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Introduction

To the student

Congratulations on choosing the Cambridge HSC Personal Development, Health and Physical
Education textbook. This textbook has been written to meet the requirements of the current Stage 6
PDHPE Syllabus in New South Wales. It also aims to make your life easier, by following the syllabus and
providing relevant activities that will prepare you for the actual HSC examination.

PDHPE has become one of the most popular subjects undertaken by HSC students, experiencing
growth each and every year. Students who study PDHPE enjoy a challenging yet rewarding subject and
gain knowledge that will benefit them as athletes, professionals and people, now and into the future.

PDHPE allows you to explore your own health and the health of Australians and to develop an
understanding of social justice. It explores the issues that can contribute to improved performance,
for you personally or within a guiding role such as coach, personal trainer, PDHPE teacher or health
professional.

This book is a comprehensive resource that extends on the knowledge and skills introduced in the
Preliminary course. It covers all content areas of the HSC course.

You will discover a wealth of engaging material that critically examines the core areas of Health
Priorities in Australia and Factors Affecting Performance, as well as all available options. You will gain
an insight into various issues with relevant and engaging activities that also provide the opportunity
for practical application. The checklists and summary questions will give you the best opportunity to
succeed in your exam.

Good luck in your studies and your HSC exam, and we hope you enjoy HSC PDHPE!

Gareth Hawgood
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Chapter 1 Health Priorities

in Australia
HSC Core 1

After completing this chapter, Key terminology
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1.1 How Australia’s health priority
issues are identified

Measuring health status

Driving questions 1.1

How healthy do you think Australia is

in comparison to the rest of the world?

2 What are the most pressing health
issues in Australia today?

3 What information or evidence did you

base your answers on?

A snapshot of Australia

Compared with many other countries, Australia
experiences a relatively high level of health. With a
population of over 23 million, the nation measures
quite high on the Organisation for Economic
Co-operation and Development’s (OECD) Better
Life Index, which uses a number of economic and
other measures to create a picture of the quality

of life experienced in each country. It enables
comparison across the 34 OECD
countries, which are the world’s

major economies. Relatively speaking,
Australians have above-average rates of

—
life expectancy

a measure of how
long, on average,

‘1 p(;e:solr! IS employment, education and disposable
M income. Life expectancy is high, as are
Per cent Indigenous

2.5%

100
80
60 -
40
20
0 .

ge Indigenous  Region Country

status of birth

Population characteristic

Note: Data for sex, age, location of residence and country of birth refer
to June 2010. Data for Indigenous status refer to June 2006.
Sources: ABS 2009a; ABS 2011a.

Figure 1.1 Proportion in each population group, 2010
(or latest year available)

Source: Australia’s Health 2012, p. 48.
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the senses of community, civic participation and
feelings of positivity towards life in general.

But the news is not all good. While we enjoy
higher rates of employment, we also have
significantly higher work hours than many other
countries. Health issues such as obesity are on the
increase and, despite the overall positive picture
of the health of Australians, there are many groups
within our population that experience severe
disadvantage.

In terms of health, Australians face many
areas of concern that require the focus and
attention of the government and the health
sector. In order to identify and address these
areas of concern effectively, a comprehensive
picture of the health status of our population
must be created. This is achieved through the
collection and analysis of data from various
sources over a period of time.

Role of epidemiology

To establish a health profile for a population and its
sub-groups, various data need to be collected and
compiled. The collection of these data
is known as epidemiology, which refers
to the study of health and disease in a
population and its sub-groups over a
period of time.

Epidemiology provides vital
information for governments and
health organisations by showing the
patterns of health and disease as well
as the use of health services by the population
in which they operate. Epidemiology is able to
show trends in the prevalence (number of cases
of disease in a population at a specific time) and

e ——— |
epidemiology

the branch of
medicine that
studies the causes,
distribution and
determinants

of disease in a

population
]

Going further 1.2

Collaborate
Visit the OECD website (see www.
cambridge.edu.au/hscpdhpelweblinks).
In small groups, rate the topics you think
are most important to a good life. Adjust
the settings on the scale and see how
Australia compares as a nation.

Cambridge University Press
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Chapter1 Health Priorities in Australia n

incidence (number of new cases of disease in
a population); it also provides insight into the
apparent causes/determinants of disease.

Commonly used statistics in epidemiology
include birth rates, mortality (death) rates, life
expectancy, frequency and type of health-care
services used, and the incidence and prevalence of
disease.

Over recent years, the emergence of social
media (e.g. Facebook, Twitter) has provided new
and exciting avenues for epidemiologists and
public health researchers to monitor outbreaks
and the spread of diseases such as influenza.
These avenues are cost-effective, and are able
to provide information far quicker than more
traditional methods such as hospital admission
rates and health surveys. As the use of social media
in epidemiology becomes more common and
increasingly accurate, it has the potential to be a
valuable tool for epidemiologists.

Epidemiology uses various measures to analyse
a disease in terms of its:

e prevalence — the number of cases of a specific
disease in a population at a specific time

e incidence — the number of new cases of a
disease in a population

e distribution — the extent to which the disease
affects the population

e causes - the factors that may have contributed
to the development of the disease.

Who uses these measures?

Epidemiology allows public health researchers,

governments, health organisations, manufacturers

of health products and professionals delivering
health services to compare and contrast patterns
of health in a population at different points in

time and among different sub-groups within a

population. This allows those using epidemiological

data to:

e identify health issues that may be specific to a
particular group or area by measuring changes
in health or differences between groups

e identify areas of inequity between population
groups

e gain an overall picture of the health status of a
population group or community

¢ allocate resources to effectively address specific
health needs

e evaluate programs aimed at addressing illness
and disease to gauge their effectiveness

e identify behaviours that may be contributing to
the development of disease and take steps to
change those behaviours

e promote behaviours that have a positive impact
on the health status of the population.

pog o "

Figure 1.2 Scientists workihg inalab

Items commonly measured in epidemiology include:

e rate of births

e rate of deaths

e disease incidence

e injury incidence

e disease prevalence

e disability level

¢ financial cost

e use of hospitals and other medical services

e  work days lost.

