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1. FOREWORD

| am pleased to present this report from the New South Wales Adult Health Survey 2003, which
provides information on health behaviours, health status, access to health services, and social
capital, for people aged 16 years and over.

In 2003, the Centre for Epidemiology and Research, in partnership with the 17 area health
services, conducted the first year of the New South Wales Continuous Health Survey, using
computer-assisted telephone interviewing (CATI). In the continuous survey, interviews are
conducted year-round with all age-groups in every area health service in NSW. Data for the New
South Wales Adult Health Survey 2003 were collected from February to December 2003.

After describing the survey methods, this report presents information on health behaviours relating
to alcohol, environmental health, food handling, immunisation, injury prevention, nutrition,
physical activity, and smoking. This is followed by a chapter on health status, including: self-
rated health status, asthma, diabetes, adult incontinence, falls, mental health, oral health, and
overweight or obesity. Next there is a chapter on health services, including: difficulties getting
health care, emergency departments, community health services, and public dental services.
The final chapter covers social capital, including: social reciprocity and neighbourhood
connection, trust and safety, and participation in the local community.

Indicators are presented for males and females by age, socioeconomic disadvantage, and
geographic location, and are compared to previous years where possible. This is a descriptive
report and there is a wealth of other information in the survey dataset that may be of specific
interest. For these reasons, we encourage as many people as possible to access the dataset
through the Health Outcomes Information Statistical Toolkit (HOIST) or by request.

Further information can be obtained from the NSW Department of Health’s Centre for
Epidemiology and Research. Comments on the New South Wales Continuous Health Survey,
and on this report from the New South Wales Adult Health Survey 2003, are welcome.

| thank all the individuals and organisations who contributed their time and expertise to assist in
the development and conduct of the New South Wales Adult Health Survey 2003.

Greg Stewart
Deputy Director-General Public Health and Chief Health Officer
November 2004
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3. EXECUTIVE SUMMARY

Introduction

In 2003, the NSW Department of Health, in conjunction
with the 17 area health services, completed the second
year of the NSW Continuous Health Survey, an ongoing
survey of the health of people in NSW using computer-
assisted telephone interviewing (CATI). The main aims
of the NSW Continuous Health Survey are to provide
detailed information on the health of the people of NSW,
and to support the planning, implementation, and
evaluation of health services and programsin NSW. This
report describesthe New South Wales Adult Health Survey
2003, a major activity of the NSW Continuous Health
Survey.

The content of the New South Wales Adult Health Survey
2003 was developed by the Health Survey Program in
consultation with key stakeholders, area health services,
other government departments, and a range of experts.
The content covered the eight priority areas outlined in
Healthy People 2005: New Directions for Public Health
in NSW. The questionnaire was translated into five
languages: Arabic, Chinese, Greek, Italian, and
Vietnamese.

Interviews were carried out continuously between
February and December 2003. The target population for
the New South Wales Adult Health Survey 2003 was all
NSW residents aged 16 years and over living in
households with private telephones. Households were
sampled using list-assisted random digit dialling. When
a household was contacted, one person was randomly-
selected for interview. Information was collected on atotal
of 13,088 adults.

Health behaviours

Unhealthy behaviours contribute significantly to the
burden of death and ill health in NSW. Health behaviours
measured in the New South Wales Adult Health Survey
2003 included alcohal intake, food handling practices,
fruit and vegetabl e consumption, immunisation, physical
activity, smoking, and smoking in the home.

More than one-third of the overall population reported
undertaking risk-drinking behaviours. More males than
females reported risk-drinking behaviours, and young
adults of both sexes were more likely to report risk-
drinking behaviour than the general population. There
was geographic variation, with rural residents reporting
higher levels of risk-drinking than urban residents.
Encouragingly, there has been adecreasein the proportion
of people reporting risk-drinking behaviours since 1997.

Over three-quarters of people aged 65 years and over
reported being vaccinated against influenza in the past
12 months. Less than half of people in this age group
reported being vaccinated against pneumococcal disease
in the preceding five years. However, the proportion of

people being vaccinated against both these conditions
has continued to increase each year.

Just under half of all respondents reported eating the
recommended daily fruit intake, while only one in five
respondents reported consuming the recommended daily
minimum quantity of vegetables. Under half of
respondents reported using low fat milk. A greater
proportion of females than males consumed the
recommended amount of fruit, vegetables, and used low
fat milk each day. Overall, just over six per cent of
respondents reported that they had run out of food and
could not afford to buy more, on at least one occasion in
the previous 12 months.

Under half of al respondents aged 16 years and over
reported undertaking adequate levels of physical activity.
The proportion of males undertaking adequate physical
activity was greater than females.

In 2003, just over one in five adults aged 16 and over
reported that they are current smokers. More males than
femal es reported that they currently smoke. More than 80
per cent of respondents reported that their home was
smoke-free, while nine per cent reported people
‘occasionally’ smoked inside the house, and just under
nine per cent reported that people ‘frequently’ smoked
inside the house.

Health status

The New South Wales Adult Health Survey 2003 collected
information on a range of health indicators including:
self-rated health status, asthma, diabetes, incontinence,
falls, oral health, overweight or obesity, and psychological
distress.

Over 80 per cent of the population rated their own health
as ‘excellent’, ‘very good’, or ‘good’. There was no
difference between the proportion of males and females
who gave a positive rating of their health status.

Overall, 11 per cent of respondents aged 16 years and
over reported current doctor-diagnosed asthma. A greater
proportion of femal esthan malesreported current asthma.

Approximately six per cent of people aged 16 years and
over reported that a doctor had ever told them that they
had diabetes. M ore mal es than femal es reported diabetes.
The prevalence of diabetes increased with age and has
increased since 1997.

Almost one-quarter of people aged 65 years and over
reported afall in the last 12 months, with a significantly
greater proportion of females than males reporting afall.
Almost one-third of falls required medical treatment and
over one-quarter required hospitalisation.

Almost six per cent of all respondents reported that they
had none of their natural teeth.
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Just under half of al respondents reported being either
overweight or obese, and 16 per cent of people were
classified as obese. A significantly greater proportion of
malesthan femal eswere classified as overweight or obese.
The proportion of peopleclassified as overweight or obese
has risen since 1997.

Overall, one in nine respondents reported either “high’ or
‘very high' levels of psychological distress. Females were
morelikely than malestoreport ‘high’ or ‘very high’ levels
of psychological distress. Rates of ‘high’ and ‘very high’
psychological distressrose significantly between 1998 and
2003, but dropped between 2002 and 2003.

Health services

The New South Wales Adult Health Survey 2003 collected
information on the use of, and satisfaction with, health
servicesincluding emergency departments, hospitals, and
community health centres; and information on difficulties
obtaining health care when needed.

Over one in eight respondents reported experiencing
difficulties getting health care when needed. Femaleswere
more likely to have difficulties getting health care than
males, aswererural residents.

One in seven respondents reported attending an
emergency department in the previous 12 months; of
these, almost four-fifths rated the care received as

‘excellent’, ‘very good’, or ‘good’ . Similarly, onein seven
respondents had been admitted to hospital and over 90
per cent of these rated the care received as ‘excellent’,
‘very good’, or ‘good’. Just over five per cent of
respondents reported attending a community health
centre, with over 93 per cent rating the care they received
as‘excellent’, ‘very good’, or ‘good’.

Social capital

The term ‘social capital’ refers to the institutions,
relationships, and conventionsthat shape social networks,
foster trust, and facilitate coordination and cooperation
for mutual benefit. The New South Wales Adult Health
Survey 2003 included questions on social reciprocity and
neighbourhood connection, feelings of trust and safety,
and participation in the local community.

Nearly three-quarters of respondents stated that they could
ask someone in their neighbourhood for help with caring
for achild, if they needed to; and that they would be sad
if they had to leave their neighbourhood. Over two-thirds
of respondents reported feeling safe walking down their
street after dark. Males were more likely to report feeling
safe than females.

Overall, almost one-third of the population reported that
they had helped out a local group or organisation, and
more than half of the population had attended a local
community event in the past six months.

Vol. 15 No. S-4




4. SNAPSHOT OF ADULT HEALTH, NSW, 2003

S(Smoking) N(Nutrition and Obesity) A(Alcohol) P(Physical Activity) S(Psychological Distress) H(Health Status and

Health Services) O(Ora Health, Asthmaand Diabetes) T(Trust and Social Capital)

SNAPSHOT OF ADULT HEALTH, NSW, 2003

Topic Issue Indicator Male Female Persons
(%0) (%) (%)
Health behaviours Alcohol Alcohol risk drinking 41.5 30.4 35.9
Fruit Recommended daily fruit intake 39.0 52,15 45.9
Vegetables Recommended vegetable intake 11.8 26.7 19.3
Physical Activity Adequate physical activity 49.7 40.7 45.1
Smoking Current daily or occasional smoking 24.9 20.0 22.4
Smoke free households Smoke-free households - - 82.6
Health status Health status Excellent, very good, or good self-rated health status 81.9 79.8 80.8
Asthma Current asthma 9.2 12.7 11.0
Diabetes Diabetes or high blood sugar 6.9 5.5 6.2
Psychological distress High and very high psychological distress 9.3 12.9 11.1
Oral Health All natural teeth missing 4.2 7.4 5.8
Overweight or obesity Overweight or obesity 55.6 41.0 48.3
Health services Difficulty getting health
care Difficulties getting health care when needing it 11.4 15.2 13.3
Emergency department Emergency department care rated as excellent,
care rating very good, or good 80.2 7.7 79.0
Hospital care rating Hospital care rated as excellent, very good, or good 93.0 89.8 91.2
Social capital Participation Attended a community event at least once in the
last six months 54.5 62.2 58.4
Trust Most people can be trusted 71.6 68.0 69.8
Safety Feel safe walking down their street after dark 80.4 56.8 68.4
Reciprocity—Social
engagement Visit neighbours 66.9 64.0 65.4

10
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5. METHODS

Introduction

In 2003, the NSW Department of Health, in conjunction
with the 17 area health services, completed the second
year of the NSW Continuous Health Survey, an ongoing
survey of the health of people in NSW using computer-
assisted telephone interviewing (CATI). The main aims
of the NSW Continuous Health Survey are to provide
detailed information on the health of the people of NSW,
and to support the planning, implementation, and
evaluation of health services and programsin NSW.

Prior to the introduction of the NSW Continuous Health
Survey, the Centre for Epidemiology and Research
conducted adult health surveysin 1997 and 1998, an older
people’s health survey in 1999, and a child health survey
in 2001.

This section describes the methods used to conduct the
New South Wales Adult Health Survey 2003, which reports
on the health of NSW residents aged 16 years and over.

New South Wales Adult Health Survey 2003
Survey instrument

The survey instrument for the New South\Wales Adult Health
rvey 2003 was devel oped by the Health Survey Program
in consultation with key stakeholders, area hedlth services,
other government departments, and a range of experts.

The survey instrument included: questions previously
used by the Health Survey Program; new questions
developed specifically for the New South Wales Adult
Health Survey 2003; and questions devel oped specifically
for the area health services. All new questions that had
previously not been used were submitted to the NSW
Department of Health’s Ethics Committee for approval
prior to their use. New questions were also field-tested
prior to inclusion in the survey.

The final survey instrument covered the eight priority
areas outlined in Healthy People 2005: New Directions
for Public Health in New South Wales,* and included
guestions on:

¢ socia determinantsof health, including demographics
and social capital;

e environmental determinants of health, including
environmental tobacco smoke, injury prevention, and
environmental risk;

e individual or behavioural determinants of health,
including physical activity, body mass index,
nutrition, smoking, alcohol consumption, immunisa-
tion, and health status;

* major health problems, including asthma, diabetes,
oral health, falls, and mental health;

* population groups with special needs, including older
people, and rura residents;

® settings including access to, use of, and satisfaction
with health services; and health priorities within
specific area health services;

* partnerships and infrastructure, including evaluation
of campaigns and policies.

The survey instrument wastranslated into five languages:

Arabic, Chinese, Greek, Italian and Viethamese.

Survey sample

The target population for the New South Wales Adult
Health Survey 2003 was all NSW residents living in
households with private telephones. The target sample
comprised approximately 1,000 people in each of the 17
area health services (total sample of 17,000).

The sampling frame was developed as follows. Records
from the Australia on Disk electronic White Pages were
geo-coded using Maplnfo mapping software.?® The geo-
coded telephone numbers were assigned to statistical local
areas and area health services. The proportion of numbers
for each telephone prefix by area health service was
calculated. All prefixes were expanded with suffixes
ranging from 0000 to 9999. The resulting list was then
matched back to the electronic phone book. All numbers
that matched numbers in the electronic phone book were
flagged and the number was assigned to the relevant geo-
coded areahealth service. Unlisted numberswere assigned
to the area health service containing the greatest
proportion of numberswith that prefix. Numberswerethen
filtered to eliminate contiguous unused blocks of greater
than 10 numbers. The remaining numbers were then
checked against the business numbers in the electronic
phone book to eliminate business numbers. Finally,
numbers were randomly sorted.

When househol dswere contacted, one person was sel ected
using random numbers generated by the CATI system.

Interviews

Interviews were carried out continuously between
February and December 2003. Households selected that
had addresses in the electronic phone book were sent a
letter describing the aims and methods of the survey two
weeks prior to initial attempts at telephone contact. A
1800 freecall contact number was provided for potential
respondents to verify the authenticity of the survey and
to ask any questions regarding the survey. Trained
interviewers at the NSW Health Survey Program facility
carried out interviews. Up to seven calls were made to
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establish initial contact with a household, and five cals
were made in order to contact a selected respondent.

Call outcomesand responserates

During the survey, 78,097 telephone numberswere called.
The outcome for these telephone numbers is shown in
Table 1. Only 26,838 (34.4 per cent) of the numberscalled
yielded an eligible household. The remaining numbers
were not answered (despite seven call backs); or were
disconnected; or were business, fax, or interstate numbers.

In total, 15,837 interviews were conducted, with at least
837 interviews in each area health service and 13,088
with people aged 16 years or over. The overall response
rate was 67.9 per cent (completed interviews divided by
completed interviews and refusals). Responseratesvaried
by area health service, from 57.95 per cent in South
Eastern Sydney Area Health Service to 74.9 per cent in
New England Area Health Service (Table 2). Most
respondents (99 per cent) were interviewed in English.
The remaining interviews were conducted in Arabic,
Chinese, Greek, Italian, and Vietnamese (Table 3).

Data analysis

For analysis, the survey sample was weighted to adjust
for differences in the probabilities of selection among
subjects. These differences were due to the varying
number of people living in each household and the
number of residential telephone connections for the
household and the varying sampling fraction in each
health area.

‘ Post-stratification’ weightswere used to reduce the effect
of differing non-response rates among males and females
and different age groups on the survey estimates. These
weightswere adjusted for differences between the age and
sex structure of the survey sample and the Australian
Bureau of Statistics 2001 mid-year population estimates
(excluding people resident in institutions) for each area
health service. Further information on the weighting
process is provided elsewhere.*

Call and interview data were manipulated and analysed
using SASversion 8.02.° The SURVEY MEANS procedure
in SAS version 8.02 was used to analyse the data and
calculate point estimates and 95 per cent confidence
intervals for the estimates. The procedure calculates
standard errors adjusted for the design effect factor or DEFF
(the variance for a non-random sample divided by the
variance for a simple random sample). It uses the Taylor
expansion method to estimate sampling errors of
estimators based on the stratified random sample.®

The K10+ measur e of psychological distress

The K10+ scale was included in the New South Wales
Adult Health Survey 2003, asameasure of ‘ psychol ogical
distress'.5” The K10 is a 10-item questionnaire intended
to yield a global measure of psychological distress. It
includes questions about the level of anxiety and

TABLE 1

OUTCOME OF TELEPHONE CALLS

Outcome Number of
telephone numbers

No Answer after 7 attempts 11360
Not Connected 27902
Business telephone number or fax number 11501
HH not in NSW or holiday house 496
Respondent away for duration of survey 1186
Respondent confused or deaf 1495
Respondent spoke non-translated language 831
Refusal to participate 7489
Complete interview 15837
Total Telephone Numbers called 78097

TABLE 2

COMPLETED INTERVIEWS AND RESPONSE RATES
BY HEALTH AREA

Health area Total Response rate
respondents %
Central Coast 906 68.33
Central Sydney 837 60.30
Far West 904 71.86
Greater Murray 929 73.67
Hunter 993 69.68
lllawarra 904 66.67
Macquarie 962 73.38
Mid-North Coast 1021 71.20
Mid Western 1034 73.65
New England 952 74.90
Northern Rivers 982 70.34
Northern Sydney 933 66.03
South Eastern Sydney 867 57.95
Southern 884 74.47
South West Sydney 922 60.22
Wentworth 900 65.50
Western Sydney 907 60.67
Grand Total 15837 67.89

TABLE 3

COMPLETED INTERVIEWS BY LANGUAGE
Language Number of respondents
English 15699

Arabic 7

Chinese 94

Italian 0

Greek 2
Vietnamese 35

All 15837

depressive symptomsin the most recent four-week period.
For each question, there is a five-level response scale
based on the amount of time (from none of the time
through to all thetime) during afour-week period that the
person experienced the particular problem.
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Scoring of the raw questionnaire assigns between oneand
five pointsto each symptom, with avalue of oneindicating
that the person experiencesthe problem ‘ none of thetime’
and five indicating ‘al of the time'. It follows that the
total K10 score for each person ranges from 10 points
(that is, all responsesare‘ none of thetime') through to 50
(al responsesare ‘al of thetime').8°

The K10 scores cal culated for the New South Wales Adult
Health Survey 2003 are a combination of actual and
imputed scores. Where a respondent answered all 10
questions, the K10 score was simply the sum of the
individual scoresfor each question. Where the respondent
answered nine questions, the scorefor the missing question
was imputed as the mean score of the nine answered
guestions.

Indices of geographic remoteness and socioeconomic
disadvantage: ARIA and SEIFA

TheAccessibility—Remoteness Index for Austraia(ARIA)
is a measure of the remoteness of alocality based on its
accessihility to service centres.® It is derived using the
road distances from 11,340 populated localities to 201
service centres across Australia. For each locality, the
accessibility to services is expressed as a continuous
measure from 0 (high accessibility) to 12 (high remoteness)
and grouped into five categories: highly accessible,
accessible, moderately accessible, remote, and very
remote.

The Socio-Economic Indexes for Areas (SEIFA) describe
the socioeconomic aspects of geographical areas in
Australia, using anumber of underlying variables such as
family and household characteristics, personal educational
qualifications, and occupation.*!

The SEIFA Index that is used to provide breakdowns of
the New South Wales Adult Health Survey 2003 data is
the Index of Relative Socio-Economic Disadvantage. This
index iscal culated based on attributes such aslow income
and educational attainment, high unemployment, and
people working in unskilled occupations.

SEIFA index values are grouped into five quintiles, with
quintile one being the least disadvantaged and quintile
five being the most disadvantaged.

Both the ARIA and SEIFA indexes were assigned to the
results of the New South Wales Adult Health Survey 2003,
based on respondents’ postcode of residence. Rates for
each SEIFA quintile were calculated for severa health
indicatorsincluded inthisreport, to enable socioeconomic
comparisons.
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6. REPRESENTATIVENESS OF SAMPLE

Males were under-represented in the survey, making up
43.1 per cent of the survey sample, compared with 49.8
per cent of the NSW population. Conversely, femaleswere
over-represented, making up 56.9 per cent of the survey
sample, compared with 50.2 per cent of the NSW
population. Among both sexes, people aged 44 years or
younger were under-represented in the sample, while
people aged 45 years or over were over-represented.
Comparisons of the distribution of the survey sample and
that of the population are shown in Table 4. After
weighting, the age- and sex-distribution of the survey
sample reflected that of the population.

Indigenous people comprised 1.7 per cent of the survey
sample, which is slightly lower than their representation
in the NSW population (1.9 per cent), and people bornin
Australia comprised 83.4 per cent of the survey sample,
which is higher than their representation in the NSW
population (70.5 per cent) according to the 2001 Census.*

Figures 1-2 and Table 4 provide information on the age
distribution of the unweighted survey sample versusNSW
population for males and females. Figures 3-10 show the
distribution of the survey sample, after weighting, by
SEIFA Index of Relative Socioeconomic Disadvantage
(IRSD) quintile, Accessibility—Remoteness Index (ARIA)
quintile, Aboriginal or Torres Strait | slander status, country
of birth, people who speak alanguage other than English
at home, current employment status, highest level of
school completed, and annual household income.
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FIGURE 2

AGE DISTRIBUTION OF UNWEIGHTED SURVEY SAMPLE VERSUS NSW POPULATION, FEMALES
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TABLE 4

SURVEY SAMPLE SIZE AND NSW POPULATION, BY AGE AND SEX
Age group Survey sample (unweighted) NSW population June 2001
Males Females Persons Males Females Persons

no % no % no % no % no % no %
0-4 449 2.8 408 2.6 857 5.4 216165 3.4 205368 3.2 421533 6.6
5-9 430 2.7 420 2.7 850 5.4 227812 8.5 216394 3.4 444206 6.9
10-14 500 3.2 419 2.6 919 5.8 227588 8.9 217375 3.4 444963 6.9
15-19 382 2.4 383 2.4 765 4.8 227721 8.9 216977 3.4 444698 6.9
20-24 313 2 379 2.4 692 4.4 225099 8.5 218248 3.4 443347 6.9
25-29 305 1.9 425 2.7 730 4.6 239049 3.7 240309 3.7 479358 7.5
30-34 il 2.2 532 3.4 883 5.6 240531 3.7 244466 3.8 484997 7.6
35-39 319 2 528 3.3 847 5.8 249066 8.9 249049 8.9 498115 7.8
40-44 423 2.7 565 3.6 988 6.2 247580 3.9 248446 3.9 496027 7.7
45-49 486 3.1 675 4.3 1161 7.3 227174 8.9 227345 8.9 454519 7.1
50-54 485 3.1 706 4.5 1191 7.5 217425 3.4 211700 8.8 429125 6.7
55-59 550 8.9 727 4.6 1277 8.1 172154 2.7 167097 2.6 339252 5.8
60-64 449 2.8 651 4.1 1100 6.9 138303 2.2 137548 2.1 275851 4.3
65-69 473 3 595 3.8 1068 6.7 113093 1.8 118969 1.9 232062 3.6
70-74 382 2.4 572 3.6 954 6 101442 1.6 114794 1.8 216236 3.4
75-79 322 2 552 3.5 875 5. 75318 1.2 98246 1.5 173564 2.7
80+ 212 1.3 468 3 680 4.3 55307 0.9 88413 1.4 143721 2.2
Total 6831 43.1 9006 56.9 15837 100 3200827 49.8 3220744 50.2 6421573 100
Source: NSW Adult Health Survey 1997, 1998 and 2002 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 3
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FIGURE 4
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FIGURE 5

ABORIGINAL ORTORRES STRAIT ISLANDER ORIGIN, PERSONS AGED 16 YEARS AND OVER, NSW 2003

Estimated Males Females Estimated
Number Number

Aboriginal but
31,600 1.3 not Torres 1.5 38,500
Strait Islander

Torres Strait
3,300 0.1 Islander but not 0.2 4,800
Aboriginal origin

Aboriginal and
1,000 0.0 Torres Strait 0.1 1,700
Islander origin

Not Aboriginal or Torres
2,412,000 | 98.5 . - 98.2 | 2,476,700
Strait Islander origin

100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 6

COUNTRY OF BIRTH, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated Males Females Estimated
Number Number

UK,US,New Zealand,

246,300 10.0 . 9.2 231,300

Canada & South Africa
1,803,300 73.4 Australia 75.4 1,902,900

Non-English speaking

407,100 16.6 . 15.4 387,400

countries
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 7

LANGUAGE SPOKEN AT HOME, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated VEIES AEEIES Estimated
Number Number
37,200 15 Arabic, Lebanese 1.3 33,200
47,200 20] Chinese Canionese, | ; g 45,800
3,500 0.1 Vietnamese 0.3 7,800
28,700 1.2 Italian 0.9 22,500
25,400 1.1 Greek 1.1 26,900
16,900 0.7 Filipino, Tagalog 0.4 10,100
10,900 0.5 Spanish 0.5 12,700
11,400 0.5 Indonesian, Bahasa 0.2 4,800
14,000 Hindi 0.8 19,200
2,066,800 85.7 English 86.8 2,159,800
149,000 6.2 Other languages 5.7 142,900
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 8
CURRENT EMPLOYMENT STATUS, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
Worked for payment
1,617,900 66.0 ) 48.1 1,212,000
or profit
Worked for payment
104,000 4.2 . 4.6 114,800
Iprofit but absent
Unpaid work
14,400 0.6 . ’ ) 11 27,000
in a family business
Other
27,700 11 ) 1.6 40,900
unpaid work
687,800 28.1 - Did not work 44.6 1,123,400
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 9

HIGHEST LEVEL OF SCHOOL COMPLETED, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
5.300 Never attended 0.1 2.600
school
Currently still
8,300 - 0.3 7,200
163,800 Years 6.5 162,200
or below
129,700 Year9 5.9 148,000
or equivalent
Year 10
741,700 or equivalent 32.3 811,300
122,300 Year 11 5.1 126,800
or equivalent
1,275,500 52.1 Year 12 49.9 1,251,000
or equivalent
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent
Source: NSW Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 10
ANNUAL HOUSEHOLD INCOME, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
99,800 Less than $10,000 6.9 130,800
277,500 $10,000-$20,000 17.1 325,100
386,200 18.8 $20,000-$40,000 20.2 383,600
370,300 18.1 $40,000-$60,000 18.6 354,300
319,300 $60,000-$80,000 13.2 251,000
595,700 29.1 More than $80,000 24.0 455,900
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent
Source: NSW Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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/. HEALTH BEHAVIOURS

Health behaviours in adulthood influence health and
wellbeing, particularly inrelation to diet, physical activity,
smoking (both active and passive), alcohol and drugs,
immunisation against vaccine preventabl e diseases, cancer
screening, injury prevention, and exposureto environmental
risk. Preventable disease and premature mortality are
directly affected by these health behaviours throughout
adulthood. The health behaviours measured in the New
South Wales Adult Health Survey 2003 included alcohol
intake, environmental health risks, immunisation, injury
prevention, nutrition, physical activity, and smoking and
exposure to tobacco smoke in the home.

Alcohol
Introduction

Alcohol affects health in a number of ways, including:
acute physical effects, such as intoxication and alcohol
overdose; chronic physical effects, such as cirrhosis of
the liver, heart disease, brain damage, and memory loss;
and the effects of alcohol consumption on the health of
others, such as road trauma caused by drink-driving and
alcohol-related violence.* Alcohol abuseisalso associated
with crime, social problems, and lost productivity.

