8. HEALTH STATUS

Monitoring the health status of a population helps to detect
emerging patterns of illness and disease and provides
information to inform policy and planning of health
services. This section reports on self-rated health status,
asthma, diabetes, mental health, oral health, overweight and
obesity, vision, hearing, and injury (youth violence).

Self-rated health status
Introduction

Self-rated health is a fundamental measure of health status
and health outcomes, and is believed to principally reflect
physical health problems (acute and chronic conditions
and physical functioning) and, to a Iesselrzextent, health
behaviours and mental health problems. ™ Longitudinal
studies have shown that self-rated health is a strong and
indepeandent predictor of subsequent illness and premature
death.

In the 1997 and 1998 New South Wales Adult Health
Surveys, a single self-rated health question was asked of
respondents aged 16 years and over: ‘In general, would
you say your health is excellent, very good, good, fair, or
poor’. In 2002 this question was modified to ‘Overall, how
would you rate your health during the past 4 weeks? Was it
excellent, very good, good, fair, poor or very poor’. In 2003
and 2004, 2 additional questions were also asked: ‘During
the past 4 weeks, how much difficulty did you have doing
your daily work or activities? No difficulty at all, A little
bit of difficulty, Some difficulty, Much difficulty, Could not
do work or activities’, and ‘During the past 4 weeks, how
much bodily pain have you generally had? No pain, Very
mild pain, Mild pain, Moderate pain, Severe pain’.

Results

Overall, in 2004, 20.7 per cent reported their health as
‘excellent’, 29.9 per cent as ‘very good’, 28.9 per cent as
‘good’, 13.3 per cent as ‘fair’, 5.4 per cent as ‘poor” and
1.7 per cent as ‘very poor’. Responses of ‘excellent’, ‘very
good’ and ‘good’ were combined into a ‘positive’ rating
of health (79.4 per cent of the population). There was no
difference between the proportion of males (79.8 per cent)
and females (79.3 per cent) who gave a positive rating of
their health.

A significantly higher proportion of the population aged
16-24 years (84.4 per cent) and a significantly lower
proportion of people aged 75 years and over (68.6 per cent)
gave a positive rating of their health, compared with the
overall adult population.

The proportion of people giving a positive rating of their
health did not differ significantly between urban areas and
rural areas.

A significantly greater proportion of people in the least
socioeconomically disadvantaged quintile (83.3 per cent)
gave a positive rating of their health, compared with the
overall adult population.

The proportion of people who gave a positive rating of their
health decreased significantly from 1997 (85.0 per cent) to
2004 (79.4 per cent). This significant decrease has occurred
in both males (85.0 per cent to 79.5 per cent) and females
(85.1 per cent to 79.4 per cent).

Almost two-thirds of respondents (61.3 per cent) reported
no difficulty with undertaking daily work or activities.
However, 18.6 per cent reported a little difficulty, 13.2 per
cent reported some difficulty, 4.6 reported much difficulty,
and 2.4 per cent could not undertake daily work or activities.
There was no difference in the proportion of females (59.4
per cent) and males (63.1 per cent) who reported that they
had no difficulty with daily activities.

Over half of respondents reported that they had experienced
no pain (37.7 per cent) or very mild pain (18.0 per cent)
in the last 4 weeks. A further 23.1 per cent reported that
they had experienced mild pain, 15.7 per cent reported
moderate pain and 5.6 per cent reported severe pain in the
last 4 weeks. There was no difference in the proportion
of females (36.6 per cent) and males (38.7 per cent) who
reported that they had no pain.

Figure 52 shows self-rated health status by sex. Figure
53 shows the proportion of people who rated their health
status as excellent, very good, or good, by age. Figure 54
shows the proportion of people who experienced difficulty
with doing work or an activity in the last 4 weeks. Figure
55 shows the proportion of people who experienced bodily
pain the the last 4 weeks.
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DIFFICULTY DOING WORK OR ACTIVITY, PERSONS AGED 16 YEARS AND OVER, NSW, 2004
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BODILY PAIN INTHE LAST 4 WEEKS, PERSONS AGED 16 YEARS AND OVER, NSW 2004
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Asthma
Introduction

Asthma is a chronic inflammatory disorder of the airways
in which the airways narrow too much and too easily—in
response to a wide range of triggers—resulting in episodes
of wheeze, chest tightness, and shortness of breath. The
prevalence of asthma islgelatively high in Australia by
international standards.” Based on data from several
national and state based surveys, it is estimated that one
in 9 adults agd one in 7 children and teenagers currently
have asthma.” While there was evidence of an increase i@
the prevalence of asthma between the 1980s and 1990s,
more recent studies in chilgren show no further increase in
the prevalence of asthma, and pQSSiny a decrease in the
prevalence of asthma symptoms.

The consequences of asthma can include impaired quality
of life due to asthma symptoms and functional impairment,
and severe episodes of asthma (exacerbations), which
necessitate reduced work activity and, in some cases, urgent
medical care. In Australia, in 1996, asthma accounted for
2.6 per cent of total Disability Adjusted Life Years (DALYs)
8
(2.1 per cent for males and 3.1 per cent for females).

In 2004, the New South Wales Population Health
Survey included questions on health status, severity and
management of asthma, and quality of life for people with
asthma. Respondents were asked the following questions:
‘Have you ever been told by a doctor or at a hospital that
you have asthma?’, ‘Have you had symptoms of asthma
or taken treatment for asthma in the last 12 months?’,
‘Have you had symptoms of asthma or taken treatment for
asthma in the last 4 weeks?’, ‘Have you visited a general
practitioner or local doctor for an attack of asthma in the
last 4 weeks?’, and ‘Have you visited a hospital emergency
department for an attack of asthma in the last 4 weeks?’.

Results
A lifetime prevalence of asthma

In 2004, approximately one in 5 people (20.4 per cent) aged
16 years and over reported that they had ever been told by a
doctor or at a hospital that they had asthma. A significantly
greater proportion of females (22.7 per cent) than males
(18.1 per cent) reported that they had ever had asthma.

The proportion of males who reported that they had ever
been diagnosed with asthma was significantly greater
among those aged 16-24 years (30.0 per cent), and
significantly lower in males aged 55-64 years (12.4 per
cent), compared to the overall adult male population.
Among females, a significantly lower proportion of those
aged 75 years and over (17.3 per cent) reported that they
had ever been diagnosed with asthma, compared to the
overall adult female population.

A significantly greater proportion of females in rural
areas (26.3 per cent) reported ever-diagnosed asthma than

females in urban areas (21.7 per cent). The proportion
of males in the Greater Southern Health Area with ever-
diagnosed asthma (25.8 per cent) was significantly greater,
compared to the overall adult male population.

The proportion of people reporting ever-diagnosed asthma
did not vary significantly by level of socioeconomic
disadvantage.