Health indicators are also used in epidemiological

studies, including:

e vital statistics — illness, death, life expectancy

e population surveys — used to compare future
and past data

e surveillance — data can be monitored and
reported — for example, by the National Injury
Surveillance Unit

e health outcomes — change in health due
to intervention — for example, prevention,
diagnosis and treatment.

Is everything about health status measured?
While epidemiology provides valuable data on
health and disease trends in a population, it is
important to acknowledge the limitations of
such data. The major limitations of epidemiology
include:

e providing an accurate representation of the
inequalities in health status between population
sub-groups

e providing reasons why these inequalities exist

e providing a measure of the impact a disease
or injury can have on the quality

of life -—
e measuring the impact that environmental
socio-cultural, environmental, relating to
; . s a person’s
socio-economic and individual <urroundins
determinants have on health. .—g.
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Going further 1.3

Inquire

Go to the ABS website (see www.

cambridge.edu.au/hscpdhpelweblinks)

and look at the statistics menu page.

1 What kind of health-related
information does the ABS collect?

2 What are the most recently produced

reports on health from the ABS?

Limitations in methods of data collection also exist,

which can be due to:

e an insufficient sample size being used

e the unreliability of data, due to such things as
self-reporting

e whether or not standard measures are used

e multiple sources of information.

The Australian Bureau of Statistics (ABS) is a key

body in the collection and analysis of data within

Australia in relation to a broad range of topics,

including health status. The data on health are

collected through a variety of different mediums,

including vital statistics, population surveys,

surveillance and the measure of health outcomes.

Due to its gathering of information from such a

broad range of sources, the ABS is generally able to

create an accurate picture of the health of the nation.

—_—

mortality the

deaths from a
specific cause
or in a specific
population over
a period of time

(usually one year)
—_———o

Deaths
2500

2000 -
1500
1000 ~

500

0

Measures of epidemiology

number of

Mortality

The mortality rate means the number
of deaths from a specific cause or in
a specific population over a period of
time (usually one year). Mortality is a

100 000
per — Males

— Females

1910

Note: Rates are age-standardised to the Australian estimated resident

Year

population for 2001.
Sources: ABS 2009f; ABS 2010c; ATHW 2010e; ABS 2011L.

Figure 1.3 Age-standardised mortality rates, 1910-2010

Source: Australia’s Health 2012, Figure 2.19, p. 89.
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straightforward epidemiological measure that can be
used to determine the major causes of death in a given
population and the trends in causes of death; it can
also be used to compare the causes of death across
age, gender, years and other population sub-groups.

Males Females
Number % of all | Cause Number % of all
of male of death of female
deaths deaths | (code) deaths deaths
1 Coronary 12047 16.7 Coronary 10476 15.3
heart disease heart disease
(120-25) (120-25)
Lung cancer 4761 6.6 Stroke (I60- 6706 9.8
(C33-C34) 169)
3 Stroke (160- 4514 6.2 Dementia and 5491 8.0
169) Alzheimer’s
disease (F01,
F03, G30)
4 Chronic 3209 4.4 Lung cancer 3025 4.4
lower (C33-C34)
respiratory
diseases
(340-347)
5 Prostate 3111 4.3 Breast cancer 2772 4.1
cancer (C61) (C50)
6 Dementia 2786 3.9 Chronic lower 2769 4.0
and respiratory
Alzheimer’s diseases
disease (F01, (340-347)
F03, G30)
7 Colon and 2253 3.1 Diabetes 2050 3.0
rectum (E10-E14)
cancer (C18-
C21)
8 Blood and 2175 3.0 Heart failure 1884 2.8
lymph cancer (150-51)
(including
leukaemia)
(C81-C96)
9 Diabetes 2120 2.9 Diseases of 1818 2.7
(E10-E14) the kidney
and urinary
system (NOO-
N39)
10 Suicide 1631 2.3 Colonand 1812 2.6
(X60-X84) rectum cancer
(C18-C21)
Total 10 38607 53.4 Total 10 38803 56.7
leading leading
Total all 72320 Total all 68440
causes causes

Notes:

1 Causes of death for 2009 are derived using preliminary data and are subject
to a revision process. For more information about revisions to mortality data,
refer to ABS 2010e.

2 Codes refer to ICD-10.

3 ABS tabulations of leading causes are based on Becker et al. 2006. Cause
groups based on this methodology are determined according to the level of
cause detail available across a band of countries. There are other methods
of grouping causes that are more relevant to individual countries, such as
grouping causes for relevance to prevention strategies.

Table 1.1 Leading causes of death, by sex, 2009
Source: Australia’s Health 2012, p. 93.
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Males
Deaths per 100 000 population —— Coronary heart disease (I20-125)
450 - —— Stroke (160-169)
— Lung cancer (C33-C34)
— Chronic lower respiratory diseases (340-347)
—— Prostate cancer (C61)
- - = Colon and rectum cancer (C18-C21)
300 - - - - Land transport accidents (V01-V89)
150
0 --------------------------
1979 2009
Year
Deaths per 100 000 population Females
4507 —— Coronary heart disease (I20-125)
—— Stroke (160-169)
—— Lung cancer (C33-C34)
—— Chronic lower respiratory diseases (J40-J47)
Breast cancer (€50)
300 - = = Colon and rectum cancer (C18-C21)
- = - - Heart failure (I50-151)
- - - - Dementia and Alzheimer’s disease (F01, F03, G30)
150 -
—— e = S
1979 2009

Year

(a) Causes selected to reflect the leading causes of death, by sex, from 1979-2009.

Notes:

1 Leading causes groupings based on Becker et al. 2006.

2 Leading causes are determined by number of deaths by sex, each year. Causes that were consistently
among the five leading causes of death by sex every year from 1979-2009 are indicated by a solid line.
Causes that were among the five leading causes of death by sex for any one of the years from 1979 to 2009
areindicated by a dashed line.

3 Rates are age-standardised to the Australian population at 30 June 2001.

Sources: AIHW analysis of the AIHW National Mortality Database; ABS (2010); ABS (2011).

Figure 1.4 Trends in selected leading causes of death, by sex, 1979-2009
Source: Australia’s Health 2012, p. 94.