Alcohol consumption is second only to tobacco
consumption as a preventable cause of drug-related
morbidity and mortality in Australia The Australian
Institute of Health and Welfare estimatesthat in 1998 there
were 3,271 alcohol-related deaths and 43,032 hospital
episodes arising from the misuse of alcohol.? The
proportion of peoplein Australiawho engagein high risk
drinking, as measured in the National Health Surveys,
has not changed since 1990.°

Despite the major harms associated with excessive a cohol
consumption, anumber of health benefits are believed to
accruefrom low-to-moderate alcohol consumption. These
include: reduced strain of chronic stress and negativelife
events, decreased risk of stone formation in the kidney
and gall bladder; increased bone mineral density; and
decreased mortality from cardiovascular diseasein middle-
aged and elderly populations.*

To monitor levels of alcohol use in the community, the
New South Wales Adult Health Survey 2003 included
guestions on the consumption of alcohol. Respondents
were asked the following questions: ‘How often do you
usually drink alcohol 7 ; * On aday when you drink alcohal,
how many standard drinks do you usually have?; ‘In the
past four weeks how often have you had morethan four [if
male] or two [if female] drinksinaday? ; ‘ In the past four
weeks, how often have you had 11 or more [if male] or
seven or more [if female] drinksin aday?; ‘In the past
four weeks how often have you had 7-10 [if male] or 5-6
[if female] drinksin aday? .

Results
Any alcohol risk-drinking behaviour

‘Any acohol risk-drinking behaviour’ was defined, as per
Guideline 1 of the NHMRC Australian Alcohol Guide-
lines,® asone or more of thefollowing: consuming alcohol
every day; consuming on average more than four [if male]
or two [if female] ‘ standard drinks’ per day; or consuming
morethan six [if male] or four [if femal€e] ‘ standard drinks
on any occasion in the past four weeks.

In 2003, more than one-third of the overall population
(35.7 per cent) undertook ‘any risk drinking behaviour’.
The proportion of males (41.3 per cent) engaging in any
risk drinking behaviours was significantly higher than
the proportion of females (30.3 per cent).

Among males, a significantly higher proportion of those
aged 25-34 years (49.2 per cent) and asignificantly lower
proportion of those aged 65 years and over (33.6 per cent
to 33.9 per cent) undertook any risk-drinking behaviour,
compared with the overall male population. Among
females, a significantly greater proportion of those aged
16-34 years (37.1 per cent to 44.0 per cent) and a
significantly lower proportion of those aged 55 years and
over (16.9 per cent to 22.0) per cent) were likely to
undertake any risk-drinking behaviour, compared with
the overall female population.

There was significant geographic variation in ‘any risk
drinking behaviour’, with asignificantly higher proportion
of rural residents (39.8 per cent) reporting any risk drinking
behaviour than urban residents (34.6 per cent).

A significantly greater proportion of males (48.3 per cent)
in the second least socioeconomically disadvantaged
quintilewerelikely to undertake risk-drinking behaviours
than the overall male population. Therewas no significant
difference in the proportion of females undertaking risk
drinking behaviours by socioeconomic quintile.

Encouragingly, there has been a significant decreasein the
proportion of peoplereporting ‘ any risk drinking behaviour’
between 1997, (42.3 per cent) and 2003 (35.7 per cent).
This decrease was greater in males (50.7 per cent to 41.3
per cent) than females (34.1 per cent to 30.4 per cent).

High short-term alcohol risk

Short-term alcohol risk was categorised into ‘low risk’
(having consumed up to six standard drinks on any one
day if male, or up tofour drinksif female); ‘risky’ (having
consumed 7-10 standard drinks on any one day if male,
and 56 if female), and ‘high risk’ (having consumed 11
or more standard drinksin any one day if male, and seven
or more if female), as per the WHO International Guide
for Monitoring Alcohol Consumption and Related Harm.®
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Overall in 2003, 72.3 per cent of people who consumed
alcohol were categorised asat ‘low risk’ asaresult of their
drinking behaviour, 13.1 per cent as ‘risky’, and 14.6 per
centasat a‘highrisk’ of harminthe short-term, asaresult
of their drinking. Among people who consumed alcohol,
the proportion of males reporting short-term high-risk
drinking (17.8 per cent) was significantly higher than the
proportion of females (10.9 per cent).

Among males who consumed alcohol, a significantly
higher proportion of those aged 16-34 years (26.6 per
cent to 33.8 per cent), and asignificantly lower proportion
of those aged 45 years and over (0.9 per cent to 10.9 per
cent) undertook short-term high-risk drinking compared
with the overall population of males who consumed
alcohol. Among females who consumed alcohol, a
significantly higher proportion aged 16-34 years (15.9
per cent to 27.1 per cent) and a significantly lower
proportion aged 55 years and over (0.3 per cent to 2.1 per
cent) werelikely to undertake short-term high-risk drinking
compared with the overall female population.

Among people who consumed alcohol, there was no
significant differencein thelevelsof short-term high-risk
drinking between urban residents (14.5 per cent) and rural
residents (15.3 per cent). A significantly greater proportion
(19.4 per cent) of people in the second quintile of
socioeconomic disadvantage and a significantly lower
proportion of people in the first (10.4) and third (11.5)
quintiles of socioeconomic disdavantage engaged in
short-term high-risk drinking.

There was no significant change in the proportion of
people engaging in short-term high-risk drinking between
2002 and 2003.

Figures 11-12 show the proportion of people reporting
any alcohol risk drinking by age and socioeconomic
disadvantage. Figures 13 and 14 provide information on
short term acohol risk drinking in the past four weeks,
and the proportion of people reporting high risk drinking
in the last four weeks by age.
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ANY ALCOHOL RISK DRINKING BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Es,flilTn?tht: Males Age (years) Females Eitliq%ztfd
43,800 75+ 16.9 31,400
72,000 65-74 19.3 44,700
112,900 36.8 55-64 22.0 66,600
165,200 375 45-54 27.9 121,800
196,200 39.8 35-44 30.7 151,600
233,300 49.2 25-34 37.1 179,500
180,500 48.2 16-24 44.0 167,000
1,003,900 41.3 NSW 30.3 762,600
1(IJO BIO 6IO 4IO 2IO 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 12

ANY ALCOHOL RISK DRINKING BEHAVIOUR BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
Estimated Males Females
Number
186,600 37.9 Sth Quintile 26.8
most disadvantaged
255,200 41.0 4th Quintile 30.8
193,900 38.2 3rd Quintile 29.8
227,500 48.3 2nd Quintile 33.4
1st Quintile
140,600 419 least disadvantaged i1
1,003,900 41.3 NSW 30.3
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 13

YEARS AND OVER, NSW, 2003

SHORTTERM ALCOHOL RISK INTHE PAST FOUR WEEKS, PERSONS WHO CONSUME ALCOHOL AGED 16

Estimated Males Females Estimated
Number Number
1,340,700 66.8 Low Risk 78.5 1,356,800
308,800 Risky 10.5 181,400
358,000 17.8 High Risk 11.0 190,900
100 80 60 40 20 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 14
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Environmental health
Introduction

Human health and the environment are linked. In rural
areas, issues as diverse as land use, agricultural practice,
water quality, and biodiversity, influence human health.
Similarly, in the urban and built environment, air and water
quality, transport choice, urban form, and environmental
health infrastructure, influence health status'. Increasingly,
the effect on human health of global phenomena, such as
population growth and climate change, are recognised at
alocal level .2

Respondentsin the New South Wales Adult Health Survey
2003 were asked about their normal source of water and
methods of treating water before drinking. Respondents
were asked thefollowing questions: ‘ What isyour normal
source of drinking water? , and ‘Do you treat your water
before drinking? .

Results
Drinking water

Overall, in 2003, 81.1 per cent of people aged 16 years
and over used a public water supply astheir usual source
of drinking water. The next most prevalent sources of
drinking water were bottled water (8.8 per cent) and rain
water (7.7 per cent).

Of the respondents whose usual source of drinking water
was a public water supply, 62.4 per cent did not treat their
drinking water, while 33.8 per cent reported that they either
filter (21.3 per cent) or boil (12.5 per cent) their water
before drinking.

A significantly greater proportion of people aged 65 years
and over (85.5 per cent to 88.0 per cent), and a
significantly lower proportion of people aged 1624 years
(77.1 per cent) used public water as their usual source of
drinking water.

The proportion of people in rura areas (61.5 per cent)
using public water as their usual water supply was
significantly lower than the proportion in urban areas (86.6
per cent).

A significantly greater proportion of people in the first
(87.6 per cent) and second (86.5 per cent) least
disadvantaged quintiles, and a significantly lower
proportion of people in the second most disadvantaged
quintile (75.7 per cent), used public water as their usua
water supply, compared to the overall population.

There was no change in the proportion of people using
public water as their usual water supply between 2002
(81.1 per cent) and 2003 (81.1 per cent).

Figure 15 shows the proportion of people who treated
their public water supply before drinking, and Figure 16
shows the proportion, by socioeconomic disadvantage,
who used public water as their usual source of water.
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FIGURE 15

OVER, NSW, 2003
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FIGURE 16
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Food handling
Introduction

Thethree most frequently encountered hazards associated
with outbreaks of foodborne illness are: temperature
misuse, inadeguate handling of food, and contaminated
raw material.! As such, good food hygiene in the home
can help protect household members from foodborne
illness. Householders involved in food preparation are
advised to: always wash hands with soap before handling
food; wash hands, knives and chopping boards carefully
after using them to cut or handle meat; keep cooked food
separate from uncooked meats; keep poultry in thefridge;
and wash vegetables thoroughly before use. Perishable
foods should be stored below five degrees Celsius, or kept
hot above 60 degrees Celsius.?

The New South Wales Adult Health Survey 2003 asked
respondents about food handling practices in the home.
Respondents were asked the following question about
food handling: ‘ Thinking about the last time that you
prepared raw meat or chicken when cooking, after
preparing it did you: Wipe your hands or rinse them
without using soap or wash your hands with soap, or
continue cooking without cleaning your hands?'.

Results

Overall, in 2003, 60.8 per cent of people aged 16 years
and over reported that they washed their hands with soap
after preparing raw meat. A significantly greater proportion
of females (64.4 per cent) washed their hands with soap
after meat preparation than males (56.3 per cent).

The proportion of people washing hands with soap
decreased with age. A significantly greater proportion of
femal es aged 1634 years (70.8 per cent to 72.7 per cent)
and a significantly lower proportion of females aged 65
years and over (54.8 per cent to 55.6 per cent) washed
their hands with soap after preparing meat compared to
the overall female population. There was no significant
variation by age among males.

The proportion of people in rural areas (55.2 per cent)
who washed their hands with soap after meat preparation
was significantly lower than the proportion in urban areas
(62.3 per cent).

There was no significant variation in the proportion of
people hand washing with soap after meat preparation by
socioeconomic disadvantage.

No comparative data are available for thisindicator prior
to 2003.

Figure 17 shows hand washing when preparing raw meat,
and Figure 18 shows hand washing with soap when
preparing raw meat by age.
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FIGURE 17
HAND WASHING WHEN PREPARING RAW MEAT, NSW, 2003
Estimated Males Females Estimated
Number Number
1,094,500 44.8 Wash hands with soap 60.1 1,513,900
Wipe or rinse hands
683,000 ) . 30.7 773,900
without using soap
Continue cooking
164,900 ) ) 25 63,300
without cleaning hands
Do not handle raw
500,900 6.6 166,100
meat or do not cook
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

HAND WASHING WITH SOAP WHEN PREPARING RAW MEAT BY AGE, PERSONS AGED 16 YEARS AND OVER,
NSW, 2003
ES’E:[Tn?Lee? Males Age (vears) Females Eimaetred
42,600 59.9 75+ 55.6 93,400
87,300 63.2 65-74 54.8 122,400
128,000 56.9 55-64 60.8 178,600
224,200 59.6 45-54 61.7 261,400
218,700 52.0 35-44 65.1 312,300
234,900 54.9 25-34 70.8 318,900
158,800 55.9 16-24 72.7 226,900
1,094,500 56.3 NSW 64.4 1,513,900
1(IJO BIO 6I0 4I0 2I0 (I) 0 2IO 4IO 6I0 8I0 1(I)O
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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Immunisation
Introduction

In NSW, despite substantial progress in reducing the
incidence of vaccine preventable diseases, increases in
immunisation levels are needed to further reduce and
eliminate these causes of illness and death.!

Influenza (or flu) is caused by the influenza virus and is
characterised by abrupt onset of fever, myalgia, headache,
sore throat, and acute cough, and can cause extreme
malaise lasting several days. Although usually not life
threatening, influenza can be complicated by secondary
bacterial pneumonia in individuals whose medical
condition makes them vulnerable. Under the National
Influenza and Pneumococcal Vaccination (NIPV)
Program,! influenzavaccineis provided freeto all people
aged 65 years and over. For Aboriginal and Torres Strait
Islander people, thevaccineis provided freeto those aged
50 years and over, and to those aged 1549 years who
may be at increased risk because of chronic illness.

Streptococcus pneumoniae (pneumococcus), a bacterial
inhabitant of the upper respiratory tract, isamajor cause
of pneumonia, meningitis, and middle-ear infection,
particularly inyoung children, the elderly, and Aboriginal
and Torres Strait Islander people. The NHMRC
recommends immunisation against pneumococcal disease
every five years for: all people aged 65 years and over;
Aborigina and Torres Strait | slander people aged 50 years
and over; and people with compromised immune systems,
chronic illness, or who have had their spleen removed.?

In the New South Wales Adult Health Survey 2003 the
following questions were asked to respondents aged 50
years and over: ‘Has a health professional ever advised
you to be vaccinated against the flu?', ‘Were you
vaccinated or immunised against flu in the past 12
months?', ‘Has a health professional ever advised you to
be vaccinated against pneumonia?’, ‘When were you last
vaccinated or immunised against pneumonia? .

Results
Influenza vaccination

Overall, in 2003, 49.0 per cent of the population aged 50
yearsand over reported having had an influenzavaccination
inthe past 12 months. A significantly greater proportion of
females (52.3 per cent) reported having had an influenza
vaccination than males (45.6 per cent). The proportion of
people vaccinated against influenza did not differ between
urban areas (49.5 per cent) and rural areas (47.6 per cent).
The proportion receiving influenza vaccination did not
vary by level of socioeconomic status. Influenza
vaccination coverage has increased significantly overal,
between 1997 (34.6 per cent) and 2003 (49.0 per cent).

In people covered by the NIPV Program (those aged 65
years and over), the proportion vaccinated against

influenza was 75.8 per cent. The proportion of people
who reported they were vaccinated against influenzawas
significantly lower (64.4 per cent) among those aged 65—
69 years and significantly higher (82.7 per cent) among
those aged 75 years and over, than in the overall
population covered by the NIPV program.

There was no significant difference between the
proportion of residents aged 65 years and over reporting
influenza vaccination in rural areas (73.6 per cent) and
urban areas (76.6 per cent). The proportion reporting
vaccination against influenza in the last 12 months did
not vary significantly by level of socioeconomic
disadvantage.

Rates of vaccination against flu in people covered by the
NIPV program haveincreased significantly, from 57.1 per
cent in 1997 to 75.8 per cent in 2003.

Pneumococcal vaccinations

Almost one in four (23.2 per cent) people aged 50 years
and over reported having had apneumococcal vaccination
in the past five years. Of these, 11.3 per cent reported
being vaccinated in the past 12 months, 11.9 per cent
were vaccinated 13 months to five years ago and 1.0 per
cent were vaccinated more than five years ago. More
females had been vaccinated against pneumococcal
disease in the last five years (25.2 per cent) than males
(21.0 per cent). The proportion of people vaccinated
against pneumococcal diseaseincreased with age and also
with increasing socioeconomic disadvantage. There was
no significant difference in the proportion of people
vaccinated against pneumococca pneumoniainrura areas
(22.9 per cent) and urban areas (23.3 per cent).

Between 2002 and 2003, therewas asignificant increasein
the proportion of people aged 50 years and over who were
vaccinated against pneumococca pneumonia, from 20.2
per cent to 23.2 per cent.

Among people covered by the NIPV program (people aged
65 years and over), the proportion vaccinated for
pneumococcal pneumoniain the past five years was 46.8
per cent (22.9 per cent in the past 12 months). There was
no significant difference between the proportion of males
(45.1 per cent) and females (48.2 per cent) vaccinated in
the last five years. When compared to the overall
population aged 65 years or over, a significantly lower
proportion of people aged 65-69 years (31.1 per cent),
and a significantly greater proportion of people aged 75
yearsand over (57.6 per cent), reported vaccination against
pneumococcal disease in the last five years.

The proportion of people vaccinated against pneumo-
coccal pneumonia did not vary significantly between
urban residents (48.1 per cent) and rural residents (43.2
per cent).
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The proportion of people aged 65 years or over reporting
pneumococcal vaccination did not vary by level of
socioeconomic disadvantage.

Between 2002 and 2003, there was a significant increase
in the proportion of people reporting pneumococcal
vaccination in the last five years, from 39.4 per cent to
46.8 per cent. This increase was observed in both males
(36.7 per cent to 45.1 per cent) and females (41.5 per cent
to 48.2 per cent).

Figures 19-20 show the proportion of people aged 65
years and over who had been vaccinated for influenzain

the last 12 months by age and socioeconomic
disadvantage. Figures 2122 show the the proportion of
people aged 65 years and over who had been vaccinated
for pneumococcal disease in the last five years, by age
and socioeconomic disadvantage.
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FIGURE 19
VACCINATED AGAINST INFLUENZA INTHE LAST 12 MONTHS BY AGE, PERSONS AGED 65 YEARS AND OVER,
NSW, 2003
Estimated Males e (et Females Estimated
Number ge (y ) Number
107,800 83.7 75+ 81.9 149,600
78,700 79.5 70-75 77.1 88,200
72,100 65-69 64.4 75,600
258,500 76.1 NSW 75.6 313,400
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 20
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VACCINATED AGAINST INFLUENZA INTHE LAST 12 MONTHS BY SOCIOECONOMIC DISADVANTAGE, PERSONS
AGED 65YEARS AND OVER, NSW, 2003
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FIGURE 21

VACCINATED AGAINST PNEUMOCOCCAL DISEASE INTHE LAST FIVEYEARS BY AGE, PERSONS AGED 65
YEARS AND OVER, NSW, 2003

Estimated Males Age (vears) Females Estimated
Number ge i Number
63,300 58.8 75+ 56.8 90,000
46,700 47.4 70-75 50.5 56,700
33,300 29.8 65-69 32.4 38,100
152,200 45.1 NSW 48.2 198,800
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
| Vol.15 No.S-4 31




FIGURE 22
VACCINATED AGAINST PNEUMOCOCCAL DISEASE INTHE LAST FIVEYEARS BY SOCIOECONOMIC
DISADVANTAGE, PERSONS AGED 65 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
29,300 46.3 >th Quintile 51.2 38,300
most disadvantaged
42,900 43.0 4th Quintile 48.5 58,900
35,500 44.8 3rd Quintile 52.3 43,700
26,500 46.6 2nd Quintile 48.4 33,900
1st Quintile
el ar.2 least disadvantaged 38.3 2l
152,200 45.1 48.2 198,800
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Injury prevention
Introduction

In NSW, around 300 people are injured and around 30
peopledie each year asaresult of housefires. Most deaths
happen at night when people are sleeping, and are due to
smoke inhalation rather than to burns. Smoke alarms
detect low-levels of smoke, and sound an aarm before
the smoke becomestoo densefor peopleto escape. Studies
have shown that the installation of smoke alarms
dramatically reduces fatalities,* reduces damage to
property and costs to the health system, and benefits the
individual .

Since 1994, all new homes built in NSW have installed
electrically-wired smoke alarms. In 1996, the NSW
Department of Housing commenced a program to install
alarmsinall itshousing. Asaresult of thesetwo initiatives,
installation of smoke alarms in NSW has increased
substantially from 24 per cent in 1994 to 64.0 per cent in
1998.13

Although the reported ownership of smoke alarms has
increased, the functional status of those alarms has not
been examined. In the United States, a comparison of

telephone survey responses and household surveys
demonstrated that although 71 per cent of households
reported having asmoke alarm, on inspection only 49 per
cent of these alarms were functional .*

The NSW Fire Brigade operatesthe Smoke Alarm Battery
Replacement for the Elderly (SABRE) Program. The
program involves the NSW Fire Brigade forming
partnershipswith other community organisations, to assist
senior citizens in the maintenance of fire safety devices
in their home.

In the New South Wales Adult Health Survey 2003,
respondentswere asked ' Do you have any of thefollowing
fire safety measuresin your home? Fire alarm (hard wired),
fire alarm (battery operated only), fire sprinkler system,
safety switch—circuit breaker, fire extinguisher, fire
evacuation plan, external water supply, or external
sprinkler’.

Results

In 2003, residents of NSW reported arange of fire safety
measures in the home. Over three quarters reported an

external water supply (82.2 per cent), 78.3 per cent smoke
alarms, 71.9 per cent safety switches or circuit breakers,
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31.6 per cent fire extinguishers, 29.5 per cent fire
evacuation plans, 28.5 per cent external sprinklers and
2.3 per cent of respondents a fire sprinkler system.

Overall, in 2003, 72.7 per cent of NSW residents reported
that they had a smoke alarm or detector installed in their
home. A significantly greater proportion of people aged
3544 years(77.2 per cent) reported having asmokealarm
installed compared with the overall NSW population.

The proportion of people in rural areas (75.2 per cent)
who reported having a smoke alarm installed was
significantly greater than in urban areas (72.0 per cent).

The proportion of people with smoke alarms installed in
their home did not vary by socioeconomic status.

The proportion of respondents reporting having smoke
alarms installed increased significantly from 1997 (58.2
per cent) to 2003 (72.7 per cent).

Figure 23 shows the type of fire safety measures in the
home, and Figure 24 shows the the proportion of homes
that have asmoke alarm, by socioeconomic disadvantage.
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FIGURE 23

FIRE SAFETY MEASURES INTHE HOME, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
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FIGURE 24

16 YEARS AND OVER , NSW, 2003
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Nutrition
Introduction

Nutritionisan important determinant of health and disease
at al stages of life. Many dietary factors are linked to
health and disease, either as protective influences or as
risk factors. Some common chronic diseases, to which diet
contributes substantially to health risk or health
protection, include: coronary heart disease, stroke, cancer,
non-insulin-dependent diabetes mellitus, osteoporosis,
dental caries, gall bladder disease, and diverticular
disease.!

Cardiovascular diseaseisthemajor cause of deathin NSW.
Raised serum cholesterol, a major risk factor, is linked
with excessive consumption of saturated fat. Eating
patterns in relation to dairy foods, processed meats, and
fried potato products, are of interest because these foods
are significant sources of saturated fat.?

An adequate intake of fruit, vegetable, bread and cereals
(preferably whole grain) decreasestherisk of major chronic
diseases. However, most groups in the NSW population
eat less than the recommended amounts.*

Despite the good quality of the NSW food supply, there
are some groups who lack food security (that is, they do
not have sufficient access at all times to sufficient food
for an active and healthy life).

The New South Wales Adult Health Survey 2003 included
a short dietary questionnaire on usual consumption of
fruit, vegetables, breads and cereals, milk, selected foods
high in saturated fats (chips and processed meats), and
food security.® Respondents were asked the following
questions: ‘ How many serves of vegetables do you usually
eat each day?, ‘How many serves of fruit do you usually
eat each day?, ‘How often do you usually eat bread?,
“How often do you eat breakfast cereal?, ‘ How often do
you eat pasta, rice, noodles, or other cooked cereals (not
including cooked breakfast cereals)?, ‘ What type of milk
do you usually have?, ‘How often do you eat processed
meat products such as sausages, frankfurts, devon, salami,
meat pies, bacon, or ham?, * How often do you eat chips,
french fries, wedges, fried potatoes, or crisps?, ‘Inthelast
12 months, were there any times that you ran out of food
and couldn’t afford to buy more? .

The Australian Guide to Healthy Eating was used as the
source of recommended numbers of serves of fruits and
vegetables for this report.!

Results
Consumption of fruit

According to the Australian Guide to Healthy Eating,* the
recommended daily consumption of fruit isthree servesfor
people aged 16-18 years, and two serves for people aged
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19 years and over. One serve is equivalent to one medium
or two small pieces of fruit.

Overall, in 2003, 6.0 per cent of the population reported
that they ate no fruit, 16.0 per cent had less than one serve
per day, 30.6 per cent had one serve per day, 27.3 per cent
had two serves per day, 12.9 per cent had three servesaday,
and 7.1 per cent had morethan three servesaday. Therefore,
45.8 per cent of the population ate the recommended daily
intake of fruit. A significantly greater proportion of females
(52.4 per cent) than males (39.0 per cent) consumed the
recommended amount of fruit each day.

Consumption of the recommended daily intake of fruit
increased with age. Among males, a significantly lower
proportion (31.0 per cent) of those aged 25-34 yearsand a
significantly greater proportion (46.7 per cent to 52.8 per
cent) of those aged 5574 years ate the recommended daily
intake of fruit, compared with the overall male population.
Among females, asignificantly lower proportion (37.7 per
cent) of those aged 1624 years and a significantly greater
proportion (62.8 per cent to 65.3 per cent) of those aged 55
years and over ate the recommended daily intake of fruit,
compared with the overall female population.

There was no significant geographical variation in
consumption of the recommended daily intake of fruit
between rural residents (43.5 per cent) and urban residents
(46.5 per cent).

The proportion of people consuming the recommended
daily intake of fruit did not vary significantly by level of
socioeconomic disadvantage.

Daily consumption of fruit did not differ significantly from
1997 (44.5 per cent) to 2003 (45.8 per cent).

Consumption of vegetables

The recommended daily intake of vegetablesis defined in
the Australian Guide to Healthy Eating as four serves for
females of any age and for males aged 16-18 years or over
60 years, and five serves for males aged 19-60 years.: One
serve is equivalent to one-half of a cup cooked vegetables
or one cup of salad vegetables.

Overall, in 2003, 0.9 per cent of the population reported
that they ate no vegetables, 5.1 per cent ate less than one
serve aday, 22.9 per cent ate one serve aday, 29.2 per cent
ate two serves a day, 18.0 per cent ate three serves a day,
14.1 per cent ate four serves a day, 4.6 per cent ate five
serves a day, and 5.2 per cent ate more than five serves a
day. Therefore, 19.3 per cent of the population ate the
recommended daily intake of vegetables. A significantly
greater proportion of females (26.7 per cent) than males
(11.8 per cent) consumed the recommended amount of
vegetables each day.

Consumption of the recommended daily intake of
vegetabl esincreased with age. Among males, asignificantly
lower proportion of those aged 2544 years (5.7 per cent to

6.8 per cent) and asignificantly greater proportion of those
aged 65 years and over (26.1 per cent to 27.7 per cent)
consumed the recommended daily intake of vegetables,
compared withthe overall male population. Among females,
asignificantly lower proportion (15.8 per cent to 21.5 per
cent) of those aged 16-34 years and a significantly greater
proportion (33.0 per cent to 36.9 per cent) of those aged
45-74 years consumed the recommended daily intake of
vegetables, compared with the overall female population.