Self-reported ever-diagnosed asthma has increased
significantly from 1997 (16.8 per cent) to 2004 (20.4 per
cent). This increase has occurred predominantly in females
(18.4 per cent to 22.7 per cent).

Doctor-diagnosed current asthma

Overall, 10.4 per cent of people aged 16 years and over
reported that they had current doctor-diagnosed asthma.
The proportion of females (11.9 per cent) with current
asthma was significantly higher than males (8.8 per cent).
In contrast to the findings for ever having asthma, there was
no significant variation by age in the proportion of males
and females with current asthma.

Of the people who reported having current asthma, 1.3 per
cent had visited an emergency department and 13.2 per
cent had visited a general practitioner or local doctor for
an attack of asthma in the previous 4 weeks. Rates were
similar in both sexes.

A significantly greater proportion of people in rural areas
(12.4 per cent) reported current asthma than people in urban
areas (9.8 per cent).

The proportion of people with current doctor-diagnosed
asthma did not vary significantly by level of socioeconomic
disadvantage.

The proportion of people with current doctor-diagnosed
asthma did not change significantly from 1997 to 2004.

Figure 56 shows the proportion of people ever diagnosed
with asthma by age. Figure 57 shows the proportion of
people with current asthma by age. Figure 58 shows the
proportion of people who visited a doctor or emergency
department for an asthma attack in the last 4 weeks.
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EVER DIAGNOSED WITH ASTHMA BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
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FIGURE 57

CURRENT ASTHMA BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
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VISITED DOCTOR OR EMERGENCY DEPARTMENT FOR ASTHMA ATTACK IN LAST 4 WEEKS, PERSONS WHO
CURRENTLY HAVE ASTHMA AGED 16 YEARS AND OVER, NSW 2004
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Diabetes
Introduction

Diabetes mellitus is a common disease characterised
by disordered glucose and lipid metabolism. Diabetes
affects a person’s health in 2 ways: by direct metabolic
complications, which can be immediately life threatening
if not treated promptly; and by long-term complications
involving the eyes, kidneys, nerves, and major blood
vessels including those in the heart.

There are 3 main forms of diabetes: type 1, or insulin-
dependent diabetes mellitus (IDDM), is characterised by
a complete deficiency of insulin (10-15 per cent of people
with diabetes); type 2, or non-insulin-dependent diabetes
mellitus (NIDDM), is the most common form of diabetes
(approximately 85 per cent of people with diabetes),
affecting mainly people aged 45 years and over but is
increasingly affecting younger people; and gestational
diabetes, which occurs during pregnancy in less than 9 per
cent of pregnancges among women not previously known
to have diabetes.

The management of diabetes depends on careful control
of glucose levels, blood lipid levels (especially cholesterol
levels), blooczj pressure, and regular screening for
complications.

Australia-wide, it is estimated that there are over 600,000
people with diabetes and this prevalence is increasing. It
is estimated that there is an undiagnosed case of type 2
diabetes for every diagnosis, making the total estimated
cases 1.2 million.” Diabetes was the main cause of around
2 per cent of all deaths in New South Wales in 2002 and
was a contribsuting cause of death in a further 6.6 per cent
of all deaths.

In 2004, the New South Wales Population Health Survey
included questions on health status, type, and management
of diabetes. Respondents were asked the following
questions: ‘Have you every been told by a doctor or at a
hospital that you have diabetes?’, “Have you ever been told
by a doctor or at a hospital that you have high sugar levels
in your blood or urine?’, “What type of diabetes were you
told you had?’, “How old were you when you were first
told you had diabetes or high blood sugar?’, “What are you
doing now to manage your diabetes or high blood sugar?’.
If female, respondents were also asked “Were you pregnant
when you were first told you had diabetes or high blood
sugar?” and ‘Have you ever had diabetes or high blood
sugar apart from when you were pregnant?”’.

Results
Prevalence of diabetes

In 2004, 6.5 per cent of people aged 16 years and over
reported that a doctor had ever told them that they had
diabetes. A significantly greater proportion of males (7.8

per cent) than females (5.3 per cent) reported doctor-
diagnosed diabetes.

The prevalence of diabetes increased with age, with a
significantly lower proportion of females aged 16-44 years
(1.5 per cent to 2.5 per cent) and males aged 16—34 years
(1.0 per cent to 3.4 per cent), and a significantly greater
proportion of males (11.7 per cent to 20.4 per cent) and
females (8.7 per cent to 12.9 per cent) aged 55 years and
over reporting doctor-diagnosed diabetes, compared with
the overall adult male and female populations.

There was no significant variation in the proportion of
people with doctor-diagnosed diabetes between rural areas
and urban areas.

A significantly higher proportion of people in the most
socioeconomically disadvantaged quintile (9.4 per cent)
reported doctor-diagnosed diabetes, compared with the
overall adult population.

Overall, the prevalence of doctor-diagnosed diabetes
increased significantly from 1997 (4.7 per cent) to 2004 (6.5
per cent). In 2004, this significant increase was observed
only in males (5.2 per cent to 7.8 per cent). Among females,
there was a significant increase from 1997 (4.2 per cent)
to 2003 (5.6 per cent) but a slight decrease in prevalence
in 2004 (5.3 per cent) means there was no significant
difference between 1997 and 2004.

Of those who reported doctor-diagnosed diabetes, 66.2 per
cent reported following a special diet, 34.7 per cent reported
taking medication, 24.1 per cent reported exercising most
days, 16.0 per cent reported having insulin injections, 6.1
per cent reported losing weight, and 6.7 per cent reported
not doing anything.

Figure 59 shows the proportion of people who reported
diabetes or high blood sugar by age. Figure 60 shows the
proportion of people with diabetes or high blood sugar by
socioecomic disadvantage. Figure 61 shows self-reported
action to manage diabetes or high blood sugar.
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ACTION TAKEN TO MANAGE DIABETES OR HIGH BLOOD SUGAR, PERSONS WITH DIABETES AGED 16 YEARS

AND OVER, NSW 2004
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Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Mental health
Introduction

Psychological distress has a major effect on the ability
of people to work, study, and manage their day-to-day
activities. Mental health disorders account for nearly 3q
per cent of the non-fatal burden of disease in Australia.
Affective disorders (including depression) are the most
common, 21‘ollowed by substance abuse and anxiety
disorders. Each year, approximately 18 per cent of
Australian adults experience mental illness, and 38 per
cent of these peogle use a health service for mental health
related problems.

The Kessler 10 or K10 scales were developed by Kessler
and Mroczek between 1992 and 1994 at the Institute for
Social Research, University of Michigan, and subsequently
by Kessler at the 4Depa\rtment of Health Care Policy, Harvard
Medical School. The measures were designed to form the
mental health component of the ‘core’ of the annual United
States National Health Interview Survey. The K10 is a
10-item questionnaire intended to yield a global measure
of ‘non-specific psychological distress’, based on questions
about the level of nervousness, agitation, psychologica!
fatigue and depression in the most recent 4-week period.

