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ABOUT THIS BOOK

This book has been completely rewritten
and we have taken the opportunity to
include new research in the relevant
areas.

HSC CORE 1: HEALTH PRIORITIE
AUSTRALIA

OUTCOMES KEY TERMS

When you have read this section you alternative health
should be able to: services
1 identify Australia's health pr orities burden

epidemiology
infant mortality
institutionalised

In each chapter

CLOSING THE GAP PROGRESS 2018 EXECUTIVE SUMMARY

‘The latest da a indica e that three of the seven
Closing the Gap argets are on rack to be met
The last ye hich at least hree targets
‘were on track was in 2011
The arget to halve the gap in ch1d mor aliy
by 201815 on rack Over he ong term
(1998 to 2016) the Ind genous chi d mortality
rate has declined by 35 per cent and there
has been anarrowing of the gap (by 32 per
cen) Improvements in key dr vers of child
and maternal hea th over he past few years
further gains o be made
95 per cent of all
s four year olds enroled n eary.
chi dhood education by 2025 is on track In
2016 around 14700 Indigenous children
(91 per cent) were enrol ed in early
chi dhood progra
‘The target o close the gap in school
attendance by 2018 s not on rack In 2017

students nat onaly
compared w th 93
Indigenous students

The target to halve the gap in reading and
numeracy by 2018 is not on track In 2017
the proportion of Indigenous st

83 2 per cent
r cent for non

dents has narrowed

part cularly reading inYears 3 and § and
numeracy nYears 5 and 9

The target o halve the
atta nment by 2020 s on track Nat onally the
proportion of ndigenous 20 24 yearods
who had achieved Year 12 or equivalent

in asdfom 74 © 2 t

inYear 12

the overall attendance rate for Ind genous 53pe tnz 6 hlehe nm t
adencsine tr phosphate Compound nu iton that can max m se muscle tin (EPO) Su_ulates the
used for energy in muscle contract ons  glycogen (carbohydrate)stores pr or o o

R ———— mpei ion blood ccls s the delivery
subs ance that has the of oxygen to the k dneys

quickly approsimately 80 per cent of
m beart 1 ¢

A stace chat manifess it e Fin
103 given s imulus or sitat on

ABOUT THIS BOOK

h people
ho

* The amountof blood  ofthe same descent and her age w

LEARNING TIP

Use this acronym to
remember the five
principles of the Ottawa
Charter: DRSBC

Develop
Reorient
Strengthen
Build

Create

Case studies and articles
throughout the text relate theory to
real-life.

Rollover definitions work with the
NelsonNetBook. Otherwise, go to
the Clossary pages at the end of
the printed book (page 378).

Learning tips are sprinkled
throughout the book to help you
prepare for the exam.

9780170386524



Watch

Follow the weblink

FYI
The difference between
visualisation and

There are many types of
activities, questions and tips

Weblink to watch ‘How to use mental rehearsal is that
. visualisation to reach visua]is'aﬁon canbe within the chapte]_’sl
|nvest|gate e el Gremn 10 done without the athlete
yourg ! having experienced
Use the AIATSIS Nzl 2007, the movement, whereas
map of Aboriginal by Olympian luger mental rehearsal
Australia ( . Ruben Gonzalez. He requires the athlete
ustralia laccess via . . ;
A explains how this has to have practised the
the ABC website ) . motor skill for it to be
contributed to his )
effective.

or follow the link)

success as an athlete.

to identify the
Indigenous cultures
n your area.

Explain

Explain how ATP

is generated for
activities lasting less
than two minutes at
high intensity.

There are no URLs printed in the book because they change often
Instead, there is a link (http://nelsonpdhpe-hsc.nelsonnet com au) to a

Weblink free-access website where you will find a list of all the weblinks in the
book. You will not need to use your login code to access the weblinks.
A weblink icon also alerts you to web-based activities and videos.

Potential for prevention and early detection

Education programs and supportive environments can lead to p ev nt on of some condi on ;
an example being the QUIT line, along with doctors working closely with patients who are trying

A scaffold icon is used occasionally,
to notify you that you can fill in

a prepared (blank) table online.
These are also on your student
website. Each chapter has a dot
point summary of the relevant key
knowledge at the end.

to give up smoking to reduce the incidence of lung cancer. Emerging technologies can detect
others; for example, mammograms for breast cancer and the HPV'v ccine as a preventative

measure against cervical and other HPV-related cancers for young people.

Costs to the individual and community

Il health costs the government money - approximately $170 billion in 2015-16. The cost to
both the individual and the community can be divided into two at g ri  Di c tsi lu
hospital costs, medical treatment, the PBS and employment of medical staff. Indirect costs are
those carried by families and communities. They include the emotional burden on a relationship
when a loved one is diagnosed with il health; time, energy and effort involved in caring for sick

loved ones; and the cost of retr ining employees if il he Ith requires this.

Using CVD as one of the National Health Priority Areas, research and complete the table,
applying the criteria for identifying priority issues.

Social Priority Prevalence ~ Cost to Cost to Potential

Chapter review activities follow and
L [ ity for changs exam-style questions are on your
princ gop

oo student website.

On the NelsonNet website

The NelsonNet student website has:

* exam-style questions, with answer modelling

* afew templates (scaffolds) of tables so you can fill them out online if you wish.
You will need to log in to your student website (http://nelsonnet.com.au) for these,
using the code in the back of the book.

We hope you find this book and the online resources useful!

9780170386524 ABOUT THIS BOOK
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HSC CORE 1: HEALTH PRIORITIES IN
AUSTRALIA

OUTCOMES KEY TERMS

When you have read this section you alternative health | epidemiology
should be able to: services infant mortality
1 identify Australia's health priorities burden institutionalised
and explain how the government cancer ' health care
prioritises health issues in order to cardiovascular life expectancy
achieve better health care for all dlsegse (CVD) Medlgore
i Council of morbidity
Australians : -
Australian mortality
2 evaluate th.e range and types of Governments non-
health services and analyse how (COAG) institutionalised
they impact on national health comorbidity health care
priority areas complementary social construct
3 critically analyse how the Ottawa health services social justice
Charter addresses TWO National coronary heart principles
Health Priority Areas. disease (CHD) | supportive
diabetes environments




Priority issues for Australia's health

IN THIS CHAPTER
Measuring health status

Identifying priority health issues

How are priority issues for Australia’s health identified?
priority

Students learn about: Students learn to:

To be successful in the PDHPE HSC + [B@IH) measuring health status +  critique the use of epidemiology to
- role of epidemiology describe health status by

B B H - measures of epidemiology (mortality, considering questions such as:
exam it is essentia l th at yO ures p on d to infant mortality, morbidity, life expectancy) — what cangeZidemiology tell us?
— who uses these measures?
— do they measure everything
about health status?

questions using the relevant syllabus

information. The most effective method
. . .. a . use tables and graphs from health
of achieving this is to ‘code’ your syllabus reports to analyse current trends in

life expectancy and major causes of

to assist recall. Main critical questions morbidity and mortality for the

general population and comparing

can be identified as CQ1, CQ2 ... and then males and females
; . « [BOIB) identifying priority health issues argue the case for why decisions
the dash points related to that critical ~ social justice principles are made about health priorities by
. — priority population groups considering questions such as:

question can be labelled CQ1A, CQ1B, etc. — prevalence of condition ~ how do we identify priority issues

— potential for prevention and early for Australia’s health?

intervention — what role do the principles of
- costs to the individual and community social justice play?
— why is it important to prioritise?

Teacher Note: Students do not need to know the latest statistics on the rates of
illness and death. It is only important that they understand trends such as whether
the prevalence of leading causes is on the increase, decrease or stable.

@02/ What are the priority issues for improving Australia’s health?
Students learn about: Students learn to:

« [BO2H) groups experiencing health inequities + research and analyse Aboriginal
- Aboriginal and Torres Strait Islander and Torres Strait Islander peoples
peoples and ONE other group experiencing

— socioeconomically disadvantaged people health inequities by investigating:

— people in rural and remote areas — the nature and extent of the

— overseas-born people health inequities

- the elderly — the sociocultural, socioeconomic

- people with disabilities and environmental determinants

— the roles of individuals,

communities and governments in
addressing the health inequities

Source: Personal Development, Health and Physical Education Stage 6 Syllabus
© NSW Educational Standards Authority for and on behalf of the Crown in right
of the State of New South Wales, 2012

Figure 1.1 Coding the syllabus for better understanding
DYNAMIC PDHPE FOR HSC 9780170386524




Australia’s health care system is a model respected by world leaders. It is a fair and equitable system
that provides universal basic health care to Australian citizens. However, it comes with a high financial
cost. According to the Australian Institute of Health and Welfare (AIHW), health expenditure in
2015-16 was $170 billion (Health Expenditure Australia 2015-16, AIHW, 2017, p. vii). As our life
expectancy continues to rise, this expenditure will also rise. People born in 2014 have an average
life expectancy of 82 years. The Australian federal government, along with the states and territories,
has the responsibility of administering, maintaining and continually improving health systems to
ensure we continue to have a high, healthy standard of living. Agencies that have this responsibility,
and which are referenced regularly in this unit, are the AIHW, the Australian Bureau of Statistics
(ABS), the New South Wales Department of Health and non-government organisations such as

Cancer Council Australia, the National Heart Foundation and Diabetes Australia.

MEASURING HEALTH STATUS

When you have read this section you should be able to analyse current trends in life expectancy

and major causes of morbidity and mortality from graphs and tables.

Role of epidemiology

Studying the past and present health issues of individuals, groups and societies can be a powerful

way to increase the prevention of injury, disease, illness and death. It also assists government

LS

LT T
L pit

Australia !

as 100 people

pieifteetteeeeitees
1 e
English spoken

81 speak English only

3 speak another language, and
do not speak English well or
at all

fereereeeRROORRRORDY

Education (ages 15-14)
45 have Year 12 or below

25 have Bachelor’s degree or
higher
2 have other qualifications

Age group
19 are aged 0-14

28 are aged 25-44
25 are aged 45-64

rereeeeenan

Where we live

11 in Major cities

9 in Outer regional areas
2 in Remote or Very remote
areas

fereeeeeeetOORRRORDY

Labour force status
(ages 15-74)
42 are employed full time

4 are unemployed
35 are not in the labour force

it

Indigenous status

3 are Indigenous

teeeeeReeRORRRRROONY

Household composition

12 are one-family households

23 are single-person
households

3 are group households

f reeen

Jobless families

1 jobless couple family with
dependants

3 jobless one-parent families
with dependants

2 jobless one-parent families
without dependants

fTeeeeeeeeeen

Born overseas

28 are overseas born

reeeeeReeRRRRORROODY

Home ownership

36 households own their home
(without mortgage)

31 are renting
2 other

feeeeeeeeRtOORRRORD

Disability status
19 with disability

Source: Australia’s health 2016: in brief, AIHW, p. 2. © AIHW 2016 (CC-BY 3.0) license
(https://creativecommons.org/licenses/by/3.0/au/)

Figure 1.2 Australia represented as 100 people

9780170386524 CHAPTER 1/PRIORITY ISSUES FOR AUSTRALIA'S HEALTH



and non-government organisations in identifying risk factors and implementing protective

behaviours to reduce the incidence of disease, death and injury in future generations. It was

through the study of epidemiology that medical researchers identified skin cancer as a national

health priority in Australia, leading to the introduction of health promotion to reduce the

number of Australians dying from melanoma.

feeeeeeeaneeeRLe
teeeeeeeeeeeefeeeee

fitreeeeeeereeeeeee
teeteeeeeeteeeee
it pit
Australias
health

as 100 people

pitrieeereeeeeetieee
Physical activity (ages 18-64)

55 are sufficiently physically
active

30 are insufficiently active
15 are inactive

reeeeeeeeRRORRRRONED

Cancer

2 have been diagnosed with
cancer in the past 5 years and
are still alive

98 have had no cancer diagnosis
in the past 5 years

TeeeeteteTOOORRORANY

Self-rated health (ages 15+)

4 rate health as poor

10 rate health as fair

29 rate health as good

37 rate health as very good
20 rate health as excellent

reereneTRORRRROOONNY

Fruit and vegetables
(ages 18+)

5 eat the recommended servings
95 do not eat the recommended
servings

TreereeneRORRRRRNNNY
Diabetes

5 self-report having diabetes
95 do not have diabetes

triteeteeteetatteeee
Tobacco smoking (ages 14+)

13 smoke daily

3 smoke weekly or less often
24 are ex-smokers

60 have never smoked

fetreeeeeeRRTRORRRORD

Weight (ages 18+)

2 are underweight
35 are normal weight
35 are overweight
28 are obese

reeeeeeReRORRROONRD

Mental illness (ages 16-85)

20 have had a mental disorder in
the past 12 months

80 have not had a mental disorder
in the past 12 months

reeteReRRRTORRROORND

Alcohol risk (ages 14+)

18 are risky drinkers
60 are low-risk drinkers
22 do not drink alcohol

reereeRORRRRRDOROORD

Childhood immunisation
(to 5 years of age)

93 are fully immunised
T are not fully immunised

reeeeaeeeRRORRRRONRD

Chronic diseases (selected)

217 have 1 chronic disease
14 have 2 chronic diseases
9 have 3 or more chronic
diseases

50 have no chronic disease

Source: Australia’s health 2016: in brief, AIHW, p. 3. © AIHW 2016 (CC-BY 3.0) license
(https://creativecommons.org/licenses/by/3.0/au/)

Figure 1.3 Australia’s health represented as 100 people

Epidemiology is a mathematical study of death and disease within a population. Epidemiologists

collect numerical data on illnesses, diseases, injury and death within populations so that they can:

+ identify the number of deaths from a particular cause

+ calculate the rate of diseases within a population group

+ identify specific sub-groups within the population who experience higher rates of a disease

or health inequities (e.g. Indigenous populations experience higher rates of infant mortality

than non-Indigenous)

+  compare and identify inequalities in health as experienced among members of the

population

+  provide tangible evidence that health promotion initiatives are being effective (e.g. rates of

cancer survival are increasing, according to AIHW’s Australia’s health 2016: in brief)

+  provide information that allows governments to allocate resources on a ‘needs basis’ and

target certain health areas.