There was considerable geographical variation, with a
significantly greater proportion of rural residents (22.5 per
cent) consuming the recommended daily intake of
vegetables compared to urban residents (18.5 per cent).

The proportion of people consuming the recommended
daily intake of vegetables did not vary significantly by
level of socioeconomic disadvantage.

Daily consumption of vegetables increased significantly
between 1997 (16.3 per cent) and 2003 (19.3 per cent).
This increase was observed only in females (21.7 per cent
to 26.7 per cent).

Modified fat milk (low and reduced fat)

The Australian Guide to Healthy Eating recommends a
diet low in fat, to reduce the overal energy intake.! The
use of modified fat milk provides an indication of people
who are maintaining alow fat diet .2

Overdl, in 2003, 47.0 per cent of the population reported
that they usually had regular milk (full cream), 29.1 per
cent had low or reduced fat milk, 14.9 per cent had low fat
milk, 0.1 per cent had evaporated or sweetened milk, 4.5
per cent had other milk, and 4.4 per cent did not drink milk.
Therefore, 44.0 per cent of the population reported using
modified fat milk. A significantly greater proportion of
females (50.8 per cent) than males (37.1 per cent) reported
using modified fat milk.

Use of modified fat milk increased with age. Among males,
asignificantly lower proportion of those aged 1624 years
(21.2 per cent) and a significantly greater proportion of
those aged 55-74 years (50.1 per cent to 51.0 per cent)
used modified fat milk, compared with the overall male
population. Among females, a significantly lower
proportion of those aged 1634 years (41.0 per cent to 43.2
per cent) and a significantly greater proportion of those
aged 45-74 years (56.8 per cent to 64.1 per cent) used
modified fat milk compared with the overall female
population.

There was significant geographical variation, with
significantly greater proportions of urban (44.9 per cent)
thanrural residents (41.1 per cent) reportedly using modified
fat milk.

The proportion of people reportedly using modified fat
milk was significantly lower in the most disadvantaged
quintile (36.7 per cent) and significantly greater intheleast
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disadvantaged (52.9 per cent) and second least
disadvantaged (48.6 per cent) quintiles, compared with the
overall population.

Reported use of modified fat milk decreased significantly
from 1997 (45.7 per cent) to 2002 (43.4 per cent), however
a slight increase in the use of modified fat milk in 2003
(44.0 per cent) means that the there is no significant
decrease between 1997 and 2003.

Breads and cereals

In the New South Wales Adult Health Survey 2003,
guestionswere asked on the frequency of eating breakfast
ceredls, bread, pasta, rice, and noodles. Thedatafrom these
guestions has been combined to provide an overall daily
frequency of eating breakfast cereals, bread, pasta, rice,
and noodles.

Overall, in 2003, 0.4 per cent of the population did not
eat breads and cereals, 4.1 per cent had breads and cereals
less than once aday, 23.2 per cent had breads and cereals
once a day, 38.3 per cent twice a day, 24.9 per cent three
timesaday, 6.5 per cent four timesaday, 1.7 per cent five
timesaday, and 0.9 per cent had breads and cereals more
than five times a day.

Chips

In the New South Wales Adult Health Survey 2003,
questions were asked on the frequency of eating chips,
french fries, wedges, fried potatoes, or crisps.

Overall, in 2003, 24.0 per cent of the population did not
eat chips (19.0 per cent of males and 28.7 per cent of
females), 24.7 per cent had chips less than once a week,
27.5 per cent had chips once a week, 12.8 per cent had
chips twice aweek, 5.7 per cent had chips three times a
week, 2.3 per cent had chips four times a week, 0.7 per
cent had chips five times a week, and 2.4 per cent had
chips more than five times a week.

Processed meat products

In the New South Wales Adult Health Survey 2003,
questionswere asked on the frequency of eating processed
meat products such as sausages, frankfurts, devon, salami,
meat pies, bacon, or ham.

Overall, in 2003, 20.0 per cent of the population did not
eat processed meat products (13.4 per cent of males and
26.3 per cent of females), 16.4 per cent had processed
meat products less than once a week, 25.2 per cent had
them once aweek, 18.2 per cent had them twice a week,
8.5 per cent had them three times aweek, 3.8 per cent had

them four timesaweek, 1.8 per cent had them fivetimesa
week, and 6.2 per cent had processed meat products more
than five times aweek.

Food security

Overdll, in 2003, 6.1 per cent of the population reported
that they had experienced some food insecurity in the past
12 months, in that they had run out of food and couldn’t
afford to buy more. There was no significant differencein
the proportion of males and females experiencing food
insecurity.

The proportion of people who had experienced food
insecurity was significantly lower among those aged 55
yearsand over (1.1 per cent to 4.2 per cent) compared with
the overall population.

There was no significant geographical variation in the
proportion of people who had experienced food insecurity
between rural areas (7.1 per cent) and urban areas (5.8 per
cent).

The proportion of people experiencing food insecurity was
significantly lower in the least (2.9 per cent) and second
least (3.9 per cent) quintiles of disadvantage, compared
with the overall population.

Therewas no significant changein the proportion of people
experiencing food insecurity between 2002 and 2003.

Figure 25 shows the proportion of people who consumed
the recommended daily fruit intake by age, and Figure 26
shows the proportion of people who consumed the
recommended daily vegetable intake by age. Figure 27
shows the proportion of people who usually consume low
fat, reduced fat, or skim milk by age. Figures 28-30 show
the frequency of eating fried potato products per week;
bread, pasta and other cereals by day; and processed meat
products per week. Figures 31-32 show the proportion of
people who had experienced food insecurity in the last 12
months by age and socioeconomic disadvantage.
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FIGURE 25

RECOMMENDED DAILY FRUIT INTAKE BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
ES,ETSEZC: Males Age (years) Females Eitm)aetred
59,600 45.9 75+ 65.3 121,200
112,100 52.8 65-74 63.0 146,900
144,100 46.7 55-64 62.8 190,700
182,500 41.3 45-54 56.4 246,300
182,900 35-44 48.5 241,100
148,100 25-34 47.8 230,900
124,700 16-24 37.7 143,000
954,000 NSwW 52.4 1,320,000
1(I)O 8IO 6I0 4IO 2I0 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
RECOMMENDED DAILY VEGETABLE INTAKE BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Esﬁrrﬁtbee? Males Age (years) Females Eztri‘??)%tfd
33,700 26.1 75+ 27.2 49,700
58,500 27.7 65-74 36.1 83,600
49,100 16.0 55-64 36.9 110,800
43,400 45-54 33.0 143,600
28,200 35-44 235 116,600
32,300 25-34 215 103,800
41,900 16-24 15.8 59,700
287,100 NSW 26.7 668,000
1(IJO BIO 6IO 4IO 2IO 2I0 4I0 6I0 8I0 1(I)O
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 27
USUAL USE OF LOW FAT, REDUCED FAT, OR SKIM MILK BY AGE, PERSONS AGED 16 YEARS AND OVER,
NSW, 2003
Estimated Lz A ol Estimated
Number £l el Number
57,600 44.4 75+ 54.4 101,300
109,400 51.0 65-74 60.7 141,500
155,100 50.1 55-64 64.1 195,400
178,900 40.2 45-54 56.8 249,200
163,700 35-44 46.4 230,900
165,300 25-34 43.2 209,500
80,700 16-24 41.0 156,000
910,600 NSW 50.8 1,283,800
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 28
FREQUENCY OF EATING CHIPS, FRENCH FRIES,WEDGES, FRIED POTATOES OR CRISPS, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
467,100 19.0 None 28.7 725,300
Less than once
549,600 224 s 26.9 678,100
699,200 28.5 Once a week 26.5 669,500
365,200 14.9 Twice a week 10.7 270,300
188,800 7.7 3 times a week 3.7 92,900
81,300 4 times a week 1.3 33,600
23,000 5 times a week 0.5 13,000
More than 5
80,500 T 1.6 41,300
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 29

FREQUENCY OF EATING BREAKFAST CEREAL, BREADS, PASTA, RICE AND NOODLES, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
467,100 19.0 None 28.7 725,300
less than once
549,600 22.4 aday 26.9 678,100
699,200 28.5 once a day 26.5 669,500
365,200 14.9 twice a day 10.7 270,300
188,800 7.7 3 times a day 3.7 92,900
81,300 4 times a day 1.3 33,600
23,000 5 times a day 0.5 13,000
More than 5
80,500 times a day 1.6 41,300
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 30

FREQUENCY OF EATING PROCESSED MEAT PRODUCTS, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
329,400 None 26.3 663,800
334,800 ESSUTEN EREE 19.1 482,100
' a week : )
620,200 25.3 Once a week 25.1 633,500
524,800 Twice a week 15.1 381,800
248,200 3 times a week 6.9 174,800
130,600 4 times a week 2.2 56,400
58,600 5 times a week 1.2 30,800
More than 5
208,400 s 6 wEak 4.0 99,900
100 80 60 40 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 31

Estimated
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Number
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6.0
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6.3

5.3

100

80

60 40 20
Per cent

Age (years)

75+

65-74

55-64

45-54

35-44

25-34

16-24
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FOOD INSECURITY IN LAST 12 MONTHS BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Females

Estimated

11

2.5

4.8

8.0

8.8

9.2

7.1

6.9

Number

2,100

5,800

14,500

35,300

43,800

44,500

27,000

173,000

20 40 60 80 100
Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 32
FOOD INSECURITY IN LAST 12 MONTHS BY SOCIOECONOMIC DISADVANTAGE, PERSONS AGED 16 YEARS AND
OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
35,200 71 5th Quintile 9.3 44,900
most disadvantaged
41,700 6.6 4th Quintile 7.8 51,000
29,100 5.7 3rd Quintile 8.2 43,900
14,300 3.0 2nd Quintile 4.9 22,200
1st Quintile
Lok 81 least disadvantaged 28 1Y
130,800 5.3 NSW 6.9 173,000
100 80 60 40 20 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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Physical activity
Introduction

Physical activity is an important factor in maintaining
good health. People who participate in moderate to
vigorous levels of physical activity have lower mortality
rates and lower incidence of a number of diseases and
conditions than those who are physically inactive.
Physical activity isapreventative factor for cardiovascular
disease, cancer, diabetes mellitus, injury, mental illness,
and obesity.! InAustralia, physical inactivity ranks second
only to tobacco smoking in terms of burden of disease
from health risk factors, and accounts for 6.7 per cent of
the burden of disease and injury.?

To maintain health, it is currently recommended that
exercise of moderateintensity iscarried out on all or most
days of the week for at least 30 minutes per day.®
Encouragingly, this can be undertaken in shorter bursts
of exercise, such as three lots of 10 minutes. Exercise of
moderate intensity includes brisk walking, dancing,
swimming, or cycling.

In addition, journeys to and from work provide regular
opportunitites to engage in incidental physical activity
through walking or cycling to work, or walking to public
transport. As such, monitoring transport habits of the
population over time provides further information about
physical activity through ‘active transport’.

The New South Wales Adult Health Survey 2003 included
thefollowing questionsfrom the Active Australia Survey:*
‘In the last week, how many times have you walked
continuously for at least 10 minutes for recreation or
exercise or to get to or from places?, ‘What do you
estimate was the total time you spent walking in thisway
in the last week?, ‘In the last week, how many times did
you do any vigorous physical activity that made you
breathe harder or puff and pant?, ‘What do you estimate
was the total time you spent doing this vigorous physical
activity in the last week?, ‘In the last week, how many
times did you do any other more moderate physical
activity that you haven't already mentioned?, ‘What do
you estimate was the total time that you spent doing these
activities in the last week? . The New South Wales Adult
Health Survey 2003 al so included a question about active
transport: ‘How do you usually get to work?

Results
Adequate physical activity

‘Adequate’ physical activity was calculated from the Active
Australia Survey questions above,* and is defined as
undertaking physical activity for atotal of 150 minutes
per week over five separate occasions. The total minutes
were calculated by adding minutes in the last week spent
walking (continuously for at least 10 minutes), minutes
doing moderate physical activity, plus minutes doing
vigorous physical activity multiplied by two.

Overall, in 2003, 45.0 per cent of respondents aged 16
years and over reported adequate levels of physical
activity. A significantly greater proportion of males (49.5
per cent) than females (40.6 per cent) reported adequate
physical activity .

Among males, asignificantly greater proportion aged 16—
24 years(66.9 per cent) and asignificantly lower proportion
aged 75 yearsand over (33.0 per cent) undertook adequate
physical activity, compared with the overall male
population. Among females, a significantly greater
proportion aged 16-24 years (54.1 per cent) and a
significantly lower proportion aged 65 years and over
(22.9 per cent to 33.0 per cent) undertook adequate
physical activity, compared with the overall female
population.

There was no significant difference between urban areas
(45.6 per cent) and rural areas (42.7 per cent) in the
proportion of people undertaking adequate levels of
physical activity.

A significantly greater proportion of people in the least
(50.0 per cent) and second least (51.8 per cent)
socioeconomically disadvantaged quintile undertook
adequate physical activity compared with the overall
population.

There has been a significant decline in the proportion of
people reporting adequate physical activity between
1998 (47.6 per cent) and 2003 (45.0 per cent).

Active transport

Overall, in 2003, the majority of respondents did not use
active transport to travel to work, as 76.1 per cent
commute by car, motorbike, or truck. Of those respondents
using aform of active transport, 16.7 per cent use public
transport (train, bus, or ferry), 6.2 per cent walk to work,
and 1.7 per cent bicycle to work.

Figures 33 and 34 show the proportion of people who had
undertaken adequate physical activity in the last week
by age and socioeconomic disadvantage. Figure 35 shows
the usual method of transportation to work.
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FIGURE 33

Estimated

Males

Number

43,100

100,700

152,600

201,300

222,200
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ADEQUATE PHYSICAL ACTIVITY BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Females Estimated
Number
22.9 42,800
33.0 77,200
382 116,300
40.6 178,200
39.0 194,100
433 209,900
54.1 206,100
40.6 1,024,600
2.0 4.0 elo slo 1cl)o

Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 34

NSW, 2003
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ADEQUATE PHYSICAL ACTIVITY BY SOCIOECONOMIC DISADVANTAGE, PERSONS AGED 16 YEARS AND OVER,
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USUAL TRANSPORT TO WORK, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
E %Ile % ? Males Females Eﬁ%nﬁ,aet}e d
179,300 10.3 139,700
85,000 7.4 99,800
2,900 0.4 5,000
3,100 0.1 900
2,200 0.2 2,100
1,210,000 69.7 Car-as driver 67.8 917,000
73,200 Car-as passenger 6.0 81,800
43,500 0.2 2,600
18,600 Motorbike 0.2 3,000
47,900 Bicycle 0.3 4,600
91,400 Walk only 7.5 101,000
81,800 Work at home 6.6 89,700
16,700 0.3 3,600
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Smoking
Introduction

Smoking is the leading cause of mortality and morbidity
inNSW. Itisthe main cause of, or isasignificant cause of,
many diseases including cancer and cardiovascular
disease. Of all behavioural risk factors, tobacco use
(including passive smoking) isresponsiblefor the greatest
burden of premature death and disability.

The adverse effects of passive smoking are well
documented. In adults, exposureto environmental tobacco
smoke has been linked to asthma, lung cancer,
cardiovascular diseases, eye irritations, and headaches.?
Children are particularly vulnerable to the effects of
passive smoking. Environmental tobacco smoke has been
shown to be associated with several childhood respiratory
illnesses, including asthma, bronchitis, and pneumonia,
as well as the development of chronic ear infections,
retardation of height and weight, and Sudden Infant Death
Syndrome (SIDS).?

The New South Wales Adult Health Survey 2003 included
guestions on smoking prevalence, intention to quit
smoking, environmental tobacco smoke exposure in the
home and car, and attitudesto smoking. Respondentswere
asked the following questions on smoking prevalence:

‘Which of the following best describes your smoking
status? | smokedaily, | smoke occasionally, | don’t smoke
now, but | usedto, I'vetried it afew timesbut never smoked
regularly,l’ve never smoked’,  Which of thefollowing best
describes how you feel about your smoking? | am not
planning on quitting within the next six months, I am
planning on quitting within the next six months, I am
planning on quitting within the next month, | have not
smoked in the past 24 hours but was smoking six months
ago,l have not been smoking in the past six months' *
Which of the following best describes your home
situation? My home is smoke free, People occasionally
smokein the house, People frequently smokein the house.

Results
Current smoking status

Overall, in 2003, 17.9 per cent of the population reported
that they smoked daily, 4.6 per cent smoked occasionally,
24.6 per cent don’t smoke now but used to, 10.8 per cent
have tried smoking a few times but never have smoked
regularly, and 42.1 per cent have never smoked.

Current smoking prevalence included respondents who
reported that they smoke daily or occasionally. In 2003,
22.5 per cent of the population reported that they are
current smokers. A significantly greater proportion of
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males (25.0 per cent) than females (20.0 per cent) reported
that they currently smoked.

For both malesand females, rates of current smoking were
highest in young adults. Among males, a significantly
greater proportion of those aged 25-34 years (32.4 per
cent) and a significantly lower proportion of those aged
55 years and over (7.4 per cent to 15.8 per cent) were
current smokers, compared to the overall male popul ation.
Among females, asignificantly greater proportion of those
aged 2544 years (24.7 t0 25.8 per cent) and asignificantly
lower proportion of those aged 55 years and over (4.2 per
cent to 14.7 per cent) were current smokers, compared to
the overall female population.

There was significant geographic variation in current
smoking, with agreater proportion of rural residents (24.8
per cent) reporting current smoking than urban residents
(21.8 per cent).

The proportion of people currently smoking increased
with increasing disadvantage. Compared to the overall
population, the proportion of people currently smoking
was significantly lower in respondents in the least
disadvantaged quintile (18.1 per cent) and significantly
higher in respondents in the most disadvantaged quintile
(27.2 per cent).

There was a significant decrease in the prevalence of
current smoking, between 1997 (24.0 per cent) and 2002
(21.4 per cent). Thisdecrease occurred in both males (27.2
per cent to 23.9 per cent) and females (21.0 per cent) to
18.9 per cent). However, in 2003, the proportion of current
smokersincreased in both males (25.0 per cent) and females
(20.0 per cent), to 22.5 per cent overall. While this was
not asignificant increase from 2002, it meansthat between
1997 and 2003 there was no significant decrease in the
prevalence of current smoking.

Of the respondents who reported current smoking, 52.0
per cent were not planning to quit in the next six months,
32.5 per cent were planning to quit in the next six months,
and 13.3 per cent were planning to quit in the next month.
A further 1.7 per cent had just quit smoking (had not
smoked in the last 24 hours), and 0.4 per cent had not
smoked in the last six months.

Smoking in the home

In 2003, among NSW residents aged 16 years and over,
82.5 per cent reported that their home was smoke-free, 9.0
per cent reported people‘ occasionally’ smoked insidethe
home, and 8.5 per cent reported that people ‘frequently’
smoked inside the home.

The proportion of people living in a smoke-free home
was significantly greater among people aged 65 years and
over (86.0 per cent to 87.4 per cent) compared with the
overall figure (82.5 per cent).

There was significant geographic variation in the
proportion of smoke-free homes, with a significantly

greater proportion of urban residents (83.5 per cent) than
rural residents(79.0 per cent) reporting smoke-free homes.

Compared to the overall population, the second least
disadvantaged quintile (86.2 per cent) had a significantly
greater proportion of smoke-free homes, and the most
disadvantaged quintile (78.7 per cent) had a significantly
lower proportion of smoke-free homes.

There has been a significant increase in the proportion of
homes reported to be smoke-free, from 69.8 per cent in
1997 to 82.5 per cent in 2003.

Smoking in cars

In 2003, among NSW residents aged 16 years and over,
81.2 per cent reported that their car was smoke-free. A
significantly greater proportion of people aged 55-74
years (84.6 per cent to 87.3 per cent) and a significantly
lower proportion of people aged 16-24 years (73.9 per
cent) reported that their car was smoke free.

A significantly greater proportion of peoplein the second
least disadvantaged quintile (85.0 per cent), and a
significantly lower proportion of people in the most
disadvantaged quintile (77.6 per cent) reported a smoke-
freecar.

The proportion of people in urban areas who reported a
smoke-free car (81.9 per cent) was significantly greater
thaninrural areas (78.5 per cent).

No comparative data are available for thisindicator prior
to 2003.

Smoking in hotels and licensed bars

In NSW, 24.4 per cent of respondents said that they would
be more likely, and 9.9 per cent of respondents said that
they would be less likely, to go to hotels and licensed
bars if there was a total ban on smoking in hotels and
licensed bars. In total, 65.8 per cent of respondents said a
total ban on smoking in hotels and licensed bars would
make no difference.

There was no significant difference in the proportion of
males (23.1 per cent) and females (25.6 per cent) who said
they would frequent hotels and licensed bars more often
if there was atotal ban on smoking. A significantly lower
proportion of people aged 65 years and over (11.5 per
cent to 18.1 per cent) said they would frequent hotels and
licensed bars more often if there was atotal smoking ban.

A significantly greater proportion of peopleinthe quintile
of least socioeconomic disadvantage (30.0 per cent) said
they would frequent hotels and licensed bars more often
if there was atotal smoking ban.

A significantly greater proportion of peoplein urban areas
(25.6 per cent), compared to rural areas (19.8 per cent)
reported they would frequent hotelsand licensed bars more
often if there was a total smoking ban.
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There was no significant difference in the proportion of
males (10.7 per cent) and females (9.1 per cent) who said
they would frequent hotels and licensed bars less often if
there was atotal ban on smoking. A significantly greater
proportion of people aged 16-34 years (13.2 per cent to
14.7 per cent) and a significantly lower proportion of
people aged 55 years and over (2.2 per cent to 5.3 per
cent) would frequent hotels and licensed barsless often if
there was a total smoking ban.

There was no significant variation in the proportion of
peoplewho stated they would frequent hotelsand licensed
bars less often by socioeconomic status or by urban and
rural location.

No comparative data are available for this indicator prior
to 2003.

Figure 36 shows smoking status. Figure 37 shows the
proportion of people who currently smoked daily or

occasionally by age. Figure 38 shows the intention to
quit smoking. Figure 39 shows the proportion of smoke-
free households by socioeconomic disadvantage. Figure
40 shows the proportion of smoke free carsby age. Figures
41-43 show the impact that atotal smoking ban in hotels
and licensed bars would have on attendance, and the
positive and negative impact on attendance by age.

References

1. Mathers C, Vos T, Stevenson C. The burden of disease and
injuryinAustralia. AIHW Catal ogue no. PHE18. Canberra:
Australian Institute of Health and Welfare, 1999.

2. National Health and Medical Research Council. The Health
Effects of Passive Smoking. Canberra: Publications Production
Unit, Commonwealth Department of Health and Family
Services, November 1997.

FIGURE 36
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SMOKING STATUS, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated Males Estimated
Number Number
489,100 Smoke daily 16.0 402,800
125,600 Smoke occasionally 4.0 102,100
Don’t smoke now
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but used to
Tried but never
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smoked regularly
906,100 36.9 I've never smoked 47.2 1,191,700

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 37

CURRENT DAILY OR OCCASIONAL SMOKING BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
: Males Females ;
Estimated Estimated
Number Age (years) Number
9,600 75+ 4.2 7,900
23,800 65-74 7.5 17,400
49,000 55-64 14.7 44,700
116,700 45-54 20.8 91,100
150,900 35-44 24.7 122,700
155,200 25-34 25.8 125,000
109,400 16-24 25.3 96,100
614,700 NSW 20.0 505,000
100 80 60 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 38
INTENTIONTO QUIT SMOKING, PERSONS WHO SMOKE AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number

Not planning on
328,600 55.0 L 48.3 235,700
quitting in next 6 months

Planning on quitting
189,300 317 . 335 163,500
in next 6 months

Plan on quitting
67,900 11.4 15.8 76,800
next month

Not smoked in last
7,200 1.2 24hrs but smoked 2.3 11,200
6 months ago
Not smoked in the

4,000 0.7 0.1 400
last 6 months

100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 39

SMOKE FREE HOUSEHOLDS BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16 YEARS AND
OVER, NSW, 2003
Estimated
Number
5th Quintile
most 78.7 769,000
disadvantaged
4th Quintile 81.4 1,049,600
3rd Quintile 82.2 864,500
2nd Quintile 86.2 794,600
1st Quintile
least 85.5 630,500
disadvantaged
NSW 82.5 4,108,300
0 10 20 30 40 50 60 70 80 90
Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 40
SMOKE FREE CARS BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
A (B0 Estimated
Number
75+ 84.9 195,700
65-74 87.3 352,900
55-64 84.6 495,100
45-54 81.6 685,300
35-44 81.5 770,100
25-34 79.6 717,300
16-24 73.9 477,000
NSW 81.2 3,693,400
0 20 40 60 80 100
Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 41

IMPACT OF TOTAL SMOKING BAN ON ATTENDANCE HOTELS AND LICENSED BARS, PERSONS AGED 16 YEARS
AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
562,400 23.1 More often 25.6 641,200
260,100 10.7 Less often 9.1 228,100
It would make
1,615,700 66.3 . 65.3 1,632,400
no difference
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 42

POSITIVE IMPACT OF TOTAL BAN ON SMOKING IN HOTELS AND LICENSED BARS BY AGE, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
Esﬂﬂ]n?;idr Males Age (years) Females ﬁztrmae‘tred
18,200 14.2 75+ 9.6 17,300
42,600 20.1 65-74 16.4 37,800
67,500 22.1 55-64 24.3 73,400
111,600 25.2 45-54 27.6 120,600
111,700 22.8 35-44 27.0 133,600
121,400 25.4 25-34 30.1 144,000
89,500 23.5 16-24 30.2 114,600
562,400 23.1 NSW 25.6 641,200
1(I)0 8I0 6I0 4I0 2I0 (I) 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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NEGATIVE IMPACT OF TOTAL BAN ON SMOKING IN HOTELS AND LICENSED BARS BY AGE, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
Esl\tli[jnrgéeedr Males Age (years) Females Eitmaetfd
3,200 2.9 75+ 1.7 2,600
8,900 4.2 65-74 4.1 9,400
19,400 6.3 55-64 4.2 12,700
47,000 10.6 45-54 9.5 41,500
56,600 11.6 35-44 9.7 48,200
66,500 13.9 25-34 12.5 59,800
57,600 15.2 16-24 14.2 53,900
260,100 10.7 NSW 9.1 228,100
1(IJO 8I0 6I0 4IO 2I0 2I0 4I0 6I0 8I0 1(IJO
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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8. HEALTH STATUS

Self-rated health status
Introduction

Self-rated health isafundamental measure of health status
and health outcomes, and isbelieved to principally reflect
physical health problems (acute and chronic conditions
and physical functioning) and, to a lesser extent, health
behaviours and mental health problems.>? Longitudinal
studies have shown that self-rated health is a strong and
independent predictor of subsequent illnessand premature
death.®

A single self-rated health question was asked of
respondents aged 16 years and over in the 1997 and 1998
NSW Health Surveys and the New South Wales Adult
Health Survey 2002. The question ‘In general, would you
say your health isexcellent, very good, good, fair, or poor’
used in 1997 and 1998 was modified in 2002 to ‘ Overal,
how would you rate your health during the past four
weeks? Was it excellent, very good, good, fair, poor or
very poor? . In 2003, two additional questions were also
asked: ‘During the past four weeks how much difficulty
did you have doing your daily work or activities? No
difficulty at al, alittle bit of difficulty, some difficulty,
much difficulty, could not do work or activities?, and
‘During the past four weeks how muchbodily pain have
you generally had? No pain, very mild pain, mild pain,
moderate pain, severe pain? .