The measure was developed to be informative about those
levels of distress that are associated with impairment, in

the 90th to 99th percentile of the general population range.
The resulting K10 score is then classified into 4 categories:
‘low psychological distress’ when the K10 score is 10-15;
‘moderate psychological distress” when the K10 score is
16-21; “high psychological distress’ when the K10 score
is 22-29; and “very high psychological distress’ when the
K10 score is 30 or higher. The K10+ contains additional
questions to assess functioning and related factors, and at
the population level and the individual level it is regarded
as a simple ‘thermometer’ that detects general distress
without identifying its cause.

In 2004, the New South Wales Population Health Survey
asked respondents the following K10 questions: ‘In the past
4 weeks, about how often did you feel tired out for no good
reason?’, ‘In the past 4 weeks, about how often did you feel
nervous?’, ‘In the past 4 weeks, about how often did you
feel so nervous that nothing could calm you down?’, ‘In
the past 4 weeks, about how often did you feel hopeless?’,
‘In the last 4 weeks, about how often did you feel restless
or fidgety?’, “In the past 4 weeks, about how often were
you so restless that you could not sit still?’, “In the past 4
weeks, about how often did you feel depressed?’, ‘In the
past 4 weeks, about how often did you feel that everything
was an effort’, ‘In the past 4 weeks, about how often did
you feel so sad that nothing could cheer you up?’, ‘In the
past 4 weeks, about how often did you feel worthless?”.
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Those respondents aged 16 years and over, who scored 16
points and above, were also asked the additional questions
that make up the K10+: “In the last 4 weeks, how many
days were you totally unable to work, study, or manage
your day-to-day activities because of these feelings?’,
‘Aside from those days, in the last 4 weeks, how many days
were you able to work, study, or manage your day-to-day
activities, but had to cut down on what you did because of
these feelings?’, ‘In the last 4 weeks, how many times have
you seen a doctor or other health professional about these
feelings?’, ‘In the last 4 weeks, how often have physical
health problems been the main cause of these feelings?’

Results

Overall, in 2004, 64.2 per cent of people were classed as
having ‘low’ levels of psychological distress, 22.5 per
cent as having ‘moderate’ levels of psychological distress,
9.8 per cent as having ‘high’ levels of psychological
distress, and 3.5 per cent as having ‘very high’ levels
of psychological distress. Therefore, in 2004, 13.3 per
cent of respondents reported ‘high or very high’ levels of
psychological distress. Asignificantly greater proportion of
females (14.7 per cent) than males (11.9 per cent) reported
high or very high levels of psychological distress.

A significantly lower proportion of females aged 65-74
years (9.8 per cent) had high or very high levels of
psychological distress, compared with the overall adult
female population. Among males, a significantly lower
proportion aged 65 years and over (5.0 per cent to 6.0 per
cent) experienced high or very high levels of psychological
distress, compared to the overall adult male population.

The proportion of people reporting high or very high levels
of psychological distress did not vary significantly between
urban areas and rural areas.

A significantly higher proportion in the most socio-
economically disadvantaged quintile (17.7 per cent)
reported high or very high levels of psychological distress,
compared with the overall adult population.

Reported rates of high and very high psychological distress
rose significantly from 1997 (11.1 per cent) to 2004 (13.3
per cent).

Among people aged 16 years and over, the average number
of days they were totally unable to work, study, or manage
their day-to-day activities because of their psychological
distress, was 0.71 days (0.79 days for males and 0.65 days
for females). These respondents reported that they had to
cut down on what they did because of their psychological
distress on an average of 0.95 days (0.89 days for males
and 1.0 days for females) over the last 4 weeks. On average,
people aged 16 years and over saw a doctor or other health
professional about their psychological distress 0.16 times
(0.15 times for males and 0.16 times for females) in the
past 4 weeks. Just over half (51.3 per cent) of the people
who had moderate, high, or very high psychological distress
said that the problems they had in the last 4 weeks were
not mainly due to physical problems.

Figure 62 shows psychological distress by Kessler 10
categories. Figures 63 and 64 show the proportion of people
with high and very high psychological distress by age and
socioeconomic disadvantage. Figure 65 shows the number
of times that physical problems have been the cause of
psychological distress in the past 4 weeks. Table 8 shows
the effect of psychological distress on daily activities.
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Estimated

Males

Number

1,669,100

553,800

211,500

88,100

66.2

3.5

100 80 60
Per cent

40

20

Low

Moderate

High

Very high

Females

62.2

3.5

20 40 60
Per cent

80

100

PSYCHOLOGICAL DISTRESS BY KESSLER 10 CATEGORIES, PERSONS AGED 16 YEARS AND OVER, NSW 2004

Estimated
Number

1,613,200

599,800

289,500

91,400

Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

NSW 2004
Estimated MaEES
Number
7,500 5.0
13,200 6.0
38,600 11.3
51,800 11.8
54,400 10.9
86,500 17.8
47,700 12.2
299,700 11.9
1(I)0 8I0 6I0 4IO 2I0
Per cent

Age (years)

75+

65-74

55-64

45-54

35-44

25-34

16-24

NSW

Females

11.0

9.8

12.7

141

15.7

15.6

19.9

14.7

20 40 60 80

Per cent

100

HIGH AND VERY HIGH PSYCHOLOGICAL DISTRESS BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER,

Estimated
Number

24,000

22,900

42,000

63,100

78,300

77,200

76,300

383,800

Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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HIGH AND VERY HIGH PSYCHOLOGICAL DISTRESS BY SOCIOECONOMIC DISADVANTAGE AND SEX, PERSONS
AGED 16 YEARS AND OVER, NSW 2004

Estimated
Number

67,100

49,800

60,500

63,600

58,600

299,700

Males

16.5

10.8

12.0

9.8

100 80 60
Per cent

40

20

5th Quintile
most disadvantaged

4th Quintile

3rd Quintile

2nd Quintile

1st Quintile
least disadvantaged

NSW

Females

Estimated
Number
18.6 89,600
13.4 62,400
14.6 76,100
12.8 70,400
14.3 82,400
14.7 383,800
2I0 4I0 6I0 8I0 1(I)0
Per cent

Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

TIMES THAT PHYSICAL PROBLEMS HAVE CAUSED PSYCHOLOGICAL DISTRESS IN PAST 4 WEEKS, PERSONS
WITH MODERATE, HIGH OR VERY HIGH PSYCHOLOGICAL DISTRESS AGED 16 YEARS AND OVER, NSW 2004