DYNAMIC PDHPE FOR HSC
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Males [7] Females

Coronary heart
disease

Stroke
Heart failure and
cardiomyopathy

Peripheral
vascular disease

Hypertensive
disease

Rheumatic
heart disease

0 2 4 6 8 10 12
Number of deaths (000)

Source: National Mortality Database © AIHW 2016, (CC-BY 3.0) license.
(https://creativecommons.org/licenses/by/3.0/au/)

Figure 1.4 Major causes of death from cardiovascular disease (CVD), 2015

Infant mortality rates

In 2008-12 the infant 6 " 2 ﬂﬂﬂﬁﬂﬂ -

mortality rates for per 1000 live births

Aboriginal and Torres

Strait Islander children 3 7

was almost double that for u ﬂ ﬂ e v

non-Indigenous children. per 1000 live births o, . www.australianstogether.org.au

Figure 1.5 Infant mortality rates, Indigenous versus non-Indigenous

Measures used in epidemiology

Measuring health status is technical and conceptual. Epidemiologists use a range of quantitative
statistical measures that include mortality, morbidity, infant mortality and life expectancy.

Mortality

Mortality is measured by the cause and number of deaths in a specific population over a specific
time period. Data is typically standardised to enable comparisons. For example, ‘deaths per
100000 of 20-30-year-olds’ is known as age-standardised.

Morbidity

There are two types of morbidity data. Prevalence is data recording the number of cases of a
disease, illness or injury within a population. Incidence is data collected on the number of cases of
a disease, illness and injury, within a population, for a given time period.

Infant mortality

Infant mortality is data collected on the number of deaths in infants within their first year of life
per 1000 live births. Infant mortality can be a good predictor for life expectancy.

9780170386524 CHAPTER 1/PRIORITY ISSUES FOR AUSTRALIA'S HEALTH



Life expectancy

Life expectancy is the estimated number of years that members of a group within society is
predicted to live. For example, if you were born in 2015 you have a life expectancy of 84.5 years
(females) and 80.4 years (males). This can be compared to people born in 1970, who have a life
expectancy of 74.4 years (females) and 67.7 years (males).

One way in which the health status of a country is ranked is on its citizens’ life expectancy,
which can vary considerably from one to country to another. This will be explored later in the
chapter; however, from your preliminary studies you should be aware that health is greatly
influenced by sociocultural, socioeconomic and environmental determinants.

[ Women Men

South Korea
France
Japan

Australia

Country

Canada
Chile
UK

Us
70 75 80 85 90 95
Years

www.thelancet.com, Vol 389, 1 April 2017

Figure 1.6 Predicted average life expectancy at birth by 2030

Who uses these measures?

Data can be collected by various means; for example, when citizens use their Medicare card,
through hospital admissions, immunisation records and pharmaceutical sales. All this data is
collected, stored and analysed by various government and non-government organisations
(NGOs). It provides powerful evidence for identifying needs, prioritising health funding and
health promotion, as well as implementing health programs.

General practitioners use epidemiology data to identify outbreaks of diseases, monitor groups
within society who are at greater risk and implement practices to increase the health outcomes of
patients — such as screening processes for cardiovascular disease (CVD) and diabetes.

The New South Wales Department of Education uses data regarding injuries (including
sporting ones) in schools as well as incidences of anaphylaxis and asthma to develop policy
and procedures to minimise these risks (for example, excursion policies and training staff in

EpiPen use.)

Can epidemiology measure everything about health status?

Epidemiology is a mathematical science focusing on the use of quantitative data (statistics).
Therefore, it provides limited understanding about complex health issues and a person’s quality
of life. Its drawbacks include the following:
+  Sociocultural influences on an individual are not considered (e.g. the person’s wellbeing
despite the injury or disease, their contribution to society, their quality of life prior
to death).

DYNAMIC PDHPE FOR HSC 9780170386524



+  An epidemiological study does not identify the reasons behind protective or risk behaviour
choices made by an individual.

+  Diseases that are not identified as national health priority areas often receive little analysis
or attention.

+ An epidemiological study does not recognise factors that may contribute to mortality, an
example being a death certificate that identifies CVD but not the mental health issues
contributing to the hypertension.

South Africa
India
Indonesia
Russia
Colombia
Lithuania
Latvia

Brazil
Mexico
Hungary
China

Slovak Republic
Poland
Estonia
Turkey
Czech Republic
United States
Chile

Costa Rica
Germany
Denmark
Slovenia
United Kingdom
Greece
Belgium
Portugal
Austria
Ireland
Netherlands
Finland

New Zealand
Korea

Israel
Sweden
Norway
Luxembourg
France
Iceland
Australia
Italy
Switzerland
Spain

Japan

0 10 20 30 40 50 60 70 80 90
Source: https://data.oecd.org/healthstat/life-expectancy-at-birth.htm

Figure 1.7 OECD life expectancy at birth rankings, 2015
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Weblink

Analyse

Use tables and
graphs to analyse
current trends in
life expectancy,

and major causes

of morbidity and
mortality.

Compare males with
females in each.

LEARNING TIP

You do not need

to know the latest
statistics on the rates
of illness and death.
However, it is important
that you understand
trends such as whether
the prevalence of
leading causes is on
the increase, decrease
or remains stable.

DYNAMIC PDHPE FOR HSC

1 Download AIHW’s Australia’s health 2018: in brief (PDF version) and use it to
complete the following tasks.

2 Using the information on page 4, create a visual representation (pie or mind map)
of the ‘profile of Australians’. Describe the population of Australia in terms of
demographics and identify how this may affect the health status of the nation.

3 From page 40, identify what percentage of Australian children (up to 5 years of age)
are fully immunised. Research the percentage that the World Health Organization
(WHO) states is a protective percentage for the population. Explain what ‘herd
immunity’ means for the health status of Australia.

4 Using the data on page 10, create a visual representation of how Australians ‘self rate’
their health. Predict whether this would correlate with what the epidemiology data
would represent.

S For the following age groups, identify which diseases cause the greatest ‘burden’ on
health, for both males and females. Predict reasons for the difference (page 12).

15-24 year olds; 45-64 year olds; 75-84 year olds

According to the Organization for Economic Cooperation and Development (OECD), life
expectancy has increased worldwide. As figure 1.7 indicates, Australia ranks highly among the
OECD countries in life expectancy.

Current trends

Australians have a high life expectancy compared with people in other countries across the world
and it is steadily increasing, on par with the OECD predictions.
Sex differences

The trend differs between males and females across Australia where females enjoy a longer life
expectancy than males, although this is narrowing. A male child born between 2012 and 2014
can expect to live to 80.3 years and a female born in the same time period can expect to live to

84.4 years.

Girl 84.4
90

Boy < 80.3
45 -

30
15 -

Life expectancy at birth
(years)

1890 » 2014
Year

Source: Australian Bureau of Statistics, © Commonwealth of Australia: 32014b, 2015c.
CC-BY 2.5 Australia license.

Figure 1.8 Life expectancy at birth by sex, Australia 1890-2014
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High levels of life expectancy can be attributed to low rates of infant mortality. In Australia,
infant mortality rates are low and continue to decrease. According to the ABS, the infant death
rate in Australia in 2016 was three for every 1000 live births. However, as will be discussed later,
infant mortality rates among Indigenous populations and the socioeconomically disadvantaged
are much higher.

80
70
60
50
40
30
20
10

| | | |

0 J
1916 1936 1956 1976 1996 2016

Source: Australian Bureau of Statistics, © Commonwealth of Australia: 3302.0 - Deaths, Australia, 2016
CC-BY 2.5 Australia license.

Rate (per 1000 live births)

Figure 1.9 Declining infant mortality rate, Australia 1916-2016

Cancer (all types combined) has surpassed CVD as the cause of the highest total number
of deaths in Australia (44100 and 43600 respectively). However, coronary heart disease
(CHD) - comprising myocardial infarctions (heart attacks) and angina — continues to be the

leading specific cause of mortality in Australia.

1 Coronary heart disease 11082 | 9091
2 Dementia and Alzheimer’s disease 4106 = 7859
3 Cerebrovascular disease 4279 | 6486
4 Lung cancer 4947 | 3304
5 Chronic obstructive pulmonary disease 3911 @ 3114

Source: National Mortality Database © AIHW 2016, (CC-BY 3.0) license. (https://creativecommons.org/licenses/by/3.0/au/)

Figure 1.10 Leading causes of death, by sex, Australia 2014

1 a Construct a table of the leading causes of mortality for males and females in Australia.
b Construct a response to the following HSC-style question:
Compare the causes of mortality between males and females in Australia.

2 Life expectancy of Australians continues to steadily rise. Predict reasons for the
continued growth.
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LEARNING TIP

You do not need to know
the actual statistics on
morbidity and mortality,
but you must look at
the latest statistics and
be able to discuss the
trends over time.

Morbidity

Morbidity is the level of ill-health in a population. While Australians have a high life expectancy,
low infant mortality and decreasing rates of mortality, the rates of morbidity continue to rise
due to earlier detection, advances in medical technology and improved understanding of how to
manage chronic diseases. Half of all Australians suffer from a chronic disease. The rate is highest
among people aged over 65 years; 87 per cent of people in this group reported a chronic disease,
while the rate was 35 per cent for people aged under 44. Chronic disease is higher among
females (52 per cent) than males (48 per cent) and those residing in the lowest socioeconomic
areas have a slightly higher rate (55 per cent) than those in the highest socioeconomic areas

(47 per cent). Similarly, people residing in regional and remote areas have higher rates of chronic
disease (54 per cent) compared to their city counterparts (48 per cent). More than 23 per cent
of all Australians have comorbidity factors (that is, they have more than one chronic illness).

IDENTIFYING PRIORITY HEALTH ISSUES

When you have read this section you should be able to explain why particular decisions are made
about different health priorities.

The government uses a set of criteria to identify the following nine National Health Priority
Areas (NHPASs): dementia, obesity, arthritis and other musculoskeletal conditions, asthma,
diabetes mellitus, mental health, injury prevention and control, cardiovascular health, and cancer
control. The National Health and Medical Research Council (NHMRC) uses a systematic and

procedural method to ensure that the issues it identifies are the most applicable.

Social justice principles

The principles of equity, diversity and supportive environments are important considerations
when prioritisinga NHPA. Societal barriers and discrimination need to be addressed in order
to reduce the burden of ill health on the population as well as the impact of past and current
disadvantages.

Equity
Equity is the fair and balanced distribution of health resources to improve the health outcomes

for all. An example of equity is Medicare. It is a basic universal health care system for all
Awustralian citizens regardless of their socioeconomic status, geographic location and education.

Diversity
Health resources need to be diversified to meet the needs of specific cultural subgroups within

the Australian society. An example of diversity is the provision of health promotion in a variety
of languages, as used on the Cancer Institute of New South Wales’ iCanQuit webpage.

Supportive environments

Health outcomes are improved if individuals and groups within a society feel supported and
encouraged to improve their health. Governments and NGOs play a vital role in bringing about
change in people’s health. An example is the QUIT helpline, which supports smokers who want to give
up smoking. Through the Pharmaceutical Benefits Scheme (PBS) the government reduces the cost
of prescription medications to support socioeconomically disadvantaged groups. Workplace health
and safety legislation (such as the Work Health and Safety Act 2011) provides guidelines on how

employees can be safe in their workplace and engage in positive behaviours that improve health.
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Priority population groups

Using epidemiological data, the government identifies groups within our society that experience
higher rates of mortality and morbidity than the general population. It then targets these
subgroups to effect change and reverse the negative data. Groups with high priority in Australia
are Aboriginal and Torres Strait Islander people, socioeconomically disadvantaged people, the
elderly, the disabled, rural and remote populations and people born overseas.

Prevalence of condition

It is vital that the government targets conditions with high prevalence within our populations.
This is to ensure that the vast amount of financial and structural resources deployed have the
greatest possibility of effecting change and reducing future incidences of the condition; for
example, CVD is attributed as being an underlying condition in more than 35 per cent of deaths.
This is a high prevalence so the financial investment made in it is justified.

Potential for prevention and early detection

Education programs and supportive environments can lead to prevention of some conditions;

an example being the QUIT line, along with doctors working closely with patients who are trying
to give up smoking to reduce the incidence of lung cancer. Emerging technologies can detect
others; for example, mammograms for breast cancer and the HPV vaccine as a preventative
measure against cervical and other HPV-related cancers for young people.

Costs to the individual and community

Il health costs the government money — approximately $170 billion in 2015-16. The cost to
both the individual and the community can be divided into two categories. Direct costs include
hospital costs, medical treatment, the PBS and employment of medical staff. Indirect costs are
those carried by families and communities. They include the emotional burden on a relationship
when a loved one is diagnosed with ill health; time, energy and effort involved in caring for sick
loved ones; and the cost of retraining employees if ill health requires this.

Using CVD as one of the National Health Priority Areas, research and complete the table,

applying the criteria for identifying priority issues. :
Scaffold
Social Priority Prevalence  Cost to Cost to Potential

Justice population of condition individuals community for change
principles  groups

CvD
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CHAPTER SUMMARY

Extra
exam-style
questions

b |

Epidemiology is the mathematical science used to provide
data and information about the rates of disecase, injury,
illness and death within the Australian population.
Epidemiology measures include life expectancy, mortality,
morbidity (prevalence and incidence) and infant mortality.
Epidemiology provides valuable information to
government and non-government organisations so they
can identify, prioritise and target national health priority
areas through health promotion programs and initiatives.
Epidemiology has limitations. It cannot measure quality
of life, sociocultural influences, reasons for protective

or risk behaviour choices, and it does not recognise
comorbidity factors in complex health issues.

Australia rates high among OECD countries in life
expectancy although there are differences between males
and females.

Low rates of infant mortality occur in Australia,
contributing to rising life expectancy. Approximately three
babies in every 1000 live births will die and these rates are
higher among the Indigenous population.

Coronary heart disease is the leading specific cause of
mortality in Australia for both sexes.