Results

Overall, in 2003, 22.6 per cent reported their health as
‘excellent’, 30.3 per cent as ‘very good’, 27.9 per cent as
‘good’, 13.3 per cent as ‘fair’, 4.6 per cent as ‘poor’ and
1.3 per cent as‘very poor’ . Responses of ‘excellent’, ‘ very
good’ and ‘good’ were combined into a ‘positive’ rating
of health (80.8 per cent of the population). There was no
significant difference between the proportion of males
(81.9 per cent) and females (79.8 per cent) who gave a
positive rating of their health.

A significantly greater proportion of people aged 16-34
years (84.2 to 85.8 per cent) and a significantly lower
proportion of people aged 55 years and over (66.7 per
cent to 76.9 per cent) gave apositiverating of their health
compared with the overall population.

The proportion of people giving a positive rating of their
health did not differ significantly between urban residents
(80.6 per cent) and rural residents (81.4 per cent).

A significantly greater proportion of males in the least
socioeconomically disadvantaged quintile (85.7 per cent)
gaveapositiverating of their health status compared with
the overall population.

The proportion of people who gave a positive rating of
their health decreased significantly from 1997 (84.9 per
cent) to 2003 (80.8 per cent), which may in part be due to
the change in question. This significant decrease has
occurred in both males (84.9 per cent to 81.9 per cent)
and females (85.0 per cent to 79.7 per cent).

Almost two-thirds of respondents (63.7) reported no
difficulty with undertaking daily work or activities.
However, 17.8 per cent reported a little difficulty, 11.9
per cent reported some difficulty, 4.6 reported much
difficulty, and 2.0 per cent could not undertake daily work
or activities. A significantly lower proportion (60.4 per
cent) of femalesreported no difficulty with daily activities
compared to males (67.0 per cent).

Over half of respondents reported that they had
experienced no pain (37.4 per cent) or very mild pain
(7.6 per cent) in the last four weeks. A further 23.3 per
cent reported that they had experienced mild pain, 16.3
per cent reported moderate pain, and 5.4 per cent reported
severe pain in the last four weeks. A signficantly lower
proportion of females (35.1 per cent) than males (39.8 per
cent) reported no pain.

Figure 44 shows self-rated health status. Figure 45 shows
shows the proportion of people who rated their health
status as excellent, very good, or good by age. Figures 46
and 47 show the proportion of people experiencing
difficulty doing work or activity, and experiencing bodily
pain.
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FIGURE 44

SELF-RATED HEALTH STATUS, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated Males Females Estimated
Number Number
582,500 23.7 Excellent 215 542,700
759,200 30.9 Very Good 29.7 749,300
669,200 27.2 Good 28.6 720,600
307,800 Fair 14.0 352,900
106,300 Poor 4.9 122,900
30,900 Very Poor 1.4 35,200

100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 45

EXCELLENT,VERY GOOD , OR GOOD SELF-RATED HEALTH STATUS BY AGE, PERSONS AGED 16 YEARS AND

OVER, NSW, 2003

EslflilTrﬁtbeet: Males Age (years) Females Eitrm,itred

84,600 75+ 67.8 125,600

168,100 78.5 65-74 75.5 175,900
240,400 77.4 55-64 73.7 223,700
359,500 81.0 45-54 81.9 359,600
415,200 83.6 35-44 80.9 402,300
417,400 87.0 25-34 84.5 409,700
325,700 854 16-24 83.0 315,800

2,010,900 81.9 NSW 79.8 2,012,600

1(I)0 8IO 6I0 4IO 2IO (I) 0 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 46
DIFFICULTY DOING WORK OR ACTIVITY, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
1,644,500 67.0 No difficulty at all 60.4 1,525,500
A little bit
388,200 o 19.6 495,900
of difficulty
264,600 Some difficulty 13.1 329,900
107,800 Much difficulty 4.8 121,800
Could not do
50,400 o 2.0 51,100
work or activities
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 47
BODILY PAIN INTHE LAST FOURWEEKS, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
975,800 39.8 No pain 35.1 885,200
447,800 Very mild pain 17.0 428,500
557,700 Mild pain 23.9 603,800
361,700 Moderate pain 17.7 447,500
111,600 Severe pain 6.2 157,600
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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Asthma
Introduction

Asthmaisachronicinflammatory disorder of the airways,
which results in obstruction of airflow in response to
specific triggers. Along with New Zealand and the United
Kingdom, Australia has the highest prevalence of asthma
in the world,*? with around one in nine adults, and onein
seven children and teenagers, affected.® Over the last two
decades, the self-reported preval ence of asthmainAustralia
has increased in both children and adults,**¢ and in 2001
it was estimated that 11.6 per cent of the Australian
population (representing 2.0 million peopl€) had asthma.®
The reasons for this increasing prevalence are unclear.

The consequences of asthma can include loss of lung
function, reduced participation in work and other
activities, and premature death. In Australia, in 1996,
asthma accounted for 2.6 per cent of total Disability
Adjusted LifeYears (DALYs) (2.1 per cent for males and
3.1 per cent for females).”

The New South Wales Adult Health Survey 2003 included
guestions on prevalence, 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 asthmain the last 12 months?', * Have
you had symptoms of asthma or taken treatment for
asthmainthelast four weeks? , ‘ Haveyou visited ageneral
practitioner or local doctor for an attack of asthmain the
last four weeks?', ‘Haveyou visited a hospital emergency
department for an attack of asthmainthelast four weeks?,
‘Do you have a written asthma management plan from
your doctor on how to treat your asthma?, ‘During the
past four weeks, did your asthmainterferewith your ability
to manageyour day to day activities? , and ‘Diditinterfere
with these activities: alittle bit, moderately, quitealot, or
extremely? .

Results
A lifetime prevalence of asthma

In 2003, approximately onein five people (21.0 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 (19.4 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 (31.6 per cent), and
significantly lower in males aged 65 years and over (11.9
per cent to 13.1 per cent) than in the overall male
population. Among females, a significantly greater
proportion of those aged 1624 years (29.0 percent) and

asignificantly lower proportion of those aged 3544 years
(17.6 per cent) reported that they had ever been diagnosed
with asthma.

There was no significant difference in the proportion of
people reporting ever-diagnosed asthma between rural
residents (22.6 per cent) and urban residents (20.6 per
cent).

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 (16.6 per cent) to 2003 (21.1 per
cent). Thisincrease has occurred in both males (14.9 per
cent to 19.4 per cent) and females (18.1 per cent to 22.7
per cent). Between 2002 and 2003 there has been no
significant change in the proportion of people reporting
that they have ever been diagnosed with asthma.

Doctor-diagnosed current asthma

Overall, 11.0 per cent of people aged 16 years and over
reported that they had current doctor-diagnosed asthma.
The proportion of females with current asthma (12.7 per
cent) was significantly higher than males (9.2 per cent). A
significantly lower proportion of females aged 75 years
and over (9.2 per cent) reported current asthma compared
to the overall female population.

Of the people who reported having current asthma, 0.5
per cent had visited an emergency department and 9.0 per
cent had visited a general practitioner or local doctor for
an attack of asthma in the previous four weeks. These
rates were similar in both sexes.

There was no significant difference in the proportion of
people with current asthmain urban areas (10.9 per cent)
and rural areas (11.1 per cent).

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

The proportion of people with current doctor-diagnosed
asthma did not change significantly from 1997 (10.3 per
cent) to 2003 (11.0 per cent), or between 2002 (10.6 per
cent) and 2003 (11.0 per cent).

Written asthma management plans

Among those who had experienced asthma symptoms or
taken treatment for asthmain the last four weeks, 41.2 per
cent of people said that they had a written asthma
management plan. There was no significant difference by
age or sex, or by socioeconomic status.

Interference with daily activities

Among respondents who reported asthma symptoms or
treatment in the last four weeks, over two-thirds (68.1 per
cent) reported that their asthma caused ‘moderate’ to
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‘extreme’ interference with their ability to undertake daily
activities.

There was no significant difference between the
proportion of males and femal es whose asthmainterfered
with their daily activities moderately, quite a lot, or
extremely. A significantly lower proportion of malesaged
45-54 years reported moderate to extreme interference
with daily activities (6.7 per cent), compared to the overall
male population.

A significantly lower proportion of males (2.7 per cent) in
the quintile of |east socioeconomic disadvantage reported
moderate to extreme interference with daily activities,
compared to the overall population.

Figure 48 shows the proportion of people who had ever
been diagnosed with asthma by age. Figure 49 shows the
proportion of people with current asthma by age. Figure
50 shows the proportion of people who had visited their
general practitioner or a hospital emergency department
for an asthmaattack in thelast four weeks. Figure 51 shows
the proportion of people who had asthma symptoms, or
taken treatment for asthmain the last four weeks, and who
had a written asthma management plan, by age. Figures
52 and 53 show thelevel of interfencewith daily activities
associated with asthma, and the proportion of people with

asthma symptoms or treatment in the last four weeks who
reported moderate to extreme interference with activities.
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EVER DIAGNOSED WITH ASTHMA BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
ESSTSEZ? Males Age (years) Females Eitri]?;aetred
15,500 75+ 18.4 34,200
28,100 65-74 20.3 47,400
47,000 55-64 21.0 63,900
75,100 45-54 26.5 116,200
82,600 35-44 17.6 87,400
107,100 25-34 23.3 113,100
120,700 16-24 29.0 110,500
476,000 NSW 22.7 572,700
1(I)0 8I0 6I0 4IO 2I0 (I) 0 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

54 Vol. 15 No. S-4




FIGURE 49

CURRENT ASTHMA BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated
Number

10,700

18,500

25,200

40,400

37,400

48,900

44,600

225,600

Males

8.2

8.6

8.1

9.1

7.5

10.2

11.7

9.2

100 80 60 40 20
Per cent

o

Age (years)

75+

65-74

55-64

45-54

35-44

25-34

16-24

NSW

Females

9.2

12.4

14.1

16.5

10.7

10.4

14.6

12.7

20

40

60 80
Per cent

100

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Estimated
Number

17,100

29,000

42,800

72,600

53,500

50,300

55,500

320,600

FIGURE 50

VISITED DOCTOR OR EMERGENCY DEPARTMENT FOR ASTHMA ATTACK IN LAST FOURWEEKS, PERSONS
AGED 16 YEARS AND OVER, NSW, 2003

Estimated Males Females Estimated
Number Number
14,100 9.4 Visited Doctor 8.7 19,300

134,900 90.6 No Visit to Doctor 91.3 201,900

Visited Emergency
1,500 1.0 0.2 400

Department
No Visit to

147,500 | 99.0 99.8 | 220,700

Emergency Department
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 51

WRITTEN ASTHMA PLAN BY AGE, PERSONS WHO CURRENTLY HAVE ASTHMA AGED 16 YEARS AND OVER,

NSW, 2003
Estimated vl
Number
3,100 32.8
5,000 36.9
7,300 39.6
14,100 41.4
5,300 28.6
10,000 34.0
8,000 31.9
52,800 35.6
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

33.6

36.9

43.0

45.4

38.4

55.1

51.0

44.9

20

40 60 80
Per cent

100

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Estimated
Number

4,400

8,700

12,300

22,000

12,900

19,400

19,600

99,300

FIGURE 52

LEVEL OF INTERFERENCE WITH DAILY ACTIVITIES INTHE LAST FOURWEEKS, PERSONS WHO CURRENTLY
HAVE ASTHMA AGED 16 YEARS AND OVER, NSW, 2003

Estimated
Number

8,200

12,500

6,100

3,500

Males

41.4

100

80

60 40
Per cent

20

A little bit

Moderately

Quite a lot

Extremely

Females

5.6

34.3

34.8

25.3

20

40 60 80
Per cent

100

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Estimated
Number

20,900

21,200

15,400

3,400

56

Vol. 15 No. S-4




MODERATE TO EXTREME INTERFERENCE WITH DAILY ACTIVITIES BY AGE, PERSONS WHO CURRENTLY HAVE

ASTHMA AGED 16 YEARS AND OVER, NSW, 2003

Es,fliﬂ]n?;idr Males Age (years) Females ﬁitrmztred
2,100 21.8 75+ 16.5 2,200
2,500 17.7 65-74 14.0 3,300
3,700 20.1 55-64 20.4 5,900
2,300 45-54 12.8 6,200
4,300 235 35-44 171 5,700
3,700 12.7 25-34 26.6 9,300
3,400 13.5 16-24 19.0 7,300

22,000 14.8 NSW 18.1 40,000
1(I)0 8I0 6I0 4I0 0 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Diabetes

Introduction

Diabetesmellitusisavery common disease, characterised
by disordered glucose and lipid metabolism. Diabetes
affects aperson’s health in two ways: by direct metabolic
complications, which can beimmediately 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 three main forms of diabetes: type 1, or insulin
dependent diabetes mellitus (IDDM), which 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), which isthe most
common form of diabetes (approximately 85 per cent of
people with diabetes), affecting mainly people aged 45
years and over but increasingly in younger people; and
gestational diabetes, which occurs during pregnancy in
less than nine per cent of pregnancies among women not
previously known to have diabetes.

The management of diabetes depends on careful control
of glucoselevels, blood lipid levels (especially cholesterol

levels), blood pressure, and regular screening for com-
plications.?

Australia-wide, it is estimated that there are over 600,000
people with diabetes and this prevalence isincreasing. 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 is the main cause of around
two per cent of all deaths and is a contributing cause in
around eight per cent of all deaths.®

The New South Wales Adult Health Survey 2003 included
questions on prevalence, type, and management of
diabetes. Respondents were asked the following
guestions. ‘Have you every been told by a doctor or at a
hospital that you have diabetes?, ‘Have you ever been
told by adoctor 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 femal e, respondentswere al so 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?’.
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Results
Prevalence of diabetes

In 2003, 6.2 per cent of people aged 16 years and over
reported that a doctor had ever told them that they had
diabetes. There was no significant difference between the
proportion of males (6.9 per cent) and females (5.5 per
cent) reporting doctor-diagnosed diabetes.

The prevalence of diabetes increased with age. A
significantly lower proportion of people aged 1644 years
(0.6 per cent to 3.0 per cent) and a significantly greater
proportion of people aged 55 years and over (13.3 per
cent to 16.7 per cent) reported doctor-diagnosed diabetes,
compared with the overall population.

There was little geographic variation in the proportion of
people with doctor-diagnosed diabetes, with no
significant difference between rural areas (7.0 per cent)
and urban areas (6.0 per cent).

A significantly lower proportion of people in the least
socioeconomically disadvantaged quintile (4.0 per cent)
reported doctor-diagnosed diabetes, compared with the
overall population.

The prevalence of doctor-diagnosed diabetes has
increased significantly from 1997 (4.7 per cent) to 2003

(6.2 per cent). This increase occurred in both males (5.2
per cent to 6.9 per cent) and females (4.3 per cent to 5.5
per cent). There has been no significant change between
2002 and 2003.

Of those who reported doctor-diagnosed diabetes, 64.2
per cent reported following a special diet, 37.0 per cent
reported taking medication, 22.5 per cent reported
exercising most days, 12.5 per cent reported having insulin
injections, 7.7 per cent reported losing weight, and 8.3
per cent reported not doing anything.

Figures 54-55 show the proportion of people who had
been diagnosed with diabetes or high blood sugar, by age
and socioeconomic disadvantage.
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DIABETES OR HIGH BLOOD SUGAR BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

ES,\tlilTn?éee? Males Age (years) Females Eitri]?;aetred
20,600 15.8 75+ 12.4 23,100
36,000 16.8 65-74 16.7 38,700
52,300 16.9 55-64 9.5 29,000
31,400 45-54 5.1 22,300
14,700 35-44 3.0 14,700
12,700 25-34 1.9 9,300

2,000 16-24 0.6 2,500
169,700 NSW 55 139,400
1(I)0 8I0 6I0 4IO 2I0 0 0 2I0 4I0 6I0 8I0 1(I)0
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 55
DIABETES OR HIGH BLOOD SUGAR BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16 YEARS
AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
36,200 7.3 5th Quintile 7.0 33,400
most disadvantaged
49,900 7.9 4th Quintile 6.3 41,400
38,600 7.5 3rd Quintile 5.4 29,000
27,500 5.8 2nd Quintile 5.2 23,300
1st Quintile
/00 52 least disadvantaged 31 Y
169,700 6.9 NSW 5.5 139,400
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Adult incontinence
Introduction

Urinary incontinence is a condition that is often
progressive and is associated with significant morbidity.
Itimposesaconsiderable social, emotional, psychological,
and financial burden on affected individuals, and also
imposes asignificant burden on carersand health services.
Women are more at risk than men and incontinence is
more common and more severe in older people.*

It has been estimated that the prevalence of incontinence
in the Australian population ranges from 16.5 per cent in
women aged 2040 years of age, up to 31 per cent in
women aged over 80 years.? In men, the estimated
prevalence is lower, ranging from three per cent in men
aged 40-49 years, and up to 16 per cent in those aged
over 80 years. In total, this equates to around two million
Australians.?

A single question on incontinence was asked of
respondents aged 40 years and over in the New South
Wales Adult Health Survey 2003. ‘In the last four weeks,
how often have you had a urine leak when you were
physically active, exerted yourself, or coughed or sneezed
during the day or night? Most of the time, Some of the
time, None of the time?'.

Results

Overall, in 2003, 21.8 per cent of peoplein NSW aged 40
years and over said that they had experienced

incontinence during the last four weeks. A significantly
greater proportion of females (31.9 per cent) than males
(11.2 per cent) had experienced incontinence. A
significantly greater proportion of males aged 65-69 years
(19.4 per cent) and a significantly lower proportion of
males aged 4044 years (6.1 per cent) had experienced
incontinence in the previous four weeks, compared to the
overall male population. Therewas no significant variation
by age among females.

There was no significant geographic variation in the
proportion of people experiencing incontinence between
urban areas (22.1 per cent) and rural areas (21.1 per cent).
In addition, the proportion of people experiencing
incontinence did not vary by socioeconomic status.

There are no comparative dataavailable, for incontinence
in people aged 40 years and over, prior to 2003.

Figure 56 shows the proportion of people who have been
incontinent some or most of thetimeinthelast four weeks,

by age.
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FIGURE 56
INCONTINENCE INTHE LAST FOURWEEKS BY AGE, PERSONS AGED 40 YEARS AND OVER, NSW, 2003
Estimated Males " . Females Estimated
Number 2 Number
65,800 65-69 35.7 149,100
12,000 60-64 31.6 43,300
16,700 55-59 32.6 53,900
16,700 50-54 33.2 69,900
23,700 45-49 27.3 61,800
14,800 40-44 28.4 70,000
149,700 NSW 31.9 448,000
100 80 60 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Falls
Introduction

Fallsare the most common cause of seriousinjury among
older Australians.! In 2001, there were approximately
14,000 hospital separations for falls among older NSW
residents, amounting to 182,000 hospital bed days.? In
NSW, the total lifetime cost of falls in 1998-99 was
estimated at $644 million. Thisfigureincludesdirect costs
to the health system of $333 million and mortality and
morbidity costs of $311 million.®

Approximately one in three Australians over the age of
65 years fall each year, and an estimated 10 per cent of
these experience multiple falls, and 30 per cent need
medical attention.* Therate of fallsand associated injuries
is even higher in nursing homes and other institutions.
Aside from monetary costs to the community, the effects
of falls are costly to the individual in terms of health,
function, disability, and quality of life.

In the New South Wales Adult Health Survey 2003,
respondents aged 65 years and over were asked ‘In the
last 12 months have you had a fall? Respondents who
answered ‘ Yes' were then asked the following questions:
‘How many times did you fall in thelast 12 months?, ‘In
the last 12 months have you had a fall that required
medical treatment for injuries? and ‘Were you admitted
to hospital as aresult of any of your fallsin the last 12
months?'.

Results

Overall, in 2003, 23.5 per cent of people aged 65 years
and over reported that they had afall inthe past 12 months.
A significantly greater proportion of females (27.5 per
cent) than males (18.7 per cent) reported having afall in
the last 12 months. The proportion of people reporting a
fall in the last 12 months increased with age, with a
significantly greater proportion of people aged 75 years
and over (31 per cent) reporting a fall, compared to the
overall population.

There was no significant difference in the proportion of
people reporting falls between rural areas (22.7 per cent)
and urban areas (23.8 per cent).

There was no significant variation in the proportion of
people reporting falls by level of socioeconomic
disadvantage.

Of those people who reported a fall in the previous 12
months, 32.0 per cent received medical treatment. There
was no significant difference in the proportion of males
(29 per cent) and females (33.6 per cent) who received
medical treatment for afall.

There was no significant variation in the proportion of
people who received medical treatment for a fall in the
last 12 months, by level of socioeconomic disadvantage.

Among those people who reported medical treatment for a
fall in the last 12 months, 28.5 per cent were hospitalised.
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There was no significant variation in the proportion who
were hospitalised by age or sex, or by socioeconomic status.

The proportion people aged 65 years and over reporting a
fall in the past 12 months has decreased significantly
between 1999 (26.8 per cent) and 2003 (23.5 per cent).®

Figures 57 and 58 show the proportion of people 65 years
and over who have had afall inthelast 12 months, by age
and socioeconomic disadvantage. Figure 59 shows falls
requiring medical treatment by age.
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FIGURE 57
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FALL INTHE LAST 12 MONTHS BY AGE, PERSONS AGED 65 YEARS AND OVER, NSW, 2003

Estimated Males Age (years)
Number
31,600 285 75+
13,300 13.1 70-75
17,000 15.0 65-69
64,700 18.7 NSW

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Females

Estimated
Number
32.8 53,200
28.0 31,900
19.2 22,800
275 115,300

0 20 40 60 80 100
Per cent
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FIGURE 58

OVER, NSW, 2003

Estimated Males

Number

10,600

19,300 18.8

11,800

11,500 19.9
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64,700 18.7
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25.0
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FALL INTHE LAST 12 MONTHS BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 65YEARS AND

Estimated
Number
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32,300

22,100
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18,400

115,300

FIGURE 59

AGED 65YEARS AND OVER, NSW, 2003
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Number
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NSW
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FALL REQUIRING MEDICAL TREATMENT BY AGE, PERSONS WHO HAVE FALLEN INTHE PREVIOUS 12 MONTHS

Estimated
Number

18,300

11,200

7,400

38,700

62

Vol. 15 No. S-4




Mental health
Introduction

Psychological distress hasamajor effect on the ability of
people to work, study, and manage their day-to-day
activities. Mental health disorders account for nearly 30
per cent of the non-fatal burden of disease in Australia.
Affective disorders (including depression) are the most
common, followed by substance use and anxiety
disorders.? Each year, approximately 18 per cent of
Australian adults experience mental illness, and 38 per
cent of these people use ahealth service for mental health
related problems.®

The Kessler 10 plus (K10+) scales were developed by
Kessler and Mroczek during 1992-1994 at the Institute
for Social research, University of Michigan, and
subsequently by Kessler at the Department 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 14-item questionnaire, which is
administered in two parts. The first 10 questions provide
aglobal measure of ‘ non-specific psychological distress’,
based on questions about the level of nervousness,
agitation, psychological fatigue and depression in the most
recent four-week period. Theresulting K10+ scoreisthen
classified into four categories: ‘low psychological distress
when the K10 scoreis 10 to 15; ‘ moderate psychol ogical
distress’ when the K10 score is 16 to 21; ‘high
psychological distress’ when the K10 score is 22 to 29;
and ‘very high

The New South Wales Adult Health Survey 2003 included
the following K10+ questions: ‘In the past four weeks,
about how often did you feel tired out for no good
reason? , ‘Inthe past four weeks, about how often did you
feel nervous?, ‘In the past four weeks, about how often
did you feel so nervous that nothing could calm you
down?, ‘In the past four weeks, about how often did you
feel hopeless?, ‘In the last four weeks, about how often
did you feel restless or fidgety?, ‘ In the past four weeks,
about how often were you so restless that you could not
sitstill?, “Inthe past four weeks, about how often did you
feel depressed? , ‘ In the past four weeks, about how often
did you feel that everything was an effort’, ‘In the past
four weeks, about how often did you feel so sad that
nothing could cheer you up?, ‘In the past four weeks,
about how often did you feel worthless? .

Respondents who scored 16 points and above were asked
theadditional questions: ‘ Inthelast four 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 four weeks, how many
dayswereyou ableto work, study, or manage you day-to-
day activities, but had to cut down on what you did

because of these feelings?, ‘In the last four weeks, how
many times have you seen a doctor or other health
professional about thesefeelings? , ‘ Inthelast four weeks,
how often have physical health problems been the main
cause of these feelings?

Reaults

Overall, in 2003, 66.9 per cent of people were classed as
having ‘low’ levels of psychological distress, 21.5 per
cent ashaving ‘moderate’ levelsof psychological distress,
8.3 per cent as having ‘high’ levels of psychological
distress, and 2.8 per cent as having ‘very high’ levels of
psychological distress. Just over onein 10 (11.1 per cent)
respondents reported ‘high or very high’' levels of
psychological distress. A significantly greater proportion
of females (12.9 per cent) than males (9.3 per cent) reported
high or very high levels of psychological distress.

A significantly lower proportion of females aged 65 years
and over (6.8t0 6.9 per cent) had high or very high levels
of psychological distress, compared with the overall
female population. Among males, a significantly lower
proportion aged 65—74 years (5.0 per cent) experienced
high or very high levels of psychological distress,
compared to the overall male population.

The proportion of peoplereporting high or very high levels
of psychological distress did not vary significantly
between urban areas (11.1 per cent) and rural areas (11.3
per cent).

The proportion of peoplereporting high or very high levels
of psychological distress did not vary significantly by
socioeconomic disadvantage.

Reported rates of high and very high psychological
distress rose significantly from 1998 (10.5 per cent) to
2002 (12.2 per cent).Therate has not changed significantly
between 2002 and 2003 (11.1 per cent).