Estimated
Number

81,900

52,700

111,400

167,800

465,000

Males

52.9

100 80 60
Per cent

40

20

All of the
time

Most of the
time

Some of the
time

A little of
the time

None of the
time

Females

Estimated

49.8

Number

96,100

97,100

135,900

157,200

483,400

20

40

60
Per cent

80

100

Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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TABLE 8

OVER, NSW 2004

EFFECT OF PSYCHOLOGICAL STRESS ON DAILY ACTIVITIES IN LAST 4 WEEKS, PEOPLE AGED 16 YEARS AND

Effect Males 95% CI Females 95% CI Persons 95% ClI

Days unable to manage daily activities 0.79 (0.61-0.97) 0.65 (0.54-0.75) 0.71 (0.61-0.82)
Days cut down on daily activities 0.89 (0.72-1.06) 1.00 (0.89-1.12) 0.95 (0.85-1.05)
Times saw a health professional 0.15 (0.12-0.19) 0.16 (0.14-0.19) 0.16 (0.14-0.18)

Source: New South Wales Population Health Survey 2004 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

Oral health
Introduction

Dental disorders are highly prevalent in Australia. In
1999 dental caries was estimated to be the most prevalent
health problem, edentulism the third most prevalent,
and periodontal dise§ses the fifth most prevalent health
problem in Australia.” About 90 per cent of all tooth loss
can be attributed to dental caries and periodontal disease,
and because these conditigns are preventable most of this
tooth loss can be avoided. The economic burden of dental
diseases is also high, with an estimated $3.7 billion spent on
dental services in the financial year 2001-02, representing
5.4 per cent of total health expenditure.” Although
Australians enjoy a relatively high standard of oral health,
this is not distributed equally among different age and social
groups. There is a strong link between so4cioeconomic status
and patterns of oral health in Australia.

Regular visits to a dental care professional (that is, at least
once every 2 years) have a significant and positive effect
on dental health. Those who visit a dental care professional
regularly have significantly less severity and prevalence—
and suffer fewer sgcial and psychological effects—of dental
health problems.” There is variation in the frequency of
dental visits across the Australian population, and people
who have a longer period of time between visits are more
likely to visit a dentist because they have a problem rather
than for a check up. Patterns of access for dental visits are
uneven across the Australian population, with some socially
disadvantaged groups in the community—including holders
of health care cards, migrant groups, and indigenous
populations—eéperiencing problems with access to oral
health services.

In 2004, the New South Wales Population Health Survey
asked respondents: ‘Are any of your natural teeth
missing?’, ‘Do you have dentures or false teeth?’, ‘In the
last 12 months, how often have you had a toothache or
other problem with your mouth or dentures?’, “In the last
4 weeks, how often have you had a toothache or other
problem with your mouth or dentures?’, “What was the
most recent problem you had?’, “What treatment did you
receive for that problem?’, “When did you last see a dental
professional about your teeth, dentures or gums?’, “Where
was your last dental visit made?’, and respondents who had
not seen a dental professional in the last 12 months were

asked “What are the main reasons for you not visiting the
dentist in the last 12 months?’.

Results
Retention of natural teeth

Overall, in 2004, 6.3 per cent of people reported that they
had all of their natural teeth missing, 56.3 per cent reported
that they had some natural teeth missing, and 37.5 per cent
reported that they had none of their natural teeth missing.

Asignificantly greater proportion of females (7.8 per cent)
than males (4.7 per cent) had all their natural teeth missing.
The proportion of people who had all their natural teeth
missing increased with age in both males and females. A
significantly greater proportion of males aged 65 years and
over (15.8 per cent to 24.8 per cent) and females aged 55
years and over (11.6 per cent to 38.2 per cent) had all their
natural teeth missing, compared with the overall adult male
and female populations. A significantly lower proportion of
males aged 16-54 years (0.1 per cent to 2.7 per cent) and
females aged 16-54 years (0.1 per cent to 3.3 per cent) had
all their natural teeth missing, compared with the overall
adult male and female populations.

The proportion of respondents reporting having all their
natural teeth missing was significantly lower in urban
areas (5.6 per cent) than in rural areas (8.7 per cent). A
significantly lower proportion of males in the Northern
Sydney and Central Coast Health Area (2.2 per cent) and
a significantly greater proportion of females in the North
Coast (11.3 per cent) and Greater Western (11.7 per cent)
Health Areas had all their natural teeth missing.

A significantly lower proportion of people in the least
socioeconomically disadvantaged quintile (3.4 per
cent), and a significantly greater proportion in the most
disadvantaged quintile (9.8 per cent), were likely to have
all their natural teeth missing, compared with the overall
adult population.

The proportion of people who had all their natural teeth
missing decreased significantly from 1998 (8.2 per cent)
to 2004 (6.3 per cent).

Toothache and other oral health problems

Overall, in 2004, 49.0 per cent of people reported that
they ‘never’ had oral health problems, 29.3 per cent of
people ‘hardly ever” had problems, 15.2 per cent of people
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‘sometimes” had problems, 3.7 per cent “‘often’ had problems,
and 2.8 per cent of people had oral health problems “very
often’ in the last 12 months. The proportion of females (27.2
per cent) having oral health problems *hardly ever’ was
significantly lower than males (31.3 per cent).

Of those who reported an oral health problem, 30.7 per cent
did not see a dentist for the problem. Of those who did see
a dentist, the most common treatments were dental fillings
(25.3 per cent), tooth extractions (12.9 per cent), or simply
a check up (12.0 per cent).

Frequency of visits to dental professionals

Overall, in 2004, 38.3 per cent of people had seen a dentist
less than 12 months ago, 23.2 per cent had seen a dentist
1 to less than 2 years ago, 20.1 per cent had seen a dentist
2 to less than 5 years ago, 8.8 per cent had seen a dentist
5 to less than 10 years ago, 8.8 per cent had seen a dentist
10 years ago or more, and 0.9 per cent of people had never
seen a dentist. A significantly lower proportion of males
(33.6 per cent) than females (42.8 per cent) reported having
seen a dentist in the last 12 months.

Dental providers used

In 2004, 87.9 per cent of people used a private dental
provider, 10.3 per cent used a public dental clinic, and 1.8
per cent of people used other dental services.

