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Foreword

The VicHealth Indicators Surveyisalocal governmentareasurvey
of approximately 23,000 adult Victorians conducted every four
yearsonawide range of factors known toinfluence individual and
community wellbeing.

Reflecting the focus areasin VicHealth’s Action Agenda for
Health Promotion and historical collection of data to allow for
trend analysis, the VicHealth Indicators Survey 2015 covers the
following topic areas:

* subjective wellbeing

» perceptions of safety

* mentalwellbeing

« genderequalityinrelationships
» physicalactivity

» sedentary behaviourat work

* healthyeating

* alcohol.

Acomprehensive range of sociodemographic data was also
gatheredtoenableanequity-oriented analysis.

VicHealthis proudto provide thisinformation, which gives
Victoriansanimportant snapshot of the health and wellbeing

of their communities. This dataisinvaluable to local councils
developing Municipal Public Health and Wellbeing Plans, while
also providing a window for communities across Victoriatoassess
theirindividual health and wellbeing with that of their local
community, and identify ways they can live even healthier lives.
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With the goal of improving health outcomes and reducing health
inequalitiesin Victoria, data from this survey provides Victarians
with tools to monitor andidentify emergingtrends andissues
including:

+ theprevalence anddistribution of health and wellbeingin the
general population

» trendsand patternsinhealth and wellbeingacross
sociodemographic groups

+ therelationship between lifestyle and health and wellbeing

+ identifying potentialareas foractiontoimprove health and
wellbeing.

Complemented by the Victorian Government’s Victorian
Population Health Survey, these two datasets give local
government planners acomprehensive picture of health and
wellbeingin their localarea, and how this compares totherest of
Victoria.

VicHealth looks forward to working with local councils and others
tousethelndicators Survey datain their local planning, leading to
more Victorians with better health and wellbeing.

Jerril Rechter
CEO




Summary of key findings

Subjective wellbeing and safety
Wellbeing

Victorians have a higher average wellbeing score than the Australian average.

— L

77.3 75.7
out of Compared to out of
100 100
V%
Victorians aged under 65 Middle-aged Victorians (35-54)
with a disability have the have a lower wellbeing score
lowest wellbeing score. than other age groups.

Perception of safety

“ DO YOU FEEL SAFE WALKING ALONE AFTER DARK? ,,

—

N
//\

—J walkingalone after dark. feel safe walking 4 out of 10
alone after dark women.

95% mnnm@ E‘I"HMMM

of Victorians feel safe 7 out of 10 men compared to
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Mental wellbeing

Neighbourhood cohesion

“ PEOPLE AROUND HERE ARE WILLING TO HELP THEIR NEIGHBOURS ,,

o
"'@ 3outof4 - Ininner metro areas,
Victorians only two-thirds agree
s

“ PEOPLE IN THIS NEIGHBOURHOOD CAN BE TRUSTED ,,

Most likely to agree Least likely to agree

MO0 o @ @
agree

People aged over 75 People aged 25-34

“ THIS IS A CLOSE-KNIT COMMUNITY ,,

Most likely to agree Least likely to agree

Fﬁ? A

Couples with People living in group
dependent children or share household

Support for gender equality in relationships

1in 3 Victorians 44% 27% Half of men
show low support of men of women aged 18-34
for gender equality

in relationships.

Show low support for gender
equality in relationships.
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Physical activity

SN

1in 5 Victorians report doing
no physical activity in a typical week. %

-

A
[Fn

ORGANISED PHYSICAL ACTIVITY:

People living in regional
areas are more likely to
take partin physical
activity organised by a
sports club or association

13.5%

than people living
inthe metro area

8.7%

People living in the most
advantaged areas are more likely
to take partin organised physical
activity than people in the most
disadvantaged areas.

1% -~

higher %
|

NON-ORGANISED PHYSICAL ACTIVITY:

Sogell
/

Younger adults (25-34)
have higher rates of
cycling, running and
gym workouts than
older adults.

But older adults (65-74)
have a higher rate
of walking.

gym workouts

Victorians living in regional areas are
less likely to take partin non-organised
physical activity than people living in
the inner metropolitan area.

%ﬁ 8.3% regional
jogging 22.9% inner metro
3.5% regional
D
9.6% inner metro

swimming
5.5% regional

[I]@ﬂ]

12.3% inner metro
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Healthy eating

Victorians eat 2.2 serves

of vegetables in a usual day, 4(",\/3
less than half of the

recommended 5 serves.

‘ Victorians with low household income
@ eat fewer vegetables than Victorians
in the highest income category.

<

Victorians eat 1.6 serves Women eat more fruit
of fruitin a usual day, less than than menin a usual day.
the recommended 2 serves.

1in 10 Victorians

eat take-away meals
'@@@@@@@@@ three or more times

per week.

People living in Melbourne are twice as likely to
eat take-away meals three or more times per week
as people living in regional Victoria.

Twice as many men than women eat
take-away meals three or more times a week.

14.4% .  6.1%

of males of females
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Each month 3 in 10 Victorians
drink at levels that put them
at risk of short-term harm.

Each month 1 in 5 young Victorians
(18-24) drink at levels that put them
at very high risk of short-term harm.

Twice as many men than women
drink at levels that put them at risk
of short-term harm each month.

