mortality Database.

Table B2.2: Deaths occurring after coronary heart disease events,  
aged 40–90 years, 1994–2005

Year Males Females

1994         15,688         11,986 

1995         15,334         11,385 

1996         15,244         11,287 

1997         14,815         11,284 

1998         14,312         10,647 

1999         13,874         10,380 

2000         13,034            9,978 

2001         12,799            9,735 

2002         12,703            9,503 

2003         12,299            9,183 

2004       11,933         8,562 

2005       11,197         8,231 

Source: AIHW National Mortality Database.
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Stroke

Table B2.3: Deaths due to stroke, ages 0–79 years, 1997–2005  
(deaths per 100,000 population)

Year Males Females

1997 25.4 18.3

1998 23.7 18.0

1999 22.4 17.2

2000 21.1 15.8

2001 19.2 14.7

2002 19.0 14.2

2003 18.6 13.8

2004 16.9 12.7

2005 15.5 11.7

Note: Age-standardised to the 2001 Australian population.

Source: AIHW National Mortality Database.

Type 2 diabetes

Table B2.4: Proportion of adults with Type 2 diabetes, 1995, 2001 and  
2004–05 (per cent)

Year Males Females

1995 2.0 1.7

2001 4.3 4.2

2004–05 5.8 4.0

Notes 

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

3. People aged 30 years and over.

Sources: ABS National Health Surveys, 1995, 2001 and 2004–05.

Table B2.5: Proportion of people with diabetes/high sugar levels by  
Indigenous status, 2001 and 2004–05 (per cent)

Year Indigenous Non-Indigenous

2001 11 3

2004–05 12 4

Note: Age-standardised to the 2001 Australian population.

Source: ABS 2006b.
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Kidney disease

Table B2.6: Prevalence of treated end-stage kidney disease due to diabetic nephropathy— 
Type 1 and Type 2, 1981–2003 (number per million population)

Type 1 Type 2

Year Males Females Males Females

1981 6.3 3.6 0.9 1.0

1982 7.8 2.8 1.7 1.3

1983 8.4 4.0 2.8 2.4

1984 10.5 5.3 3.3 2.5

1985 12.4 6.2 2.4 2.2

1986 14.3 7.9 2.6 3.7

1987 15.5 9.3 5.5 4.7

1988 15.6 9.9 6.0 4.5

1989 15.5 10.8 8.0 6.4

1990 17.6 10.6 11.8 9.7

1991 18.8 10.8 14.5 12.0

1992 19.9 12.5 16.0 13.9

1993 19.4 14.1 21.0 16.2

1994 21.2 15.9 26.1 20.5

1995 23.9 17.6 31.4 26.0

1996 25.1 18.8 38.0 29.2

1997 26.0 18.9 45.4 34.3

1998 29.3 18.4 52.9 37.5

1999 30.3 19.4 60.7 42.5

2000 30.9 20.9 65.6 45.8

2001 31.5 21.8 75.7 51.2

2002 32.4 22.4 87.3 55.8

2003 32.8 23.1 94.7 59.3

Note: Age-standardised to the 2001 Australian population.

Source: ANZDATA Registry data.
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Arthritis

Table B2.7: Prevalence of osteoarthritis among persons aged 25 years or more,  
1995, 2001 and 2004–05 (per cent)

Year Males Females

1995 7.8 12.8

2001 8.5 13.9

2004–05 9.4 13.7

Notes 

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

Sources: ABS National Health Surveys, 1995, 2001 and 2004–05.

Table B2.8: Prevalence of rheumatoid arthritis, 1995, 2001 and 2004–05 (per cent)

Year Males Females

1995 2.1 3.5

2001 2.0 2.7

2004–05 2.1 2.7

Notes 

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

Sources: ABS National Health Surveys, 1995, 2001 and 2004–05.