Figures 66 and 67 show the proportion of people with
all natural teeth missing by age and socioeconomic
disadvantage. Figure 68 shows the frequency of oral health
problems in the last 12 months by sex. Figure 69 shows the
time since last dental visit by sex.
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ALL NATURAL TEETH MISSING BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Estimated Males Age (years) Females Estimated
Number Number
38,600 24.8 75+ 38.2 86,100
35,200 15.8 65-74 53,800
26,400 7.7 55-64 38,700
12,100 2.7 45-54 15,200
3,700 0.7 35-44 2,800
3,500 0.7 25-34 500
400 0.1 16-24 7,600
120,000 4.7 W NSW 204,600
1 (I)O 8I0 6I0 4I0 2I0 (I) 4I0 6I0 8I0 1 (I)O
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 67

OVER, NSW 2004
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ALL NATURAL TEETH MISSING BY SOCIOECONOMIC DISADVANTAGE AND SEX, PERSONS AGED 16 YEARS AND

Estimated
Number

55,200

41,500

44,100

32,400

29,200

204,600

Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 68

NSW 2004
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FREQUENCY OF ORAL HEALTH PROBLEM IN THE LAST 12 MONTHS, PERSONS AGED 16 YEARS AND OVER,
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88,100

99,900
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Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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TIME SINCE LAST DENTAL VISIT, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Estimated Males Females Estimated
Number Number
L than 12
533,700 336 ess han 428 700,300
months ago
1tol h
388,000 24.4 0 less than 359,200
2 years ago
2tol h
335,000 0 less than 311,500
5 years ago
| h
149,500 > to less than 133,100
10 years ago
10 years ago
162,000 122,200
or more
19,000 Never 8,600
100 80 60 40 0 20 40 60 80 100
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Overweight or obesity
Introduction

The prevalence of obesity is rising worldwide and New
South Wales is no exception. Being overweight or obese
increases the risk of a wide range of health problems,
including cardiovascular disease, non-insulin-dependent
diabetes mellitus, breast cancer, gallstones, degenerative
joint disease, obstructi\{e sleep apnoea, and impaired
psychosocial functioning. Weight gain and obesity develop
when the energy intake from food and drink exceeds energy
expenditure from physical activity and other metabolic
processes.

In 2004, the New South Wales Population Health Survey
asked respondents ‘How tall are you without shoes?” and
‘How much do you weigh without clothes or shoes?’. These
answers were used to estimate body mass index (BMI).
The BMI provides the most useful and practical method
for classifying overweight or obesity in adults. BMI is
calculated by dividing a person’s weight (in kilograms)
by their height (in metres squared). The resulting BMI is
then classified into 4 categories: ‘underweight’ when the
BMI is less than 18.5; ‘acceptable or ideal weight’ when
the BMI is greater than or equal to 18.5 and less than 25;
‘overweight’ when the BMI is greater than or equal to 25
and less than 39; and ‘obese’ when the BMI is greater than
or equal to 30.

Studies have shown that relying on self-reported height and
weight results inan undergestimation of the true prevalence
of overweight or obesity.

Results

Overall, in 2004, 3.7 per cent of the adult population were
categorised as ‘underweight’, 47.8 per cent as ‘healthy
weight’, 33.1 per cent as ‘overweight’, and 15.4 per cent
as ‘obese’.

In 2004, 48.4 per cent of the adult population were classified
as overweight or obese. A significantly greater proportion
of males (56.2 per cent) than females (40.5 per cent) were
classified as overweight or obese.

Among males, a significantly lower proportion of those
aged 16-24 years (33.7 per cent) and 75 years and over
(43.6 per cent), and a significantly greater proportion aged
45-74 years (64.9 per cent to 70.5 per cent) were classified
as overweight or obese, compared with the overall adult
male population. Among females, a significantly lower
proportion of those aged 16—34 years (20.9 per cent to 33.1
per cent) and a significantly greater proportion of those
aged 45-74 years (47.4 per cent to 57.9 per cent) were
classified as overweight or obese, compared to the overall
adult female population.

There was no significant geographic variation in the
proportion of urban and rural residents classified as
overweight or obese. Among females significantly lower
proportion in the Northern Sydney and Central Coast
Health Area (32.5 per cent), and a significantly greater
proportion in the Hunter and New England (48.5 per cent)
and Greater Western (48.4 per cent) Health Areas were
overweight or obese, compared to the overall adult female
population. Among males, a significantly greater proportion
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in the Greater Western Health Area (65.2 per cent) were
overweight or obese, compared to the overall adult male
population.

The most socioeconomically disadvantaged quintile included
a significantly greater proportion of overweight or obese
people (53.7 per cent) than the overall adult population,
while the least disadvantaged quintile included a significantly
lower proportion of overweight or obese people (41.3 per
cent) than the overall adult population.

The proportion of people classified as overweight or obese
has risen significantly from 1997 (41.8 per cent) to 2004
(48.4 per cent). This increase has occurred in both males
(49.3 per cent to 56.2 per cent) and females (34.2 per cent
to 40.5 per cent).

In 2004, 15.4 per cent of the adult population were
classified as obese. There was no significant difference in
the proportion of males and females who were classified as
obese. Asignificantly lower proportion of people aged 16-24
years (6.4 per cent) and 75 years and over (9.1 per cent), and
asignificantly greater proportion of people aged 4574 years
(20.6 per cent to 21.2 per cent) were classified as obese.

A significantly lower proportion of people in the quintile
of least socioeconomic disadvantage (11.2 per cent), and
a significantly greater proportion of people in the most
disadvantaged quintile (20.4 per cent) were classified
as obese, compared to the overall adult population. As

with overweight and obesity combined, these differences
are almost totally explained by the differences between
socioeconomic quintiles and level of obesity in women.

A significantly greater proportion of people in rural areas
were classified as obese (18.0 per cent) compared to
urban areas (14.7 per cent). Compared to the overall adult
population, a significantly greater proportion of people in the
Greater Western Health Area (21.1 per cent) were classified
as obese.

Overall, the proportion of people classified as obese has
increased significantly between 1997 (11.2 per cent) and
2004 (15.4 per cent).

Figure 70 shows body mass index categories by sex. Figure
71 shows overweight and obesity by age. Figure 72 and Table
9 show overweight and obesity by health area. Figures 73 and
74 show obesity by age and socioeconomic disadvantage.
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FIGURE 70
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FIGURE 71

OVERWEIGHT AND OBESITY BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Estimated Males & Females Estimated
Number e e Number
66,400 75+ 80,300
143,400 64.9 65-74 57.9 129,100
239,100 70.5 55-64 50.7 163,900
295,000 66.3 45-54 47.4 205,100
297,400 59.6 35-44 200,200
248,000 25-34 155,500
129,400 16-24 74,500
1,418,600 NSW 1,008,600
100 80 60 40 20 20 40 60 80 100
Per cent Per cent
Note:  Overweight and obesity is a Body Mass Index of 25 and over.
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 72

OVERWEIGHT AND OBESITY BY HEALTH AREA AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Males Females
|_l_| Sydney South West )_L_(
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o & lllawarra e
Sydney West o
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H<— Hunter & New England o
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Rural le]
NSW o]
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Per cent Per cent
Note:  Overweight and obesity is a Body Mass Index of 25 and over.
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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TABLE 9

OVERWEIGHT AND OBESITY BY HEALTH AREA AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004

Males Females Persons

Area (no.) LL95% UL95% (est.no.) (no.) LL95% UL95% (est.no.) (no.) LL95% UL95% (est.no.)