Males Females
Cause of death Australia OECD Average |Australia OECD Average
Coronary heart disease 98.9 117.5 52.3 60.4
Stroke 36.0 54.8 33.9 42.3
Lung cancer 39.9 51.9 19.5 19.0
Chronic respiratory 4.6 4.8 3.4 2.5
diseases
Diabetes 15.1 18.4 10.4 14.1
Colon and rectum cancer 18.1 24.7 11.2 14.0
Prostate cancer 24.3 22.5
Breast cancer 18.5 20.1
Suicide 11.9 18.2 3.3 5.1
All causes 568.8 739.5 368.3 448.8

Table 1.2 Mortality rates for Australia and the average among OECD countries, for selected causes of death, by sex,
2009 (deaths per 100 000 population)
Source: Australia’s Health 2012, p. 95.
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Going further 1.4

Inquire

1 From the data, identify the leading
causes of death for both males and
females.

2 Looking at the causes of death, how
many of the top five are strongly
related to lifestyle risk behaviours?

3 Investigate trends in the leading
causes of death for the last 10 years.
Indicate:

* anyincreases
* anydecreases
e any that have remained the same.

4 Visit the World Life Expectancy website
(go to www.cambridge.edu.au/
hscpdhpelweblinks) and compare the
differences between the leading causes
of death in different parts of the world.
In particular, examine the differences
between developed and developing
countries.

Recent statistics for 2010 taken from ABS and
Australian Institute of Health and Welfare (ATHW)
reports indicate the following information:
¢ There were 143473 deaths.

e The majority of these deaths were people aged
75 or above (65 per cent).

e Death rates for males were 1.4 times higher
than for females (males 680 deaths per 100 000;
females 470 deaths per 100000).

¢ The leading cause of death for both males and
females was coronary heart disease, followed by
lung cancer for males and strokes for females.

Deaths per 100 000
1400 A
1200 IPP:genous infants
,’, AN ,,-\‘
1000 - Tem-- R
ot N
\
800 - AN
Meee e —

600 1 Allinfants

400 n /\_/_\’_\

200 -

All 1-4-year-olds
0
2000 2010

Year

Sources: ABS (2011); ABS (unpublished).

Figure 1.5 Infant/young child mortality (including the
gap between Indigenous and non-Indigenous people)

The number of deaths of infants (those aged under 1) divided by the number of
live births, and the number of deaths of young children (those aged 1-4) divided
by the population of the same age.

 Infant mortality was 413 deaths per 100000 live births in 2010 — a fall of
21 per cent over a decade.

* Mortality rates for Indigenous infants (730 per 100 000 live births in 2010)
were much higher than the overall Australian rate.

* The 2010 mortality rate for children aged 1-4 was 195 per 100 000 population
— 25% lower than in 2000.

Source: Australia’s Health 2012, p. 90.

mortality rates for Indigenous Australians declined
from 13.2 in 2001 to 7.6 in 2011 based on combined
data from New South Wales, Queensland, South
Australia, the Northern Territory and Western
Australia.

According to the WHO, the risk of a child dying
before completing their first year of age is highest
in the African region (63 per 1000 live births). This
is about 16 times higher than the infant mortality
rate in Australia (3.8 per 1000 live births).

Global infant mortality rates have seen an
improvement, with a decrease from an estimated
rate of 63 deaths per 1000 live births in 1990 to
35 deaths per 1000 live births in 2012. This decline
can be attributed to:

—_o
infant mortality
the number of
deaths in the first
year of life per

Infant mortality  improved education about antenatal and
Infant mortality is commonly viewed postnatal care

as an important indicator of the general e improved support services for newborn babies
health and well-being of a population, and births

1000 live births  and has a large influence on life e improved sanitation
expectancy at birth. A high infant e improved technology
mortality rate lowers life expectancy, while a low e improved diagnosis and treatment of illness
infant mortality rate contributes to increased life * immunisation programs.

i

morhidity the
incidence of
illness, injury

and diseases that
do not result in
death in a specific

population
i

expectancy. The infant mortality rate is the number
of deaths in the first year of life per 1000 live births.
This rate is continuing to decline in Australia: in
2001 it was 5.3 compared with 3.8 in 2011. Infant
mortality rates among Indigenous Australians are
also declining; however, they remain significantly
higher than in the general population. Infant
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Morbidity

Morbidity (sickness) refers to trends in
illness, injury and disease that do not
result in death in a specific population.
The main morbidity measures used are
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Going further 1.5

Collaborative
Research and explain why there is such
a significant difference in the infant

mortality rates between Indigenous and
non-Indigenous Australians.

[ ————

prevalence the
total number

of cases of a
disease in a given
population at a
specific point in
time
———o

—

health status the
general pattern
of health in a
population over a

period of time
—_——o

prevalence and incidence data, which
can give a much broader picture of
Australia’s health than mortality rates.
Morbidity measures include:

Health surveys and reports.
One of these is the National Health
Survey conducted by the ABS. It
provides data on a range of health
information and indicators. A
limitation of health survey data is
that it is often reliant on individuals
self-reporting their health status.

Hospitalisation data (number
and cause of admissions to
hospital). The cause of hospital
admissions provides information

on the patterns of serious health problems

that need medical treatment (such as heart
attacks). It does not accurately reflect trends in
illnesses that do not require treatment and the
impacts on quality of life associated with these

conditions.

Figure 1.6 Centrelink and Medicare office
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e Medicare statistics. These provide valuable
data on the number of days absent from work,
the reason or cause of visits to health-care
providers registered with Medicare and the
number of visits attended. These data do not
always reflect ill-health — for example, they
include visits to doctors for check-ups. Visits to
some health professionals (for example, those
working in private practice) for ill-health are
also not accurately reflected in these data, as
these visits are often not covered by Medicare.

e Disability and handicap. These are measures
of the level of disability experienced by people
as the result of a particular illness or injury.

Life expectancy
Life expectancy is a measure of how long,
on average, a person is expected to live. The
life expectancy of Australians has increased
dramatically over the last century, and continues
to increase. A boy born in 2008-10 can expect to
live 79.5 years and a girl 84.0 years. For Australians
born between 1901 and 1910, life expectancy was
just 55 for boys and 59 for girls. Life expectancy
at birth for Aboriginal and Torres Strait Islander
peoples is much lower than for non-Indigenous
Australians — 12 years lower for males and 10 years
lower for females.
There are many contributing factors to
improvements in life expectancy, including:
e improvements in medical knowledge and
treatment technologies

e e
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Note: Data for Australia reflect those in the OECD database and may differ to data elsewhere
in this report.
Source: ATHW analysis of OECD Stat (2011).