Equity, diversity and supportive environments are the three
ideologies of the social justice principles. Eguity means

N

Before composing your responses to the following activities,
take the time to identify the key verb and determine the
terms required to demonstrate the application of the verb
in a written response. For example, a define or outline
response should consist of terms such as ‘the main role is

.. or ‘characterised by ...". A compare response should
include ‘similarly ...", ‘whereas ...” or ‘different ...” and an
assess response should include ‘effective ..., ‘important ...”

and ‘vital ...’

In the following questions, syllabus terms have been izalicised
to demonstrate the significance in the construction of a
response. Always identify what dash or dot point of the
syllabus a question is asking for. For example, in question 3,
health status is a dot point in the first critical question; so to
accurately and thoroughly address this, the response should
include both dash points (role of epidemiology and measures

of epidemiology). It is always beneficial to consult the

syllabus when constructing responses.

DYNAMIC PDHPE FOR HSC

the fair distribution of health resources, ensuring that
those resources are diversified to meet the needs of specific
subgroups within society with populations, groups and
individuals feeling supported in their environments (live,
work, play) to achieve good health.

Specific subgroups within the Australian population

are identified as experiencing a higher level of health
inequality. These include people who are Indigenous,
socioeconomically disadvantaged, elderly, disabled,
living in rural and remote populations, and people born
overseas.

Criteria used by governments and NGOs to assess the
priority of a disease include identifying: the priority
population groups affected, the prevalence of the
condition, the potential for prevention and/or early
detection, the cost to both the individual and the
community (direct and indirect) and the application of
the social justice principles.

Australia spends in excess of $170 billion a year on health.
It is imperative that the diseases receiving funding and
resources as a National Health Priority Area (NHPA) have
the potential to be prevented through education or early
detection, such as screening programs like mammograms
for breast cancer.

Define the following terms: mortality, morbidity, infant
mortality and epidemiology.

Outline what epidemiology can and cannot indicate about
the health of a population.

Describe how health status is measured.

Discuss the criteria used to prioritise health issues

in Australia.

Compare the health status of males and females

in Australia.

Assess the importance of prioritising health issues

in Australia.




Priority issues for improving
Australia's health

IN THIS CHAPTER
Groups experiencing health inequities 13

High levels of preventable chronic disease, injury and
mental health problems 25

A growing and ageing population

GROUPS EXPERIENCING HEALTH
INEQUITIES

In this section you are required to investigate the health inequities experienced by Aboriginal
and Torres Strait Islander Australians and ONE other group.

Epidemiology is dynamic. The statistical data and trends change with every birth, death or
diagnosis, so it is important to use this text in conjunction with the various health websites that
update this information. They include the Australian Institute of Health and Welfare (AIHW)
and the Australian Bureau of Statistics (ABS).

Despite Australia having an excellent health care system and experiencing high levels of life
expectancy, there are numerous groups within our society who experience significantly lower
levels of health due to socioeconomic, environmental or sociocultural reasons. The Australian

government has a responsibility to recognise this and to provide additional resources and means

that will benefit those groups that are most in need. These include:
Aboriginal and Torres Strait Islanders
socioeconomically disadvantaged people
people living in rural and remote areas
people born overseas
elderly citizens
people with disabilities.
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Weblink

|nvestigate

Use the AIATSIS
map of Aboriginal
Australia (access via
the ABC website
or follow the link)
to identify the
Indigenous cultures
in your area.

Aboriginal and Torres Strait Islander peoples

Aboriginal and Torres Strait Islanders live right across Australia, in major cities, inner regional,
outer regional, remote and very remote regions. There are hundreds of groups or ‘mobs’ within
their culture, each with its own distinct cultural practices, language and history. Their health
issues are complex, as are the determinants and roles played by governments and communities
in reducing the health inequities between Indigenous and non-Indigenous people.

Nature and extent of health inequities

Indigenous Australians account for approximately 3 per cent of the population, with almost
two-thirds living in Queensland, although most live in non-remote areas (79 per cent) and

15 per cent in very remote areas. By comparison, 98 per cent of non-Indigenous Australians
reside in non-remote locations (The health and welfare of Australia’s Aboriginal and Torres Strait
Islander Peoples, AIHW, 2015, p. 8). Even with their small population representation, Indigenous
people are over-represented and suffer significant health inequities including higher mortality
rates, higher morbidity rates, lower life expectancy and higher infant mortality rates.

i
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Indigenous status

. )
AllStl’alla 3 are Indigenous
as 100 people

Source: © AIHW 2016, CC-BY 3.0 license https://creativecommons.org/licenses/by/3.0/au/

Figure 2.1 Representation of Indigenous Australians

Mortality
Death rates among Indigenous Australians remain significantly high compared to non-
Indigenous Australians. Due to the allocation of significant government resources as well as the
Closing the Gap campaign implemented in 2006, Indigenous mortality rates fell by 15 per cent
between 1998 and 2015.
It is still troubling to know that approximately two-thirds (65 per cent) of Indigenous people
die before their 65th birthday, compared to only 19 per cent of non-Indigenous Australians.
In addition, the mortality rate for Indigenous people aged 35-44 (both male and female) is
approximately four times that of their non-Indigenous counterparts.
The main causes of mortality among Indigenous Australians include:
«  cardiovascular disease (CVD), accounting for approximately 25 per cent of deaths and
occurring at 1.5 times the rate of non-Indigenous Australians
+  neoplasms or cancer accounting for 20 per cent, with lung cancer being the most significant
« injury and poisoning accounting for 15 per cent, which is two times more likely than among
non-Indigenous Australians
- endocrine, nutritional and metabolic diseases, including diabetes at 9.1 per cent, which is
four times more likely to occur among Indigenous people than non-Indigenous people
+ diseases of the respiratory system (7.6 per cent)
» digestive diseases (5.6 per cent).
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Mortality trends are reducing. Between 1998 and 2012 there was a significant decline in
mortality rates for Indigenous Australians, with the gap reducing to 17 per cent. There was a
specific reduction in CVD (40 per cent), respiratory diseases (26 per cent) and a plateauing of
deaths due to external causes. However, there was an increase in cancer rates.

Morbidity

According to the AIHW, the Indigenous population suffers a burden of disease that is
approximately 2.3 times the rate of non-Indigenous Australians. As is the case with mortality,
the occurrence of morbidity in the Indigenous population is over-represented. In addition,
Indigenous people are more likely to have a reduced perception of good health compared to
non-Indigenous people, as seen in figure 2.2.

There was a slight improvement (a 5 per cent reduction) in the total burden of disease
experienced by the Indigenous population between 2003 and 2011. The main causes of ill health
among Indigenous people include CVD, cancer, diabetes, kidney disease, injury, respiratory
health and mental health. Chronic diseases account for approximately two-thirds of the health
inequities between Indigenous and non-Indigenous Australians.

Bboriginal and Torres Strait Islander peoples
Non-Indigenous Australians
60

50
40
30

Per cent

20

10

0
Excellent/very good  Good Fair/poor
Self-assessed health status

Sources: ABS and AIHW analysis of 2012-13 AATSIHS. From Health
Performance Framework 2014 Report CC-BY 4.0 International licence.

Figure 2.2 Self-assessed health status (age-standardised) by Indigenous status,
persons aged 15 years and over, 2014-15

Approximately one in eight Indigenous Australians suffer from CVD, which is 1.2 times
more than in the non-Indigenous population. Indigenous people are twice as likely to be
admitted to hospital for CVD than non-Indigenous Australians. One in 25 Indigenous persons
report having some form of CHD (stroke, vascular disease).

The most common form of cancer among the Indigenous population is lung cancer
(Indigenous Australians are 2.6 times more likely to smoke) with approximately 130 cases
diagnosed annually. Indigenous people are 1.8 times more likely to suffer from lung cancer than
non-Indigenous people. The second most common form is breast cancer, with approximately
95 cases diagnosed each year. However, the incidence of bowel, breast, lymphoma and prostate
cancers is declining among the Indigenous population.

In 2013, 11 per cent of the adult Indigenous population suffered from diabetes, while a
further 4.7 per cent were at high risk of developing the disease. The Indigenous population is
3.3 times more likely to have diabetes than the non-Indigenous population. Diabetes was listed
as the underlying cause of one in five Indigenous deaths between 2008 and 2012.
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Indigenous people are 10 times more likely to be hospitalised for chronic kidney disease than
non-Indigenous people and most of these hospitalisations require same-day dialysis. Indigenous
people are 3.7 times more likely to develop and live with chronic kidney disease. Injury is the
second leading cause for hospitalisation of an Indigenous person: 23 per cent of these instances
were the result of assault and a further 19 per cent were due to accidental falls.

Indigenous people are 1.2 times more likely to suffer from respiratory diseases than non-
Indigenous people and almost one-third report a chronic form of respiratory disease. Indigenous
people are being hospitalised for respiratory diseases at 2.4 times the rate of non-Indigenous people.

The Indigenous population suffers greatly from mental illnesses. Between 2008 and
2012 the suicide rate for Indigenous Australians was almost twice the rate of non-Indigenous
Australians. Of those aged between 15 and 19 years, the rate was five times as high as for non-
Indigenous Australians. Hospitalisations related to mental health issues are twice as common
among Indigenous people and account for approximately 11 per cent of health-related problems

managed by general practitioners for Indigenous patients.

Infant mortality
The number of deaths of Indigenous infants was almost twice as high as non-Indigenous
(per 1000 live births). Infant mortalities were attributed to birth trauma, disorders relating to
poor fetal growth and complications during pregnancy and labour. Indigenous mothers are four
times more likely to smoke during pregnancy than non-Indigenous mothers.

A progressive step in Indigenous infant mortality is the decline from 13.5 to 5 deaths per
1000 live births between 1998 and 2012. However, non-Indigenous infant mortality rates for
the same period fell from 4.4 to 3.3 per 1000 live births.

Life expectancy
Despite advancing medical treatments and emerging technologies to enable births at a younger
gestational age, not all babies born have the same start to life. Indigenous mothers have a higher
proportion of babies born with medically determined ‘low birth weight’ (12.2 per cent) compared to
non-Indigenous mothers (6.1 per cent). Low birth weight has been linked to delayed developmental
and cognitive abilities, and increased health issues, particularly respiratory and life expectancy.
The life expectancy rate for Indigenous Australians is below that of non-Indigenous
Australians although the gap is reducing. According to the AIHW’s Australia’s health 2016:
in brief, Indigenous-born children could expect to live, on average, 10 years less than non-
Indigenous children. In 2012 the estimated life expectancy for an Indigenous male was 69.1 years
(10.6 years lower than non-Indigenous males) and 73.7 years for Indigenous females (9.5 years

less than non-Indigenous females).

LIFE EXPECTANCY

Non-Indigenous girls born in 2010-12 in Australia can expect
to live a decade longer than Indigenous girls born during
the same period (84.3 years and 73.7 years respectively).
& 73.7
T YT T 8423

The gap for men is even larger, with a 69.1 year life expectancy
for Indigenous men and 79.9 years for non-Indigenous men.

o 69.1
AR T e

Australians together 2017 (www.australianstogether.org.au/discover/
the-wound/indigenous-disadvantage-in-australia/)

Figure 2.3 Life expectancy of Indigenous compared to non-Indigenous Australians
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Sociocultural, socioeconomic and environmental determinants

Sociocultural determinants include factors influencing our health from family, peers, culture, religion
and the media. Socioeconomic determinants include the influences of education, employment and
income on health. Environmental determinants include geographic location, access to health services
and technology. All determinants have a positive or negative impact upon health. In the case of
Indigenous Australians, many of these determinants have a negative effect on health, thus increasing
the inequities between the health of Indigenous and non-Indigenous Australians, especially in
relation to chronic illnesses.

Sociocultural determinants

Table 2.1 Sociocultural influence on health of Indigenous Australians,
by residential area

Current daily No/low levels of Lifetime risky

smoker (%) exercise (%) drinking (%)
Major cities 13 64 16
Inner regional 17 70 18
Outer regional/remote 21 72 23

Source: © AIHW 2016, CC-BY 3.0 licence https://creativecommons.org/licenses/by/3.0/au/

The prevalence of higher risk factors such as tobacco smoking and physical inactivity

among Indigenous Australians is much greater than among non-Indigenous people and this
contributes to both acute and chronic illness. Indigenous Australians are 2.6 times more likely
to smoke and 1.6 times more likely to be obese than the non-Indigenous. However, the number
of Indigenous people over the age of 18 who smoke had decreased from 51 per cent in 2001

to 44 per cent at the end of 2013. Indigenous mothers were four times more likely to smoke
during pregnancy and this tendency has also declined significantly since 2005. In 2012-13
approximately 57 per cent of Indigenous children lived in a household with a daily smoker,
compared to 26 per cent of non-Indigenous children. More than 54 per cent of Indigenous
people recorded consumption of alcohol at a ‘risky amount’ (Australia’s health 2016: in brief,

AIHW, p. 3.

Socioeconomic determinants

In general, people who are socioeconomically disadvantaged are more likely to be in poor
health. Education can increase health literacy and the capacity to analyse and evaluate health
information. This enables individuals and families to exert more control over their health.
Generally speaking, the higher a person’s level of education, the higher their income and
employment opportunities are, and this contributes to good health.

Indigenous Australians are more likely to fall into the lower socioeconomic brackets. Their
educational attainment is lower than non-Indigenous Australians and this can lead to:

+  higher risk-taking behaviours such as smoking or consuming illicit drugs

«  poor dietary choices (due to food costs)

+  fewer employment opportunities, resulting in health implications such as reduced capacity
to purchase fresh fruits and vegetables, engage in proactive protective health measures due
to cost (e.g. gym memberships, private health insurance)

+ increased likelihood of employment in physical occupations, increasing exposure to harmful
substances such as carcinogens and UV radiation.

Since 2013, the unemployment rate of Indigenous Australians has remained stable at
21 per cent (AIHW, Australia’s Welfare 2017). This is 4.2 times the unemployment rate for non-

Indigenous people. For Indigenous Australians (aged 15 years and over) the average gross weekly
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income (household combined) is lower than for non-Indigenous Australians ($556 per week
compared to $831 per week). As remoteness of geographic location increases, the average weekly
income of Indigenous Australians decreases (approximately $400 per week in very remote areas).