Cl Cl Cl Cl Cl Cl
Sydney South West 55.8 50.2 61.4 275300| 41.8 37.0 46.5 200200 | 48.9 451 52.6 475400
South Eastern Sydney 52.9 46.6 59.3 243400| 34.4 29.7 39.0 152700| 43.8 39.8 47.8 396100
& lllawarra
Sydney West 56.9 51.0 62.9 216400| 45.2 40.3 50.2 174800| 51.0 47.2 54.9 391200
Northern Sydney 55.1 48.1 62.2 232100| 32.5 27.5 37.5 138900 | 43.7 39.3 48.1 370900
& Central Coast
Hunter & New England 59.6 53.7 65.6 183500 | 48.5 43.6 53.4 144900 | 54.2 50.3 58.0 328400
North Coast 51.9 46.5 57.3 89200 | 40.5 36.2 44.8 72800 | 46.1 42.6 49.5 162000
Greater Southern 59.8 54.2 65.3 105400 | 43.6 38.6 48.5 72300 | 51.9 48.1 55.7 177700
Greater Western 65.2 60.4 69.9 73300 | 48.4 442 52.6 52100 | 57.0 53.7 60.2 125400
Urban 55.7 52.8 58.6 1107200 | 39.5 37.2 41.7 774600 | 47.6 45.8 49.5 1881800
Rural 58.2 55.2 61.1 311300| 44.4 41.9 46.9 234100| 51.3 49.4 53.3 545400
NSW 56.2 53.9 58.6 1418600 | 40.5 38.6 42.4 1008600 | 48.4 46.9 49.9 2427200

Notes: Estimates are based on 9,363 respondents in NSW. 376 (4.02%) were ‘not stated’ (Don’t know or Refused) for this indicator in
NSW. The indicator includes those with a Body Mass Index (BMI) of 25 or higher. The questions used to define the indicator were
‘How tall are you without shoes?’ and ‘How much do you weigh without clothes or shoes?’. The BMI is calculated as follows: BMI =
weight(kg)/height?(m). Categories for this indicator include overweight (BMI between 25 and 29.9) and obese (BMI of 30 and over).

Source: New South Wales Population Health Survey 2004 (HOIST). Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 73

OBESITY BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004

Note:  Obesity is a Body Mass Index of 30 and over.
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Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 74

OBESITY BY SOCIOECONOMIC DISADVANTAGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Estimated Males Females Estimated
Number Number
79,400 19.5 5th Quintie 21.2 96,000
most disadvantaged
82,500 17.9 4th Quintile 17.5 78,800
88,400 17.8 3rd Quintile 15.3 75,700
77,000 13.8 2nd Quintile 12.2 64,200
1st Quintile
73,200 12.2 e e 10.0 55,600
400,900 15.9 14.9 371,900
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent

Note: Obesity is a Body Mass Index of 30 and over.
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Vision
Introduction

Good vision is important to our daily lives. It is a key
component of most basic activities as well as employment
and education. Loss of vision is a contributor to decreased
wellbeing, restricted personal independence, and reduced
social and community participation. It is estimated that
about 400,000 Australians are vision impaired. With an
ageing population, the proportion of people W|th vision
loss will rise in the next 20 years to over 600, 000."

Even mild to moderate visual impairment increases
difficulty with daily living and reduces ease of social
functioning. Poor vision contributes to significant morbidity
by doubling the risk of falls and depressmn and by
increasing the risk of hip fractures fourfold."

Over 80 per cent of vision impairment in Australia is caused
by 5 conditions: refractive error (53 per cent), age related
maculopathy (13 per cent), cataract (9 per cent), glaucoma
(5 per cent), and diabetic retinopathy (3 per cent). Almost 50
per cent of blindness and 70 per cent of vision impairment is
caused by conditions that are preventable or treatable or can
have their affect mitigated with appropriate rehabilitation.
Of the preventable or treatable conditions, over 50 per cent
are caused by under-corrected refractive error, which can
be corrected with glasses. For the remaining 50 per cent,
severity and affect on quality of life can be reduggg through
early detection, treatment, and rehabilitation.

Vision 2020: The Right to Sight is a global initiative
designed to eliminate avoidable blindness by the year 2020.
The initiative was established by an alliance including the
World Health Organization and the International Agency
for the Prevention of Blindness. A local initiative, Vision
2020 Australia, aims to implement the goals of the global
initiative in Australia. Over 50 Australian organisations
involved in vision and eyecare research, education, and
community health came together to work in 3 areas: the
general Australian population, the Aboriginal and Torres
Strait Islander populations, and global eyecare. As a
result, the National Eye Health Strategy was launched by
Vision 2020 Australia in February 2002, with the aim of
ellmlnatlnbg avoidable blindness and vision loss in Australia
by 2020." Eye screening ensures that vision impairment is
prevented or appropriately treated.

There are a series of recommendations regarding the
age at which to commence vision screening, and about
the frequency of screening, from national78and other
organisations including Vision 2020 Australia, " the Lions
Eye Health Program Austrelllai and the Royal Australian
College of Ophthalmologists. These recommendations
vary depending on age, rlsk level, and particular eye
condition being screened for.’ Screenlng is recommended
more often for high-risk groups such as people with
diabetes, or people with a family history of glaucoma or
Aboriginal and Torres Strait Islander people.

In 2004, the New South Wales Population Health Survey
asked respondents aged 16 years and over the following
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questions: “When did you last have your eyesight
checked?’, “As far as you know, do you have normal vision
in both eyes?’, ‘Do you currently wear glasses or contact
lenses?’, *‘Are you wearing glasses for reading or close
work, distance or both?’, ‘Even when wearing glasses or
contact lenses, do you have any difficulty reading or doing
close work?”’.

Results

Time since eyesight last tested among people 35 years
and over

In 2004, 72.5 per cent of people aged 35 years and over
reported that their vision had been tested in the last 2 years,
16.8 per cent within the last 2-5 years, 8.3 per cent more
than 5 years ago, and 2.4 per cent had never had their eyes
tested.

Among people tested in the last 2 years, there was no
significant difference between the proportion of males (70.8
per cent) and females (74.1 per cent) who had been tested.
Assignificantly greater proportion of people aged 55 years
and over (76.9 per cent to 87.0 per cent) and a significantly
lower proportion of those aged 35-44 years (59.3 per cent)
reported they had been tested.

There was no significant difference in the proportion tested
in the last 2 years between rural areas and urban areas. A
significantly lower proportion of people in the Greater
Southern Health Area (66.9 per cent) had their eyes tested
in the previous 2 years.

There was no significant variation in the proportion of
people tested in the last 2 years by level of socioeconomic
disadvantage.