Figure 1.7 Life expectancy at birth, top 10 OECD
countries, by sex, 2009 or latest year available

Source: Australia’s Health 2012, p. 122.
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Source: ABS (2011).

Figure 1.8 Life expectancy (including the gap between
Indigenous and non-Indigenous people)

The average number of years a person can expect to live from birth.

 Average life expectancy for girls born between 2008 and 2010 was 84.0; for
boys it was 79.5.

¢ Male and female life expectancy continues to increase.

 Average life expectancy for Indigenous girls born between 2005 and 2007 was
72.9; for Indigenous boys it was 67.9.

* Substantial changes in the methods used to calculate Indigenous life
expectancy mean that trend data are not available.

Source: Australia’s Health 2012, p. 123.

e reduced smoking rates

e improvements in hygiene and sanitation

¢ improved working conditions and better health
education.

While increasing life expectancy is an indicator of
good health at a population level, it is contributing
further to Australia’s ageing population, which
will continue to put more demands on the nation’s
health-care system in the future.
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Figure 1.9 Many senior citizens enjoy the sport of lawn
bowls

Increased

life
expectancy

Figure 1.10 Factors influencing increased life
expectancy

1 What is epidemiology?
2 What are the more common measures
of epidemiology?
What is mortality?
What are the leading causes of death in
Australia?
What is infant mortality?
What is morbidity?
What is life expectancy?
Outline reasons for the increase in life
expectancy from the 1800s to now.
9 Analyse reasons for the difference
in life expectancy between males
and females. Suggest why this gap is
decreasing.

N w

00 N o W,
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What can epidemiology tell us?
2 Who uses epidemiological data?
3 Does epidemiology measure everything
about health status?
4 How do we use epidemiology
to improve the health status of
Australians?
Use the graphs and tables in this section
to answer the following questions:
5 What are the current trends in life
expectancy?
6 What are the current leading causes of
death for:
e all Australians
* males
o females?
7 What are the leading causes of
morbidity for all Australians?

Identifying priority
health issues

Driving question 1.8

If you had to report to the government the
top five health issues for the next decade,
what would you focus on in making your
decision?

Despite considerable improvements in Australia’s
overall health over the years, there are still certain
groups within the population that experience much
higher rates of ill-health. Governments and health
authorities need to identify and prioritise health
issues based on:

e which specific groups in the community are
experiencing higher rates of ill-health (health
inequality)

e what constitutes the burden of
the disease on individuals and the
community, and what potential
exists to reduce this burden.

—_—

social justice
justice based on
human rights —
equity, diversity
and supportive
environments

Social justice principles

—_—
inequality  Social justice is the promotion of
difference i fyndamental and universal human
outcomes rights and the removal of inequality.
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CLOSETHEGAP

Figure 1.11 The Close the Gap campaign is concerned
with closing the life expectancy gap between Aboriginal
and Torres Strait Islander peoples and other Australians

With regard to the selection of health priority
issues, this involves identifying areas where health
inequalities exist, and providing resources and
support to eliminate these inequalities. In order for
health promotion to be effective at a population
level, the health inequalities experienced by certain
groups must be addressed using the principles of
social justice.

Health inequalities are identified by comparing
differences in the prevalence,
incidence, morbidity and mortality
rates among specific population
groups. Recognising that some groups
experience higher rates of illness
and injury and lower rates of life
expectancy means that a focused
effort can be made to address these
inequalities and ensure that these
groups are provided with the opportunities to
achieve their optimum level of health.

It is also important to consider the social justice
principle of diversity, in order to recognise the
many differences that exist between individuals
and groups. Differences include culture, religion,
age, gender, sexuality, socio-economic status,
history and language. It is important not only that
these differences are acknowledged, but that they
direct development of health-promotion strategies
and campaigns, which need to be tailored to the
specific needs of the population group.

i
incidence the
number of new
cases of a disease
in a population
over a period

of time
r

Priority population groups
Modern Australian society is very multicultural, and
has many sub-groups with differing health statuses.
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hypertension high
blood pressure

Identifying the sub-groups that are experiencing an

unnecessarily high incidence of ill-health enables

governments to:

e determine the needs of groups in line with the
principles of social justice

e gain a better understanding of the determinants
of health and the impacts of socio-cultural,
socio-economic and environmental influences
on health

e identify and guide further epidemiological
research

e plan and implement specific interventions/
campaigns to reduce the burden of ill-health in
these sub-groups.

Epidemiological research highlights that there

are multiple sub-groups within the Australian

population experiencing higher rates of ill-health

for specific health problems. They include:

¢ Indigenous people

e people in rural and remote areas

e socio-economically disadvantaged people

® veterans

® prisoners

e overseas-born people.

Prevalence of condition

Prevalence refers to the current number of cases of
an illness or condition. Epidemiological data on the
number of existing cases of a particular illness in

a population provides key information that can be

used to identify priority health issues. Epidemiology

provides information on the overall mortality and
morbidity rates of Australians, as well as the causes
of this mortality and morbidity. Identifying the
trends can also help to determine the urgency with
which conditions may need to be addressed.

Cardiovascular disease, cancer, diabetes, mental
health issues, asthma and injury are major causes
of mortality and morbidity in Australia, and many
of these conditions are preventable:

e Cardiovascular disease (CVD), although its
incidence is declining, is still the leading cause
of death in Australia. It currently claims over
50 000 lives per year. Approximately 2.8 million
Australians (16 per cent of the population) have

experienced a recent long-term CVD,

with hypertension the most common
problem.

e Cancer is the second most

common cause of death in Australia, accounting

for approximately 35 000 deaths per year.

The incidence of certain types of cancer is

increasing, with approximately 75 000 new cases

diagnosed each year. It is estimated that one in
three males and one in four females will develop
cancer in their lifetime.
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Selected risk factor

Tobacco
High blood pressure
High body mass
Physicalinactivity
High blood cholesterol
Alcohol
Low fruit/vegetable consumption
Illicit drugs
Occupational exposures
Intimate partner violence
Child sexual abuse
Urban air pollution
Unsafe sex

Osteoporosis
T

T
0 1 2 3 4 5

% of burden

o

Source: AIHW Burden of Disease Database.