In 2016, approximately 45 per cent of Indigenous Australians (aged 15 and over) were receiving
some form of Centrelink payment compared to 26 per cent of non-Indigenous Australians.

School attendance of Indigenous students remains stable at 83 per cent nationally compared
to 9 per cent among non-Indigenous students; however, it declines in very remote areas (66 per
cent). These attendance rates significantly influence the attainment of educational skills, specifically
literacy and numeracy skills. Apart from Year 9 numeracy results, all other metacognitive skills
assessed by NAPLAN indicate a gap of approximately three years between Indigenous students
and their non-Indigenous peers, and more if they are being educated in remote locations (AIHW).

Environmental determinants

As discussed earlier in the chapter, a person’s place of residence can affect their level of health. For
example, Indigenous children residing in Western Australia and the Northern Territory experience
higher rates of disease than Indigenous children living in Queensland and New South Wales.
Significant inequalities exist between remote and very remote areas of residence. Indigenous
people living in very remote areas are often the most socioeconomically disadvantaged and
therefore suffer a greater burden of disease. Remoteness decreases the access to health services
and facilities, resulting in delayed early detection, diagnosis and/or treatment. Seven per cent
of the adult Indigenous population reports not using institutionalised health care services due to
reported experiences of discrimination from doctors and nursing staff.
Residential remoteness affects education and the Australian government has initiated
a target to halve the gap for Indigenous children in reading, writing and numeracy by 2018
(Closing the Gap Campaign). This is because Indigenous children are approximately two to three
years behind their peers in literacy and numeracy skills, as evidenced through NAPLAN testing.
This gap significantly increases with remoteness.

Role of governments, communities and individuals in
addressing health inequities

Great change can only occur when there is intersectional collaboration. This means that
improved health is more likely to occur when groups within society work together to socially
construct health within their community. All parties have a role to play in improving and
effecting change in Indigenous health: the individual, the community groups (local community/
town or school) and the government (local, state and federal).

Governments

The Australian Government has a significant and important responsibility for the health of all its
citizens. This responsibility is filtered down through the various government structures at state
and local levels.

Politicians, health professionals and individuals all recognise the importance of health
promotion in minimising and reducing the health inequalities that exist between groups within
our society, especially among the Indigenous population. In 2006, the Australian Federal
Government worked closely with Indigenous Australians and other government and NGOs to
introduce the Closing the Gap campaign, a social justice initiative that aims to achieve health
equality for Indigenous Australians by 2030.

This is a commitment made by the Council of Australian Governments (COAG) that
the Australian government will work with Indigenous communities to improve the health and
wellbeing of Indigenous Australians. The campaign is divided into seven focus areas: infancy
and early childhood; education; employment; economic development; healthy lives; safe and
strong communities; and constitutional recognition. Each area has a specific goal or target with
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attached strategies. In 2009, Prime Minister
Kevin Rudd made a commitment that every year

the prime minister would issue a ‘Closing the Gap

Weblink

Report Card’ on progress towards the goals.

In relation to improving the health and
wellbeing outcomes for Indigenous Australians,
the Australian government has committed to:
+  reducing the life expectancy gap between

Indigenous and non-Indigenous people
+  reducing infant mortality (thus positively

affecting life expectancy)

+ increasing school attendance and education
attainment

+  reducing the gap between Indigenous and
non-Indigenous literacy and numeracy

+  reducing socioeconomic disadvantage through

increased employment.

Communities

As stated previously, intersectional collaboration
is vital for success. Communities have a large
responsibility in implementing policy and
strategies to maximise effect.

At the forefront is the Indigenous community.

Given the vast diversity of cultures among the

CLOSING THE GAP

PRIME MINISTER’S REPORT 2018

Source: Commonwealth of Australia, Department
of the Prime Minister and Cabinet, Closing the
Gap Prime Minister’s Report 2018. CC BY 4.0

International Licence

Figure 2.4 The Australian
Government’s Closing the
Gap campaign

Indigenous population, it is imperative that initiatives and strategies are directed to meet

individual community needs and not applied as a blanket concept. For the initiatives to be

effective in bringing about change, it is essential that Indigenous communities engage and

Investigate

Investigate the
Closing the Gap
campaign and the
prime minister’s
introduction.

CLOSING THE GAP PROGRESS 2018 EXECUTIVE SUMMARY

The latest data indicate that three of the seven
Closing the Gap targets are on track to be met.

students nationally was 83.2 per cent,

compared with 93.0 per cent for non-

9780170386524

The last year in which at least three targets
were on track was in 2011.

» The target to halve the gap in child mortality

by 2018 is on track. Over the long term

(1998 to 2016) the Indigenous child mortality
rate has declined by 35 per cent, and there
has been a narrowing of the gap (by 32 per
cent). Improvements in key drivers of child
and maternal health over the past few years
suggest there are further gains to be made.

» The target to have 95 per cent of all

Indigenous four-year-olds enrolled in early
childhood education by 2025 is on track. In

2016, around 14 700 Indigenous children
(91 per cent) were enrolled in early
childhood programs.

» The target to close the gap in school

attendance by 2018 is not on track. In 2017,

the overall attendance rate for Indigenous

Indigenous students.

The target to halve the gap in reading and
numeracy by 2018 is not on track. In 2017,
the proportion of Indigenous students
achieving national minimum standards

in NAPLAN is on track in only one (Year

9 numeracy) of the eight areas (reading
and numeracy for Years 3, 5, 7 and 9).
However, the gap between Indigenous and
non-Indigenous students has narrowed
since 2008 across all the NAPLAN areas,
particularly reading in Years 3 and 5, and
numeracy inYears 5 and 9.

The target to halve the gap inYear 12
attainment by 2020 is on track. Nationally, the
proportion of Indigenous 20-24 year-olds
who had achieved Year 12 or equivalent
Increased from 47.4 per cent in 2006 to

65.3 per cent in 2016. While the attainment
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rates for non-Indigenous Australians also
improved, the gap has narrowed by 12.6
percentage points over the past decade
(from 36.4 percentage points in 2006 to 23.8
percentage points in 2016).

The target to halve the gap in employment
by 2018 is not on track, with Indigenous
employment rates falling slightly over the
past decade. However, progress is being
masked by a change in remote employment
programs during this period. If this effect is
removed, the employment rate has improved
by 4.2 percentage points over the past 10
years. In 2016, the Indigenous employment
rate was 46.6 per cent, compared with

71.8 per cent for non-Indigenous Australians.
The target to close the gap in life expectancy
by 2031 is not on track. Between the periods

2005-07 and 2010-12 there was a small
reduction in the gap of 0.8 years for males
and 0.1 years for females. Over the longer
term, Indigenous mortality rates have
declined by 14 per cent since 1998.

Source: Commonwealth of Australia, Department of the Prime Minister

and Cabinet, Closing the Gap Prime Minister’s Report 2018. CC BY 4.0

International Licence

Questions

1

What are the specific ‘set targets’ for the Closing the
Gap campaign?

2 For each target, identify whether it has been

‘achieved’ or is ‘not on target’.

3  For each target, how is the government responding to

improving their ‘report card’ and aiming to meet the
set targets?

strengthen community action within their own societies (as outlined in the Ottawa Charter).

One successful example of this is the Indigenous-designed and -led Empowered Communities

Initiative. This initiative involves Indigenous leaders making decisions, setting priorities and

allocating resources at a regional level to empower their people and families, and to attempt to

build trust between the Indigenous population and the government. A specific example is the

Armidale Aboriginal Mothers and Babies Services in the New England Area of New South Wales
where an Aboriginal Health Education Officer and a midwife work with Indigenous mothers to
assist with pregnancy care and advocacy within the health care system. They also travel to more
remote locations, such as Urala and Walcha, where antenatal health services cannot be provided.
Through this program, breastfeeding rates have increased, there has been a reduction in smoking
during pregnancy and immunisation rates among Indigenous children have increased.

Individuals

Through study of the Ottawa Charter we know that an individual’s ability to exert control over
their own health is increased by developing personal skills, specifically in health literacy. The
more skills, knowledge and understanding an individual has about health, the greater their health
outcomes should be.

As already pointed out, Indigenous people are affected by a range of factors that minimise
good health. However, as the Closing the Gap campaign highlights, improvement in literacy,
numeracy, school attendance and attainment of education are vital factors in improving an
individual’s capabilities for engaging in healthy behaviours.

Therefore, Indigenous individuals have a responsibility to increase their level of education. In
New South Wales, public schools can support them to do this through an ‘equity loading’ provided
by the Department of Education to help schools meet the additional learning needs of Indigenous
students. The aim is to improve these students’ retention and engagement with the education
system in order to improve their educational outcomes. In addition, specific universities offer
‘bonus ATAR’ marks for schools in rural and remote areas (to encourage higher education) and
scholarships for Indigenous students are provided so that they can complete higher education at a
university, TAFE, Registered Training Organisation (RTO) or through a cadetship.

Indigenous individuals can further their education through employment incentives, becoming
doctors, nurses and health professionals in communities with high Indigenous populations.

Individuals have a responsibility to increase their own level of education and understanding,

as well as improve their communities through empowering others to achieve the same.
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Socioeconomically disadvantaged people

An individual’s socioeconomic status (that is, their level of education, employment and income)
is a strong determinant for their level of health. People in lower socioeconomic brackets

tend to participate in more risk-taking behaviours; they have increased rates of mortality and
morbidity and reduced rates of life expectancy — almost three years less than those in higher
socioeconomic brackets (Australia’s health 2016 in brief, AIHW, p. 183).

Socioeconomic status is determined by income, employment/occupation and education
level. Alternatively, it can be determined by an amalgamated method called the Index of Relative
Socio-Economic Disadvantage (IRSD) which is used by the ABS during the census conducted
every five years. It tracks low income, low educational attainment, high unemployment and jobs
in relatively unskilled occupations within areas of Australia.

Socioeconomically disadvantaged people suffer greater burden of morbidity, mortality and a
reduced life expectancy. People within this economic group also suffer greater prevalence of
chronic illnesses such as CVD, diabetes, mental illness and asthma.

Mortality

If all Australians had the same mortality rate as the top 20 per cent of the high socioeconomic

status population there would have been approximately 54 000 fewer deaths between 2009

and 2011. People in socioeconomically disadvantaged areas suffer higher rates of mortality from

all causes: almost 29 per cent higher.

+  Lung cancer mortality rates were almost 1.6 times higher than those in higher
socioeconomic areas.

+  Death from CHD was 1.4 times the rate among people in higher socioeconomic areas.

+  Preventable or premature deaths were 1.8 times higher in the low socioeconomic group than

in the highest group.

Table 2.2 Inequalities in leading causes of death

Year Lowest Highest Rate ratio:
socioeconomic socioeconomic lowest/highest
group group socioeconomic
(per 100 000) (per 100 000) group

Coronary heart 2009-11 98 71 1.4
disease

Cerebrovascular 2009-11 46 42 1.1
diseases

Dementia and 2009-11 32 34 0.9
Alzheimer’s disease

Lung cancer 2009-11 40 25 1.6
COPD (Chronic 27 16 16
obstructive

pulmonary disease)

All causes 639 495 1.3
Potentially 194 105 1.8

avoidable deaths

Source: Mortality inequalities in Australia 2009-11, AIHW, 2014 © Australian Institute of Health and Welfare 2014. Bulletin
no. 124. Cat. No. AUS 184. CC BY 3.0 Licence (https://www.aihw.gov.au/copyright)
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Morbidity

According to the AIHW’s 2016 report, when comparing the lowest and highest socioeconomic

areas, chronic diseases were more common among socioeconomically disadvantaged people

than in the general population.

+  Diabetes was 2.6 times higher.

+  Coronary heart disease was 2.2 times more common, reflecting poor dietary choices
(reduced fruit and vegetables) and increased intake of saturated fat.

+  Prevalence of stroke was 2.2 times higher than in high socioeconomic populations.

«  Lung cancer was 1.6 times higher, reflecting more smoking among the lower socioeconomic.

Asthma

Mental and
behavioural problems

Chronic kidney disease
Arthritis
Coronary heart disease

Diabetes

Source: Australia’s health 2016: in brief, © AIHW 2016, p.29. CC-BY 3.0 License
(https://creativecommons.org/licenses/by/3.0/au/)

Figure 2.5 Socioeconomically disadvantaged morbidity

Infant mortality

According to the MyHealthyCommunities website, infant mortality rates for 201315 were
higher among the socioeconomically disadvantaged, with 6.1 deaths per 1000 live births
compared to 2.6 deaths per 1000 live births in wealthier areas. As an example, in Sydney’s
North Shore and Melbourne’s bayside suburbs, the infant mortality rate was 2.3 deaths per
1000 live births. In the Northern Territory the rate was 7.6 deaths per 1000 live births. The
male infant mortality rate was consistently higher than the female rate. The rates for mothers
who smoked during pregnancy were significantly higher in socioeconomically disadvantaged
areas (33.1 per cent) than high socioeconomic areas (1.8 per cent).

Women in higher socioeconomic areas visited antenatal classes more regularly, almost twice
as often as those who were socioeconomically disadvantaged. The percentage of low birth rates
was highest for mothers in low socioeconomic areas. While there has been a significant decline
in infant mortality due to an increase in pre- and post-natal care, infant deaths most commonly
occurred on the day of birth or before the baby reached four weeks of age. There is a link
between the infant mortality rate among the socioeconomically disadvantaged, the Indigenous
populations and people residing in rural and/or remote locations.

Sociocultural, socioeconomic and environmental
determinants

Australians experience a relatively high standard of living. While money cannot buy happiness,
it certainly affords good health. According to the OECD, the average Australian household has
an approximate disposable income of $42 000 per year, which is more than the average OECD
disposable income of approximately $37 000. In Australian society, there is a considerable gap
between the lowest and highest economic groups, with the highest paid income earners (top 20
per cent) receiving almost five times that of their lowest paid counterparts (bottom 20 per cent).
A total of 72 per cent of the Australian population aged 15-64 years is employed in paid
occupations, although almost 10 per cent more men are employed than women. The OECD
average is 66 per cent so Australia is performing well in this area.
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In terms of education, 77 per cent of adults aged 25-64 years have completed secondary
education. A greater number of males complete high school (79 per cent) than females (76 per
cent). This was similar to the OECD average of 76 per cent. In regard to quality of education,
Australians score slightly higher than the OECD average on the Programme for International
Student Assessment (PISA) scale. On average, females outperformed their male counterparts
in this testing process.