Table B2.9: Death rates for rheumatoid arthritis as the underlying and associated cause of death, 
2000–2005 (deaths per million population)

Underlying cause of death Associated cause of death

Year Males Females Males Females

2000 6.3 11.9 22.5 38.2

2001 6.1 10.4 23.2 37.3

2002 6.0 11.2 23.0 37.7

2003 5.5 11.2 20.6 37.5

2004 5.9 11.4 20.9 34.4

2005 4.0 10.9 20.2 31.3

Note: Age-standardised to the 2001 Australian population.

Source: AIHW National Mortality Database.
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Table B2.10: Separation rates for primary knee and hip replacements for persons whose  
principal diagnosis is arthritis, 2000–01 to 2004–05 (separations per 100,000 population)

Hip replacements Knee replacements

Year Males Females Males Females

2000–01 72.0 69.9 80.9 89.7

2001–02 81.1 76.6 92.2 105.6

2002–03 83.6 81.9 95.8 112.6

2003–04 84.1 84.6 99.5 119.3

2004–05 81.3 85.6 103.3 130.5

Note: Age-standardised to the 2001 Australian population.

Source: AIHW National Hospital Morbidity Database.

Osteoporosis

Table B2.11: Prevalence of osteoporosis among persons aged 40 years and over,  
1995, 2001 and 2004–05 (per cent)

Year Males Females

1995 0.8 5.67

2001 1.32 5.78

2004–05 1.95 10.44

Notes 

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

Sources: ABS National Health Surveys, 1995, 2001 and 2004–05.

Table B2.12: Number of hospital separations for minimal trauma hip fractures  
among persons aged 40 years and over, 2000–01 to 2004–05 (separations  
per 100,000 population)

Year Males Females

2000–01 156.2 279.5

2001–02 151.2 277.4

2002–03 151.1 276.4

2003–04 152.3 279.8

2004–05 147.5 261.3

Note: Age-standardised to the 2001 Australian population.

Source: AIHW National Hospital Morbidity Database.
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Lung cancer

Table B2.13: Incidence of lung cancer, 1983–2003  
(new cases per 100,000 population)

Year Males Females

1983 84.5 18.9

1984 85.2 19.4

1985 82.5 19.7

1986 80.6 20.8

1987 83.6 21.5

1988 77.7 22.2

1989 78.1 23.1

1990 78.1 23.8

1991 74.9 24.2

1992 73.3 23.8

1993 71.4 25.5

1994 74.0 25.5

1995 69.7 25.9

1996 69.8 26.4

1997 69.2 27.0

1998 67.5 26.4

1999 65.6 26.2

2000 63.3 27.9

2001 61.9 27.9

2002 60.2 28.6

2003 57.1 27.1

Note: Age-standardised to the 2001 Australian population.

Source: AIHW NCSCH.
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Table B2.14: Mortality from lung cancer, 1984–2005  
(deaths per 100,000 population)

Year Males Females

1984 75.3 16.2

1985 77.2 17.1

1986 73.5 18.0

1987 73.0 17.0

1988 74.3 19.5

1989 72.9 19.6

1990 68.5 19.3

1991 67.9 20.6

1992 67.4 20.3

1993 64.8 21.0

1994 67.1 21.2

1995 63.9 21.9

1996 63.4 22.1

1997 58.8 21.5

1998 59.3 20.7

1999 57.1 21.4

2000 54.7 22.2

2001 53.5 22.7

2002 53.3 23.5

2003 49.1 22.2

2004 50.3 22.2

2005 48.3 23.2

Note: Age-standardised to the 2001 Australian population.

Source: AIHW GRIM Books.



80

Colorectal cancer

Table B2.15: Incidence of colorectal cancer, 1983–2003  
(new cases per 100,000 population)

Year Males Females

1983 67.9 50.4

1984 68.8 51.4

1985 72.2 53.3

1986 69.6 52.6

1987 70.4 51.7

1988 70.8 49.4

1989 73.8 51.0

1990 72.8 50.1

1991 75.9 53.1

1992 74.4 53.5

1993 74.5 52.2

1994 75.7 53.4

1995 76.7 52.5

1996 78.0 52.1

1997 76.9 52.4

1998 74.5 51.9

1999 74.8 53.7

2000 79.2 52.5

2001 78.1 54.3

2002 75.2 51.4

2003 73.2 51.1

Note: Age-standardised to the 2001 Australian population.