Figure 1.12 Burden attributed to 14 selected risk
factors, 2003

Source: Australia’s Health 2012, p. 119.

e Injury is the leading cause of death for people
aged from one to 44 years. Although injury
mortality is declining, it is still responsible for
11 per cent of hospital admissions in this age
group.

e The prevalence of mental health problems in
Australia has only recently begun to be realised.
It is estimated that 45 per cent of Australians
will be affected by a mental health problem at
some point in their lives.

e Diabetes is known to affect over half a million
Australians. The real figure is likely to be higher,
as many type 2 diabetics remain undiagnosed.
It is directly responsible for approximately
10 000 deaths each year, and many more than
that indirectly due to diseases that result from
diabetes.

e Asthma is a major cause of morbidity in
Australia, with levels among the highest in the
world (around 11 per cent of the Australian
population). Asthma especially affects young
children, and is one of the most common
reasons for the hospitalisation of school-age
children. Despite an increase in incidence
and severity, improved asthma management,
diagnosis at an earlier age and an increased
awareness of treatment options have resulted in
a significant decrease in the number of deaths
related to asthma.

Potential for prevention and early
intervention

Australia has a high prevalence of chronic disease,
and a significant proportion of the morbidity

and mortality associated with chronic diseases
could be reduced through behavioural change

and establishing more supportive environments.
Australia’s Health 2012 (AIHW) reports that the
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14 leading risk factors for poor health contribute to
approximately 32 per cent of the disease burden in
Australia.

While it appears to be a simple matter to
improve health by educating and encouraging
people to change their behaviours, in reality it is
far more difficult due to broader environmental
factors such as employment status, housing,
support networks and access to health services
and information. In order to significantly reduce
the major causes of morbidity and mortality
experienced in Australia, supportive environments
need to be established that address these issues
in order to encourage and support individual
behaviour change.

Cardiovascular disease remains Australia’s
leading cause of mortality, and many of the risk

DALY

Disability Adjusted Life Years is a measure of overall disease
burden, expressed as the cumulative number of years lost due to
ill-health, disability or early death

&
A
L34

factors for cardiovascular disease (hypertension,
smoking, overweight, high cholesterol, sedentary
lifestyles) are able to be modified. Therefore,

the mortality and morbidity associated with
cardiovascular disease could be reduced
significantly.

Early intervention can also decrease the
burden of disease substantially by maximising
opportunities for effective treatment and full
recovery. For example, cervical cancer is one of the
most preventable and curable of all cancers. Since
the National Cervical Screening Program began in
1991, mortality from cervical cancer has halved.
This program targeted 20-69-year-olds and sought
not only to raise awareness of cervical cancer
but also to increase the number of women having
regular pap smears — the most effective protective

YLL

Years of Life Lost

YLD

Years Lived with Disability

; : ST Expected
Healthy lif Disease or Disability e :

Source: Wikipedia

Author: Planemad

Figure 1.13 DALYs or Disability Adjusted Life Years is a measure of the overall burden of disease

Major disease group

Cancer

Cardiovascular disease
Nervous system & sensory disorders
Mental disorders

Chronic respiratory diseases
Diabetes
Injuries
Musculoskeletal diseases
Infectious and parasitic diseases
Genito-urinary diseases
Digestive disorders

Congenital anomalies

Neonatal conditions
Other

B 2010 (projected)

[ 2003

T T 1
200 400 600

DALYs ("000)

Figure 1.14 Estimated and projected total burden (DALYs) of major disease groups, 2003 and 2010

Source: Australia’s Health 2012, p. 118; ATHW Burden of Disease Database.
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Going further 1.9

Inquire

1 Selecttwo of the conditions identified
and evaluate the potential for
prevention and early intervention.

2 Discuss the social, environmental,
economic and cultural factors that
may make it difficult to change an
individual's behaviours in relation to
the conditions you discussed in the
previous question.

3 Explain what the saying ‘prevention
is better than a cure’ means to an
individual and a community.

behaviour for cervical cancer. This program,

combined with the National HPV Immunisation

Strategy, has had great success in the prevention of

and improved survival rates for cervical cancer.
Below are the national health priority issues for

Australia:

e cancer control (first set of conditions, 1996)

e cardiovascular health (1996)

e injury prevention and control (1996)

e mental health (1996)

e diabetes mellitus (added 1997)

e asthma (1999)

e arthritis and musculoskeletal conditions (2002)

e obesity (2008)

e dementia (2012).

Costs to the individual and
community

The effects of disease and injury on the community
are often measured in terms of disability-adjusted
life years (DALYs). This measure is used to assess
and compare the fatal and non-fatal effects of
disease on a population, and allows for effective
comparison between diseases. The AIHW regularly
uses this measure and describes one DALY as
‘1 year of healthy life lost due to premature death,
prolonged illness or disability or a combination
of these factors’. Therefore, the more DALYs, the
greater the burden. Figure 1.14 is from the ATHW
report Australia’s Health 2012, and indicates the
burden of disease of the major groups of disease.
There are many factors to consider when
looking at the cost of ill-health to individuals and
the community. The financial cost of ill-health can
be split into direct and indirect costs.
¢ Direct costs are those that can be measured.
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They include money spent on prevention,
diagnosis and treatment of those experiencing
ill-health. Information on hospital admissions,
length of stay in hospital, prevention strategies,
cost of medical services/treatment and
pharmaceutical prescriptions can be used

to estimate the direct costs of ill-health in a
population.

e Indirect costs are difficult to measure
accurately, such as an individual’s reduced
quality of life and relationship breakdowns
associated with ill-health. When individuals
are diagnosed with a serious health condition,
their emotional well-being is often significantly
affected, and this can lead to reduced self-
esteem, social isolation and depression. For
individuals who experience a complete or
partial loss of independence due to permanent
injury, disability, long-term ill-health due to
mental health problems or chronic disease,
there is often a significant indirect cost to
the individual’s family and friends due to
relationship breakdown or having to care for
that individual.