People in socioeconomically disadvantaged populations are more likely to engage in higher
risk-taking behaviours and lifestyle factors that contribute to poorer health outcomes. These
include greater use of tobacco products, increased consumption of alcohol (at medium- to high-
risk levels) and decreased physical activity, especially among females. Cultural barriers also limit
educational attainment and employment in trades which, in turn, can lead to increased injuries.
Environmental factors impacting the socioeconomically disadvantaged include: decreased access
to primary health services resulting in delayed diagnosis and treatment, increased housing density
reducing the quality of living conditions, decreased access to diagnostic services due to financial
constraints and greater road mortality rates due to speeding and fatigue on country roads.

Investigate the UAC selection rank adjustment website, or follow the link.
Navigate through the site and identify how UAC aims to reduce the socioeconomic and

environmental determinants for individuals to access a higher education. Weblink
1 ldentify the criteria that make an individual eligible for selection rank adjustment.
2 Using your understanding of Indigenous and socioeconomically disadvantaged
populations in Australia, explain the reasoning behind the rank adjustment scheme
and its relationship to health.
Index of Relative
Socioeconomic
Disadvantage scores
B 788.4 to <915.1
B 915.1 to <931.7
0 931.7 to <946.1
[ 946.1 to <954.3 "
[3954.3 to <967.8 =
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977 to <991.2 5
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Figure 2.6 Areas of relative socioeconomic disadvantage in New South Wales
Relative socioeconomic disadvantage
Follow the weblink to explore and investigate the map of New South Wales (NSW) and
) . . . . . eblink
the Australian Capital Territory (ACT) health areas to identify the complex influence that v
socioeconomics has on health and the importance of identifying priority population groups.
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Role of individuals, communities and governments in
addressing health inequities

The achievement of good health needs to come about as a joint initiative between individuals,
communities and governments.

Individuals
Education is one of the most powerful factors in improving health. It is important for individuals
to take responsibility for their own health by gaining the necessary knowledge and understanding
to maintain good health, reduce risk factors (such as alcohol consumption, tobacco smoking,
inactivity) and increase protection. Useful strategies include:
«  taking advantage of immunisation programs
+  using QUIT Healthline programs
«  using local parks and recreation facilities to engage in physical activity
+  following recommendations such as ‘slip, slop, slap, seek, slide’.

Individuals in a family unit can educate each other about health and, in turn, this will
increase the health knowledge of their wider community.

Community

It is important for members of a community to engage in health promotion activities if they are
to maintain good health. This is particularly important in communities of low socioeconomic
status, where the level of education and income may exclude some members from engaging in
healthy activities.

Communities can develop strong partnerships with governments and NGOs to increase the
resources available for local groups to use and promote health. Examples include communities
raising funds and awareness for the Cancer Council by hosting ‘Relay For Life’. Initiating after-
hours general practitioner (GP) services reduces the load on hospital emergency services and
increases community engagement.

Communities also have a responsibility to implement government policies and legislation
within their groups and schools. Implementing the New South Wales Department of Education’s
Health Schools Canteen Strategy will improve students’ knowledge about healthy food and lead
to better decisions being made in the future.

Government
The Australian government recognises the impact of socioeconomic status on health. It
addresses this by providing a universal health care system that covers the basic health needs
of all citizens (Medicare). Doctors can bulk bill the full cost of a visit by people who are
socioeconomically disadvantaged. In addition, through the Pharmaceutical Benefits Scheme
(PBS), prescription medications are subsidised by the government to reduce the financial
burden on those in need.

Other government initiatives such as public housing, concession cards and disability
pensions are designed to make life more affordable for the socioeconomically disadvantaged.

The elderly

o, See worksheet 2.1, which you can find on your student website, if you wish to study this group

and how they experience health inequities.

People with disabilities

See worksheet 2.2, which you can find on your student website, if you wish to study this group

People with . . L.
disabiliies and how they experience health inequities.
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1 Describe two groups within the Australian population that suffer from health
inequalities.

2 Outline the mortality and morbidity trends for two groups experiencing health
inequities.

3 Assess the influence that sociocultural, socioeconomic, and environmental
determinants have on the health of the Indigenous population.

4 Compare the health status of two Australian priority population groups.

S Analyse the role the government, communities, and individuals have on improving the
health status of one priority population group.

HIGH LEVELS OF PREVENTABLE
CHRONIC DISEASE, INJURY AND
MENTAL HEALTH PROBLEMS

When you have read this section you should have investigated CVD, cancer and one other
condition (diabetes, respiratory disease, injury or a mental health problem). This chapter looks in
detail at CVD, the three types of cancer, and diabetes.

Cardiovascular disease (CVD)

Nature of the problem

Cardiovascular disease (CVD) is a broad term used to characterise a range of blood vessel and
heart diseases such as coronary or ischemic heart disease (angina, heart attack), cerebrovascular
disease and peripheral vascular disease. The major causes of CVD are atherosclerosis and

arteriosclerosis.

Atherosclerosis

Atherosclerosis is caused by the build-up of fat and/or cholesterol that forms plaque on

the interior walls of blood vessels and significantly reduces or blocks the blood supply, thus
causing a heart attack (blocked heart vessel) or cerebrovascular disease (blocked blood supply
to the brain).

Arteriosclerosis

Avrteriosclerosis is a form of atherosclerosis that occurs when the walls of the blood vessels
harden and thicken and consequently lose their elasticity, usually resulting from atherosclerosis
and the calcification (build-up of calcium salts) of the blood vessel walls.

Coronary or ischemic heart disease

This is the most common form of CVD suffered by Australians. The term encompasses heart
attacks (also known as myocardial infarctions) and angina pectoris. A myocardial infarction is the
irreversible death (necrosis) of heart muscle resulting from a complete closure or blockage of
one or more coronary arteries. Angina pectoris occurs when there is insufficient oxygen being
supplied to the heart, causing chest pains. Angina pectoris is not a heart attack but a sign that a
person is at greater risk of suffering a heart attack.
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Cerebrovascular disease

Cerebrovascular disease is the medical term for a stroke. This occurs when there is a disruption,
blockage or bleeding of an artery in the brain. There are two types of cerebrovascular disease:
ischemic and haemorrhagic. Ischemic occurs when there is a blockage in the blood vessel and
haemorrhagic happens when the blood vessel ruptures, causing bleeding. The effects of a stroke
are vast and depend on the areas of the brain affected, duration of the stroke, level of health
prior to the stroke and the area of damaged tissue. Hypertension (increased blood pressure) is a

risk factor for cerebrovascular disease.

Blockage of blood vessels; Rupture of blood vessels;
lack of blood flow to affected area leakage of blood

Figure 2.7 Types of stroke: ischemic stroke (left); haemorrhagic stroke (right)

Peripheral vascular disease (PVD)
Peripheral vascular disease is a circulatory
disease where blood vessels (arteries

and veins) outside the heart and brain
narrow and cause blockages that reduce
oxygen delivery to areas such as limbs,
kidneys and stomach. The main cause of
PVD is arteriosclerosis and the blockages
or reduced blood supply often result

in decaying tissue in extremities such

as fingers, toes and limbs. Amputation

can often result if this condition is left
untreated. PVD has been linked to
lifestyle behaviours such as smoking

Figure 2.8 PVD (a) normal artery;

. b) ath lerotic art
tobacco and lack of physical activity, and (b) atherosclerotic artery

is also closely linked to people with diabetes.
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Watch the Heart Research Institute’s (HRI) video called ‘Cardiovascular disease is Australia’s

(and the world’s) number one killer’ (10 May 2015). Then answer the following questions.

Identify the risk factors for CVD. weblink
How many Australians have CVD risk factors?

Which chronic diseases contribute to CVD?

Explain why these chronic diseases directly affect CVD.

Explain the main concerns of the WHO in terms of CVD.

Describe the protective factors for CVD.

For further information visit the HRI home page or follow the link.

NN WN

Behavioural risk factors of heart disease

The main risk factors of heart disease are:

unhealthy diet, high in saturated fat, salt and sugar

lack of physical activity

use of tobacco

harmful use of alcohol.

These risk factors may produce the following effects in individuals and may lead to an

increased risk of developing a heart attack, stroke, heart failure or other complications:

high blood pressure (hypertension)
high blood glucose

raised blood lipids levels
overweight and obesity.

Extent of the problem (trends)

Mortality

One in three deaths in 2014 were due to CVD (approximately 45 500 people). Despite declining
mortality statistics across all age groups for CVD (an approximate 82 per cent decline since 1968),

in 2015 it was Australia’s second leading cause of death for males and females combined, with CHD

accounting for the greatest mortality rates, followed by cerebrovascular disease.

Urinary tract disease
Other heart disease
Lymph, tissue cancer
Diabetes

Bowel cancer
Respiratory
Respiratory cancer
CVD

Dementia

Ischaemic heart disease

0 5000 10000 15000 20000 25000

Source: Australian Bureau of Statistics, 3303.0 — Causes of Deaths, Australia,
2016 © Commonwealth of Australia: CC-BY 2.5 Australia license.

Figure 2.9 Top 10 causes of death in Australia, 2016

The long-term trend for CVD is positive with the mortality rate declining significantly over

the last 40 years. This is due to improvements in health literacy, fewer risk-taking behaviours
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contributing to CVD and advancements in medical treatments. However, rates are still high for
specific subgroups within our society, such as the elderly (after 65 years) and most significantly
those aged 85+ years. Males affected by CVD are over-represented in all age groups and
geographic locations. As shown in figure 2.12, the more isolated an individual is, the greater the
occurrence of mortality caused by CVD.

Mortality rates among the socioeconomically disadvantaged and the Indigenous population
are also high with both males and females over-represented in both subgroups.

While CVD mortality rates overall are declining, CHD is still the leading cause of death in
Awustralia, accounting for 13.4 per cent of all deaths in 2013.

Males Females

Coronary
heart disease

Stroke

Heart failure and
cardiomyopathy
Peripheral vascular
heart disease

Hypertensive disease

Rheumatic
heart disease

4 6 8
Number of deaths (000)

10 12

Source: Cardiovascular health compendium, AIHW, updated 2017 CC-BY 3.0 License
(https://creativecommons.org/licenses/by/3.0/au/)

Figure 2.10 Major causes of CVD death

Coronary heart disease — males

Coronary heart disease - females Males Females
Cerebrovascular disease — males Major cities
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Source: Cardiovascular health compendium, AIHW, updated 2017
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Figure 2.12 Long-term trends in CVD death

Source: AIHW Bulletin 141, September 2017 CC-BY 3.0 rates, by location, SES and Indigenous status

License (https://www.aihw.gov.au/copyright)

Figure 2.11 Long-term trends in CVD death rates,

by sex,
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The mortality rates for cerebrovascular disease among females are far greater than for males
in the 85+ age group. Since 1981 the trend has been declining overall, but it slightly increased
and surpassed males in 2010-11. Mortality from cerebrovascular disease is significantly higher in
Indigenous populations than non-Indigenous in both males and females.

Males [ Females

Males = Females g 1200
s o
8 120 k=
K =2 1000
.-:ns. 100 2
o 2, 800
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S S

600
g :
- 3 400
g 40 g,
& n
g 20 g 200
g | | | 3 0 | | | |
A 1985 1995 2005 2015 <35 35-44 45-54 55-64 65-74 75-84 85+
Year Age group (years)

Source: Cardiovascular health compendium, AIHW, 2017 CC-BY 3.0 Licence Source: Cardiovascular health compendium, AIHW, 2017 CC-BY 3.0 Licence
Figure 2.13 Trends in stroke death rates, by sex Figure 2.14 Stroke death rates, by age and sex
Morbidity

A total of 29 per cent of Australian adults suffer from CVD (approximately 3.7 million people)

and two-thirds of diabetes sufferers also have CVD (Australia’s health 2016: in brief, AIHW, Ch.

3). The presence of comorbidities increases with age, especially for CVD. In 2011 almost 70 000
people experienced an acute coronary event, with most of these (63 per cent) occurring in males.

Males [7] Females

80
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-
o
O 40
-
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[

) l I

o mmilll
18-44 45-54 55-64 65-74
Age group (years)

Source: Cardiovascular health compendium, AIHW, 2017 CC BY 3.0 Licence
(http://creativecommons.org/licenses/by/3.0/au/).

Figure 2.15 CVD morbidity rates, by age and sex, 2014-15
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CVD also increases in morbidity with age. Approximately half (or 53 per cent) of people
aged 65-74 suffer from CVD, as do almost two-thirds of people aged 75 and over.

Australians residing outside a major capital city are at a significantly greater risk of CVD
(approximately 26 per cent). One in four people living in regional and rural areas suffer from
the condition compared to their metropolitan counterparts where the ratio is one in five.

Indigenous Australians are more likely to suffer from CVD than non-Indigenous Australians
(27 and 21 per cent respectively). Approximately one in four Indigenous Australians suffers from
CVD and it is more common among females than males (almost 10 per cent higher).

It is estimated that 3 per cent of the Australian population (approximately 645 000)
suffers from CHD (2014-15). Of those 645 000, 73 per cent suffered from a heart attack

and 27 per cent from angina.
The prevalence of CHD was higher among men than women and increased swiftly with age.

The rates for people aged 75 and over were nine times higher than those aged 45-54.

In 2012, approximately 2 per cent of the Australian population had experienced cerebrovascular
disease and this was more prevalent in the aged population ~ almost three in every four people who had
suffered a stroke were aged 65. In 2014 there were almost 100 incidences of stroke per day. However,
the trend for cerebrovascular disease is declining by almost 27 per cent in four years (2010-14).

Risk and protective factors

There is a range of risk factors that contribute to the increased likelihood of a person developing
CVD and most are modifiable. These include: tobacco smoking, high body mass index (BMI),
alcohol use, physical inactivity and hypertension.