Among people aged 16 years and over who reported
moderate, high, or very high levels of psychological
distress (scored 16 or over on the K10) the average number
of daysthey weretotally unableto work, study, or manage
their day-to-day activities because of their psychological
distresswas 0.54 days (0.51 days for malesand 0.57 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 0.85 days (0.76 days for males
and 0.95 days for females) over the last four weeks. Just
under two thirds (65.3 per cent) of the people who had
moderate, high, or very high psychological distress said
that the problemsthey had were not mainly dueto physical
problems. The people who had moderate, high, or very
high psychological distress saw a doctor or other health
professional about their psychological distress on average
0.13times (0.1 timesfor malesand 0.16 timesfor females)
in the past four weeks.
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Figure 60 shows the proportion of people in each K10 2. Augtralian Bureau of Statistics. 1997 National Survey of Mental
category. Figures 61 and 62 show the proportion of people Health and\ellbeing: Adult component, Australia, Catal ogue
who reported high or very high psychological distress, no. 4326.0. Canberra: ABS, 1998.

by age and socioeconomic disadvantage. Figure 63 shows 3. Australian Bureau of Statitics. 2_001 National Health Survey:
the proportion of people who said their psychological g‘arr?ge‘?rg AOfBSRezsg(l)tzs' Australia, Catalogue no. 4364.0.
distress was due to physical problems all, most, some, a ' i

. ; 4. Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK,
little or none Of the time. T_able 5 S.h.OWS the effect of Normand S-LT, Walters EE, Zaslavsky A. Short screening
psychological distress on daily activities.

scales to monitor population prevalences and trends in
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FIGURE 60

PSYCHOLOGICAL DISTRESS (KESSLER 10) CATEGORIES, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated Males Females Estimated
Number Number

1,688,300 69.7 Low 64.2 1,602,200
495,600 20.5 Moderate 22.5 561,700
172,400 7.1 High 9.5 236,900
52,400 2.2 Very high 3.3 83,300

100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 61

Estimated dElzs
Number
8,800 7.0

10,600 5.0
27,200 8.9
42,700 9.7
53,000 10.7
43,200 9.1
40,500 10.7

225,900 9.3

0 w0 6 @ 2 o
Per cent

Age (years)

75+

65-74
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35-44

25-34

16-24

NSW
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6.9

6.8

10.2

14.5

14.3

14.3

16.2

12.9

20 40 60 80 100
Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

HIGH AND VERY HIGH PSYCHOLOGICAL DISTRESS BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated
Number

12,500

15,600

30,600

63,100

70,800

68,700

61,300

322,700

FIGURE 62

AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males

Number
49,100 10.0
66,100 10.5
50,400 9.9
37,200 7.9
23,000 6.8

225,900 9.3

100 80 60 40 20 0
Per cent

5th Quintile
most disadvantaged

4th Quintile

3rd Quintile
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NSW
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16.2
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14.8

11.2

9.6

12.9
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

HIGH AND VERY HIGH PSYCHOLOGICAL DISTRESS BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS

Estimated
Number

77,300

78,700

78,700

50,000

38,100

322,700
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FIGURE 63

TIMES THAT PHYSICAL PROBLEMS HAVE BEEN THE CAUSE OF PSYCHOLOGICAL DISTRESS IN PAST FOUR
WEEKS, PERSONS WITH MODERATE, HIGH OR VERY HIGH PSYCHOLOGICAL DISTRESS AGED 16 YEARS AND
OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
All of the
71,500 . 9.7 87,500
time
Most of the
63,300 . 10.5 94,200
time
Some of the
97,600 . 16.8 150,600
time
A little of
131,700 ) 17.9 161,100
the time
None of the
368,900 50.3 . 45.1 404,900
time
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

TABLES

EFFECT OF PSYCHOLOGICAL DISTRESS ON DAILY ACTIVITIES IN PEOPLE WITH MODERATE, HIGH OR VERY
HIGH PSYCHOLOGICAL DISTRESS AGED 16 YEARS AND OVER, NSW, 2003
Effect males 95% ClI females 95% ClI persons 95% CI
Days unable to manage daily activities 0.51 (0.40-0.62) 0.57 (0.48-0.66) 0.54 (0.47-0.61)
Days cut down on daily activities 0.76 (0.64-0.87) 0.95 (0.85-1.05) 0.85 (0.78-0.93)
Times saw a health professional 0.10 (0.08-0.12) 0.16 (0.13-0.19) 0.13 (0.11-0.15)
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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Oral health
Introduction

Dental caries is the most prevalent health problem,
edentulism (the loss of all natural teeth) is the third most
prevalent health problem, and periodontal disease is the
fifth most prevalent health problem in Australia.! About
90 per cent of al tooth loss can be attributed to dental
caries and periodontal disease, and because these
conditions are preventable most of this tooth loss can be
avoided.* Factors such as exposure to fluoride, change in
diet, reduced sugar consumption, and changes in oral
disease management, have improved oral health
significantly, decreasing edentulism and increasing
retention of natural teeth. Although Australians enjoy a
relatively high standard of oral health, this is not
distributed equally among different age and social groups.

Regular visits to a dental care professional (that is, at
least once every two years) have asignificant and positive
effect on dental health. Those who visit a dental care
professional regularly have significantly less severity and
prevalence, and suffer fewer social 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 aproblem rather than for acheck up. Patterns of
access for dental visits are uneven across the Australian
population, with some socially-disadvantaged groups in
the community, including health card holders, migrant
groups, and indigenous populations, experiencing
problems with access to oral health services.?

In the New South Wales Adult Health Survey 2003,
respondents were asked ‘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
four 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
receivefor that problem?, *When did you | ast see adental
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 reasonsfor you not visiting
the dentist in the last 12 months? .

Results
Retention of natural teeth

Overall, in 2003, 37.3 per cent of people reported that
they had all of their natural teeth, 56.9 per cent reported
that they had some natural teeth missing, and 5.8 per cent
reported that they had al their natural teeth missing.

A significantly greater proportion of females (7.4 per cent)
than males (4.2 per cent) had al their natural teeth missing.
The proportion of people who had all their natural teeth
missing increased significantly with age in both males
and females. A significantly greater proportion of males
(6.6 per cent to 26.2 per cent) and females (12.1 per cent
to 36.3 per cent) aged 55 years and over had all their
natural teeth missing, compared with the overall maleand
female population. A significantly lower proportion of
males aged 1644 years (0 per cent to 0.6 per cent) and
females aged 16-54 years (0.1 per cent to 3.8 per cent)
had all their natural teeth missing, compared with the
respective male and female populations.

The proportion of respondents reporting having all their
natural teeth missing was significantly lower in urban areas
(5.0 per cent) than in rural areas (8.8 per cent).

A significantly lower proportion of people in the least
(2.0 per cent) and second least (4.2 per cent)
socioeconomically disadvantaged quintiles, and a
significantly greater proportion in the second most
disadvantaged quintile (7.7 per cent), were likely to have
all their natural teeth missing than the overall population.

The proportion of people who had all their natural teeth
missing decreased significantly from 1998 (8.3 per cent)
to 2003 (5.8 per cent). There was also a significant
decrease in the proportion of people with all their natural
teeth missing between 2002 and 2003 (6.9 per cent t0 5.8
per cent).

Toothache and other oral health problems

Overall, in 2003, 51.7 per cent of people reported that
they ‘never’ had oral health problems, 27.3 per cent of
people‘hardly ever’ had problems, 14.8 per cent of people
‘sometimes’ had problems, 3.9 per cent ‘often’ had
problems, and 2.3 per cent of people had oral health
problems‘very often’. The proportion of females (2.9 per
cent) having oral health problems ‘very often’ was
significantly greater than males (1.7 per cent).

Of those who reported an oral health problem, 36.6 per
cent did not see a dentist for the problem. Of those who
did seeadentist, the most common treatments were dental
fillings (22.3 per cent), tooth extractions (11.6 per cent),
or simply acheck up (12.0 per cent).

Frequency of visits to dental professionals

Overall, in 2003, 39.6 per cent of people had seen adentist
less than 12 months ago, 23.1 per cent had seen a dentist
one to less than two years ago, 20.1 per cent had seen a
dentist two to less than five years ago, 8.8 per cent had
seen a dentist five to less than 10 years ago, 7.3 per cent
had seen a dentist 10 years ago or more, and 1.1 per cent
of people had never seen a dentist. A significantly lower
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proportion of males (36.8 per cent) than females (42.4 per
cent) reported having seen adentist in the last 12 months.

Dental providers used

In 2003, 88.3 per cent of people used a private dental
provider, 8.3 per cent used a public dental clinic, and 3.3
per cent of people used other dental services.

Figure 64 shows the range and times since the last dental
visit. Figures 65 and 66 show the proportion of people
who have all natural teeth missing, by age and
socioeconomic disadvantage.
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FIGURE 64

TIME SINCE LAST DENTAL VISIT, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
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FIGURE 65
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ALL NATURAL TEETH MISSING BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16 YEARS AND
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Overweight or obesity
Introduction

The prevalence of obesity is rising worldwide and NSW
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, obstructive 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 the New South Wales Adult Health Survey 2003,
respondentswere asked ‘ 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 four categories:
‘underweight’ whenthe BMI islessthan 18.5; ‘ acceptable
or ideal weight’ when the BMI is greater than or equal to
18.5and lessthan 25; ‘ overweight’ whenthe BMI isgreater
than or equal to 25 and less than 30; and ‘ obese’ when the
BMI is greater than or equal to 30.

Studies have shown that relying on self-reported height
and weight results in an underestimation of the true
prevalence of overweight or obesity. In one study, the
reliability of self-reported height and weight improved
when the person had recently weighed themselves.®
Therefore, respondents were also asked ‘How often do
you weigh yourself? and ‘Do you consider yourself to be
acceptable weight, underweight, or overweight? .

Resaults

Overall, in 2003, 9.1 per cent of the population were
categorised as‘ underweight’, 42.5 per cent as* acceptable
weight’, 32.4 per cent as ‘overweight’, and 16.0 per cent
as'obese’ . Of the peoplewhose BM I was calculated, 27.5
per cent weighed themselves at |east weekly, 26.7 per cent
weighed themselves monthly, 31.8 per cent weighed
themselves a few times a year, and 14.1 per cent never
weighed themselves.

In 2003, 48.3 per cent of the NSW population were
classified as overweight or obese. A significantly greater
proportion of males (55.6 per cent) than females (41.0 per
cent) were classified as overweight or obese. When asked
to rate their own weight as acceptable, overweight, or
underweight, 52.2 per cent of the respondents categorised
themselves as being overweight, with a significantly
greater proportion of females (45.7 per cent) considering
themselves to be overweight than males (38.4 per cent).

Among males, a significantly lower proportion of those
aged 16-24 years (27.1 per cent) and 75 years and over
(47.1 per cent), and asignificantly greater proportion aged
35-64 years (63.7 per cent to 67.7 per cent) were classified
as overweight or obese, compared with the overall male
population. Among females, a significantly lower
proportion of those aged 16-34 years (21.6 per cent to
33.8 per cent) and a significantly greater proportion of
those aged 4574 years (49.5 per cent to 54.4 per cent)
were classified as overweight or obese, compared with
the overall female population.

There was geographic variation in the proportion of
residents classified as overweight or obese, with a
significantly greater proportion of rural residents (53.2
per cent) being overweight or obese than urban residents
(47.0 per cent).

The two most socioeconomically disadvantaged quintiles
included significantly greater proportions of overweight
or obese people (52.7 per cent to 53.5 per cent) than the
overall population. The two least disadvantaged quintiles
included a significantly lower proportion of overweight
or obese people (39.4 per cent to 43.9 per cent) than the
overall population. In men, there was no significant
variation in the proportion of people classified as
overweight or obese by socioeconomic quintile.

The proportion of people classified as overweight or obese
has risen significantly from 1997 (42.2 per cent) to 2003
(48.3 per cent). Thisincrease has occurred in both males
(49.7 per cent to 55.6 per cent) and females (34.5 per cent
to 41.0 per cent).

In 2003, 16.0 per cent of the population were classified as
obese. There was no significant difference in the
proportion of males (15.5 per cent) and females (16.5 per
cent) who were classified as obese. A significantly lower
proportion of people aged 16-24 years (7.4 per cent) and
75yearsand over (12 per cent), and asignificantly greater
proportion of people aged 45-64 years (20.7 per cent to
24.0 per cent) were classified as obese.

The two least socioeconomically disadvantaged quintiles
included significantly lower proportions of obese people
(10.3 per cent to 12.6 per cent) compared to the overall
NSW population. A significantly greater proportion of
people in the second most disadvantaged quintile were
classified as obese (18.6 per cent) compared to the overall
population.

A significantly greater proportion of peopleinrural areas
were classified asobese (18.7 per cent) compared to urban
areas (15.3 per cent).

Overall the proportion of people classified as obese has
increased significantly between 1997 (11.3 per cent) and
2003 (16.0 per cent). Whilst the proportion classified as
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obese increased between 2002 and 2003 (14.6 per cent to
16.0 per cent), the increase between these two years was
not significant.

Figure 67 shows the proportion of people in each BMI
category. Figures 68—69 show the proportion of people
who are overweight or obese, by age and socioeconomic
disadvantage. Figures 70—71 show the proportion of
people who are obese, by age and socioeconomic
disadvantage.
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FIGURE 67
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FIGURE 68

OVERWEIGHT OR OBESITY BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Esl\tlilTn?tbic: Males Age (years) Females Eztmaetfd
59,800 7err 45.7 77,500
121,500 58.5 65-74 53.0 116,500
204,900 67.6 55-64 54.3 156,400
294,600 67.7 45-54 49.4 206,700
307,200 64.0 35-44 39.5 186,100
241,900 25-34 33.8 154,900
96,600 16-24 214 74,900
1,326,500 NSW 41.0 973,100
1(I)0 8I0 GIO 4IO 2I0 (IJ 0 2I0 4I0 6IO 8I0 1(IJO
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 69

OVERWEIGHT OR OBESITY BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16 YEARS AND
OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
283,200 59.1 Sth Quintile 458 203,600
most disadvantaged
374,400 60.1 4th Quintile 46.5 291,700
274,400 54.2 3rd Quintile 42.7 217,000
244,200 52.1 2nd Quintile 34.9 149,300
162,700 49.2 1st Quintle 30.9 118,200
least disadvantaged
1,338,900 55.6 NSW 41.0 979,800
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 70
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FIGURE 71
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9. HEALTH SERVICES

Difficulties getting health care
Introduction

In order to identify some of the issues around access to
health services, the New South Wales Adult Health Survey
2003 included questions about difficulties that people
may have had getting health care. Respondents were asked
‘Do you have any difficulties getting health care when
you need it? . Thosewho responded ‘ Yes' were then asked,
‘Please describe the difficulties you have'.

Reaults

Only 13.3 per cent of people reported having difficulties
getting health care. The main difficulties reported were
waiting time for an appointment with a general
practitioner (36.3 per cent), cost of health care services
(12.7 per cent), waiting time for dental services (11.9 per
cent), shortage of general practitioners in the local area
(11.8 per cent), and difficulty accessing specialists (11.7
per cent).

A significantly greater proportion of females (15.1 per
cent) than males (11.3 per cent) reported difficulties in
getting health care. Among females, asignificantly lower
proportion of those aged 16-24 years (10.5 per cent) and
65 years and over (8.0 per cent to 10.3 per cent), and a
significantly greater proportion of those aged 3544 years
(20.3 per cent) reported having difficulties getting health
care, compared with the overall female population. The

proportion of males reporting difficulties getting health
carewassignificantly lower among those aged 16-24 years
(6.2 per cent), compared with the overall male population.

There was significant geographic variation in the
reporting of difficulties in getting health care, with a
significantly greater proportion of rural residents (22.7
per cent) than urban residents (10.6 per cent) reporting
difficulties getting health care.

Overall, asignificantly lower proportion of people in the
least disadvantaged (6.0 per cent) and the second least
disadvantaged (9.9 per cent) quintiles reported difficulty
getting health care compared with the overall population.
A significantly greater proportion of peoplein the second
most disadvantaged quintile (17.7 per cent) reported
difficulties in getting health care compared with the
overall population.

There has been a significant increase in the proportion of
people having difficulties getting health care, from 10.0
per cent in 1997 to 13.3 per cent in 2003. This increase
wasgreater infemales (11.1 per cent to 15.1 per cent) than
males (8.9 per cent to 11.3 per cent).

Figure 72 shows health services attended in the last 12
months. Figures 73 and 74 show the proportion of people
experiencing difficulties getting health care when they
need it, by age and socioeconomic disadvantage. Figure
75 shows the type of difficulties experienced.

FIGURE 72

HEALTH SERVICES ATTENDED INTHE LAST 12 MONTHS, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
At least one
297,600 L . 14.8 374,000
night in hospital
Hospital emergency
340,400 13.0 329,000
department
Community Health
88,400 6.5 163,700
Centre
Public Dental
93,300 Service or Dental 4.8 120,600
Hospital
Did not attend
1,848,500 75.4 ) 71.3 1,798,900
any services
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 73

NSW, 2003
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

DIFFICULTIES GETTING HEALTH CAREWHEN NEEDING IT BY AGE, PERSONS AGED 16 YEARS AND OVER,
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FIGURE 74
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

DIFFICULTIES GETTING HEALTH CAREWHEN NEEDING IT BY SOCIOECONOMIC DISADVANTAGE SCORE,
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FIGURE 75

TYPES OF DIFFICULTIES GETTING HEALTH CARE WHEN NEEDING IT, PERSONS AGED 16 YEARS AND OVER,

NSW, 2003

Estimated Males Females Estimated
Number Number
84,100 316 Jysiting tme for 39.7 146,500

8200 e R 15,100
26,200 Shortage of GPs in area 13.2 48,600
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Difficulty i
35,300 accesslinlggsr}legalists 105 38,800
38,000 e 10.2 37,700
5,500 R 4.8 17,700
E d t t
26,900 e alihg fime e 8.6 31,800
19,500 Quality of treatment 7.0 25,600
42,000 Other 16.6 61,100
18,200 JE ey 37 13,500
Cost of health
39,300 A 11.3 41,600
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Emergency departments
Introduction

In 2003, there were approximately 1.5 million attendances
to emergency departmentsin NSW hospitals.* In order to
identify issues affecting the quality of care received in
emergency departments, the New South Wales Adult
Health Survey 2003 included questions on attendance at
an emergency department and satisfaction with that
service. Respondents were asked the following questions:
‘In the last 12 months, have you attended a hospital
emergency department (or casualty) for your own medical
care?, ‘Which hospital’s emergency department did you
last attend?, ‘ Overall, what do you think of the care you
received at thisemergency department? (if carewasrated
as fair or poor then respondents were also asked ‘ Could
you briefly describe why you rated the care you received
asfair or poor?).

Results
Attendance

The New South Wales Adult Health Survey 2003 estimated
that about 673,400 persons (348,100 males and 331,600
females) had attended an emergency department at least
once in the previous 12 months, representing 13.5 per

cent of the population overal. There was no significant
difference between the proportion of males (13.9 per cent)
and females (13.1 per cent) attending. A significantly
greater proportion of people aged 75 years and over (18.3
per cent) attended an emergency department compared to
the overall population.

There was geographic variation in emergency department
attendances in the last 12 months, with a significantly
greater proportion of rural residents (18.1 per cent) than
urban residents (12.2 per cent) reporting attendance at an
emergency department.

A significantly lower proportion of people in the least
disadvantaged quintile (9.5 per cent) and a significantly
greater proportion of males in the second most
disadvantaged quintile (17.0 per cent) reported emergency
department attendance, compared with the overall
population.

Emergency department attendance did not differ
significantly from 1997 (13.8 per cent) to 2003 (13.5 per
cent).

Rating of emergency department care

Those who had attended an emergency department in the
last 12 months were asked to rate the care they received
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during the attendance. Of these, 31.3 per cent rated the
carereceived as‘excellent’, 27.4 per cent as ‘very good’,
20.3 per cent as‘good’, 11.3 per cent as‘fair’, and 9.8 per
cent as ‘poor’. There was no difference in the proportion
of males (9.6 per cent) and females (9.9 per cent) rating
the carereceived as' poor’. The main reason for rating the
care as ‘fair’ or ‘poor’ was waiting time in emergency
departments (70.2 per cent). Other issues included poor
technical skill of clinical staff (25.0 per cent) and poor
attitude of clinical staff (18.7 per cent).

Responses of ‘excellent’, ‘very good and ‘good’ were
combined into a ‘positive’ rating of care. Overadl, 77.7
per cent of people gave a positive rating of the care they
received at an emergency department. There was no
significant difference in positive rating of emergency
department care between males (80.2 per cent) and females
(77.6 per cent). A significantly greater proportion of males
aged 65-74 years (91.8 per cent) and females aged 75
years and over (94.7 per cent) gave a positive rating of
their emergency department care, compared with the
overall population.

Overall, a significantly greater proportion of people in
rural areas (85.5 per cent) gave a positive rating of

emergency department care compared to people in urban
areas (76.2 per cent).

There was no significant variation in the proportion of
people giving a positive rating of emergency department
care by socioeconomic disadvantage.

Overall, the proportion of people who gave a positive
rating of emergency department care did not differ
significantly from 1997 (80.3 per cent) to 2003 (78.9 per
cent). Whilethe proportion of femaleswho gave apositive
rating decreased significantly from 1997 (79.9 per cent)
to 2002 (73.2 per cent), the increase in 2003 resulted in
no significant difference overall between 1997 and 2003.

Figure 76 shows the proportion of people attending an
emergency department in the last 12 months, by
socioeconomic disadvantage. Figure 77 shows the
proportion of people rating the care in the emergency
department as excellent, very good, or good. Figure 78
shows the reason for rating the most recent emergency
department visit asfair or poor.
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FIGURE 76

EMERGENCY DEPARTMENT ATTENDANCE IN THE PREVIOUS 12 MONTHS BY SOCIOECONOMIC DISADVANTAGE
SCORE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
80,200 16.1 5th Quintile 15.0 72,000
most disadvantaged
107,700 17.0 4th Quintile 16.1 105,800
64,900 12.6 3rd Quintile 12.4 66,500
56,700 11.9 2nd Quintile 11.0 49,400
1st Quintile
32,300 96 least disadvantaged 95 38,000
341,800 13.9 13.1 331,600
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 77

NSW, 2003
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Hospital admissions
Introduction

In the 200203 financial year, there were approximately
1.4 million hospital admissions to NSW hospitals.* In
order to identify issues affecting the quality of care
received in public hospitals, the New South Wales Adult
Health Survey 2003 included questions on admission to
hospital and satisfaction with hospital services.
Respondents were asked the following questions: ‘In the
last 12 months, have you stayed for at least one night in
hospital?’, ‘In which hospital was your most recent
overnight stay?, ‘Can you tell me if that is a public or
private hospital?’, ‘During your overnight hospital
admission were you admitted as a public or private
patient?, ‘Overall, what do you think of the care you
received at this hospital? (if the care was rated as fair or
poor, respondents were also asked ‘Could you briefly
describe why you rated the care you received as fair or
poor?), ‘Did someone at this hospital tell you how to
cope with this condition when you returned home? (if
‘yes', the respondent was also asked ‘ How adequate was
this information once you went home?').

Results
Hospital admissions

The New South Wales Adult Heal th Survey 2003 estimated
that about 672,200 people (297,600 males and 374,600
females) were admitted to hospital at least once in the
previous 12 months, representing 13.5 per cent of the
overall population.

A significantly greater proportion of females (14.8 per
cent) than males (12.1 per cent) reported being admitted
to hospital. Among females, a significantly lower
proportion of those aged 1624 years (7.7 per cent) and
45-54 years (10.1 per cent), and a significantly greater
proportion of those aged 25-34 years (22.4 per cent) and
75yearsand over (22.6 per cent) were admitted to hospital,
compared to the overall female population. A significantly
lower proportion of males aged 1624 years (7.2 per cent)
and a significantly greater proportion of males aged 65
years and over (22.6 per cent to 30.6 per cent) were
admitted to hospital, compared to the overall male
population.

A significantly greater proportion of peopleinrural areas
(15.2 per cent) than urban areas (13.0 per cent) reported
hospital admissions in the last 12 months.

Overall, the proportion of people reporting hospital
admissions did not vary significantly by level of
socioeconomic disadvantage.

Rates of hospital admissions did not differ significantly
from 1997 (13.0 per cent) to 2003 (13.5 per cent).

Rating of hospital care

Those who had been admitted to hospital in the last 12
months were asked to rate the care they received during

the admission. Overall, 45.0 per cent rated the care they
received as ' excellent’, 29.5 per cent as‘ very good’, 16.9
per cent as ‘good’, 6.2 per cent as ‘fair’, and 2.6 per cent
rated the care received as ‘poor’. The main reasons for
rating the care asfair or poor were not enough staff (29.7
per cent), poor quality accommodation (29.3 per cent),
the poor attitude of clinical staff (28.9 per cent), and the
poor technical skill of clinical staff (27.5 per cent). Other
issues included communication problems (15.1 per cent)
and excessive time waiting for care (13.6 per cent).

Responses of ‘excellent’, ‘very good’, and ‘good’ were
combined into a ‘positive’ rating of care. Overal, 91.2
per cent of people gave a positive rating of the care they
had received at hospital. There was no significant
difference between the proportions of males (92.9 per cent)
and females (89.9 per cent) giving positive ratings. A
significantly greater proportion of people aged 75 years
and over (95.7 per cent) gave positive ratings of the care
they received at a hospital, compared with the overall
population.

Therewasno significant geographical variationin positive
ratings of hospital care between rural residents (91.7 per
cent) and urban residents (91.1 per cent).

There was no significant difference in positive ratings of
hospital care based on socioeconomic disadvantage.

Overall, the rates of people giving positive ratings of
hospital care did not differ significantly from 1997 (90.1
per cent) to 2003 (91.2 per cent).

In 2003, 79.7 per cent of people were given information
on how to cope with their condition on discharge from
their most recent overnight hospital admission. Therewas
no difference in the proportion of males and females who
received information on how to cope with their condition.
Of the people who received information, 53.1 per cent
rated the information they received asvery adequate, 43.6
per cent rated it as adequate, 2.7 per cent as inadequate,
and 0.6 per cent as completely inadequate. There was no
difference between males and femalesin the rating of the
adequacy of information received at discharge from the
most recent overnight hospital stay.