Another important indirect cost to the community is

the loss of productivity associated with absenteeism

1 What are the social justice principles
and how do they relate to prioritising
health issues?

2 What are the priority population
groups in Australia?

3 Outline the prevalence of the main
causes of mortality and morbidity in
Australia.

4 Identify the potential for prevention
and early intervention of a condition of
your choice.

5 What are direct and indirect costs
relating to health?

How do we identify priority issues for
Australia’s health?

2 Whatrole do social justice principles
play in identifying priority health
issues?

3 Whyis it important to prioritise?
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from work due to ill-health and the costs associated Torres Strait Islander people, compared with
with training replacement workers. $4876 for non-Indigenous people.
e Spending on cardiovascular diseases was higher
than for any other disease, at $7.9 billion.

Health spending in Australia Source: Australia’s Health 2012,

e In 2009-10, Australia spent $121.4 billion on
health, an increase of $72.2 billion compared It is anticipated that there will be a significant
with a decade earlier. increase in spending on health in the near future

e Health accounted for 9.4 per cent of total due to Australia’s ageing population, further
spending on all goods and services in the improvements in medical technology and research,
Australian economy in 2009-10, up from 7.9 per increased use of Medicare and a more informed
cent a decade earlier. population.

e In 2008-09, Australia’s average per person
spending on health was $6787 for Aboriginal and

Figure 1.15 Medical researcher workingin a lab
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1.2 The priority areas for the
improvement of health in Australia

Driving questions 1.12 Groups.exper.ign cing
health inequities

1 What are some population sub-groups
that you think suffer worse health

than the rest of the population? With Aboriginal and Torres Strait Islander

sensitivity to the complex social issues peop les

that surround this, draw some possible The Aboriginal and Torres Strait Islander

conclusions as to why these groups population makes up approximately 2.5 per cent

suffer worse health outcomes. of the population, yet Aboriginal and Torres Strait
2 Considering all ages and population Islander peoples experience significantly more ill-

health and higher rates of premature death than
other Australians. The current data on Aboriginal
and Torres Strait Islander peoples’ health, although
more comprehensive and accurate than ever
before, still possess some limitations. This is
largely due to the small population size and the

Self-assessed status

groups, what would be the top five
health concerns affecting Australia
today? What evidence are you basing
this on?

Selected characteristic Excellent/very good Good Fair/poor
Proficiency in English among people who speak

a language other than English in their home

Very good 66.3 25.9 7.8
Good 45.4 36.5 18.1
Not good/not at all 45.3 32.0 22.6
Socio-economic disadvantage

First quintile (most disadvantaged) 46.1 30.4 23.5
Fifth quintile (least disadvantaged) 63.6 25.7 10.7
Employment status

Employed 61.9 29.0 9.1
Unemployed 44.6 411 19.7
Unemployed for less than one year 51.2 31.7 17.1
Unemployed for more than one year 25.4 35.7 38.9
Geographic location

Major cities 56.5 29.1 14.4
Inner regional 55.2 28.8 16.0
Outer regional/remote 51.8 30.4 17.9
Indigenous status

Indigenous 37.9 33.9 28.2
Non-Indigenous 56.6 28.8 14.5

Table 1.3 Self-assessed health status, by demographic and socio-economic characteristics, people aged 15 and over,
2007-08

Source: Australia’s Health 2012, p. 108.

ISBN 978-1-107-43512-4 © Hawgood, James, Clark, McCudden, Osborn, Ponsen 2014 Cambridge University Press
Photocopying is restricted under law and this material must not be transferred to another party.



Chapter1 Health Prioritiesin Australia E

Going further 1.13

Inquire
According to self-assessed health status,
what groups appear to experience health
inequity? Propose reasons for these

differences in health ratings.

fact that only 33 per cent of Aboriginal and Torres
Strait Islander peoples live in capital cities, which
creates some difficulties for effectively gathering
and analysing information about the population and
specific health conditions.

The nature and extent of the health inequities
There is a great contrast in the health status of
Indigenous Australians compared with their non-
Indigenous counterparts. With significantly lower
life expectancy and higher rates of hospitalisation,
suicide and most other major illness and disease,
the gap between Indigenous and non-Indigenous
health is a major cause for concern.

Disparity is immediately evident when
considering the age distribution of the Indigenous
population. Overall, the Indigenous population is
much younger than the non-Indigenous population,
with a median age of 21 years compared with
36 years. This is reflective of the higher death rates
(1.9 times that of the non-Indigenous population)
and subsequent lower rates of life expectancy.

At birth, the life expectancy of Indigenous males

[ 1ndigenous population
I Non-Indigenous population

Age groups
(vears)

15 12 9 6 3

Groups
experiencing

health
inequalities

Figure 1.17 Groups experiencing health inequalities

is 67.2 years, 11.5 years less than the 78.7 years
expected for non-Indigenous males, and that of
Indigenous females is 72.9 years, compared with
82.6 for non-Indigenous females.

Causes of death

Aboriginal and Torres Strait Islander peoples
have a rate of avoidable death three times higher
than the rest of the population. An avoidable
death is classified as one that could reasonably
be expected to be avoided using available health-
care and prevention strategies. These avoidable

85+
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14

5-9

0-4

0 0 3 6 9

Proportion of population (%)

Source: ABS, 2012 (33)

Figure 1.16 Population pyramid of Indigenous and non-Indigenous populations, 2011

Source: Overview of Australian Indigenous Health Status, 2012, p. 3.
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Going further 1.14

Inquire

1 Look at the graph that compares the
Indigenous and non-Indigenous
population spread for 2011. What do
you notice about the shape of the
pyramid for Indigenous compared
with non-Indigenous people? What
does this tell us about the Indigenous
population?

2 Approximately what percentage of
Indigenous people are under 25 years
of age?

3 Approximately what percentage of non-
Indigenous people are under 25 years
of age? How does this compare with the
Indigenous pyramid?

4 Approximately what percentage of non-
Indigenous people are over 60 years of
age? How does this compare with the
Indigenous pyramid? What does this
mean?

5 Explore the population pyramids of
some developing African countries,
such as the Central African Republic,
Congo, Chad or Zambia using the
US Census International Database
(see www.cambridge.edu.au/
hscpdhpelweblinks).