Tobacco smoking is the single most preventable cause of morbidity and mortality in
Australia. The inhalation of the chemicals in cigarettes increases hypertension and the
tendency of the blood to clot. Hypertension places undue stress on the heart and coronary
arteries and can contribute to increased rates of atherosclerosis. Smokers are five times
more likely to develop CVD compared to non-smokers and the risk of CHD and stroke
is almost doubled in heavy smokers. The risk of mortality from sudden cardiac arrest is
greater among smokers, although this risk decreases when an individual stops smoking.

Having a high BMl is directly linked to increased risk of CVD. People with high BMI
generally have higher rates of mortality. This is due to overweight or obese people having ‘at
risk’ lipoproteins (blood cholesterol) and triglyceride levels, typically acquired from diets high
in saturated fats that damage blood vessels. Having high-density lipoproteins (HDL) at or
above 6.5 mmol/L increases a person’s risk of CVD by four. In addition, having a large waist
circumference indicates excessive abdominal fat and this is another contributing factor to CVD
(substantial risk for males is 102 cm and for females 88 cm). Being overweight or obese is
directly linked to diet, physical inactivity and alcohol use.

Four out of five adults with CVD (84 per cent) reported having three or more risk factors
at the same time, including 18 per cent with five or six risk factors.

Non-modifiable risk factors for CVD include age (65+ years), family history or genetics,
sex, ethnicity, diabetes and socioeconomic status.

A person is at greater risk of developing heart disease if they have a male relative (father
or brother) who experienced a heart attack prior to 55 years of age or a mother or sister who
suffered one prior to 65 years of age. If both first-degree relatives (both parents) suffered from
heart disease before 55 years of age, an individual’s risk of developing heart disease is double
that of the general population.

There is an increased risk among females if their mother suffered a stroke. This is slightly
higher if a first-degree relative (parent) suffered a stroke at a young age.

Cholesterol, or high cholesterol, is inherited and known as familial
hypercholesterolemia. A person who inherits this will experience an increased risk of low-
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density lipoprotein (LDL) cholesterol in the blood. This can lead to CHD. There is also a
definitive link between hypertension, diabetes and increased risk of suffering CHD and
cerebrovascular disease.

Protective factors include eating a healthy nutritious diet low in saturated fats, sugar and
salt, and decreased consumption of alcohol, reducing blood cholesterol (<4 mmol/L), regular

physical activity (60 minutes a day) and maintaining a healthy blood pressure (120/80+10).

Sociocultural, socioeconomic and environmental
determinants

Sociocultural

Sociocultural factors influencing CVD are varied and cannot be attributed to one or a set of
factors, but rather an accumulation of influences. Sex has a distinct influence on CVD. Males
have higher rates of CVD and this is attributed to masculine behaviours, such as ignoring
warning signs and a reluctance to seek or access preventative strategies or medical services.
People who have a family history of CVD are more at risk than those who do not. This is
particularly prevalent in Indigenous families where family history, socioeconomic disadvantage
and residing in remote areas increase the risk associated with CVD. Positive sociocultural
factors include the increased exposure and awareness of health promotion campaigns. Non-
government and government agencies use the media to encourage people to stop smoking,
increase the consumption of fresh fruit and vegetables, and educate people about the warning
signs of a heart attack. Increased awareness, education, access to healthy foods and improved
food labelling have enabled individuals and families to make informed decisions about the fat
and sugar content of their diets.

Socioeconomic

In many areas relating to health, people who are socioeconomically disadvantaged have
poorer levels of health, higher levels of chronic disease, less education about implementing
protective behaviours, less disposable income to use on preventative health measures and fewer
opportunities for employment. All these factors can contribute to ill health. CVD is one of the
resulting conditions. Almost 20 per cent of people aged 14 and over in this group smoked and
smoking contributes significantly to atherosclerosis, which leads to CVD. This can be attributed
to lower levels of education, which can result in poor health literacy and decision-making skills.
Another result of lack of education is that 66 per cent of people in low socioeconomic areas
had insufficient physical activity levels, leading to 26 per cent being classified as overweight or
obese (having a BMI of over 25 and over 30 respectively).

Coronary heart disease and stroke among socioeconomically disadvantaged people was
2.2 times higher than among those in the highest socioeconomic group, with women being
twice as likely to suffer CVD than their peers in the highest socioeconomic group, due to
reduced physical activity and increased rates of smoking and obesity. Studies have also found
that there are links between higher educational achievement and lower blood pressure levels
as well as reduced prevalence of hypertension, a known contributing risk factor of CVD. In
addition, a link has been established between women’s educational attainment and weight
loss or gain. Women with low educational attainment were on average 2.1 to 4.4 kg heavier.

Environmental

Time is essential in the diagnosis and treatment of heart attacks and stroke. Therefore, people
living in rural and remote regions are less likely to access immediate and timely primary health
care to diagnose CVD and receive treatment. People who live in the major cities and inner
regional areas of Australia have greater access to diagnostic technology, such as ultrasounds and
contrast therapy imaging, to assist medical staff in diagnosing and selecting appropriate treatment
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to prolong life. Access is also affected by sex with the mortality rate for CVD in males almost
double that of females. Males are less likely to use health professionals for preventative health
care (blood pressure, cholesterol checks) once a condition such as CHD has manifested.

An added complication is that once the disease manifests and requires medical intervention,
those individuals residing in rural and remote regions may have to travel vast distances for
treatment in a metropolitan hospital, where there is the appropriate medical technology and
personnel (for angioplasty, coronary artery by-pass surgery). As discussed in other areas of
this chapter, the poor lifestyle behaviours of some populations residing outside regional areas
comprise smoking, alcohol consumption and poor dietary habits - all of which contribute to

increased morbidity and mortality through CVD.

Groups most at risk
Certain population groups are at a greater risk of developing, suffering and dying from CVD.

Socioeconomically disadvantaged

This population group has higher rates of mortality for all causes than the highest socioeconomic
group. The rate of premature, preventable death was 1.8 times that of high socioeconomic
populations. For CHD, the age-standardised mortality rate was 98 per 100 000 in the low

socioeconomic population compared to 71 per 100 000 in the high socioeconomic group.

Indigenous Australians

Due to the low socioeconomic status of many Indigenous Australians living in rural and remote
areas, this group is at risk. A 2006 study found that 15 per cent of Indigenous Australians lived
in very remote areas. In addition, they have higher rates of CVD (27 per cent) than non-
Indigenous Australians (21 per cent).

Rural and remote

The rise in occurrence of CVD along with the decreased time for treatment increases the risk
for people living in rural and remote locations. This is in addition to the increased rate of smoking
and poor dietary habits that are more common among these populations.

Elderly

There are high rates of incidence and mortality in the 65+ and 85+ years age groups.

Identify the different forms of cardiovascular disease.

N =

Outline the difference in epidemiology for cardiovascular disease between males and
females.

Describe the nature and extent of cardiovascular disease in Australia.

Explain the influence of the determinants of health on cardiovascular disease.
Evaluate the risk and protective factors for cardiovascular disease.

o U N W

To what extent is cardiovascular disease a national priority health area?

Cancer (skin, breast, lung)
Nature of the problem

Cancer is a disease affecting the cells of the human body. In a healthy body, cells grow and
multiply in a controlled and highly specific, organised manner. Cancer is the uncontrollable,
abnormal division and growth of cells. Cancer can develop from virtually any type of

tissue cell. Cells affected can be found anywhere in the body and can potentially spread
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to different regions. Cancer cells are influenced by the ‘normal’ cells that surround them,
which often feed the cancer cells through blood vessels that supply them with oxygen and
nutrients until they create their own blood vessels (angiogenesis). When most cancerous
cells divide they form a solid mass of tissue known as a tumour. Cancerous tumours are
malignant, which means they have the potential to spread to other regions of the body by
breaking off and travelling through the blood or lymphatic system (metastasis) or invade
nearby tissue. Benign tumours do not spread and are confined to their original mass. When
removed, they are unlikely to grow back.
Cancers are classified by the cell type they affect and include:
+  carcinoma: develops within the epithelial tissue which lines the body surface and organs,
e.g. skin cancer
+  lymphoma: develops within the immune system, affecting lymphocytes (leucocyte or white
blood cells), e.g. Hodgkin lymphoma
+  sarcoma: develops within the connective tissues (bones, muscle, cartilage), e.g. bone and
soft tissue tumours
+ leukemia: develops within the bone marrow.

Skin cancer

There are three main types of skin cancer: basal cell carcinoma, squamous cell carcinoma and

melanoma.

Basal cell carcinoma
This is a non-melanoma skin cancer occurring in the epidermis that develops from high or
intermittent exposure to UV radiation from the sun (head, face, neck). Basal cell carcinoma

(BCQC) is often slow growing.

Squamous cell carcinoma

This is a non-melanoma skin cancer originating in the surface of the epidermis that occurs
where the skin has had the most excessive exposure to UV radiation (head, forearms, hands).
Squamous cell carcinoma (SCC) develops quickly over weeks/months.

Melanoma

Melanoma is the most serious form of skin cancer. It occurs in regions of the body
overexposed to UV radiation from the sun. Melanoma forms in the skin’s melanocytes cells
(pigment). It commonly occurs in moles due to the abnormal division of melanocytes within
the mole - either outwards (forming irregular shapes) or downwards through the layers of
the epidermis.

Breast cancer

Breast cancer is the abnormal growth of cells lining the breast lobules (producing breast milk) or
ducts (transporting milk to the nipple). It most commonly occurs in females but can also develop
in males.

There are many different types of breast cancer depending on the growth and spread of the
cancerous cells. The most invasive form is metastatic breast cancer where the cancer has spread
from the breast to other regions of the body.
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Figure 2.16 Breast cancer sites

Lung cancer

Lung cancer is a malignant cancer that occurs when abnormal cells within the lung (one or
both) divide and multiply in an uncontrollable manner. There are four different types of
lung cancer.

+  Non-small cell is the most common form of lung cancer and includes adenocarcinoma
(mucus-producing cells in outer part of lung affected), squamous cell carcinoma (occurs in
larger airways) and large-cell undifferentiated carcinoma (cancer not clearly identified as
adenocarcinoma or squamous).

+  Small cell, which typically occurs in the middle of the lungs and spreads rapidly.

+  Mesothelioma affects the pleura (covering of the lung), resulting from exposure to asbestos.

+  Mediastinum occurs in the cavity space between the lungs.

Extent of the problem

In 2011, cancer was the leading cause of disease burden in Australia. Lung cancer was attributed
to the highest proportion of cancer burden followed by colorectal, breast, prostate and
pancreatic cancers.

In 2014, three in every 10 Australians died from cancer-related illnesses and it was
predicted that in 2017, 47 753 Australians would die from cancer (131 deaths per day on
average). More than half (57 per cent) would be males and more than two-thirds (87 per cent)
would be aged 60 years and over. However, the mortality rate for all cancers has decreased
from 209 per 100 000 in 1982, to 162 per 100 000 in 2016 and 161 per 100 000 in 2017.

A distinct positive is the relative survival rate after diagnosis of cancer. The five-year relative
survival rate improved from 40 to 66 per cent for males and from 52 to 68 per cent for females
for all cancers. Once a survivor surpassed five years following their diagnosis, the chance of
surviving a further five years was 91 per cent.

In 2017 it was estimated that the incidence of cancer in Australia would rise to 72 169 males and
62 005 females (134 174 in total), compared to the 68 936 males and 55 529 females (124 465
in total) diagnosed in 2013. This would equate to approximately 367 people being diagnosed with
cancer each day in Australia. It was estimated that 71 per cent of those would be people aged 60
years and over and 54 per cent would be male. In addition, the data predicted that one in two
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(both males and females) would be diagnosed with cancer by their 85th birthday and the risk of
death by their 85th birthday due to cancer was one in four males and one in six females.

In 2017, males would have been most commonly diagnosed with prostate cancer (one in seven
risk of diagnosis) followed by colorectal cancer (one in 11), melanoma (one in 13) then lung cancer
(one in 14). Females would be most commonly diagnosed with breast cancer (one in eight),
followed by colorectal (one in 15), melanoma (one in 21) then lung cancer (one in 23).

Skin cancer trends

Australia has one of the highest incidences of skin cancer in the world — almost two to three
times that of the United Kingdom, United States and Canada. In 2014 melanoma was the
fourth most commonly diagnosed cancer and the tenth leading cause of mortality in Australia.
In its report, Cancer compendium: Information and trends by cancer type, the AIHW predicted
that melanoma would be the eighth leading cause of mortality in 2017.

Eighty per cent of newly diagnosed cancers are skin related (melanoma/non-melanoma)
with most skin cancers caused by exposure to UV radiation (sun). In 2014, 2067 Australians
died from skin cancer (600 from non-melanoma and 1467 from melanoma cancer). Two in three
Australians will be diagnosed with non-melanoma skin cancer by the time they are 70 years
old, equating to more than 750 000 people diagnosed and treated. Non-melanoma skin
cancer is more prevalent in males than females, with almost double the incidence rate. General
practitioners’ reports indicate that more than one million patients per year seek medical
assistance for skin cancer. The five-year survival rate for melanoma is 88 per cent for males and
93 per cent for females and, for non-melanoma skin cancer, 68 per cent for males and 75 per
cent for females. The mortality rate from melanoma skin cancer increased between 1968 and
2014 by almost 1150 people. Over the same time period, the age-standardised mortality rate
increased from 3.3 deaths per 100 000 (1968) to 5.5 deaths per 100 000 (2014).
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Figure 2.17 Estimated age-specific incidence and mortality rates for melanoma
skin cancer, by sex, 2017

Breast cancer trends

Breast cancer was the fourth leading cause of cancer death in Australia in 2014 and the second
most common cause of death from cancer among females. There were 2844 deaths (2814 females
and 30 males) in 2014 and this figure was estimated to increase beyond 3110 in 2017. The age-
standardised mortality rate in 2014 was 11 deaths per 100 000 (20 females and 0.2 males), and
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this was predicted to remain stable in 2017. The mortality rate for breast cancer increases with age
among females but remains steady across all age groups for males. The risk of someone dying from
breast cancer by their 85th birthday was one in 76 (one in 41 females and one in 3582 males).
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Figure 2.18 Estimated age-specific incidence and mortality rates for breast cancer,
by sex

In 2013, breast cancer was the second most commonly diagnosed cancer with 16 045 new
cases (15903 in females and 142 in males). The age-standardised incidence rate was 64 cases per
100 000 (123 for females and 1.1 for males). For females, the incidence rate of breast cancer is
predicted to increase with age up to 65-69 years and then decline. For males, the prediction is that
the incidence rate will remain steady across all ages. In 2017, the risk of an individual being diagnosed
with breast cancer by their 85th birthday was one in 14 (one in eight females and one in 715 males).