Figure 79 shows the proportion of people who were
admitted to hospital in the previous 12 months by age.
Figure 80 shows the proportion rating their care as
excellent, very good, good, fair or poor. Figure 81 shows
the reasons for rating care fair or poor. Figure 82 shows
the adequacy of discharge advice for most recent
overnight hospital stay.
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FIGURE 79

NSW, 2003
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FIGURE 80

HOSPITAL CARE RATINGS, PERSONS WHO ATTENDED HOSPITAL INTHE PREVIOUS 12 MONTHS AGED 16
YEARS AND OVER, NSW, 2003
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FIGURE 81
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Community health centres
Introduction

Community health centres have a particularly important
roleto play in providing information and support to people
of al ages within the community. Services provided by
community health centresinclude primary health nursing,
sexual assault services, child and family team counselling,
selected allied health services, dental services for adults
and children, outreach clinics, child protection services,
child development services, physical disabilitiesservices,
day and respite care, and health promotion.

The New South Wales Adult Health Survey 2003 included
questions on attendance at a community health centre
and satisfaction with that service. Respondentswere asked
the following questions: ‘In the last 12 months, have you
been to a government-run community health centre?,
‘Overall, what do you think of the care you received at
that community health centre? (if the care was rated as
fair or poor, respondentswere al so asked * Could you briefly
describe why you rated the care you received as fair or
poor?), ‘If you had to use a community health centre
again, would you prefer to return to this same community
health centre, or go to a different community health
centre?, ‘Did someone at this community health centre
tell you how to cope with your condition when you
returned home? (if ‘yes', respondents were also asked
‘How adequate wasthisinformation onceyou went home? ).

Results
Attendance at community health centres

The New South Wales Adult Heal th Survey 2003 estimated
that about 253,300 persons (89,600 males and 163,700
females) attended a community health centre in the
previous 12 months, representing 5.1 per cent of the
overall population.?

A significantly lower proportion of males (3.6 per cent)
than females (6.5 per cent) attended a community health
centre. Among females, a significantly lower proportion
of those aged 45-54 years (4.4 per cent) attended a
community health centre, compared with the overall
female population. There was no significant variation in
the proportion of maleswho attended acommunity health
centre, compared with the overall male population.

There was geographic variation in community health
centre attendance, with a significantly greater proportion
of rural residents (7.8 per cent) than urban residents (4.3
per cent) having attended a community health centre.

A significantly lower proportion (3.5 per cent) of people
in the second least socioeconomically disadvantaged
quintile have visited a community health centre,
compared with the overall population.

Between 2002 and 2003, there has been a significant
decrease in the proportion of people who attended a
community health centre, from 6.9 per cent in 2002t0 5.1
per cent in 2003.

Rating of care at community health centres

Those who had attended a community health centre in
thelast 12 monthswere asked to rate the care they received
during the visit. Of those who had attended a community
health centre, 36.2 per cent rated the care they received as
‘excellent’, 32.0 per cent as ‘very good', 25.5 per cent as
‘good’, 4.5 per cent as ‘fair’, and 1.9 per cent rated the
care received as ‘poor’. The main reasons for rating the
care as fair or poor were insufficient services offered or
staff shortages (36.1 per cent), poor attitude of staff (19.8
per cent), waiting time (18.9 per cent), and poor technical
skill of staff (17.1 per cent).

Responses of ‘excellent’, ‘very good’, or ‘good’ werethen
combined into ‘ positive’ ratings of care. Overall, 93.6 per
cent of people who had attended a community health
centre gave a positive rating of the care they received.
There was no significant difference in the proportion of
males (94.2 per cent) and females (93.3 per cent) who
gave positive ratings.

Therewasno significant geographical variationin positive
ratings of care received at a community health centre
between rural residents (93.6 per cent) and urban residents
(93.6 per cent).

There was no significant difference in the proportion of
people giving positive ratings of care received at a
community health centre by socioeconomic
disadvantage.

There was no significant change in the proportion of
people giving positive ratings of care received at a
community health centre between 2002 (92.9 per cent)
and 2003 (93.6 per cent).

In 2003, 67.8 per cent of people were given information
on how to cope with their condition following their most
recent community health centre visit. There was no
difference in the proportion of males and females who
received information on how to cope with their condition.
Of these, 49.4 percent rated theinformation they received
as very adequate, 49.3 per cent rated it as adequate, 1.0
per cent as inadequate, and 0.3 per cent as completely
inadeguate. There was no difference between males and
females in the rating of the adequacy of information
received at the most recent community health centrevisit.

Figure 83 shows the proportion of people attending a
community health centre in the previous 12 months, by
age. Figure 84 shows community health centre careratings,
and Figure 85 showsthereasonsfor rating the most recent
visit to acommunity health centre as fair or poor. Figure
86 showsthe adequacy of discharge advice for most recent
community health centre visit.
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FIGURE 83
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FIGURE 84

COMMUNITY HEALTH CENTRE CARE RATINGS, PERSONS WHO ATTENDED A COMMUNITY HEALTH CENTRE IN
THE PREVIOUS 12 MONTHS AGED 16 YEARS AND OVER, NSW, 2003
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 85
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Public dental services
Introduction

People in NSW with a Health Care Concession Card or a
Pensioner Concession Card are eligible for public dental
care. In order to identify issues affecting the quality of
care received in public dental services, the New South
Wales Adult Health Survey 2003 included questions on
attendance at a public dental service and satisfaction with
that service. Respondents were asked the following
guestions: ‘In the last 12 months, have you been to a
government-run public dental service or dental hospital ?,
‘Overall, what do you think of the care you received at
the public dental service? (if the care was rated asfair or
poor, the respondent was also asked ‘ Could you briefly
describe why you rated the care you received as fair or
poor?), ‘Did someone at this public dental service tell
you how to cope with your condition when you returned
home? (if ‘yes’, the respondent was then asked ‘How
adequate was this information once you went home?').

Results
Attendance at public dental services

The New South Wales Adult Heal th Survey 2003 estimated
that about 213,900 people (93,300 males and 120,600
females) attended a public dental service in the previous
12 months. This represented 4.3 per cent of the overall
population.t

There was no significant difference in the proportion of
females (4.8 per cent) or males (3.8 per cent) attending a
public dental service. A significantly lower proportion of
males aged 35-54 years (2.1 per cent to 2.6 per cent)
attended apublic dental serviceinthe previous 12 months,
compared with the overall population.

A significantly greater proportion of peoplein rural areas
(5.8 per cent) attending a public dental service compared
to urban areas (3.9 per cent).

The proportion of people attending public dental services
was significantly lower (2.2 per cent) among those in the
least socioeconomically disadvantaged quintile. A greater
proportion of females (6.6 per cent) in the most
socioeconomically disadvantaged quintile were likely to
attend public dental services.

There has been no significant change in the proportion of
people attending a public dental service between 2002
(4.5 per cent) and 2003 (4.3 per cent).

Rating of care at public dental services

People who had attended a public dental service in the
last 12 months were asked to rate the care they received
during the attendance. Of these, 31.5 per cent rated the
care they received as ‘excellent’, 32.7 per cent as ‘very
good’, 21.2 per cent as ‘good’, 7.7 per cent as ‘fair’, and
6.9 per cent rated the care they received as ‘poor’. The
main reasonsfor rating the careas‘fair’ or ‘ poor’ werethe
waiting timefor an appointment (50.2 per cent), followed
by insufficient services (37.3 per cent), and poor technical
skill of clinical staff (28.4 per cent).

Responses of ‘excellent’, ‘very good and ‘good’ were
combined into ‘ positive’ ratings of care. Overall, 85.4 per
cent of people gave positive ratings of the care they
received at a public dental service. There was no
significant difference in the proportion of males (85.9 per
cent) and females (85.0 per cent) giving positive ratings
of care.

In 2003, 66.0 per cent of people were given information
on how to cope with their condition following their most
recent public dental servicevisit. Therewasno difference
in the proportion of males and females who received
information on how to cope with their condition. Of the
people who received information, 58.8 per cent rated the
information they received as very adequate, 37.0 per cent
rated it as adequate, 3.0 per cent as inadequate, and 1.2
per cent ascompletely inadequate. Therewasno difference
between males and females in the rating of the adequacy
of information received at the most recent public dental
service visit.

Figure 87 shows the proportion of people attending a
public dental service in the previous 12 months, by age.
Figure 88 shows public dental service careratings. Figure
89 showsthe proportion of peoplerating the care received
in public dental servicesas excellent, very good, or good,
by age. Figure 90 shows the reasons for rating the most
recent visit to apublic dental serviceasfair or poor. Figure
91 shows the adequacy of discharge advice for the most
recent public dental service visit.
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FIGURE 87

PUBLIC DENTAL SERVICE ATTENDANCE INTHE PREVIOUS 12 MONTHS BY AGE, PERSONS AGED 16 YEARS
AND OVER, NSW, 2003
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 88

PUBLIC DENTAL SERVICE CARE RATINGS, PERSONS WHO ATTENDED A PUBLIC DENTAL SERVICE INTHE
PREVIOUS 12 MONTHS AGED 16 YEARS AND OVER, NSW, 2003
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Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 89
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PUBLIC DENTAL SERVICE CARE RATED AS EXCELLENT,VERY GOOD OR GOOD BY AGE, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
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REASON FOR RATING MOST RECENT PUBLIC DENTAL SERVICE VISIT AS FAIR OR POOR, PERSONS WHO
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FIGURE 91
ADEQUACY OF DISCHARGE ADVICE FOR MOST RECENT PUBLIC DENTAL SERVICE VISIT, PERSONSWHO
ATTENDED A PUBLIC DENTAL SERVICE INTHE PREVIOUS 12 MONTHS AGED 16 YEARS AND OVER, NSW, 2003
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100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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10. SOCIAL CAPITAL

Introduction

The term ‘social capital’ refers to the institutions,
relationships, and norms, that shape social networks, foster
trust, and facilitate coordination and cooperation for
mutual benefit.! A key concept of social capital is the
notion of interlocking networks of relationships between
individuals and groups.

Social reciprocity and neighbourhood connection are
characterised by acombination of short-term altruism and
long-term self interest, where people help each other or
act for the benefit of other people at a personal cost with
the general expectation that this help will be returned in
the future when they might need help themselves.?

Trust involves a willingness to take risks in a social
context. This willingness is based on a confidence that
others will respond as expected and will act in mutually
supportive ways, or at least that others will not intend
harm. The overall level of trust that people attribute to
others has been explored in conjunction with perceptions
of safety within the individual’s local community.

Individuals acting on their own do not generate social
capital; itisgenerated by peoplein communities engaging
with others through a variety of associations that are
voluntary and possibly equitable. Participation in the
local community depends on a tendency among people
to be social and to form new associations and networks.

The New South Wales Adult Health Survey 2003 included
guestions on social reciprocity and neighbourhood
connection, feelings of trust and safety, and participation
in the local community. Respondents were asked the
following questions: ‘ In the past three months, how often
have you helped out any local group or organisation such
as a school, scouts and brownies, a sporting club, or
hospital as a volunteer, or other organisation?, ‘In the
past six months, how often have you attended a local
community event such as a church or school fete, school
concert, or astreet fair?, ‘Are you an active member of a
local organisation, church, or club such asasport or craft
or social club?', ‘Do you agree or disagree with the
statement, “| feel safe walking down my street after
dark”?, ‘Do you agree or disagree with the statement,
“Most people can betrusted”?, ‘Do you agree or disagree
with the statement, “My area has a reputation for being a
safeplace”?, ‘ If youwere caring for achild and needed to
go out for awhile, and could not take the child with you,
would you ask someone in your neighbourhood for
help?, ‘How often have you visited someone in your
neighbourhood in the past week?, ‘When you go
shopping in your local area how often are you likely to
run into friends and acquaintances? , ‘Would you be sad
if you had to leave this neighbourhood? .

Results
Social reciprocity and neighbourhood connection

Responses to the questions on social reciprocity and
neighbourhood connection were grouped into positive
and negative responses. Responses of ‘yes’ to the
questions* If you were caring for achild and needed to go
out for a while, and could not take the child with you,
would you ask someonein your neighbourhood for help?
and ‘Would you be sad if you had to leave this
neighbourhood’, as well asresponses of at least ‘once’ to
the question ‘How often have you visited someone in
your neighbourhood in the last week’, and responses of at
least ‘some of the time' to the question ‘When you go
shopping in your local area, how often are you likely to
run into friends and acquaintances? were combined into
positive responses. The question ‘How often have you
visited someonein your neighbourhood in the past week?
has been used as an example of socia reciprocity and
neighbourhood connection and analysed further.

Overall, in 2003, 73.0 per cent of the population said
they would ask someone in their neighbourhood for help
with caring for achild if they needed to go out for awhile.
There was no significant difference between the
proportion of males (74.2 per cent) and females (71.9 per
cent) who would ask someonein their neighbourhood for
help with a child.

Nearly three-quarters (73.1 per cent) of the population
stated they would be sad if they had to leave their
neighbourhood. A significantly greater proportion of
females (76.8 per cent) than males (69.4 per cent) said
they would be sad to leave their neighbourhood.

A total of 81.6 per cent of the population stated that they
run into friends and acquaintances in their local area at
least ‘sometimes' . There was no significant difference
between the proportion of females (82.8 per cent) and
males (80.3 per cent) who said they ran into friends and
acquaintances in their local area.

Almost two-thirds (65.4 per cent) of the population
reported that they had visited someone in their
neighbourhood in the past week. There was no significant
difference between the proportion of males (67 per cent)
and females (63.8 per cent) who had visited someone in
their neighbourhood. The proportion of people who
visited a neighbour did not vary significantly by age.

There was significant geographic variation in the
proportion of residents who had visited someone in their
neighbourhood in the past week, with a significantly
greater proportion of rural residents (72.3 per cent) than
urban residents (63.5 per cent) having visited someonein
their neighbourhood.
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A significantly greater proportion of peoplein the second
most disadvantaged quintile (68.8 per cent) were likely
to have visited their neighbours in the last week.

There was no significant change in the proportion of
people visiting neighbours between 2002 (65.9 per cent)
and 2003 (65.4 per cent).

Trust and safety

In analysing the trust and safety questions, responses of
‘strongly agree’ and ‘agree’ to the questions ‘I feel safe
walking down my street after dark’, *Most people can be
trusted’, and ‘My area has a reputation for being a safe
place’, were combined into ‘positive’ responses. The
question ‘ Most people can betrusted’ has been used asan
example of trust and safety and analysed further.

Overall, in 2003, 68.3 per cent of the population strongly
agreed or agreed with the statement that ‘| feel safe
walking down my street after dark’. There was a
significantly greater proportion of males (80.2 per cent)
than females (56.6 per cent) who felt safe walking down
their street after dark.

Nearly three-quarters (74.8 per cent) of the population
strongly agreed or agreed with the statement ‘ My areahas
areputation for being asafe place’. A significantly greater
proportion of males (76.5 per cent) than females (73.1 per
cent) agreed that their area was safe.

A total of 69.6 per cent of the population strongly agreed
or agreed with the statement * M ost people can betrusted'.
A significantly greater proportion of males (71.5 per cent)
than females (67.9 per cent) agreed that most people could
be trusted. Among females, a significantly lower
proportion aged 16-24 years (59.9 per cent) and a
significantly greater proportion aged 75 years and over
(76.6 per cent) agreed that most people can be trusted,
compared to the overall femal e popul ation. Among males,
asignificantly greater proportion aged 75 years and over
(78.3 per cent) agreed that most people can be trusted,
compared to the overall male population.

There was no significant variation in the proportion of
residents in rural areas (71.7 per cent) and urban areas
(69.1 per cent) who strongly agreed or agreed with the
statement ‘M ost people can be trusted’.

There was significant variation based on socioeconomic
disadvantage. The proportion of people who agreed that
‘Most people can betrusted’ decreased as socioeconomic
disadvantageincreased. A significantly greater proportion
of people in the least (79.2 per cent) and second least
disadvantaged quintiles (73.8 per cent), and a
significantly lower proportion of people in the most
disadvantaged quintile (57.4 per cent) agreed that most
people can betrusted, compared to the overall population.

The proportion of people who felt most people can be
trusted increased significantly between 2002 (65.9 per
cent) and 2003 (69.6 per cent).

Participation in the local community

Responses to the questions on participation in the local
community were grouped into positive or negative
responses. Responses of ‘at least once’ to the questions
‘In the past three months, how often have you helped out
any local group or organisation such as a school, scouts
and brownies, asporting club or ahospital asavolunteer,
or other organisation?, and ‘In the past three months,
how often have you attended a local community event
such asachurch fete, school fete, school concert, or street
fair?, and of ‘yes to the question ‘Are you an active
member of alocal organisation, church or club such asa
sport, craft, or socia club? , were combined into ‘ positive’
responses. The question ‘In the past six months, how often
have you attended a local community event such as a
church or school fete, school concert, or astreet fair? has
been used as an example of participation in the local
community and analysed further.

Overall, in 2003, almost one-third (32.1 per cent) of the
population reported that they had helped out alocal group
or organisation in the past three months. There was no
significant differencein the proportion of males (31.2 per
cent) and females (32.9 per cent) who had helped out any
local group or organisation in the past three months. Nearly
half (43.5 per cent) of the population said they were active
members of alocal organisation. A significantly greater
proportion of males (45.4 per cent) reported that they were
active membersof alocal organisation than females (41.7
per cent).

More than half (58.1 per cent) of the population reported
that they had attended a local community event in the
past six months. A significantly greater proportion of
females (62.0 per cent) than males (54.1 per cent) had
attended alocal community event in the last six months.
Among females, asignificantly lower proportion aged 65
years and over (46.2 per cent to 52.4 per cent), and a
significantly greater proportion aged 3544 years (74.6
per cent), had attended a local community event in the
last six months, compared to the overall female
population. A significantly lower proportion of malesaged
65 years and over (44.3 per cent to 44.6 per cent) and a
significantly greater proportion of males aged 3544 years
(65.9 per cent) had attended a local community event,
compared to the overall male population.

A significantly greater proportion of rural residents (63.7
per cent) than urban residents (56.5 per cent) had attended
alocal community event in the last six months.

Therewas significant variation in the proportion of people
participating in local community events based on level
of socioeconomic disadvantage. A significantly greater
proportion of people in the quintile of least
socioeconomic disadvantage (62.8 per cent) and a
significantly lower proportion of people in the quintile
of most socioeconomic disadvantage (51.6 per cent) were
likely to have participated in alocal community event.
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The proportion of people attending a local community
event did not change significantly between 2002 (56.8
per cent) and 2003 (58.1 per cent).

Figure 92 shows participation in the local community
and Figures 93-94 show attendance at acommunity event
at least once in the last six months by age and
socioeconomic disadvantage score. Figure 95 showstrust
and safety in the local area and Figures 96-97 show the
proportion of people who say most people can be trusted,
by age and socioeconomic disadvantage score. Figure 98

shows reciprocity—social engagement and Figures 99-100
show the proportion of people who visit neighbours, by
age and socioeconomic disadvantage score.
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FIGURE 92

Estimated Males

100 80 60 40 20 0
Per cent

PARTICIPATE INTHE LOCAL COMMUNITY, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated
Number Number
Helped out any
766,800 local group 32.9 830,900
or organisation
Have attended local
1,328,100 54.1 . 62.0 1,563,500
community event
Active member of a
1,115,800 45.4 local organisation 41.7 1,052,900
or social club

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 93

ATTENDED A COMMUNITY EVENT AT LEAST ONCE INTHE LAST SIX MONTHS BY AGE, PERSONS AGED 16
YEARS AND OVER, NSW, 2003
. Males Females :
Estimated Estimated
Number Age (years) Number
57,800 75+ 46.2 85,700
95,500 65-74 52.4 122,000
153,700 55-64 61.1 186,200
265,300 45-54 64.0 281,000
327,100 35-44 74.6 370,800
243,200 25-34 61.8 299,200
185,700 16-24 57.6 218,600
1,328,100 NSW 62.0 1,563,500
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 94
ATTENDED A COMMUNITY EVENT AT LEAST ONCE INTHE LAST SIX MONTHS BY SOCIOECONOMIC
DISADVANTAGE SCORE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
239,100 48.2 5th Quintle 55.1 264,800
most disadvantaged
342,100 54.0 4th Quintile 63.6 418,000
278,500 54.2 3rd Quintile 61.6 330,300
273,400 57.5 2nd Quintile 63.0 283,600
195,000 58.1 1st Quintile 66.8 266,700
least disadvantaged
1,328,100 54.1 NSW 62.0 1,563,500
100 80 60 40 20 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 95

TRUST AND SAFETY IN LOCAL AREA, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Estimated Males Females Estimated
Number Number
| feel safe
1,937,700 80.2 walking down my 56.6 1,392,900
street after dark
Most people
1,693,700 715 67.6 1,607,200
can be trusted
My area has
1,805,500 76.5 a reputation for 73.1 1,720,500
being a safe place
100 80 60 40 20 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
FIGURE 96
MOST PEOPLE CAN BETRUSTED, BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
" Males Females ;
Estimated Estimated
Number e (Eeus)] Number
97,700 78.3 75+ 76.6 133,100
157,000 76.0 65-74 70.1 154,200
231,800 75.8 55-64 70.6 208,700
331,000 75.6 45-54 72.7 309,700
339,800 69.9 35-44 68.8 331,900
309,800 25-34 62.8 293,400
250,100 67.1 16-24 59.9 221,600
1,717,300 715 NSW 67.9 1,652,500
100 80 60 40 20 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 97
MOST PEOPLE CAN BETRUSTED, BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16 YEARS
AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
289,500 59.8 >th Quintile 54.8 250,700
most disadvantaged
435,000 70.4 4th Quintile 67.9 430,300
371,800 74.3 3rd Quintile 68.1 350,300
356,300 76.1 2nd Quintile 71.3 310,100
264,600 79.7 Lst Quintile 78.8 311,000
least disadvantaged
1,717,300 71.5 NSW 67.9 1,652,500
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

FIGURE 98
RECIPROCITY-SOCIAL ENGAGEMENT, PERSONS AGED 16 YEARS AND OVER, NSW, 2003
Estimated Males Females Estimated
Number Number
Yes, help from a
1,769,000 74.2 neighbour with 71.9 1,770,900
child care
Visited neighbours
1,645,200 67.0 at least once 63.8 1,610,900
in last week
Regularly run
1,963,900 80.3 into friends in the 82.8 2,084,400
neighbourhood
Would be sad
1,659,600 69.4 if left 76.8 1,895,700
neighbourhood
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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FIGURE 99

Estimated

Males

Number

90,300

141,600

204,200

288,700

321,400

317,200

281,800

1,645,200

69.3

66.0

65.9

65.1

64.7

66.3

73.9

67.0

100

80 60
Per cent

40

20

o

Age (years)

75+

65-74

55-64

45-54

35-44

25-34

16-24

NSW

VISIT NEIGHBOURS, BY AGE, PERSONS AGED 16 YEARS AND OVER, NSW, 2003

Females

60.9

64.1

65.0

62.1

66.6

64.7

61.5

63.8

0 20 40 60 80 100

Per cent

Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.

Estimated
Number

113,000

149,300

197,500

272,500

330,900

313,700

234,000

1,610,900

FIGURE 100

VISIT NEIGHBOURS, BY SOCIOECONOMIC DISADVANTAGE SCORE, PERSONS AGED 16 YEARS AND OVER,
NSW, 2003
Estimated Males Females Estimated
Number Number
328,900 66.4 Sth Quintile 61.0 293,400
most disadvantaged
461,200 73.0 4th Quintile 64.7 425,000
330,400 64.2 3rd Quintile 63.1 338,700
321,600 67.6 2nd Quintile 64.8 291,200
203,100 60.2 1st Quintile 65.7 262,600
least disadvantaged
1,645,200 67.0 NSW 63.8 1,610,900
100 80 60 40 20 0 0 20 40 60 80 100
Per cent Per cent
Source: NSW Adult Health Survey 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of Health.
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11. CONCLUSION

Conclusion

The New South Wales Continuous Health Survey program
commenced in 2002. This report, the New South Wales
Adult Health Survey 2003, on the health of adults aged
16 years and over, is the second annual report from this
program.

Datawere collected on arange of health behaviours, health
status, use of and satisfaction with health services, socia
capital, and demographic information. Where possible,
indicators have been aligned with those collected in
previous NSW health surveys, so that time series trends
can be examined. Some of the trends and changes over
the last six years are highlighted below and presented in
Tables 6-9.

Health behaviours

Health behaviours are known to influence health and
wellbeing. Between 1997 and 2003 there have been
changesin some health behaviourswith discernible effects
(Table 6). The proportion of smoke-free households (69.8
per cent to 82.5 per cent), and the proportion of homes
with asmoke alarm or detector (58.2 per cent to 72.7 per
cent) has increased significantly. There has been a
significant decrease in the proportion of people who
participatein any alcohol risk drinking behaviour between
1997 and 2003 (42.3 per cent to 35.7 per cent) but with
no significant difference between 2002 and 2003. There
was also asignificant decreasein the proportion of people
who were current smokers between 1997 and 2002 (24.0
per cent and 21.4 per cent). However, in 2003 the
proportion has increased to 22.5 per cent and is now not
significantly different to the previous years.

Overall, therewas asignificant increase in the proportion
of people who were eating the recommended daily
vegetable intake between 1997 and 2003 (16.3 per cent
and 19.3 per cent) with a significantly higher proportion
of people eating the recommended vegetable intake in
2003 compared to 2002 (16.2 per cent and 19.3 per cent).
Between 1997 and 2002, there was a significant decrease
in the proportion of people who consumed reduced- or
low-fat milk (45.7 per cent to 43.4 per cent). However, in
2003 the proportion increased to 44.0 per cent and is now
not significantly different to the previous years.

Between 1997 and 2003, the proportion of people aged
65 years and over who were immunised against influenza
in the previous 12 months increased significantly, (57.1
per cent to 75.8 per cent). Similarly, between 2002 and
2003 the proportion of people aged 65 years and over who
were immunised against pneumococcal diseasein thelast
5yearsalso increased significantly (39.4 per cent to 46.8
per cent).

Overall, therewas asignificant decreasein the proportion
of people who undertook adequate physical activity in

2003 compared to 1997 (47.6 per cent and 45.0 per cent).
Although the decrease has continued in 2003 (45.0 per
cent), the proportions were not significantly lower than
in 2002.

Several health behaviours have remained unchanged. The
proportion of people eating the recommended daily serves
of fruit (45.8 per cent) was unchanged, as was high risk
drinking in the last four weeks (14.7 per cent), and use of
public water as a usual water supply (81.1 per cent).

In 2003, anew indicator on hand washing when preparing
raw meat has been reported for the first timeand trendsin
this additional indicator will continue to be monitored.

Health status

Monitoring the health status of apopulation helpsto detect
emerging patterns of illness and disease and provides
information to inform policy and planning of health
services. There have been some obvious changes in the
health status of the population between 1997 and 2003
(Table 7).