6 Which countries have population
pyramids similar to the Indigenous
pyramid of Australia?

7 Explain why the country identified may
have a population pyramid similar in
shape to that of Australia’s Indigenous
population.

Source: Questions adapted from: ABS, GeoQ 02 — comparing
Indigenous and non-Indigenous population pyramids.

deaths can then be classified further as treatable or
preventable. Some examples of causes of treatable
and preventable deaths include some infections
and forms of cancer, heart disease, type 2 diabetes,
alcohol- and drug-related diseases, asthma and
intentional and unintentional injuries.

In 2010, the leading causes of death for
Aboriginal and Torres Strait Islander males and
females were coronary heart disease and diabetes,
followed by suicide for males and cerebrovascular
disease for females.

Compared with non-Indigenous Australians,
Aboriginal and Torres Strait Islander peoples
experience higher death rates from all causes.
They are:

e almost twice as likely to die from heart disease

® 6.4 times more likely to die from diabetes

e 2.7 times more likely to die from suicide

¢ almost five times more likely to die from
cirrhosis of the liver and other liver-related
disease

e three times more likely to die from respiratory
disease

e 2.9 times more likely to die from infectious and
parasitic diseases, and

e 2.8 times more likely to die in a land transport
accident than the non-Indigenous population.

Although the infant mortality rate in the Indigenous
population is still comparatively high, over the past
12 years it has been declining, with a decrease of
62 per cent since 1991.

Other health conditions

According to the National Aboriginal and Torres

Strait Islander Health Survey (NATSIHS), in

2004-05 Indigenous Australians:

e were twice as likely as non-Indigenous
populations to report their health as fair or poor

e had five times higher rates of hospitalisation

e were 1.6 times more likely to report asthma as a
long-term health condition than non-Indigenous
people

Indigenous Non-Indigenous

no. SDR(d)
Preventable 492.5 173.1
Treatable 941.5 314.0
Avoidable 1434.0 487.1

no. SDR Rate ratio  Rate difference
8802.5 54.6 3.2 118.5
13706.5 85.7 3.7 228.3
22509.0  140.3 3.5 346.8

Table 1.4 Avoidable deaths, NSW, Qld, SA, WA and NT by Indigenous status, 2011

Source: ABS (see www.cambridge.edu.au/hscpdhpelweblinks).
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Social and emotional well-being

e were 1.3 times more likely to suffer a heart or
circulatory disease/problem
e were more than three times likely to suffer some
form of diabetes
e were over 10 times more likely to suffer from
kidney disease.
On a more positive note, between 2001 and 2005,
rates of asthma, back pain and hearing problems in
the Indigenous population decreased.
In the same survey, 71 per cent of Indigenous
Australians reported being happy, or calm and
peaceful (56 per cent), most or all of the time.

Socio-cultural, socio-economic and
environmental determinants

Aboriginal and Torres Strait Islander peoples have
experienced cultural divisions and conflicts since
European settlement. There have been numerous
ill-advised or ineffective programs of integration,
separation, education and welfare that have
contributed to the negative health status of these
Australians. Although progress is being made in the
area of Indigenous health and positive changes are
being seen, there is still a long way to go. Programs
reflecting the holistic nature of health that take
into account the many contributing determinants,
particularly socio-cultural elements, are proving the
most effective approach.

The most critical socio-cultural, socio-economic
and environmental challenges for Aboriginal and
Torres Strait Islander peoples include the following:
e Lower incomes. Nearly half (49 per cent)

of Indigenous households were in the lowest

income quintile while less than 5 per cent were

in the top income quintile. Median household

Socio-economic characteristics
Literacy and numeracy
School retention/attainment
Non-school qualifications
Employment
Income

Housing and transport
Housing tenure
Functional housing
Overcrowding
Homelessness
Transport

Positive well-being

Psychological distress
Life stressors
Discrimination

Behavioural factors
Substance use
Physical inactivity
Dietary intake
Unhealthy body weight

Community capacity
One-parent families
Child protection
Community safety
Criminaljustice system contact

income for Indigenous families in 2006 was
equal to about 55 per cent of median household
income for non-Indigenous families.

e Higher rates of unemployment. The
unemployment rate of 16 per cent for
Indigenous people in 2011 was three times
the rate of unemployment for non-Indigenous
people, which was 5 per cent. Aboriginal and
Torres Strait Islander peoples were much more
likely to be employed in blue-collar labouring
jobs than non-Indigenous people (25 per cent
compared with 10 per cent).

e Lower educational attainment. There were
lower rates of school retention in all years;
however, this is improving (a gap of about 30 per
cent still exists between Indigenous and non-
Indigenous students for Year 12 retention rates,
but this has decreased from a gap of 50 per cent
in 1996). There are lower rates of achievement
of the minimum standards for literacy and
numeracy (approximately 75 per cent in
Years 3 and 7 compared with 95 per cent of non-
Indigenous students). Aboriginal and Torres
Strait Islander peoples who did attain a higher
level of schooling rated their health as higher.

e Lower rates of home ownership. The
proportion of Aboriginal and Torres Strait
Islander families who owned or were purchasing
their own homes in 2006 was half the rate
of other Australian households (34 per cent
compared with 69 per cent). Overcrowded living
conditions were also reported by one-quarter of
Aboriginal and Torres Strait Islander peoples.
Rates of homelessness were four times higher
for Aboriginal and Torres Strait Islander people
than for non-Indigenous people — although it
should be noted that some Aboriginal and Torres
Strait Islander peoples choose to live in public
places and do not consider themselves homeless.

¢ Less access to transport. Some 51 per cent of
Indigenous households had access to a motor
vehicle compared with 85 per cent of non-
Indigenous households.

e Family structure. Aboriginal and Torres Strait
Islander children were twice as likely to live
in one-parent families. Being a child in a one-
parent family has been linked with low SES, low
educational attainment and a lack of support.