Lung cancer trends

Lung cancer was the fifth most commonly diagnosed cancer in 2013 and was estimated to remain
stable (at fifth) in 2017. Lung cancer was the leading cause of death by cancer in Australia in 2014.
A total of 8251 people died from lung cancer and, of that figure, 4947 were males and 3304

were females. The age-standardised mortality rate was 31 deaths per 100 000 (40 males and 23
females). Lung cancer was predicted to remain the most common cause of mortality from cancer

in 2017 with an estimated 9021 deaths (5179 males and 3842 females). The age-standardised
mortality rate is predicted to remain stable at 31 deaths per 100 000, with 38 for males and 24 for
females. The mortality rate for lung cancer will greatly increase with age for both males and females.
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Figure 2.19 Estimated age-specific incidence and mortality rates for lung cancer,
by sex, 2017
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In 2013 the lung cancer incidence rate was 11174 (6627 males and 4548 females),
which equates to 9 per cent of all cancer diagnoses. Once a person reaches 85 years
of age, the risk of being diagnosed with lung cancer is one in 13 for males and one in 22
for females. The five-year survival rate once diagnosed with lung cancer was 16 per cent
(2009-13), which equates to approximately 15 924 Australians living with lung cancer at
the end of 2013.

In 2017,12 434 new cases of lung cancer were diagnosed in Australia, 7094 being male
and 5340 female, which equates to 9.3 per cent of all new cancer cases diagnosed in this

time period. In 2017, 18.9 per cent of deaths were attributed to lung cancer (5179 males
and 3842 females).

Risk and protective factors

A risk factor is any influence associated with increasing someone’s chances of developing a
certain condition, such as cancer. Risk factors are modifiable (meaning they can be altered)
or non-modifiable. Having a risk factor, or multiple risk factors, does not mean a person will
develop cancer. It does however increase the ‘risk’ of developing cancer.

Modifiable risk factors for all cancers include lifestyle behaviours and environmental risks.
Non-modifiable factors include inherited genes, age, sex and family history.

Protective factors are actions that enhance health and decrease the risk of disease such as
cancer. They are predominantly lifestyle related (avoiding sun exposure, not smoking, engaging
in preventative screening).

Skin cancer

Factors that increase the risk of developing skin cancer include:

+  age: more than half the population aged over 50 years will develop skin cancer

+  sex: skin cancer is more prevalent in males than females

. genetics: certain genetic conditions contribute to increased risk, for example Xeroderma
pigmentosum, a condition that prevents the skin from repairing itself after UV damage

+  health history: there is increased risk if a family member has already suffered or if there is

a history of unusual moles, excessive sunburn causing blistering, or exposure to solariums

(solariums emit UVA and UVB radiation, both known carcinogens)

«  fair complexion: people with fair skin, freckles, blue or green eyes, blond or red hair have
increased risk of developing skin cancer.

In Australia, most skin cancers can be prevented through the use of sun protection, which
should be used when the UV Index is 3 or higher, or if a person is outdoors for extended
periods, or at the snow. The times of the day UV is 3 or higher are published by the Bureau of
Meteorology as the sun protection times, which are available on the free SunSmart app, created
by Cancer Council Victoria. During these times, five forms of sun protection are recommended,
including covering clothing, a broad-brim hat, a broad-spectrum sunscreen SPF30 or higher,
sunglasses and shade.

Weblink

Sunsmart

Download and
explore the

SunSmart app on
|OS or Android.
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Figure 2.20 SunSmart app

Breast cancer

Influences related to an increased risk of breast cancer include:

sex: being female increases the risk

age: as people age the risk of developing breast cancer increases

family history: a strong family history of cancer, including the number of family members
affected, the age at which diagnosis was made and the side of the family involved
hormonal factors: post-menopausal (increased oestrogen and androgens associated with
higher risk), contraceptive pill (small risk associated with taking this, up to 10 years after
ceasing), using hormone replacement therapy for five years or more post-menopause
menopause: the age at which women experience menopause doubles their risk (55+ years)
puberty: early onset puberty (<12 years) affects the time exposed to oestrogen and other
female hormones.

One of the greatest protective factors for breast cancer is physical activity. Studies

have indicated that one and a half to four hours per week of brisk exercise lowers the risk

of breast cancer in post-menopausal women. Having children, and a greater number of

children, decreases the risk of breast cancer; as does the age at which women bear

children. Women who bear children under the age of 30 have a lower risk of breast cancer.

Breastfeeding those children for a period of 12 months or more can contribute to a slightly

reduced risk of breast cancer. A positive protective factor is engaging in preventative

screening, such as self-breast checks and mammograms every two years for women over the

age of 50.
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Lung cancer

The risk of suffering from lung cancer is increased through:
« smoking: any form of tobacco consumption (cigarettes, cigars and pipes) contributes to an
increased risk of lung cancer and this is further increased if a person has been smoking from

a young age or smokes/smoked a large amount of tobacco
exposure to carcinogens: exposure to second-hand smoke (passive smoking), asbestos,

workplace substances (arsenic, diesel fumes), air pollution and radon (radioactive gas)

+  history: increased risk if there is a personal or family history of lung cancer or diseases
specific to the lungs, such as tuberculosis or emphysema

«  radiotherapy: increased risk of lung cancer if radiotherapy has been experienced to the
chest region

«  HIV: thereis a link between the HIV virus and lung cancer.

Protective factors that decrease the risk of lung cancer are compelling. In an Australian
study on cancer causation, it was estimated that 81 per cent of lung cancers were directly caused
by smoking tobacco. Measures to increase protection against lung cancer include: not smoking
or quitting smoking, avoiding second-hand smoke and avoiding exposure to carcinogens in the
workplace and at home.

Sociocultural, socioeconomic and environmental determinants

Sociocultural

Cancer is complex and it does not discriminate. Sociocultural determinants contributing to
cancer include family, peers, media, cultural practices and beliefs, and religion.

Living in Australia has its own cultural concept that often centres around outdoor living.
Australians enjoy a consistent climate that affords a lifestyle where exposure to the sun is viewed
as an acceptable part of life. Australians enjoy summer days at the beach, outdoor barbecues
and activities on the water such as surfing, water skiing and stand-up paddle boarding. All these
lifestyle behaviours and choices have led to the increased prevalence of skin cancer in Australia.
However, health promotion initiatives and strategies, including media advertising, have helped
Australians better understand the risks. More parents and carers are now influencing young
people with protective behaviours to reduce the risk of melanoma.

A history of cancer in the family increases the risk of diagnosis. However, genetics are not
the sole determinant; others are lifestyle behaviours and sociocultural factors. Having family
members or friends who smoke or live a sedentary lifestyle can increase the risk of an individual
adopting these negative behaviours and thus developing cancer. People who live in remote
areas of Australia tend to engage in risky health behaviours (such as smoking, heavy alcohol
consumption and poor nutrition) at higher rates.

Socioeconomic

People residing in remote areas of Australia are often disadvantaged in relation to educational
and employment opportunities. The mortality rate for all cancers combined is highest among
Australians living in socioeconomically disadvantaged areas and lowest for those residing

in the most socioeconomically advantaged areas (190 per 100 000 and 143 per 100 000
respectively). Socioeconomically disadvantaged Australians are at an increased risk of death
from cervical cancer (2.4 times more likely), lung cancer (1.7) and colorectal cancer (1.3)
than their socioeconomically advantaged counterparts. The incidence rate for all cancers is
also greater in socioeconomically disadvantaged groups. People who are socioeconomically
disadvantaged are more likely to be diagnosed with lung cancer (1.7), cervical cancer (1.4), and
pancreatic or bladder cancer (both 1.2). People in the socioeconomically advantaged group are
more likely to be diagnosed with melanoma, prostate and breast cancer (in females).
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Environmental

A person’s place of residence has a large influence on the effect of risk factors, diagnosis and
treatment of cancer. Australians living in rural and remote areas are significantly disadvantaged
in regard to accessing primary health services. Statistical information confirms that cancer is
more commonly diagnosed (due to greater access to medical services) in inner regional areas
compared to remote areas of Australia (516 per 100 000 and 462 per 100 000 respectively).
Living in remote areas increased the prevalence of lung, cervical, unknown primary site and
bladder cancer, whereas inner regional areas and major cities had higher diagnoses of melanoma,
prostate, kidney and colorectoral cancers. Mortality rates for all cancers was highest in very
remote areas (188 per 100 000) and lowest in major cities (162 per 100 000).
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Figure 2.21 (a) New cases, 2008-12; (b) number of deaths for all cancers combined, by economic
disadvantage, 2010-14
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Figure 2.22 (a) New cases per 100 000, 2008-12; (b) deaths per 100 000 for all cancers combined, by
remoteness area, 2010-14
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The following population groups are at a higher risk of developing cancer:

+ Indigenous people: three Indigenous Australians are diagnosed with cancer every day. While
this group has a lower rate of cancer diagnosis, they are 30 per cent more likely to die from
cancer than non-Indigenous Australians. Indigenous Australians suffer higher rates of lung,
liver and uterine cancers.

+  Socioeconomically disadvantaged: there are higher mortality and incidence rates for all
cancers in this group.

+  People residing in rural and remote locations: the more remote the population is, the higher
the rates of mortality are.

+  People from cultural and linguistically diverse backgrounds: this is due to difficulties in
accessing primary health services as well as cultural barriers to diagnostic services and

treatments, such as pap smears and mammograms.

Identify the different types of cancer.

Describe the process of cell division in regard to cancer.

Describe the nature and extent of cancer.

Explain the risk and protective factors for cancer.

Analyse the contribution made by determinants of health on cancer.

NN wWN

Justify cancer as a national health priority area.

Diabetes

Diabetes mellitus is a chronic health issue where the pancreas is unable to produce insulin (the

hormone that controls blood glucose levels) or use insulin effectively and sometimes both

of these occur. Without insulin, or the effectiveness of insulin, the body cannot transform

glucose into energy. Rather than being converted, the glucose remains in the blood resulting

in high blood glucose. Blood glucose levels are referred to as glycaemia (hypoglycaemia or

hyperglycaemia). There are three main types of diabetes.

+  Type 1: autoimmune disease usually diagnosed in childhood. The immune system is activated
to destroy the cells within the pancreas, which produce insulin.

«  Type 2: where the body becomes resistant to the effects of insulin and/or cannot produce
enough insulin for the demand.

+  Gestational diabetes mellitus (GDM): when, during pregnancy, there is an increased rise in
blood glucose levels. This typically only lasts for the duration of the pregnancy.
Hypoglycaemia, sometimes called a hypo or low, is a condition that occurs when a person’s

blood glucose level (BGL) has dropped below 4mmol/L. Hypoglycaemia only occurs in people

who take insulin. Hyperglycaemia indicates a high blood sugar level and develops over hours,
even days. Ketoacidosis occurs when the body has insufficient insulin and the body’s cells cannot
use glucose for energy. To make up for this, the body begins to burn fat for energy instead. This
leads to accumulation of dangerous chemical substances in the blood - called ketones - that
also appear in the urine.

Diabetes is commonly a comorbidity factor of other chronic health conditions (such as
heart disease and, kidney disease) and can result in blindness and limb amputation, typically
lower limbs. Approximately 4400 diabetes-related amputations are performed every year in
Australia and this is the second highest rate in the developed world.
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Extent of the problem (trends)
The ABS National Health Survey 2014-15 estimated that 5.1 per cent (or 1.2 million)

Australians had diabetes (self-reported data). Type 2 was the most common (accounting for
85 per cent) and 15 per cent had Type 1. The ABS acknowledged, based on statistical data, that
for every four adults diagnosed with diabetes there would be one adult suffering from diabetes
but not diagnosed. Ten per cent of all deaths in Australia in 2013 were attributed to diabetes.
These mortality rates have been consistently stable since 1997 with age-standardised rates of
52-62 deaths per 100 000 people per year. Females were 1.6 times more likely to die from
diabetes than males and most deaths occurred in people aged 65 years and over (88 per cent).
Diabetes is attributed as an underlying cause of different classifications of death, including CHD
(23 per cent of deaths) and stroke (6 per cent).

While more females died from diabetes than males, males have a higher prevalence
(6 per cent males and 4 per cent females). Approximately 68 per cent of people living with
diabetes also had the comorbidity factors of CVD and/or chronic kidney disease. In 2013-14
approximately 930 000 people were hospitalised with diabetes or diabetes-related conditions,

accounting for 9 per cent of all hospitalisations. Five to ten per cent of pregnant women develop
GDM in the 24th-28th week of pregnancy.

Risk factors and protective factors

Type 1 diabetes is a genetically inherited illness and therefore has very limited risk and
protective factors.

Type 2 diabetes risk factors are well established. Age is a strong contributing risk factor to
developing type 2 diabetes because people over the age of 40 have increased risk, especially if they
are also overweight or hypertensive. Indigenous Australians aged over 35 also have an increased
risk. Lifestyle behaviour such as physical inactivity, combined with being overweight or obese (as a
result of poor nutrition habits) is another significant contributing risk factor. Family history of type
2 diabetes is also a major risk factor. Mothers who give birth to a baby that weighs more than 4.5
kg or had GDM when pregnant have an increased risk of developing type 2 diabetes. Females who
suffer from polycystic ovary syndrome (PCOS) also have an increased risk of type 2 diabetes.

Risk factors for developing GDM include: having a family history of type 2 or gestational
diabetes; being overweight when pregnant; descending from the following cultures: Indigenous,
Vietnamese, Chinese, Polynesian, Melanesian and Middle Eastern; having had GDM in previous
pregnancies; or suffering from PCOS.