Overall, in 2003 compared to 1997 there was asignificant
increase in the proportion of people who had been
diagnosed with diabetes (4.7 per cent and 6.2 per cent),
ever diagnosed with asthma (16.6 per cent to 21.0 per
cent), and who were overweight or obese (42.2 per cent to
48.3 per cent). Although the increases continued in 2003,
the proportionswere not significantly higher than in 2002.
Between 1997 and 2002, there was also a significant
increase in the proportion of people who reported high
and very high physiological stress as measured by the
Kessler 10 score (10.5 per cent to 12.2 per cent). However,
in 2003, the proportion decreased to 11.1 per cent and is
now not significantly different to the previous years.

Overall, in 2003, there was a significant decrease in the
proportion of people who rated their health status as
excellent, very good, or good, compared to 1997 (84.9
per cent and 80.8 per cent), but the proportions in 2003
and 2002 were not significantly different. The proportion
who reported all their natural teeth missing declined
significantly between 1998 and 2003 (8.3 per cent to 5.8
per cent).

The only indicator of health status to remain unchanged
between 1997 and 2003 was current asthma (10.3 per cent
to 11.0 per cent).

For thefirst time, information on adult incontinence, falls
in people 65 years and over, and additional health status
information covering limitation of daily activities, and
bodily pain experienced in the previous four weeks, has
been collected. These indicators will continue to be
monitored.
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Health services

As part of the continuing commitment to monitoring
satisfaction with health services in NSW, questions were
asked about the use of and satisfaction with a range of
services. These included difficulties getting health care
when needed, admission to hospital, or attendance at an
emergency department, or use of community health
centres or public dental services.

Overall, therewas a significant increase in the proportion
of people who reported having difficulties getting health
care when needing it in 2003 compared to 1997 (10.0 per
cent to 13.3 per cent). Although theincrease has continued
in 2003, the proportion was not significantly higher than
2002 (Table 8).

There were no changes in the proportion of people who
gave positive ratings of hospital inpatient care (91.2 per
cent) and emergency department care (78.9 per cent)
between 1997 and 2003, and community health care
between 2002 and 2003 (92.9 per cent to 93.6 per cent).
While the proportion of people giving positive ratings of
public dental careincreased between 2002 and 2003 (81.2
per cent to 85.4 per cent), the increase was not significant.

Emergency department attendance in the previous 12
months (13.5 per cent) and hospital admission in the
previous 12 months (13.5 per cent) both remained
unchanged between 1997 and 2003, as did public dental
service attendance in the previous 12 months (4.3 per
cent) between 2002 and 2003. The proportion of people
attending a comunity health centre in the previous 12
months decreased between 2002 and 2003 (6.9 per cent
to 5.1 per cent).

Social capital

The term ‘social capital’ refers to the institutions,
relationships, and normsthat shape social networks, foster
trust, and facilitate coordination and cooperation for
mutual benefit. The New South Wales Continuous Health
Survey included questions on social reciprocity and
neighbourhood connection, feelings of trust and safety,
and participation in the local community. Between 2002
and 2003 there was no change in any of the indicators of
social capital (Table 9).

Thefuture

There are a number of changes for the 2004 Continuous
Health Survey. In the health status section, an expanded
module on diabetes (focusing on complications and
screening) will beincluded. The expanded asthmamodule
will not be incorporated in the 2004 survey. Under health
behaviours, cancer screening (mammaographic, bowel and
cervical) will be included again along with rate of
hysterectomy. In addition a module on summer sun
protection and shade policy will be included.

In addition to these changes, there are new modules on
interpersonal safety and violence in young adults aged
18-25 years, and sight and hearing.

The continued monitoring of indicators viathe New South
Wales Continuous Health Survey will provide
information that will assist health professionals, health
planners and those involved in policy development to
plan, implement and evaluate health programs and
initiatives within the community and within population
and target groups.
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TABLE 6

TRENDS IN INDICATORS OF HEALTH BEHAVIOURS, BY SEX, NSW, 1997-2003

Indicator

Year

Males (95% CI)

Females (95% CI)

Persons (95% CI)

Alcohol risk drinking (Guideline 1)

High risk drinking in the past 4 weeks

Use public water as usual source of water

Vaccinated against influenza in the last 12
months

Vaccinated against pneumococcal disease
in the last 5 years

Homes with a smoke alarm or detector

Recommended daily fruit intake

Recommended vegetable intake

Usual use of low fat, reduced fat or skim milk

Food insecurity last 12 months

Adequate physical activity

Current daily or occasional smoking

Smoke-free households

Hand washing when preparing raw meat

1997
1998
2002
2003
2002
2003
2002
2003

1997
1998
2002
2003

2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
2002
2003
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
2003

50.7 (49.3-52.2)
50.5 (49.0-52.1)
39.2 (37.3-41.1)
41.3 (39.4-43.2)
16.7 (15.0-18.4)
17.9 (16.2-19.6)

55.8 (52.3-59.2)
61.9 (58.5-65.3)
75.3 (72.4-78.3)
76.1 (73.0-79.1)

36.7 (33.3-40.1)
45.1 (41.6-48.6)

37.8 (36.4-39.2)
38.0 (36.5-39.5)
40.3 (38.4-42.2)
39.0 (37.1-40.9)
10.8 (10.0-11.7)
9.8 (8.9-10.6)
9.2 (8.2-10.3)
11.8 (10.7-12.9)
37.5 (36.0-38.9)
38.8 (37.3-40.3)
35.8 (34.0-37.6)
37.1 (35.2-38.9)
5.2 (4.4-6.0)
5.3 (4.5-6.2)
52.2 (50.7-53.7)
50.4 (48.4-52.3)
49.5 (47.6-51.5)
27.2 (25.9-28.5)
26.2 (24.8-27.5)
23.9 (22.2-25.6)
25.0 (23.3-26.8)

56.3 (54.2-58.5)

34.1 (32.9-35.4)
36.2 (34.9-37.5)
29.7 (28.1-31.2)
30.3 (28.9-31.8)
11.7 (10.3-13.1)
10.9 (9.7-12.2)
81.1 (79.5-82.7)
81.1 (80.2-82.0)

58.2 (55.3-61.0)
64.5 (61.8-67.2)
75.7 (73.0-78.3)
75.6 (73.2-78.1)

41.5 (38.5-44.4)
48.2 (45.4-51.1)
58.2 (57.2-59.1)
64.0 (63.0-65.0)
72.9 (71.8-74.0)
72.7 (71.6-73.9)
51.1 (49.8-52.4)
49.2 (47.9-50.5)
50.1 (48.4-51.7)
52.4 (50.8-54.0)
21.7 (20.6-22.7)
20.5 (19.5-21.6)
22.9 (21.6-24.2)
26.7 (25.3-28.0)
53.8 (52.4-55.1)
52.4 (51.1-53.8)
50.7 (49.0-52.4)
50.8 (49.2-52.4)
6.1 (5.3-6.9)
6.9 (6.1-7.6)
43.1 (41.8-44.4)
42.9 (41.2-44.5)
40.6 (39.0-42.1)
21.0 (20.0-22.0)
21.3 (20.2-22.4)
18.9 (17.6-20.2)
20.0 (18.7-21.3)
69.8 (68.9-70.6)
73.2 (72.3-74.1)
81.0 (80.0-82.0)
82.5 (81.6-83.4)
64.4 (62.9-65.9)

42.3 (41.3-43.3)
43.2 (42.2-44.2)
34.4 (33.1-35.6)
35.7 (34.5-36.9)
14.4 (13.3-15.5)
14.7 (13.6-15.7)

57.1 (54.9-59.3)
63.3 (61.2-65.5)
75.5 (73.5-77.5)
75.8 (73.9-77.8)

39.4 (37.2-41.6)
46.8 (44.6-49.1)

44.5 (43.6-45.5)
43.7 (42.7-44.7)
45.3 (44.0-46.5)
45.8 (44.6-47.1)
16.3 (15.6-17.0)
15.2 (14.5-15.9)
16.2 (15.3-17.0)
19.3 (18.4-20.3)
45.7 (44.7-46.7)
45.7 (44.7-46.7)
43.4 (42.1-44.6)
44.0 (42.8-45.3)
5.7 (5.1-6.2)
6.1 (5.5-6.7)
47.6 (46.6-48.6)
46.6 (45.3-47.8)
45.0 (43.7-46.2)
24.0 (23.2-24.9)
23.7 (22.9-24.6)
21.4 (20.3-22.4)
22.5 (21.4-23.6)

60.8 (59.5-62.0)

Health

Source: NSW Health Survey 1997, 1998, 2002, and 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of
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TABLE 7

TRENDS IN INDICATORS OF HEALTH STATUS, BY SEX, NSW, 1997-2003

Indicator

Year

Males (95% CI)

Females (95% CI)

Persons (95% CI)

health status

Current asthma

Obese

Excellent, very good, or good self-rated

Ever diagnosed with asthma

Diabetes or high blood sugar

High and very high psychological distress

All natural teeth missing

Overweight and obesity

Fall in the last 12 months
Incontinence in the last 4 weeks

1997
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
1998
2002
2003
1997
1998
2002
2003
1997
1998
2002
2003
2003
2003

84.9 (83.9-85.8)
84.9 (83.9-85.9)
81.8 (80.3-83.3)
81.9 (80.5-83.3)
14.9 (13.9-16.0)
15.4 (14.3-16.5)
18.3 (16.8-19.9)
19.4 (17.8-21.0)
8.7 (7.9-9.5)
8.9 (8.0-9.8)
9.1 (8.0-10.2)
9.2 (8.0-10.3)
52 (4.6-5.8)
4.9 (4.2-5.5)
6.6 (5.8-7.4)
6.9 (6.1-7.8)
9.2 (8.4-10.0)
9.0 (8.1-9.9)
10.5 (9.3-11.6)
9.3 (8.2-10.4)
5.8 (5.2-6.4)
52 (4.6-5.9)
42  (3.6-4.8)
49.7 (48.3-51.2)
50.3 (48.7-51.8)
53.9 (52.0-55.9)
55.6 (53.7-57.6)
11.1 (10.2-12.0)
12.6 (11.6-13.6)
14.8 (13.4-16.2)
15.5 (14.2-16.8)
18.7 (16.0-21.5)
11.2 (9.8-12.6)

85.0 (84.1-85.9)
83.0 (82.1-83.9)
79.7 (78.5-81.0)
79.8 (78.5-81.0)
18.1 (17.1-19.2)
18.0 (17.0-19.0)
20.9 (19.6-22.3)
22.7 (21.4-24.0)
11.9 (11.0-12.8)
10.9 (10.1-11.7)
12.0 (11.0-13.0)
12.7 (11.7-13.7)
4.3 (3.8-4.8)
4.0 (3.5-4.5)
5.7 (5.0-6.4)
55 (4.9-6.2)
12.9 (12.0-13.8)
12.0 (11.1-12.8)
14.0 (12.8-15.1)
12.9 (11.8-14.0)
10.7 (10.0-11.4)
8.6 (7.8-9.4)
7.4  (6.8-8.0)
34.5 (33.3-35.8)
34.5 (33.2-35.7)
38.5 (36.9-40.1)
41.0 (39.4-42.6)
11.5 (10.7-12.3)
11.6 (10.8-12.4)
14.4 (13.3-15.6)
16.5 (15.4-17.7)
27.5 (24.9-30.1)
31.9 (30.1-33.7)

84.9 (84.3-85.6)
83.9 (83.2-84.6)
80.7 (79.7-81.7)
80.8 (79.9-81.7)
16.6 (15.8-17.3)
16.7 (16.0-17.5)
19.6 (18.6-20.7)
21.0 (20.0-22.1)
10.3 (9.7-10.9)
9.9 (9.3-10.5)
10.6 (9.8-11.3)
11.0 (10.2-11.7)
4.7  (4.3-5.1)
45 (4.0-4.9)
6.1 (5.6-6.7)
6.2 (5.7-6.7)
11.1 (10.5-11.7)
10.5 (9.9-11.1)
12.2 (11.4-13.1)
11.1 (10.3-11.9)
8.3 (7.8-8.8)
6.9 (6.4-7.5)
5.8 (5.4-6.2)
42.2 (41.2-43.1)
42.5 (41.4-43.5)
46.3 (45.0-47.6)
48.3 (47.1-49.6)
11.3 (10.7-11.9)
12.1 (11.5-12.7)
14.6 (13.7-15.5)
16.0 (15.1-16.9)
23.5 (21.7-25.4)
21.8 (20.6-23.0)

Health

Source: NSW Health Survey 1997, 1998, 2002, and 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of
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TABLE 8

TRENDS IN INDICATORS OF USE AND SATISFACTIONWITH HEALTH SERVICES, BY SEX, NSW, 1997-2003

Indicator

Year

Males (95% CI)

Females (95% CI)

Persons (95% CI)

needing it

months

or good

Difficulties getting health care when

Emergency department attendance in the
previous 12 months

Emergency department care rated as
excellent, very good or good

Hospital admission in the previous 12

Hospital care rated as excellent, very good

Community health centre attendance in the
previous 12 months

Community health centre care rated as
excellent, very good or good

Public dental service attendance in the
previous 12 months

Public dental service care rated as
excellent, very good or good

1997
1998
2002
2003

1997
1998
2002
2003

1997
1998
2002
2003

1997
1998
2002
2003

1997
1998
2002
2003

2002
2003

2002
2003

2002
2003

2002
2003

8.9 (8.1-9.7)
8.6 (7.8-9.4)
10.9 (9.7-12.0)
11.3 (10.2-12.5)

15.7 (14.7-16.7)
13.9 (12.9-14.9)
14.7 (13.4-16.0)
13.9 (12.6-15.2)

80.5 (77.7-83.4)
82.6 (79.5-85.6)
79.8 (75.9-83.7)
80.2 (76.1-84.3)

11.3 (10.4-12.2)
11.5 (10.6-12.4)
11.3 (10.1-12.4)
12.1 (10.9-13.3)

90.3 (87.9-92.7)
92.5 (90.3-94.6)
93.5 (90.7-96.2)
92.9 (90.2-95.6)

4.8  (4.0-5.6)
3.6 (3.0-4.3)

91.6 (86.8-96.3)
94.2 (90.0-98.4)

3.9 (3.1-4.6)
3.8 (3.2-4.4)

81.7 (74.4-89.1)
85.9 (80.4-91.3)

11.1 (10.4-11.9)
11.9 (11.1-12.6)
14.2 (13.1-15.3)
15.1 (14.0-16.2)

11.9 (11.1-12.7)
12.0 (11.2-12.8)
13.8 (12.8-14.9)
13.1 (12.1-14.1)

79.9 (77.0-82.9)
78.6 (75.7-81.5)
73.2 (69.3-77.0)
77.6 (74.0-81.3)

14.7 (13.8-15.5)
15.4 (14.5-16.3)
16.3 (15.1-17.6)
14.8 (13.7-15.9)

89.9 (87.9-91.9)
90.0 (88.1-91.9)
89.3 (86.4-92.2)
89.9 (87.6-92.3)

8.9 (8.0-9.9)
6.5 (5.8-7.2)

93.7 (91.0-96.4)
93.3 (90.6-96.1)

5.2 (4.4-5.9)
48 (4.1-5.4)

80.7 (75.1-86.4)
85.0 (80.1-90.0)

10.0 (9.5-10.6)
10.3 (9.7-10.8)
12.6 (11.8-13.4)
13.3 (12.5-14.0)

13.8 (13.1-14.4)
12.9 (12.3-13.6)
14.3 (13.4-15.1)
13.5 (12.7-14.3)

80.3 (78.2-82.3)
80.7 (78.6-82.8)
76.5 (73.8-79.3)
78.9 (76.2-81.7)

13.0 (12.4-13.6)
13.5 (12.8-14.1)
13.8 (13.0-14.7)
13.5 (12.7-14.3)

90.1 (88.5-91.6)
91.0 (89.6-92.5)
91.0 (88.9-93.0)
91.2 (89.5-93.0)

6.9 (6.3-7.5)
5.1 (4.6-5.6)

92.9 (90.5-95.4)
93.6 (91.3-96.0)

45 (4.0-5.0)
4.3 (3.8-4.8)

81.2 (76.7-85.6)
85.4 (81.7-89.1)

Health

Source: NSW Health Survey 1997, 1998, 2002, and 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of
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TABLE9

TRENDS IN INDICATORS OF SOCIAL CAPITAL, BY SEX, NSW, 1997-2003

Indicator Year Males (95% CI) Females (95% CI) Persons (95% CI)

Attended a community event at least once in

the last 6 months 2002 52.9 (51.0-54.9) 60.5 (58.9-62.1) 56.8 (55.5-58.0)
2003 54.1 (52.2-56.0) 62.0 (60.4-63.5) 58.1 (56.9-59.3)

Helped out any local group or organisation

at least once in the past 3 months 2002 30.5 (28.7-32.2) 35.7 (34.1-37.3) 33.1 (32.0-34.3)
2003 31.2 (29.4-33.0) 32.9 (31.4-34.4) 32.1 (30.9-33.2)

Active member of a local organisation,

church or club 2002 45.5 (43.6-47.5) 42.3 (40.7-43.9) 43.9 (42.6-45.1)
2003 45.4 (43.5-47.4) 41.7 (40.1-43.3) 43.5 (42.3-44.8)

Most people can be trusted 2002 69.0 (67.2-70.8) 62.9 (61.3-64.6) 65.9 (64.7-67.2)
2003 71.5 (69.7-73.2) 67.9 (66.3-69.4) 69.6 (68.5-70.8)

Feel safe walking down their street after dark 2002 78.0 (76.4-79.5) 55.8 (54.2-57.5) 66.8 (65.6—-67.9)
2003 80.2 (78.8-81.7) 56.6 (55.1-58.2) 68.3 (67.2-69.4)

Area has a reputation for being a safe place 2002 75.2 (73.6-76.9) 71.6 (70.1-73.1) 73.4 (72.3-74.5)
2003 76.5 (74.8-78.1) 73.1 (71.7-74.5) 74.8 (73.7-75.9)

Visit neighbours 2002 68.7 (66.9-70.5) 63.2 (61.6-64.8) 65.9 (64.7-67.1)
2003 67.0 (65.2-68.9) 63.8 (62.3-65.4) 65.4 (64.2-66.6)

Able to ask for neighbourhood help to care

for a child 2002 73.3 (71.5-75.1) 68.0 (66.4-69.6) 70.6 (69.4-71.8)
2003 74.2 (72.4-76.0) 71.9 (70.5-73.4) 73.0 (71.9-74.2)

Run into friends and acquaintances when

shopping in local area 2002 80.4 (78.8-82.0) 83.7 (82.4-84.9) 82.0 (81.1-83.0)
2003 80.3 (78.8-81.9) 82.8 (81.6-84.1) 81.6 (80.6-82.6)

Sad to leave neighbourhood 2002 71.2 (69.4-73.0) 75.7 (74.3-77.2) 73.5 (72.4-74.7)
2003 69.4 (67.5-71.2) 76.8 (75.4-78.2) 73.1 (72.0-74.3)

Source: NSW Health Survey 1997, 1998, 2002, and 2003 (HOIST), Centre for Epidemiology and Research, NSW Department of
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12. QUESTION MODULES

The survey questions used in the New South Wales Adult
Health Survey 2003 are available as individual question
modules. This includes modules on alcohol, asthma,
community health centres, demographics, diabetes,
difficultiesin getting health care, emergency departments,
environmental health, food handling, hospitals,
immunisation, incontinence, injury prevention (falls),
mental health, nutrition, oral health, overweight or
obesity, physical activity, public dental services, self-
rated health, smoking, and social capital.

Alcohol question module

Now | would like to ask you some questions about
alcohol.

QL How often do you usually drink alcohol?
[PROMPT IF NECESSARY]
1. __ Number of days
2. Lessthan once per week
3. | don't drink alcohol
—~END OF MODULE
X Don't know
R  Refused

Q2. Alcoholic drinks are measured in terms of a
‘standard drink’. A standard drink is equal to
one middy of full-strength beer, one schooner
of light beer, one small glass of wine, or one
pub-sized nip of spirits.

On a day when you drink alcohol, how many
standard drinks do you usually have?
[PROMPT IF NECESSARY]

1. __ Number of drinks
X Don’'t know
R  Refused
Q3. In the past four weeks have you had more than

[four if male-two if female] drinksin aday?
[PROMPT IFNECESSARY]
1.  Yes
2. No - ENDOFMODULE
X Don'tknow — END OF MODULE
R  Refused -~ END OF MODULE

Q4. In the past four weeks how often have you had
[11 or more if male—seven or moreif female]
drinksin a day?

1. Number of times
2. Notat all

X Don't know

R  Refused

Q5.

In the past four weeks how often have you had
[7-10if male or 5-6 if female] drinksin aday?

1. Number of times
2. Notatall

X Don't know

R  Refused

Asthma question module

The next few questions are about asthma.

QL

Q2.

Q3.

Q5.

Have you ever been told by a doctor or at a
hospital that you have asthma?
1. Yes
2. No - END OFMODULE
X Don'tknow — END OF MODULE
R Refused -~ END OF MODULE

Have you had symptoms of asthma or taken
treatment for asthmain the last 12 months?
1.  Yes
2. No - ENDOFMODULE
X Don'tknow — END OF MODULE
R Refused -~ END OF MODULE

Have you had symptoms of asthma or taken
treatment for asthmain the last four weeks?
1. Yes
2. No - END OFMODULE
X  Don'tknow — END OF MODULE
R Refused -~ END OF MODULE

Do you use reliever medication (puffer or
nebulizer) such asVentolin, Respolin, Asmoal,
Airomir, or Bricanyl?

1.  Yes

2. No- Q6

X Don'tknow - Q6

R Refused - Q6

In the last four weeks how often have you used
reliever medication?[READ OUT]

Every day

Most days

About half the days

Less than half the days

Not at all

Don't know

Refused

T X Os wWwDdN P
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Q6.

Do you use Serevent or Foradile? (PROMPT:
These medications are inhaled and their effects
last for 12 hours)

1. Yes

2. No- Q8

X  Don'tknow - Q8

1. Yes

2. No

X Don't know
R  Refusd

Q13. During the past four weeks, did your asthma
interfere with your ability to manage your day to

R  Refused - Q8 day activities?
Q. In the last four weeks, how often have you L Yes
used Serevent or Foradile?(READ OPTIONS 2. No
1-5: SINGLE RESPONSE) X Don't know
1. Every day R Refused
2. Most days Q14. Diditinterferewith these activities[READ OUT]:
3. About half the days 1.  Alittlehit
4.  Lessthan half the days 2. Moderately
5. Not at all 3.  Quitealot
X Don't know 4.  Extremdy
R  Refused X Don't know
Q8. Do you use preventer medication such as R Refused
Becotide, Aldecin, Pulmicort, Flixotide, Intal, ] )
Intalforte, Cromogen or Tilade? Community health centre question module
1.  Yes The next questions are about your use of heslth services.
2. No- QIl0
X  Don'tknow — Q10 QL In the last 12 months, have you attended a
R Refused - Q10 government run community health centre?
1 Yes
Qo. In the last fc;L(er_ wgeks how often have you used 2 No - ENDOFMODULE
preventer medication7READ OUT] X Domtknow  END OF MODULE
1. Every day R Refused — END OFMODULE
2. Most days
3. About half the days Q2 Overdll, what do you think of the care you
4.  Lessthan half the days received a the community health centre? [READ
5. Notatall ouT]
X Don't know 1. Excelent —~ Q4
R  Refused 2. Veygood - Q4
) 3. Good - Q4
Q10. Do you have a written asthma management 4 Far
glst aQ rTf]r;?m your doctor on how to treat your 5 Poor
1' Ves X Don'tknow — Q4
: R  Refused -
2. No Q4
X Don't know Q3. Could you briefly describe why you rated the care
R Refused you received as fair—poor?
Q11 Have you visited your GP or local doctor for 1. Description
an attack of asthmain the last four weeks? (07} Did someone a this community health centre tell
1. Yes you how to cope with your condition when you
2 No returned home?
X Don't know 1 Yes
R  Refused 2. No- ENDOFMODULE
o ) 3. Notapplicable - END OFMODULE
Q12 ';a"e you V'fs'ted a hosﬁ'taf‘ emherge_”cyh | X  Don'tknow - END OF MODULE
epartment for an attack of asthmain the last R  Refused » END OF MODULE
four weeks?
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Q5.

How adequate was this information once you
went home?[READ OUT]

Very adequate

Adequate

Inadequate

Completely inadequate

Don’t know

Refused

X wWwDdDPE

5. Stepmother

6.  Stepfather

7.  Grandparents

8.  Sons-daughters

9.  Brothersand sisters

10. Stepbrothers—stepsisters
11. Other relatives

12.  Non-family members
13. Other [SPECIFY]

X Don’'t know

Demographics question module R Refused
QL [RECORD LANGUAGE SURVEY RECORDEDIN] Qo. What is your current formal marital status?
1. English 1. Maried
2. Arahbic 2. Widowed
3. Chinese 3. Separated but not divorced
4. Greek 4.  Divorced
5 Itdian 5. Never married
6. Vietnamese X Don't know
Q2. A letter was sent to your household recently R Refusd
about this study. Do you remember receiving Q10.  Inwhich country were you born?
this letter? .
1.  Austraia
1 Yes 2 Other country [SPECIFY]
2. No- Q6 X  Don't know
X Don'tknow - Q6 R  Refused
R Refused - Q6
Q3. How many people, including yourself, live in Q1L ¥Vhe? did you first arrlve’)m Australiato live
your household? ere for one year or more®
1. Number of people 1 __ Year
Q4 How many children under six years of age live X Dontknow
. W y chi u XYy iv
in this household? R Refused
1. Number of people Q12. Do you usually speak alanguage other than
Q5. How many people aged 65 years old or over, English &t home?
live in this household? 1 Yes
1. Number of people 2. No
Q6. Could you please tell me how old you are )é ggfn ;:jnow
today? u
1. __ Ageinyears Q13.  What langauge do you usually speak at home?
X Don’'t know 1. Language [SPECIFY]
R Refused X Don't know
Q7. Areyoumaleor female?[ONLY ASK IF R  Refused
UNSURE] Ql4.  What isthe highest level of primary or high
1. Mae school that you have completed? [PROMPT IF
2.  Femade NECESSARY]
Q8. Besides yourself, who else lives in your 1. Never attended school
1. No-one-ives aone 3. Year 8 or below
2. Mother 4.  Year 9 or equivalent
3. Father 5. Year 10 or equivaent
4.  Respondent’s partner 6. Year 11 or equivaent
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7. Year 12 or equivalent Q20. In the last week, how many hours did you work
(Matriculation—L eaving) in all jobs?
X Don't know 1. Numberof hours| SPECIFY]
R Refused Q21.  How do you usually get to work? [MULTIPLE
RESPONSE]
Q15.  What isthe level of the highest qualification 1 Tran
you have completed? 5> Bus
1.  Compl et.ed School Certificate— 3 Fery
Intermediate-Year 10-4th Form . _— .
2. Completed HSC—L eaving—Year 12— 4, Tram (including light rail)
6th Form 5 Ta )
3.  TAFE Certificate or Diploma 6. Car—asdriver
4. University, CAE or some other 7. Car—aspassenger
tertiary institute degree or higher 8. Truck
5. Other 9. Motorbike or motor scooter
[SPECIFY] 10. Bicycle
6. Completed Primary School 11. Walk only
7. Completed Years 7-9 12. Work at home
X Don't know 13.  Other
R Refused X Don’'t know
R  Refused
Q16. In the last week, which of the following best Q22. Do you currently recieve a government
describes your employment status? pension, allowance, or benefit?
[READ OUT] 1 Yes
1. Worked for payment or profit 2 No
2. Worked for payment or profit, but X Don't know
absent on paid leave, holidays, on R Refused
strike or stood down _ )
3. Unpaid work in afamily business Q23. | would I|}<e to ask you some questions about
4. Other unpaid work your housing arrangments. Are you: [READ
5. Other unpaid work ouT] i
6. Did not have ajob L Payl ng rent o'r board i
X Don't know 2. Paying off this dwelling
R Refused 3. Outright owner—fully owned
4.  Living rent free
Q18.  Wereyou actively looking for work in the last 5. Purchasing under arent-buy scheme
week? 6.  Occupying your dwelling under a
1. Yes—looked for full-time work life tenure scheme
2. Yes—Ilooked for part-time work 7. Other [SPECIFY]
3. No—did not look for work X Don't know
X Don't know R Refused
R Refused Q24.  What type of accommodation do you live in?
[PROMPT IF NECESSARY]
Q19. Inthemainjob held in the last week, were 1.  Separate house
you: 2. Semi-detached—townhouse—
1. A wageor salary earner terraced house-villa
2. Conducting own business with 3. Unit, flat or apartment—granny flat
employees 4.  Caravan, cabin, houseboat
3. Conducting own business without 5. Improvised home, tent, sleepout
employees 6. Houseflat attached to ashop—office
X Don't know (for example: hotel, retirement
R  Refused village)
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Q25.