Normal vision in both eyes

Overall 52.2 per cent of people aged 16 years and over
reported having normal vision in both eyes. Asignificantly
greater proportion of males (56.2 per cent) than females
(48.4 per cent) reported that they had normal vision. Normal
vision declined with age from 77.5 per cent in males and
65.2 per cent in females aged 16—24 years to 40.4 per cent
in males and 40.5 per cent in females aged 75 years and
over.

There was no variation in the proportion of people reporting
normal vision between rural areas and urban areas, or by
level of socioeconomic disadvantage.

Difficulty with reading

Among people aged 16 years and over, 14.5 per cent of
people reported that they had difficulty reading or doing
close work even with glasses. There was no difference
beween the proportion of males and females reporting
difficulty. A significantly lower proportion of people aged
16-44 years (5.6 per cent to 10.9 per cent) reported difficulty
with reading and close work even with glasses, compared
to the overall adult population. A greater proportion of
people aged 45-64 years (21.7 per cent to 24.3 per cent)
and 75 years and over (25.8 per cent) reported difficulty

with reading or close work, compared to the overall adult
population.

Asignificantly lower proportion of males in the quintile of
second least disadvantage (10.6 per cent) reported difficulty
doing reading or close work.

There was significant variation by geographic location,
with a significantly greater proportion of people in rural
areas (16.9 per cent) reporting difficutly reading or doing
close work even with glasses compared to people in urban
areas (13.9 per cent). A significantly greater proportion of
residents in the North Coast Health Area (19.0 per cent) and
a significantly lower proportion of residents in the Sydney
South West Health Area (11.6 per cent) reported difficulty,
compared to the overall adult population.

Figure 75 shows when eyesight was last checked by sex.
Figure 76 shows the proportion of people who had their
eyesight tested in the last 2 years by age. Figure 77 shows
the proportion of people with normal vision in both eyes
by age. Figure 78 shows the proportion of people who
experience difficulty with reading or doing close work even
with glasses or contact lenses by age.
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FIGURE 75

WHEN EYESIGHT LAST CHECKED BY SEX, PERSONS AGED 35 YEARS AND OVER, NSW 2004
Estimated Males Females Estimated
Number Number
Less than 1
788,300 47.8 48.5 836,700
year ago
1 year ago to
379,600 432,100
less than 2 years ago
2 years ago to
289,400 277,900
less than 5 years ago
143,100 3 ormore 141,500
years ago
47,600 Never 35,900
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 76

EYESIGHT TESTED IN LAST 2 YEARS BY AGE AND SEX, PERSONS AGED 35 YEARS AND OVER, NSW 2004
Estimated Males Age (years) Females Estimated
Number ge ly Number

131,600 88.1 75+ 86.4 188,500
166,900 65-74 84.0 194,500
253,100 55-64 78.5 256,100
315,700 45-54 75.3 333,300
286,500 35-44 59.9 293,000

1,153,800 NSW 741 1,265,400

100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 77

NORMAL VISION IN BOTH EYES BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Es’\tlimated Males Age (years) Females Estimated
umber Number
62,600 75+ 91,000
97,200 65-74 91,200
119,500 55-64 115,300
172,700 45-54 136,800
338,200 66.8 35-44 56.6 285,100
341,700 69.7 25-34 60.9 300,200
302,300 77.5 16-24 65.2 251,400
1,434,200 NSwW 1,270,900
100 8 0 40 20 o o 2 4 @ @ 10
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 78

DIFFICULTY WITH READING OR DOING CLOSE WORK EVEN WITH GLASSES OR CONTACT LENSES BY AGE AND
SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
Estimated Males A Females Estimated
Number ol (e Number
32,600 21.0 75+ 29.1 65,400
32,800 14.7 65-74 19.8 46,700
80,900 23.6 55-64 19.7 65,800
111,400 24.9 45-54 23.6 106,500
43,500 35-44 66,000
20,400 25-34 34,600
16,900 16-24 29,700
338,500 13.3 NSwW 414,700
100 80 60 40 20 0 40 60 80 100
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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Hearing
Introduction

Communication is a bzilsic human need and a key element
in social participation.  Hearing loss affects the ability to
understand speech, and reduces the ability to communicate,
work, and learn. In Australia, adult onset hearing loss is the
second leading cause of years lost to disability (YLIQD) in
males and the ninth leading cause of YLD in females. Itis
one of the most common disabilities in adulthood, V\alith a
particularly heavy burden of disability in the elderly.” The
Blue Mountains Hearing Study found a prevalence of 39.4
per cent hearing loss in a sample 9f residents aged 55-99
years living in the west of Sydney.

Hearing loss can be classified as mild, moderate, severe
or profound. Even mild hearing loss can cause problems
understanding speech and participating in conversations,
especially if background noise is present. In addition, many
people with 5mild hearing loss may be unaware of their
hearing loss.” The presence and degree of hearing loss can
be determined by audiometry.

The effect of hearing loss can be reduced by the use of a
hearing aid. The use of a hearing aid can reduce the effect of
hearing loss by approximately one Igé/el of severity in those
with mild to moderate hearing loss.”

Self-reported hearing loss has been validated as one way of
providing a reasonable estismate of the prevalence of hearing
loss among older people.” In 2004 the New South Wales
Population Health Survey collected information on hearing
testing, hearing loss, and the use of hearing aids among the
residents of New South Wales. People aged 16 years and over
were asked the following questions: ‘Have you ever had your
hearing tested?’, *As far as you know do you have normal
hearing in both ears?’, ‘Do you currently use a hearing aid?’,
and “‘How serious is your hearing loss?’.

Results

Hearing testing

Overall, 50.2 per cent of people aged 16 years and over
had ever had their hearing tested. A significantly greater
proportion of males reported ever having a hearing test
(60.8 per cent) than females (39.9 per cent). A significantly
lower proportion of males aged 16—24 years (48.6 per cent)
reported ever having their hearing tested, compared to
the overall adult male population. A significantly greater
proportion of females aged 75 years and over (47.6 per cent)
reported ever having a hearing test, compared to the overall
adult female population.

A significantly greater proportion of people in the Greater
Western Health Area (55.6 per cent) had ever had a hearing
test.

There was no significant variation in the proportion of
people ever having had a hearing test by socioeconomic
disadvantage.

Normal hearing

Overall, 80.7 per cent of people reported that they have
normal hearing in both ears. Asignificantly greater proportion
of females (85.1 per cent) than males (76.2 per cent) reported

normal hearing in both ears. Normal hearing declined with
age, declining from 93.4 per cent in males and 94.2 per cent
in females aged 16-24 years to 47.8 per cent in males and
62.9 per cent in females aged 75 years and over.

Normal hearing did not vary by level of socioeconomic
disadvantage.