Protective factors for type 1 diabetes are: regular insulin injections (sometimes up to six
times per day) or appropriate use of insulin pump; regular monitoring of blood glucose levels;
eating a healthy diet (usually specific for diabetics) and engaging in regular exercise.

Protective factors can delay and sometimes prevent the onset of type 2 and gestational
diabetes. If family history is a known risk factor, then reducing weight (particularly waist
measurement) decreases the likelihood of developing diabetes. In conjunction with this, eating a
healthy, well balanced, nutritional diet will assist in managing blood glucose levels, keeping them
within the acceptable range (4-6 mmol/L). Exercising regularly will reduce and prevent weight
gain, reduce blood pressure and also improve the effectiveness of insulin. Avoiding or quitting
smoking will also decrease the risk of developing type 2 diabetes.

Sociocultural, socioeconomic and environmental determinants

Sociocultural

Influences that impact on an individual’s risk of developing diabetes include: culture, family,
media and religion. Families that engage in poor lifestyle behaviours increase their own and their
dependants’ risk of developing type 2 diabetes. Poor diet, smoking and sedentary lifestyles increase
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the risk to the parent/carer but also influence the choices of the children in their care, increasing the
likelihood of them repeating behavioural patterns when they are older. Individuals who engage in
isolated or social binge drinking are at increased risk of diabetes due to resultant weight gain and
hypertension. Certain cultures have a greater risk of developing diabetes, particularly GDM
(see risk factors) and type 2 diabetes. These include Chinese, Indian, Pacific Islander and Indigenous
cultures. Being of Indigenous culture increases the risk of type 2 diabetes diagnosis by 30 per cent.
Socioeconomic

As discussed earlier in the chapter, socioeconomics (level of education, level of employment and
income) has a large influence on either the prevention or development of type 2 diabetes. People
with lower socioeconomic status are at higher risk of developing diabetes. This is primarily due to
a lower level of education and, therefore, a lesser understanding of healthy eating and exercise
habits. These individuals typically engage in poor diets, are more likely to smoke, have increased
alcohol consumption and be physically inactive, all of which are contributing risk factors for type

2 diabetes. Lower levels of formal education mean the socioeconomically disadvantaged are less
aware and/or likely to engage in health promotion initiatives aimed at reducing the risk factors for
diabetes.
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Figure 2.23 Diabetes rate by socioeconomic status and sex, adults 16 years and
over. Each quintile represents 20 per cent of the population.

Environmental

People who reside outside Australian major cities are more likely to be diagnosed with type 2
diabetes. This is related to the socioeconomic status of people in rural and remote areas, as well as
their cultural and ethnic diversity. In Australia, 43 per cent of Indigenous people live in regional
areas while 25 per cent reside in remote regions of the country. Living in rural and remote areas
decreases access to primary health services for consultation, information and monitoring of risk
factors such as weight, hypertension and blood glucose levels. In addition, access and resources
for pregnant mothers is reduced with many having to travel enormous distances for pre-natal
care. This may influence their level of care, access to the Oral Glucose Tolerance test for GDM
and monitoring for warning signs during pregnancy. Access to specialist health services and the
necessary pharmaceuticals for people living with type 1and type 2 diabetes may also be reduced.
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This influences the appropriate management of diabetes, which could influence comorbidity

factors such as CHD and kidney diseases. Some diabetics need to monitor their glucose levels and

inject insulin six times a day. This requires medical equipment and resources to which living in a

remote region may have reduced access.
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Figure 2.24 Diabetes by age and sex, 16 years and over
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Groups at risk

Indigenous Australians are 3.5 times as likely as non-Indigenous Australians to have diabetes.

Indigenous Australians are four times more likely to die from diabetes and four times more likely
to be hospitalised as a result of having the disease.

People residing in rural and remote areas are 1.9 times more likely to die from diabetes and

1.8 times more likely to be hospitalised compared to those living in major cities.

Individuals who are socioeconomically disadvantaged are 3.6 times more likely to be

diagnosed with diabetes, 1.8 times as likely to be hospitalised and twice as likely to die from

diabetes compared to those in the highest socioeconomic populations.

1 Describe the extent of diabetes in Australia.
2 Outline the risk and protective factors for diabetes.
3 Compare the different types of diabetes.
4 Explain the groups most at risk of diabetes in relation to the determinants of health.
5 Justify the inclusion of diabetes as a national health priority area.
Weblink
National Health Priority Areas
If you have chosen respiratory disease as one of your two options, go to your student website
s and find worksheet 2.3. Follow the weblink to the Garvan Institute to see a synopsis of all the

National Health Priority Areas.
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A GROWING AND AGEING POPULATION
Healthy ageing

It is important that as people age, they promote and maintain a healthy lifestyle to delay or

prevent illness. Healthy ageing means that throughout all the different life stages, illness

is prevented or effectively treated. The national aim is for people to age without increasing

the demand on health care services and systems. This is being promoted to individuals and

communities throughout the states and territories of Australia.
Ways of ensuring healthy ageing include:

+ increasing health literacy and educating the population regarding good health practices
(e.g. five fruit and two vegetable campaign to encourage healthy eating and the national
physical activity guidelines)

+  engaging in preventative health promotion initiatives such as ‘slip, slop, slap, seek, slide’ (to
avoid skin cancer)

+  encouraging the use of preventative screening such as mammograms (breast cancer),
regular blood pressure and cholesterol checks (CVD)

+  using medical technologies to diagnose chronic conditions to minimise impact (diabetes).
When older Australians are healthy the country can benefit from their ongoing contribution

to the workforce. When they enjoy good mobility they are more able to contribute positively

to community initiatives and activities. Prolonged good health can result in fewer acute
illnesses and/or disabilities and delay the onset of chronic conditions, thus increasing social and
emotional wellbeing.

More people with chronic disease and disability

Increased life expectancy can result in greater numbers of older Australians living with chronic
illness or disability. Australia’s population continues to age (one in seven people were aged 65+
in 2016) and the AIHW has predicted that this older generation will double by the year 2057,
placing a greater strain on health and welfare systems and services.

In 2012, 51 per cent of males and 54 per cent of females aged over 65 had some form
of disability, with that proportion increasing dramatically once people reached the age of 85
(80 per cent of males and 82 per cent of females).

Cancer and CVD were the leading causes of burden for the ageing population, followed
by neurological conditions, musculoskeletal conditions, then respiratory conditions. These
conditions were the same across the sexes but occurred in a dissimilar order.

+ Males: cancer, CVD, respiratory, neurological and musculoskeletal conditions.
«  Females: CVD, cancer, neurological, musculoskeletal and respiratory conditions.

Due to the increased population living with chronic diseases, in 2017 the Australian
Department of Health established a framework to implement policies, strategies and services to
reduce the impact chronic conditions have on Australians and the Australian health care system.
This framework is shared between the federal government, state and territory governments and
aims for intersectoral collaboration and improved health outcomes. The framework has three
main objectives:

1 Focus on prevention for a healthier Australia.

2 Provide efficient, effective and appropriate care to support people with chronic conditions
to optimise quality of life.

3 Target priority population groups.
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Demand for health services and workforce
shortages

With an ageing population and increases in chronic disease, the burden placed on the Australian
health care system and services will increase. Current health services in the aged sector include:
medical, specialist and other health professionals; hospitals, nursing homes and residential aged
care centres: respite and support services; and community-based aged care programs.

Health services

Visits to medical professionals by people aged 65+ years have increased rapidly since 2005.
This population group accounted for approximately 6.2 million Medicare claims for GP services
(5 per cent of GP usage among the total population). Those aged people living in residential
care (excluded from the previous data) made up 9 per cent of the total Medicare claimed
services in 2014-15.

In 2013 there were 1.4 million emergency department (ER) presentations by people
aged 65 years and older, accounting for 20 per cent of the total number of ER presentations
for the Australian population. More than 58 per cent of those presenting were triaged as an
‘emergency’ and received treatment within 10 minutes of presentation. Patients admitted
overnight commonly presented with diseases of the circulatory system, injury and poisoning.
The main reasons for same-day hospitalisation of aged patients were dialysis, rehabilitation
services, radiotherapy, chemotherapy and palliative care.

Another important responsibility for governments is the increasing number of older
people who will require dental services, with almost half requiring partial or full dentures after
the age of 65 years. Maintaining good oral health is an important consideration in the overall
health of the ageing population. Of people aged 65 years and over, 42 per cent wore partial or
full dentures in 2013 and more than 53 per cent of the aged population reported using dental
services (Oral health and dental care in Australia: key facts and figures 2015, AIHW 2016).

Aged care

The government created the Commonwealth Home Support Program (CHSP) to provide basic
aged care services to those still residing at home. The goal is to increase independence, maintain
living standards and allow people to remain in their home as long as possible. This program
amalgamated and replaced the Commonwealth Home and Community Care Program (HACC)
in 2015. In its last five years of operation the HACC reported small changes to the types of
services used.

Home Care (the home care packages program) assists older, frailer people to remain at
home in a safe environment. Care packages are individually based on a needs analysis and
provide a complex level of care to assist the elderly to live independently at home. The average
age of a person receiving a Home Care package was 82.5 years in 2015 and 86 300 aged people
received a Home Care package.

In 1992 the government launched the Community Aged Care Packages (CACPs) program,
which provides people in their homes with household duties (laundry), household maintenance
and horticultural services (among others). The number of aged people accessing this program
has risen significantly, doubling since 2005.

Residential aged care provides permanent accommodation for those people unable to care
for themselves in their home environment, or short-term accommodation to give their carers
some respite. In 2015, 97 per cent of residents in care were 65 years and older; 224 000 of
those were in permanent care and 51 400 used the respite residential program. The number of
residential places available has risen by 18 per cent to cater for the ageing population living with
chronic conditions that require additional care and assistance.
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Figure 2.25 Selected home and community care services support received by
people aged 65+, per 1000 people (hours)

Workforce shortages

In 2013 there were approximately 216 300 workers in residential care services, predominately in
aged care. More than 80 per cent of these workers were female and nearly half were employed
on a part-time basis. In the past, the residential care sector has experienced difficulty in securing
workers due to low pay rates and the absence of secure employment opportunities.

The Department of Health and Ageing estimated that the current workforce in aged care
would need to increase threefold to meet the health care services demands in 2050. Increasing
the challenge for the government and private health organisations is the need to meet these
labour force demands with fewer work-aged people available in the population pool and
difficulties retaining workers. According to Health Workforce Australia (now NSW Health),
nurses and nursing staff will be in particular demand with an estimated shortage of 100 000
nurses by the year 2025.

In 2009, COAG created Health Workforce Australia (HWA) to research and seek
solutions to the many barriers to the health workforce and recommend changes required to
cater for future health requirements of Australia.

Availability of carers and volunteers

In Australia, 2.7 million people care for a family member, friend or neighbour suffering from a
chronic health condition. These caring services range greatly and include personal care services
(meals, cleaning, showering, toileting); transport; and assistance with shopping or medical
appointments. Most carers are female (1.5 million) and aged between 25 and 64 (67 per cent)
with 11 per cent of carers aged less than 25 years of age. Most of those carers (71 per cent) live
with the individual requiring care and assistance.

When a person is responsible for most of the personal care being provided, they are
classified as the ‘primary carer’. Nearly two-thirds of primary carers aged 25-64 find it
increasingly difficult and stressful to meet the everyday living costs required for themselves
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and the person they are caring for. This is because approximately SO per cent of carers are
classified as low-income earners.

In 2010, 6.1 million Australians volunteered their time to an aspect of community life such as
sport, emergency services, school and aged care. In that time, 18 per cent of men and 25 per cent
of women were directly engaged in volunteer work for welfare and community services.

With the shortage of paid carers in the health and welfare sector, the reduced number of
available carers for the growing ageing population, along with the increase in chronic disease
morbidity among the general population, the challenge for future generations will be to meet the
increasing demand to care for the aged. Challenges will include meeting the financial hardship
that carers experience. Maintaining emotional and mental wellbeing will be important because
caring can be highly taxing, both physically and psychologically. Carers often ignore their own
poor health with 40 per cent of them suffering from a chronic illness, some often linked to their
carer role (such as depression or joint pain).
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Indigenous Australians and the socioeconomically
disadvantaged are specific subgroups within our
population that experience greater levels of health
inequalities.

Indigenous Australians

Indigenous Australians have a lower life expectancy,
increased mortality rates for cardiovascular disease
(CVD), cancer, injury, metabolic diseases, diseases of the
respiratory system and digestive diseases. Their mortality
rates are reducing in CVD, respiratory diseases and for
external causes.

‘They suffer approximately twice the burden of disease
of non-Indigenous people in areas such as CVD, cancer,
diabetes, kidney disease and injury.

The infant mortality rate is twice as high as for non-
Indigenous people.

Factors contributing to their ill health include smoking,
alcohol consumption, lower levels of academic
attainment, lower disposable incomes, fewer employment
opportunities, residential isolation and lack of access to
primary health care services.

The Closing the Gap campaign set specific targets to
reduce the inequities experienced by the Indigenous
population: to reduce infant mortality, increase life
expectancy, increase school attendance and academic
attainment, improve literacy and numeracy and reduce
socioeconomic disadvantage.

Socioeconomically disadvantaged

The socioeconomically disadvantaged suffer higher rates
of mortality for lung cancer, coronary heart disease and
premature death.

‘They have a greater burden of disease for diabetes,
coronary heart disease, stroke and lung cancer.

Poor health is made worse by less disposable income,
lower levels of education, higher rates of smoking and
increased risk-taking behaviours.

CVD

One in three deaths are caused by CVD, but mortality
rates declining (although still high among Indigenous and
socioeconomically disadvantaged people).

Approximately 30 per cent of Australians suffer from
CVD and the risk increases with age and geographic
location.

-
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Modifiable risk factors for CVD include smoking, having
a high BMI or waist circumference, high cholesterol,
abdominal fat and a diet high in saturated fats. Non-
modifiable risk factors include age (65+), sex (males more
than females), genetics/family history.

Cancer
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