Source: AIHW NCSCH.
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Table B2.16: Mortality from colorectal cancer, 1984–2005  
(deaths per 100,000 population)

Year Males Females

1984 35.2 25.8

1985 37.9 28.0

1986 37.0 27.7

1987 37.3 26.7

1988 37.3 25.3

1989 36.4 24.2

1990 35.2 24.3

1991 34.8 23.9

1992 35.0 23.3

1993 35.2 23.8

1994 35.7 23.8

1995 33.9 22.6

1996 33.9 22.3

1997 33.2 22.1

1998 31.8 21.6

1999 31.3 20.1

2000 30.5 20.5

2001 30.6 19.5

2002 27.7 19.6

2003 26.6 17.6

2004 23.7 16.2

2005 24.2 15.1

Note: Age-standardised to the 2001 Australian population.

Source: AIHW GRIM Books.
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Asthma

Table B2.17: Prevalence of diagnosed asthma, 2001 and 2004–05 (per cent)

Year Males Females

2001 10.5 12.6

2004–05 8.9 11.5

Notes 

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

3. Ever told by a doctor or nurse that they have asthma.

Sources: ABS National Health Surveys, 2001 and 2004–05.

Table B2.18: Mortality from asthma, 1984–2004 (deaths per 100,000 population)

Year Males Females

1984 5.4 4.7

1985 6.7 5.9

1986 6.4 5.1

1987 5.9 6.1

1988 6.0 5.8

1989 6.7 6.6

1990 5.8 5.4

1991 5.0 4.9

1992 4.9 5.0

1993 4.7 5.1

1994 5.0 5.5

1995 3.9 5.0

1996 4.2 4.5

1997 2.7 3.0

1998 2.3 2.9

1999 2.0 2.6

2000 2.0 2.7

2001 2.0 2.3

2002 1.9 2.1

2003 1.2 1.8

2004 1.2 1.7

2005 1.1 1.7

Note: Age-standardised to the 2001 Australian population.

Source: AIHW GRIM Books.
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Table B2.19: Proportion of people with asthma who have a recent written  
asthma action plan, 2001 and 2004–05 (per cent)

Year Males Females

2001 14.5 15.4

2004–05 18.5 23.0

Notes 

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

3. Action plan developed in consultation with a doctor.

Sources: ABS National Health Surveys, 2001 and 2004–05.

Depression

Table B2.20: Prevalence of depression, and other mood disorders,  
by age group and sex, 1997 (per cent)

Age group Males Females

18–24 2.9 10.7

25–34 4.9 8.4

35–44 6.0 8.5

45–54 5.4 7.3

55–64 3.2 6.9

65 and over 0.8 2.4

Note: Includes all affective disorders.

Source: 1997 ABS National SMHWB.

Oral health

Table B2.21: Proportion of children and young people whose teeth are  
decay free, 1991–2002 (per cent)

Age

Year 6 years 12 years 15 years

1991 52.1 52.5 29.9

1992 52.9 53.8 (a)

1993 53.2 55.8 35.5

1994 53.4 57.5 41.5

1995 55.3 59.1 39.5

1996 61.0 61.8 50.6

1997 60.2 61.9 41.0

1998 59.4 63.3 42.4

1999 59.1 64.5 44.1

2000 56.6 64.9 44.9

2001 52.7 59.7 39.6

(a) Data were not available for young people aged 15 years in 1992.

Source: AIHW Dental Statistics and Research Unit.
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Tobacco smoking

Table B3.1: People aged 14 years and over who are daily smokers,  
1985–2004 (per cent)

Year Males Females

1985 32.7 26.1

1988 31.2 29.8

1991 26.7 22.0

1993 28.7 21.4

1995 25.9 21.8

1998 24.2 19.6

2001 21.1 18.0

2004 18.6 16.3

Sources: National Drug Strategy Household Surveys.