There was significant variation in hearing loss by geographic
location. Asignificantly greater proportion of people in urban
areas (81.8 per cent) reported normal hearing than in rural
areas (76.9 per cent). This was largely attributable to the
significantly lower proportion of males in rural areas (70.4
per cent) having normal hearing than males in urban areas
(77.8 per cent). A significantly greater proportion of males
in the Sydney South West Health Area (82.7 per cent) and
a significantly lower proportion of males in the Hunter and
New England Health Area (68.0 per cent) reported normal
hearing, compared to the overall adult male population.
There was no significant variation among females between
health areas.

Currently using a hearing aid

In 2004, 15.2 per cent of people who reported they did
not have normal hearing in both ears were using a hearing
aid. Use of a hearing aid did not differ between males and
females. Among people with hearing loss use of a hearing
aid increased with age, increasing from 0.1 per cent in people
aged 16-24 years to 46.4 per cent in people aged 75 years
and over. A significantly greater proportion of people aged
65 years and over did not have normal hearing in both ears
and were using a hearing aid (24.7 per cent to 46.4 per cent),
compared to the overall adult population.

There was no significant variation in the proportion of people
using a hearing aid by socioeconomic disadvantage or by
rurality. A signficantly lower proportion of males in the
Sydney West Health Area (7.4 per cent) and a significantly
greater proportion of females in the Greater Western Health
Area (25.0 per cent) reported using a hearing aid, compared
to the overall adult population.

Figure 79 shows the proportion of people who have ever had
their hearing tested by age. Figure 80 shows the proportion
of people with normal hearing in both ears by age. Figure
81 shows the proportion of people currently using a hearing
aid by age.
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FIGURE 79

Estimated Males
Number

100,800 65.3
144,600 64.8
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302,300 67.9
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EVER HAD HEARING TESTED BY AGE AND SEX, PERSONS AGED 16 YEARS AND OVER, NSW 2004
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Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 80
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CURRENTLY USING A HEARING AID BY AGE AND SEX, PERSONS WHO CURRENTLY HAVE ABNORMAL HEARING
AGED 16 YEARS AND OVER, NSW 2004
Estimated Males A Females Estimated
Number e Number
40,000 50.2 75+ 42.6 34,200
29,500 29.5 65-74 10,100
14,000 11.7 55-64 10,600
1,600 1.2 45-54 2,500
2,100 2.3 I 35-44 1,800
25-34 1,000
16-24 0
87,300 14.9 ! All Ages 60,200
100 80 60 40 20 0 60 80 100
Per cent Per cent
Source: New South Wales Population Health Survey 2004 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Injury
Introduction

Youth violence has been identified as a major public
health issue by the World Health Organization. Homicide
and non-fatal assaults involving young people contribute
greatly to }Qg global burden of premature death, injury and
disability. " At the national level, in 1994, interpersonal
violence was identified as a priority and was included
in the National Goals, ;I'argets and Strategies for Injury
Prevention and Control.

The consequences of youth violence include physical and
psychological injury, and even death. In NSW, in 2002 and
2003, 7,042 people were hosgitalised for injuries resulting
from interpersonal violence.” Thirty-one per cent (2,213)
of these people were aged 15-24 years. The hospitalisation
rate of 246.3 per 100,000 for this age group was almost
2.5 times the overall rate and has increased from 227.3
per 100,000 in 1993-1994. The rate for males (389.6 per
100,000) was 4 times the female rate (87.7 per 100,000).

Youth violence can occur in a variety of locations
including the workplace, at home, on public transport, or
at recreational venues. The perpetrator could be a family
member, a friend, or an unknown assailant. However, little
is known about the true incidence of interpersonal violence
among young people in NSW. Most acts and consequences
of violence remain hidden and unreported and, as a result,

hospitalisation and police data underestimate the extent
of this health issue. Also little is known about the affect
of the problem, the activity of the victim at the time of
the attack, or the relationshipebetween the victim and the
perpetrator(s) of the violence. While little is known about
perpetrator(s) suspected drug use, there is now police data
that quite accurately reports alcohol usage and where tha;
alcohol was consumed for all cases where police attend.
An analysis of this data statewide could give substantial
estimates when compared with the results of the New South
Wales Population Health Survey.

Reliable data on violence is crucial not only for setting
priorities, guiding program design, and monitoring
progress, but also for advocacy to raise awareness
about the issue, for planning urban infrastructure, and
for implementing effec'give media campaigns to change
attitudes and behaviour.

In 2004, to monitor levels of youth violence in the
community, the New South Wales Population Health
Survey asked respondents aged 16-25 years the following
questions: “In the last 12 months has someone been
physically violent towards you? By physical violence |
mean being hit, slapped, pushed or kicked by someone to
cause harm’. Respondents who answered ‘yes’ were then
asked ‘In the last 12 months how many times has someone
been physically violent towards you?’, ‘Thinking about the
most recent time someone was physically violent toward
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you: Where were you when the violence occurred?’, “What
were you doing when the violence occurred?’,* Approx-
imately, how many people were involved in the violent
act against you?’,“What relationship do you have with the
person(s) who was—were violent towards you?’, ‘In your
opinion were the person(s) who was—were violent towards
you under the influence of alcohol or drugs at the time of
the act?’,“Were you injured as a result of the most recent
violence?’, ‘What type of injury did you have?’,*"What
medical treatment or professional health care (for example:
general practitioner or hospital) did you have as a result
of the violence?’, and “Was the violent act reported to the
police or other authorities?’.

Results
Prevalence of youth violence

Overall, in 2004, 12.5 per cent of people aged 16-25 years
reported that they had been a victim of personal violence
in the last 12 months. Among people between the ages of
16-25 years a significantly greater proportion of males
(17.3 per cent) than females (7.5 per cent) reported being
physically attacked in the last 12 months. The proportion
of people who were the victim of a physical attack in the
last 12 months did not vary by geographic location or by
socioeconomic status.

Location of violence

The location of violence differed between males and
females. For males, outdoor places (37.0 per cent) and
licensed premises (34.3 per cent) were the most common
locations where the violence occurred. Only 5.6 per cent
occurred at home, 1.7 per cent in indoor places, and 1.1 per
cent in the workplace. In contrast, among females 43.8 per
cent of the violence occurred in the home and 19.8 per cent
in the workplace. Only 4.4 per cent occurred in licensed
premises and 3.1 per cent in outdoor places.

Relationship with perpetrator of violence

The perpetrator of the violence also differed between males
and females. In males the perpetrator was most likely to be
an unknown assailment (61.5 per cent), followed by friend

(30.3 per cent), relative (4.8 per cent) and partner or spouse
(1.6 per cent). In contrast, among females the perpetrator
was more likely to be a spouse or a partner (42.2 per cent),
followed by an unknown assailant (16.6 per cent), friend
(19.4 per cent), and relative (5.9 per cent).

Figure 82 shows the location of the most recent physical
attack in last 12 months by sex. Figure 83 shows the
relationship of the victim with the person who was violent
towards them according to the victim’s sex.
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YEARS, NSW 2004
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