There are also other less measurable social and

cultural factors that also contribute in some way to

the inequities experienced by Aboriginal and Torres

Strait Islander peoples. These include:

e asense of ‘loss of control of their own lives’
among some Aboriginal and Torres

Figure 1.18 Determinants of health and well-being Strait Islander peoples, which — kot
3 inequi ack o

Source: The health and welfare of Australia’s Aboriginal and Torres Strait Islander f:ontn.butes further to the level of fail’c:l eSSy

people, p. 15. meqwty .
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e communal approaches to family and parenting

¢ the remoteness of some communities

e incompatibility with many aspects of Australia’s
political, legal and educational systems

¢ alack of Indigenous role models in some areas
of society.

It is difficult to measure precisely the relationship

between these social determinants, multiple risk

factors and health status. However, the 2008 AITHW

Report on Aboriginal health and welfare emphasises

that the underlying social determinants mentioned,

clearly increase the likelihood of exposure to a

number of the following health risk factors:

® tobacco use

e alcohol consumption

e illicit drug use

e overweight and obesity

® poor nutrition

e physical inactivity

e exposure to violence

e poor housing conditions.

The roles of individuals, communities and
governments in addressing the health
inequities
In order to improve the health of Aboriginal and
Torres Strait Islander peoples in the most effective
way, a collaborative and considered approach is
needed.

Close the Gap is a key campaign addressing
Indigenous health inequities. Endorsed in 2008
by the Australian government, the Australian
Human Rights Commission and Indigenous health
organisations with the signing of a statement of

Going further 1.15

Inquire

1 Read the preamble to the Close the
Gap campaign on the Australian
Human Rights Commission website
(see www.cambridge.edu.au/
hscpdhpelweblinks).

2 Inthe preamble to the Close the
Gap statement of intent, one of the
major aims is to decrease the gap in
literacy, numeracy and employment
opportunities. Explain how
improvements in these areas could in
turn lead to improvements in all areas
of health for Aboriginal and Torres
Strait Islander peoples.
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intent, the strategy aims to reduce Indigenous
disadvantage in life expectancy, child mortality,
education and employment by 2030.

One of the most significant elements of the
statement was a commitment to involve Aboriginal
and Torres Strait Islander peoples and their
representative bodies in all aspects of the strategy
— for the government at all levels to partner with
Aboriginal and Torres Strait Islander people and
communities, to build on their ideas, strengths and
leadership in order to find sustainable solutions
to long-standing problems. Community-based
approaches to health that involve the Indigenous
community at all levels are the key to the success
of the strategy, as they empower Aboriginal and
Torres Strait Islander people and ensure the
delivery of culturally appropriate programs.

One key element of the strategy is the
National Partnership Agreements between the
Commonwealth government, and state and territory
governments. Each of the six agreements focuses
on a different Indigenous issue:
¢ Indigenous early childhood development
e remote service delivery
¢ Indigenous economic participation
¢ remote Indigenous housing
¢ Indigenous health outcomes, and
e remote Indigenous public internet access.
These agreements involve significant funding from
the Commonwealth government to Indigenous
community and health organisations to specifically
target each of the issues. Within each of these
agreements are partnerships between the state
governments and the local Aboriginal and Torres
Strait Islander communities in each state.

At the core of all strategies are education and
access, with the aim of empowerment.

Examples of campaigns targeting Indigenous

health

e Aboriginal Healthy Lifestyle program (see
www.cambridge.edu.au/hscpdhpelweblinks)

e Yiriman Project (see www.cambridge.edu.au/
hscpdhpelweblinks)

Indigenous versions of national health-
promotion campaigns

Indigenous versions of national health-promotion

campaigns have been rolled out in communities

with a high Aboriginal and Torres Strait Islander

population. Have a look at some of the campaign

materials:

e Aboriginal and Torres Strait Islander
guide to healthy eating (see www.cambridge.
edu.awhscpdhpelweblinks). The Aboriginal and
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Going further 1.16

Inquire

Go to the Yiriman Project website
(see www.cambridge.edu.au/
hscpdhpelweblinks).

1 What are the main aspects of the health
inequities that the Yiriman Project is
aiming to address?

2 How is the project doing this?

3 What are some of the characteristics of

the program that make it so successful?

Going further 1.17

Collaborate

In small groups, discuss the importance
of adapting promotion materials to make
them more appropriate for Indigenous
communities. In what ways are the ads
different from the national campaign
material?

Torres Strait Islander guide to healthy eating
was developed with a number of other campaign
resources, including cooking shows and a step-
by-step cookbook of simple, healthy meals

that aim to encourage Indigenous Australians

to adopt and follow a healthy, balanced diet.

It aims to empower Indigenous Australians to
make positive choices about their food.

e ‘Tomorrow People’ (see www.cambridge.edu.
aw/hscpdhpelweblinks). The ‘“Tomorrow People’
campaign is the Indigenous version of the
national ‘Measure Up’ campaign. The campaign
uses well-known Indigenous Australians like
Olympic basketballer Rohanee Cox to promote
healthy lifestyle behaviours such as being
physically active and eating a nutritious diet.

Socio-economically disadvantaged
people

Socio-economic status (SES) is most commonly
measured in terms of a person’s level of income,
education and employment. Someone who is
considered to be socio-economically disadvantaged
generally experiences a low level of income,
participates in lower paying, unskilled employment,
has lower levels of educational attainment and lives
in poor-quality housing.
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Studies have shown that these factors play a
significant role in determining an individual’s level
of health, and identify low socio-economic status as
a risk factor for poor health. In general, relatively
disadvantaged people have higher rates of illness,
disability and death compared with those who are
more advantaged in society. Furthermore, it seems
that there is a linear relationship between SES
and health, with health status decreasing as SES
decreases.

Socio-economically disadvantaged people in
Australia experience:

e Jower life expectancy

e ahigher burden of disease

e higher rates of depression, type 2 diabetes,
chronic respiratory disease and cardiovascular
disease.

A large proportion of the disease and illness

experienced by low SES groups can be attributed

to lifestyle choices. Lifestyle risk factors such as

smoking, a sedentary lifestyle, overweight and

obesity, and high-fat and high-salt diets become

more common as SES declines. For example,

rates of smoking are twice as high among the most

disadvantaged than among the least disadvantaged.

The Australian government has many strategies
and policies in place to address the health
inequities of disadvantaged Australians. Medicare
is an initiative of the Commonwealth, and provides
affordable health care for all Australians. In the
past, this has included free treatment as a public
patient i