Q26.

Q27.

Q27.

Qzs.

Q9.

Q30.

X Don't know

R  Refused
I would now like to ask you about your
household’'s income. What is your annual
household income before tax? Would it be:
Less than $10,000
$10,000-$20,000
$20,000-$40,000
$40,000-$60,000
$60,000-$80,000
More than $80,000
Don't know
Refused

How long have you lived in your local area?
1 years

X Don’t know
R  Refused

What is the name of your Local Council or
Shire?

X0k wbhpE

1.
X Don't know
R  Refused
What is the name of the town or suburb where
you live?
1.
X Don't know
R  Refused
Could you tell me your postcode?
.
X Don't know
R  Refused

Do you have more than one telephone number
in your household?

1. Yes

2. No

X Don't know
R  Refused

How many residential telephone numbers do
you have? Do not include mobile phone
numbers, dedicated FAX numbersor modems.

1 number of phone numbers
X Don't know
R  Refused

Diabetes question module

The next few questions are about diabetes and high blood
sugar. Diabetesis adisease where there istoo much sugar

in the blood.

QL

Q2.

Q3.

Q5.

Q6.

Qr.

Have you ever been told by a doctor or at a
hospital that you have diabetes?

1. Yes[If femaleadult — Q3; If child

ormale - Q5]

2. No

3. Only during pregnancy - END OF
MODULE

X Don't know

R  Refused

Have you ever been told by a doctor or at a
hospital that you have high sugar levelsin
your blood or urine?
1. Yes—{If femaleadult - Q3; If child
ormale -~ Q6]
2. No - ENDOFMODULE
3. Borderline—If male - Q6

4. Only during pregnancy - END OF
MODULE

X Don'tknow - END OF MODULE

R  Refused -~ END OF MODULE
[If female then ask] Were you pregnant when
you were first told you had diabetes-high
blood sugar?

1. Yes

2. No-> Q5

X  Don'tknow - Q5

R Refused - Q5
[If female then ask] Have you ever had
diabetes-high blood sugar apart from when
you were pregnant?

1. Yes

2. No - END OFMODULE

X Don't know

R  Refused
Wheat type of diabetes were you told you had?
1. Typel
2. Type2
3. Gestational
4.  Other [SPECIFY]
X Don't know
R  Refused

How old were you when you were first told
you had diabetes-high blood sugar? [If
ongoing diabetes since pregnancy, then age of
diagnosis during pregnancy]

1. _ years
X Don't know
R  Refused

What are you doing now to manage your
diabetes-high blood sugar? [MULTIPLE
RESPONSE]
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1. Having insulin injections

2. Ontabletsfor diabetesor high blood
sugar

3. Following a special diet [for
example: reducing sugar and or fat
in the diet]

4. Losing weight

5. Exercising most days

6.  Doing anything elseto manage your
diabetes-high blood sugar

7. Other [SPECIFY]

8.  Not doing anything to control

diabetes
X Don't know
R  Refused
Q8. Have you been given a blue and orange card
about managing your diabetes?
1.  Yes
2. No
X Don't know
R  Refused

Difficulties getting health care question
module

Q1. Do you have any difficulties getting health
care when you need it?
1. Yes- Q2
2. No - END OF MODULE

3. Don't need healthcare — END OF
MODULE

X Don'tknow - END OF MODULE

R  Refused -~ END OF MODULE
Q2. Please describe the difficulties you have.

1. Description

- END OF MODULE

Q3. Do you have any comments on the health
servicesin your local area?

1. Comments

Emergency department question module
The next questions are about your use of health services.

Q1. In the last 12 months, have you attended a
hospital emergency department (or
casualty) for your own medical care?

XD

Yes

No - END OF MODULE

Don’'t know - END OF MODULE
Refused -~ END OF MODULE

Q2. Which hospital’s emergency department did
you last attend?

1

Name of hospital

Q3. Overall, what do you think of the care you
received at this emergency department?

[READ OUT]
1. Excelent -~ END OF MODULE
2. Verygood - END OF MODULE
3. Good -~ END OF MODULE
4.  Fair
5. Poor
X  Don'tknow - END OF MODULE

Py

Refused -~ END OF MODULE

Q4. Could you briefly describe why you rated the
care you received as fair—poor?

1

Reasons

Environmental health question module
Now | have some questions about water usage.

QL What is your normal source of drinking water?
1. Public water supply
2.  Bottled water
3. Ranwater
4.  Private bore, spring or well
5. Other private supply [for example:

creek or farm dam]
6. Combination of different water
sources

7. Other [SPECIFY]
X Don’'t know
R  Refused

Q2. Do you treat your water before drinking?

[If Yes, how?]

1. No
2. Sometimes
3. Yes—Buoiling
4.  Yes—Filtering
5. Yes—Boil and filter
6. Yes—Other [SPECIFY]
X Don’'t know
R  Refused
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Food handling question module

QL Thinking about the last time that you prepared
raw meat or chicken when cooking, after
preparing it did you ...

[READ OUT 1-30ONLY]
1. Wipe your hands or rinse them
WITHOUT using soap OR
2. Wash your hands with soap OR

3. Continue cooking without cleaning
your hands

4.  Don't handle raw meat—don’t cook
X Don’t know
R  Refused

Hospital question module
The next questions are about your use of health services.

QL In the last 12 months, have you stayed for at
least one night in hospital?
1. Yes
2. No - END OFMODULE
X Don'tknow — END OF MODULE
R  Refused -~ END OF MODULE
Q2. In which hospital was your most recent
overnight stay?
1.  Name of hospital

Q3. Can you tell meif that is apublic or private
hospital ?
1. Public hospital
2. Private hospital
3. Private hospital attached to a public

hospital
X  Don't know
R  Refused

Q4. During your overnight hospital admission
were you admitted as a private or public
patient?

1. Private patient
[that is, private health insurance]
2. Public patient
X Don’'t know
R  Refused
Q5. Overall, what do you think of the care you
received at this hospital?[READ OUT]
1. Excdlent - Q7
2. Verygood - Q7
3. Good - Q7
4. Far

5. Poor
X Don'tknow - Q7
R  Refused - Q7
Q6. Could you briefly describe why you rated the
care you received as fair—poor?
1. Description

Q7. Did someone at this hospital tell you how to
cope with your condition when you returned
home?

1. Yes
2. No - ENDOFMODULE

3. Not applicable - END OF
MODULE

X Don’t know — END OF MODULE
R Refused -~ END OF MODULE

Q8. How adequate was this information once you
went home?[READ OUT]
1. Very adequate
2. Adequate
3. Inadequate
4.  Completely inadequate
X Don't know
R  Refused

Immunisation question module
I now have afew questions about immunisation.

QL Has a health professional ever advised you to
be vaccinated against flu?

1. Yes

2. No

X Don't know
R  Refused

Q2. Were you vaccinated or immunised against flu
in the past 12 months?

1. Yes

2. No

X Don't know
R  Refused

Q3. Has a health professional ever advised you to
be vaccinated against pneumonia?

1. Yes

2. No

X Don't know
R  Refused

Q4. When were you last vaccinated or immunised
against pneumonia?

1.  Within the last 12 months
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12 months to five years ago
More than five years ago
Never vaccinated

Don't know

Refused

X WD

Adult incontinence question module

QL

In the last four weeks how often have you had
a urine leak when you were physically active,
exerted yourself, coughed or sneezed during
the day or night?

1. Most of thetime
2.  Someof thetime
3. Noneof thetime
X Don't know

R  Refused

Injury: Falls in older people question
module

QL

In the last 12 months have you had a fall?
1. Yes
2. No - END OF MODULE
X Don'tknow - END OF MODULE
R  Refused -~ END OF MODULE

Injury prevention question module
The next few questions are about safety issues.

QL Do you have any of the following fire safety
measuresin your home? [READ OUT]

[External water supply refersto water tankers,
swimming pools, dams, storm water retention
pits, garden hoses, and fixed sprinklers].

[Hard wired smoke alarms are wired into your
electricity supply and have battery back up].
1.  Firealarm (hard wired)
Fire alarm (battery operated only)
Fire sprinkler system
Safety switch—circuit breaker
Fire extinguisher
Fire evacuation plan
External water supply
External sprinkler
Other [SPECIFY]
None of the above
Q2. Areyou aware of the NSW Fire Brigades
program to change or install battery operated
firealarmsin homes?
1. Yes
2. No - ENDOFMODULE
X Don'tknow - END OF MODULE

© 0N WD

=
©

Q2. :(;\:]vﬂr]zgnytlmesmdyou fall inthelast 12 R Refused » END OF MODULE
1. Once Q3. Have yog had one installed through this
2. Twice program
3. Threetimesor more 1L Yes
X  Don’'t know 2. No
R Refused X Don’'t know
R  Refused
Q3. In the last 12 months have you had afall .
which required medical treatment for injuries?
1. Yes
2. No - END OFMODULE Mental health question module
X Don'tknow - ENDOFMODULE  The next 10 questions are about how you have been
R Refused ~ END OF MODULE feeling in the past four weeks
Q4. Wereyou ADMITTED to hospital asaresult of _
any of your fallsin the last 12 months? QL In thg past four weeks, about how often did you
L Yes feel tired out for no good reason? [READ OUT]
2' NG 1. All of thetime
) , 2. Most of thetime
X Don't know 3 So  thet
R Refused . meo t etlme
4. Alittle of thetime
5. None of thetime
X Don't know
R  Refused
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Q2. In the past four weeks, about how often did 4. Alittle of thetime
you feel nervous?[READ OUT] 5. None of thetime
1. All of thetime X Don't know
2. Most of the time R  Refused
3. Someof thetime Qs. In the past four weeks, about how often did
4. Alittle of thetime you feel that everything was an effort?
5. Noneof thetime -~ Q4 [READ OUT]
X Don'tknow - Q4 1. All of thetime
R Refused - Q4 2.  Most of thetime
Q3. In the past four weeks, about how often did 3. Someof thetime
you feel so nervous that nothing could calm 4. Alittle of thetime
you down?[READ OUT] 5. None of thetime
1. All of thetime X Don't know
2. Most of thetime R  Refused
3. Someof thetime Qo. In the past four weeks, about how often did
4. Alittleof thetime you feel so sad that nothing could cheer you
5. Noneof thetime up?[READ OUT]
X Don't know 1. All of thetime
R Refused 2. Most of thetime
Q4. In the past four weeks, about how often did 3. Someof thetime
you feel hopeless?[READ OUT] 4. Alittle of thetime
1. All of thetime 5. None of thetime
2. Most of thetime X Don't know
3. Someof thetime R  Refused
4. Alittleof thetime Q10.  Inthe past four weeks, about how often did
5. Noneof thetime you feel worthless?[READ OUT]
X Don'tknow 1 Allof thetime
R Refused 2. Most of thetime
Q5. In the past four weeks, about how often did 3. Someof thetime
you feel restless or fidgety? [READ OUT] 4. Alittleof thetime
1. All of thetime 5. None of thetime
2. Most of thetime X Don't know
3. Someof thetime R  Refused
4. Alitleof thg time Q1L In the last four weeks, how many days were
5 Noneof thetime ~ Q7 you TOTALLY UNABLE towork, study or
X Don'tknow - Q7 manage your day-to-day activities because of
R  Refused - Q7 these feelings?
Q6. In the past four weeks, about how often did 1. Number of days
il
{sgeslos%@ess you could not sit st Q12.  Asidefrom [that daythose (#) days], in the
_ last four weeks, how many days were you
1. All of thetime ABLE to work, study or manage your day-to-
2. Most of thetime day activities, but had to CUT DOWN on what
3. Someof thetime you did because of these feelings?
4.  Alittle of thetime 1. Number of days
> Nonfa of the time Q13. Inthelast four weeks, how many times have
X Don’'t know you seen a doctor or other health professional
R Refused about these feelings?
Q7. In the past four weeks, about how often did 1. __ Number of consultations
?
youfeel depressed- [RI_EAD OuT] Q14. In the last four weeks, how often have physical
1. Allof thetime health problems been the main cause of these
2. Most of thetime feelings?[READ OUT]
3. Someof thetime
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All of thetime
Most of the time
Some of thetime
A little of thetime
None of thetime
Don’'t know
Refused

X0~ wdE

Nutrition question module

The next few questions are about food. I’ m going to read
you alist of different food and drinks. Please tell me how
much of these foods and drinks you usually consume per
day or per week.

Q1. How many serves of vegetables do you usually
eat each day? [One serve = 1/2 cup cooked or
one cup of salad vegetables|

1. Servesper day

2. Servesper week
3. Don't eat vegetables
X Don't know

R  Refused

Q2. How many serves of fruit do you usualy eat each
day?[One serve = one medium piece or two
small pieces of fruit or one cup of diced pieces|

1. Servesper day
2. Servesper week
3. Don't eat fruit

X Don't know

R  Refused

Q3. How often do you usually eat bread? (Include
bread rolls, flat breads, crumpets, bagels,
English or bread-type muffins).
1 Times per day
2 Times per week
3. Times per month
4. Rarely or never
X Don't know
R  Refused

Q4. How often do you usually eat breakfast cereal ?
[Ready made, home made or cooked]
1. Timesper day
2. Timesper week
3. ___ Timesper month
4. Rarely or never
X Don't know
R  Refused

Q5. How often do you eat pasta, rice, noodles or
other cooked cereals?(not including cooked
breakfast cereals).

Q6.

Qr.

Qs.

Qo.

QL

___Times per day
___ Times per week
___ Times per month
Rarely or never
Don’t know

Refused

O X P> WD

Wheat type of milk do you usually have?
Regular milk (whole or full cream)
L ow—reduced fat milk

Skim milk

Evaporated or sweetened milk
Other [SPECIFY]

Don't have milk

Don’t know

R  Refused

X o 0 hs wWwDN e

How often do you eat processed meat products
such as sausages, frankfurts, devon, salami,
meat pies, bacon or ham?

1. __ Timesper day

2. __ Timesper week
3. __ Timesper month
4.  Rarely or never

X Don't know

R  Refused

How often do you eat chips, french fries,
wedges, fried potatoes or crisps?
___Times per day

___ Times per week

___ Times per month

Rarely or never

Don’t know

Refused

O X P> WD PP

In the last twelve months, were there any times
that you ran out of food and couldn’t afford to
buy more?

1. Yes

2. No

X Don't know
R  Refused

Oral health question module
The next questions are about your teeth and dental health.

Are any of your natural teeth missing?
1. Yes—have some natural teeth
missing
2. Yes—have all natural teeth missing
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3. No—have no natural teeth missing 8. Gumtreatment - Q8
- Q3 9.  Teeth straightened—braces — Q8
X Don'tknow - Q3 10. New or replacement dentures — Q8
R Refused - Q3 11. Teethcleaned — Q8
Q2. Do you have dentures or false teeth? 12. Fissuresedlant - Q8
1 Yes 13. Whitening-bleaching - Q8
2 No 14. Denturerepair — Q8
X Don’t know 15. None—did not visit Dentist
R Refused 16. Other treatment [SPECIFY] — Q8
X Don'tknow - Q8
Q3. In the last 12 months, how ofter_w have you had R Refused — Q8
atoothache or other problem with your mouth
or dentures?[READ OUT] Q7. When did you last visit a dental professional
1. Very often about your teeth, dentures or gums? [A dental
2 Often professional includes dentist, dental specialist,
3 Sometimes dental hygienist, _dental technician, (_jental
mechanic, denturist, or dental therapist]
4. Hardly e\/q [READ OUT]
5. Never (during the last 12 months) 1. Lessthan 12 months ago
- Q7
X  Dontknow - Q7 2. gge year 1o less than two years ago —
R Refused ~ Q7 3. Two to less than five years ago —
Q4. In the last four weeks, how often have you had Q9
atoothache or other problem with your mouth 4. Fivetolessthan 10yearsago —» Q9
or dentures?[READ OUT] 5. 10yearsago or more - Q9
1.  Very often 6. Never - Q9
2. Often X  Don'tknow - Q9
3. Sometimes R  Refused -~ END OF MODULE
4. Never (during theast four weeks) Qs Where was your last dental visit made? [READ
X Don't know ’ OUT] y '
R  Refused - .
1.  Government dental clinic or hospital
Q5. What was the most recent problem you had? . END OF MODULE
1. Toothache 2. School dental service (SOKS) -
2. Bleeding gums END OFMODULE
3. Loose or broken tooth or other 3. Denta technician (includes dental
problem as aresult of an injury mechanic and denturist practising
4. Loose or broken tooth—not due to independently of adentist) ~ END
injury OFMODULE
5. Lost afilling 4.  Other [SPECIFY] -~ END OF
6. Problemwith jaw or bite MODULE
X  Don'tknow — Q7 R  Refused -~ END OF MODULE
R Refused ~ Q7 Qo. What are the main reasons for you not visiting
Q6.  What treatment did you receive for [problem in the dentist in the last 12 months? [MULTIPLE
Q5]?[MULTIPLE RESPONSE] RESPONSE]
1. Checkup - Q8 1. Respondent has dentures
2. Denta filling — Q8 2. quried or afraid of going; don’t like
3. Amalgam replacement - Q8 going
4.  Root cand filling -~ Q8 3. Don't need to
5. Crown - Q8 4, Hard to find time
6. Tooth extracted — Q8 5.  Can'tfind adentist | like
7. Fluoride treatment — Q8 6. Too expensive
7. Toofartogo
8. Long waiting lists
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9.  Dentist has moved or retired
10. Other [SPECIFY]
X Don't know
R  Refused
Overweight or obesity question module
Now afew questions about height and weight.

Q1. How tall are you without shoes?

1. __ centimetres
X Don't know
R  Refused
OR
1. _ feet__ inches
X Don't know
R  Refused
Q2. How much do you weigh without clothes or
shoes?
1. __ kilograms
X Don't know
R  Refused
OR
1. _ stones___ lbs
X Don’'t know
R  Refused

Q3. Do you consider yourself to be: [READ OUT]
1. Acceptable weight
2. Underweight
3. Overweight
X Don't know
R  Refused

Q4. How often do you weigh yourself?

At least once aday

Several timesaweek

About once aweek

About once or twice a month
A few timesayear

| never weigh myself

Don’'t know

Refused

O XouohkowNPR

Physical activity question module

Now I’'m going to ask some questions about the physical
activity you did in the last week.

Q1. In the last week, how many times have you
walked continuously for at least 10 minutes for

recreation or exercise or to get to or from
places?

1. Number of times[If =0 - Q3]

X Don'tknow - Q3

R  Refused - Q3

Q2. What do you estimate was the total time you

spent walking in this way in the last week? [In
hours and minutes]

1. __ hours___ minutes
X Don’'t know
R  Refused
Q3. The next question excludes household chores or

gardening. In the last week, how many times did
you do any vigorous physical activity which
made you breathe harder or puff and pant?

1. Number of times[If =0 - Q5]

X Don'tknow - Q5

R Refused - Q5

Q4. What do you estimate was the total time you

spent doing this vigorous physical activity in
the last week? [In hours and minutes]

1. hours___ minutes
X Don't know
R  Refused

Q5. This next question does not include household
chores or gardening. In the last week, how
many times did you do any other more
moderate physical activity that you haven't
already mentioned?

1. Number of times
[If =0 - END OF MODULE]
X Don'tknow - END OF MODULE
R  Refused -~ END OF MODULE
Q6. What do you estimate was the total time that

you spent doing these activities in the last
week? [In hours and minutes]

1. hours___ minutes
X Don't know
R  Refused

Public dental service question module
The next questions are about your use of health services.

QL In the last 12 months have you attended a
public (government run) dental service or
dental hospital?

1. Yes
2. No - END OFMODULE
X Don'tknow - END OF MODULE
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R  Refused -~ END OF MODULE

Q2. Overall, what do you think of the care you
received at the public dental service? [READ
OUT]

Excellent - Q4

Very good - Q4

Good - Q4

Fair

Poor

Don't know - Q4

Refused - Q4

Q3. Could you briefly describe why you rated the
care you received as fair—poor?

1.  Description

X0 hs~wbdE

Q4. Did someone at this public dental service tell
you how to cope with your condition when
you returned home?

1.  Yes
2. No - END OFMODULE

3. Not applicable - END OF
MODULE

X Don'tknow — END OF MODULE
R  Refused -~ END OF MODULE

Q5. How adequate was this information once you

went home?[READ OUT]

Very adequate

Adequate

Inadequate

Completely inadequate

Don't know

Refused

O X wWNPE

Self-rated health status question module

Now | am going to read some statements about aspects of
your health.

QL Overall, how would you rate your health
during the past four weeks? [READ OUT]

Excellent

Very good

Good

Fair

Poor

Very poor

Don’t know

Refused

Q2. During the past four weeks how much

difficulty did you have doing your daily work
or activities?[READ OUT]

X0k wbhpE

No difficulty at all

A little bit of difficulty

Some difficulty

Much difficulty

Could not do work—activities
Don’t know

Refused

During the past four weeks how much bodily
pain have you generally had? [READ OUT]
No pain

Very mild pain

Mild pain

Moderate pain

Severe pain

Don’t know

Refused

O X O~ wDdN P

O X O~ wDdN PP

Smoking question module

Thefollowing questions are about tobacco smoking. This
includes cigarettes, cigars and pipes.

Which of the following best describes your
smoking status? [READ OUT]

1. | smokedaily

2. | smoke occasionally

3. | don't smoke now, but | used to -
Q3

4. I'vetried it a few times but never
smoked regularly - Q3

5. I'venever smoked - Q3

X  Don'tknow - Q3
R Refused - Q3

Which of the following best describes how you
feel about your smoking? [READ OUT]

1. I amnot planning on quitting within
the next six months

2. | am planning on quitting within the
next six months

3. I amplanning on quitting within the
next month

4. | have not smoked in the past 24
hours but was smoking six months

ago
5. | have not been smoking in the past
Six months
X Don’'t know
R  Refused
Which of the following best describes your
home situation? [READ OUT)]

1. My home is smoke-free (includes
smoking is allowed outside only)
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2. People occasionally smoke in the Q2. In the past six months, how often have you
house attended a local community event such as a
3.  People frequently smoke in the church or school fete, school concert, or a
house street fair?[READ OUT]
X Don't know 1.  Threetimesor more
R  Refused 2. Twice
Q4.  Arepeople alowed to smokein your car? 3. Once
1 Yes 4. Never
2 No X Don’'t know
3. Don'thaveacar R Refused
X Don't know Qs. Are you an active member of alocal
R  Refused organisation, church or club, such as a sport,
Q5. In registered clubs, such as leagues clubs and craft, or social club?[READ OUT]
bowling clubs, do you think smoking should 1. Yes, very active
beallowed?[READ OUT] 2. Yes, somewhat active
1. Anywhere 3. Yes, alittle active
2. Onlyin special areas 4. No, not an active member
3. Nowhere X Don’'t know
X Don't know R  Refused
R Refused Q4. I’m now going to read you some statements
Q6. And in hotels, bars, and pubs, do you think about safety in your local area. Can you please
smoking should be allowed [READ OUT] tell meif you agree or disagree with these
1. Anywhere statements. | feel safe walking down my street
2. Onlyin special areas after dark. Do you agree or disagree?
3. Nowhere 1. Strongly agree
X Don't know 2. Agree
R  Refused 3. Disagree
Q7. If there was atotal ban on smoking in hotels 4 Stro?gly disagree
and licensed bars, would you be likely to go X Don't know
R  Refused
1. More often
2. Lessoften Q5. Most people can be trusted. Do you agree or
3. It would make no difference disagree?
X Don't know 1. Strongly agree
R  Refused 2. Agree
3. Disagree
4.  Strongly disagree
Social capital question module X Don't know
The next questions are about your involvement in your R Refused
local community and neighbourhood. Q6. My area has a reputation for being a safe place.
Do you agree or disagree?
QL In the past three months, how often have you 1.  Strongly agree
helped out any local group or organisation 2. Agree
such as a school, scouts and brownies, a .
sporting club, or hospital as a volunteer, or 3. Disagree .
other organisation? [READ OUT] 4. Strongly disagree
X Don’'t know
1. About once aweek
2. Onceevery 2-3 weeks R Refusd
3. Onceamonth or less Q7. If you were caring for a child and needed to go
4.  No, not at all out for awhile, and could not take the child
X Don't know with you, would you ask someone in your
R  Refused neighbourhood for help? [READ OUT]
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1. Yes, definitely
2. Yes, possibly
3. No, probably not
4.  No, definitely not
X Don't know
R  Refused
Q8. How often have you visited someone in your
neighbourhood in the past week? [READ OUT]
1. Frequently
2. Afewtimes
3. Atleast once
4.  Never (inthelast week)
X Don't know
R  Refused
Qo. When you go shopping in your local area how
often are you likely to run into friends and
acquaintances?[READ OUT]
1. Nearly aways
2. Most of thetime
3. Someof thetime
4. Rarely or never
X Don't know
R  Refused
Q10.  Would you be sad if you had to leave this
neighbourhood?
1.  Yes
2. No
X Don't know
R  Refused
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