Table B3.2: People aged 18 years and over who are daily smokers,  
1991–2004 (per cent)

Year Males Females

1991 27.5 22.6

1993 30.4 22.0

1995 27.4 22.8

1998 25.3 20.2

2001 22.0 18.4

2004 19.6 16.7

Note: Estimates for adults in 1993 are for those aged 20 years and over.

Sources: National Drug Strategy Household Surveys.

Table B3.3: Proportion of Indigenous people aged 18 years and over who are  
current daily smokers, 1995, 2001 and 2004–05 (per cent)

Year Remote Non-remote

1995 (a) 50

2001 57 48

2004–05 52 49

(a) Estimates for 1995 are not available for Indigenous Australians living in remote areas.

Notes 

1. Based on self-reported data.

2. Differences between 2001 and 2004–05 are not considered statistically significant.

Source: ABS 2006b.
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Physical inactivity

Table B3.4: Adults who did not engage in sufficient physical activity to confer  
a health benefit, 1989–90 to 2004–05 (per cent)

Year Males Females

1989–90 58 65

1995 58 65

2001 57 64

2004–05 58 64

Notes 

1. Based on self-reported data.

2. Classified as having taken less than 300 minutes of leisure-time activity during the 2 weeks before the survey.

3. Based on exercise taken for sport, recreation or exercise (leisure-time activity).

4. Age-standardised to the 2001 Australian population. 

Sources: ABS National Health Surveys, 1989–90, 1995, 2001 and 2004–05.

Table B3.5: Adults not engaged in sufficient physical activity to confer a  
health benefit, by age group, 2004–05 (per cent)

Age group Males Females

18–24 54.9 66.0

25–34 55.8 64.2

35–44 64.0 64.2

45–54 63.6 62.9

55–64 60.2 58.0

65 and over 59.4 71.1

Notes 

1. Based on self-reported data.

2. Classified as having taken less than 300 minutes of leisure-time activity during the 2 weeks before the survey.

3. Based on exercise taken for sport, recreation or exercise (leisure-time activity).

Sources: 2004–05 ABS National Health Survey.
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Alcohol misuse

Table B3.6: Proportion of the population that consume risky or high-risk levels  
for long-term alcohol-related harm, aged 14 years and over, 2001 and  
2004 (per cent)

Year/level of risk Males Females

2001

   Risky 6.7 7.2

   High risk 3.5 2.2

2004

   Risky 6.5 7.5

   High risk 3.6 2.1

Note: For males, the consumption of 29–42 standard drinks per week is considered risky, and 43 or more high risk.  
For females, the consumption of 15–28 standard drinks per week is considered risky and 29 or more per week high-risk. 

Sources: National Drug Strategy Household Surveys.

Table B3.7: Proportion of Indigenous people aged 18 years and over reporting  
alcohol consumption at risky or high-risk levels, 1995, 2001 and  
2004–05 (per cent)

Year Remote Non-remote

1995 (a) 14

2001 17 12

2004–05 15 17

(a) Estimates for 1995 are not available for Indigenous Australians living in remote areas.

Notes

1. Based on self-reported data.

2. Based on average daily consumption of alcohol in the 7 days before the interview.

Source: ABS 2006b.

Overweight and obesity

Table B3.8: Proportion of adults who are overweight or obese, 1995, 2001 and 2004–05 (per cent)

Males Females

Year Overweight Obese Overweight Obese

1995 37.7 11.1 21.4 11.0

2001 39.6 14.7 22.8 15.3

2004–05 40.5 17.8 24.9 15.1

Notes

1. Based on self-reported data.

2. Age-standardised to the 2001 Australian population.

3. Persons aged 18 years and over.

Sources: ABS National Health Surveys, 1995, 2001 and 2004–05.