40% 19%

of men of women

Half of all young people (18—24) think getting drunk
to the point of losing balance every now and then is okay.

VicHealth



10

Executive summary

About this report

The VicHealth Indicators Survey 2015isaVictorian community
health and wellbeing survey. It collected information on a range of
factors knowntoinfluence individualand community wellbeing.

This survey complements other major public health surveys
conductedinVictoria, such asthe Victorian Population Health
Survey (VPHS), to provide an evidence base for prevention
planning and health service provisionin Victoria.

Thisreportisdividedinto chapters by topicareas. Each chapter
begins with an explanation of why theindicators were selected
forinclusioninthe survey. The analysisatastatewide levelis
presented, first by age and sex, then by demographic groups. Each
chapterends with a summary and conclusions.

Publications from the VicHealth Indicators Survey have been
written primarily to assist local government with planning. For
thisreason, crude rates have been presented, rather than age-
standardised rates, as they provide anindication of the actual
situation. The findings will also be used to maonitor VicHealth’s
progress, specifically the achievement of the three-year priorities
and 10-year goals of the VicHealth Action Agenda for Health
Promotion.

Other publicationsrelated to the Survey, such as LGA Profiles and
Local Government Action Guides, provide area-levelinformation
toassist with local planning and will be available from the
VicHealth website at www.vichealth.vic.gov.au/indicators.

What do the indicators tell us?

Theindicators were selected and developed because they are
measurableitemsthat reveal specificattitudes and behaviours
related to chronic disease risk at the population level. This

report provides a snapshot of the situationin Victoriaata
particular pointintime (Octoberto December 2015). When read in
conjunction with the VPHS, this report will enable readers to gain
acomprehensive picture of health and wellbeingin Victoria.

The VicHealth Indicators Survey 2015 includes 32 indicators
acrosstheareas of wellbeing, safety, mental wellbeing, gender
equalityinrelationships, physical activity, healthy eating and
alcohol. Severalitemsin the VicHealth Indicators Survey 2015
were included in the Community Indicators Victoria Surveyin
2007 and the VicHealth Indicators Survey 2011, allowing analysis
of changes over time for these items.

VicHealth Indicators Survey 2015 — Selected findings

Ingeneral, indicator datacan provide social planners with

the capability toidentify and monitor emerging trends and
issues, such as the prevalence and distribution of attitudes and
behavioursinthe general population,andin subgroups of the
population.

Anextensive range of sociodemographic markers were considered
inthe VicHealth Indicators Survey 2015. Analysis of the data
showed a clear social gradientin health and wellbeingindicators,
with disadvantaged groups generally having the least favourable
outcomes for health and wellbeing. The exception was alcohol,
where increased risk of short-term harm from alcohol was
generally more prevalentamong more advantaged population
groups. These findings highlight the need to focus on health equity
toensurethatallVictorians have a fair opportunity to attain their
full health potential.

VicHealth’s About Fair Foundations and promaoting health equity
resource providesinformation about strategies that can help
reduce inequities — www.vichealth.vic.gov.au/fairfoundations.
The VicHealth Indicators Local Gavernment Action Guides provide
evidence-basedactionsto help addressinequities atalocal level.

Methods

The VicHealth Indicators Surveyis conducted approximately every
fouryears. The survey was firstundertakenin 2007 (as Community
Indicators Victoria) and was repeatedin 2011 and 2015.

Data were collected viatelephoneinterviews between October
and December 2015, achieving a total sample of 22,819 adults
aged 18 and over. Asample size of approximately 300 was
achieved in most of Victoria’s 79 local government areas (LGAs),
and areduced sample size of 200 inthe 10 least populous LGAs.
The survey was conducted using a dual-frame survey design
incorporating both landline and mohile sampling frames. Thisis
achange fromthe 2007 and 2011 surveys, for which participants
were chosen fromalist of randomly generated landline telephone
numbers only.


http://www.vichealth.vic.gov.au/indicators
http://www.vichealth.vic.gov.au/fairfoundations

Wellbeing and safety

Indicators
* Subjective wellbeing (range 0-100)

+ Satisfaction with lifeasawhole (range 0-10)
» Perceptions of safety — walking alone during day

» Perceptionsofsafety — walking alone after dark

The average wellbeing score for all Victorians was 77.3 out of
100 (95% confidence interval: 77.1, 77.6%). There has been no
significant change in subjective wellbeing between 2011 and
2015, however wellbeing was significantly higher in 2015 than
in 2007 (76.6).2Victorians gave an average rating of 7.8 out of 10
(7.8, 7.8) for ‘satisfaction with life as a whole’.

Females reported significantly higher subjective wellbeing than
males, but there were no gender differences for life satisfaction
rating. Older Victorians (those aged over 65) had higher wellbeing
and life satisfaction scores than the Victorian average, while
those aged 35-54 had lower scores.

The majority of Victorians (92.5%[92.0, 93.0]) reported feeling
safe walking alone during the day, compared with only half of
Victorians who felt safe walking alone at night (55.1% [54.2,
56.0]). Victorians were less likely toreport feeling safe walking
alone duringthedayin 2015, compared with 2007 and 2011, and
less likely toreport feeling safe walking alone after darkin 2015,
compared with 2011.2 Males were more likely toreport feeling
safe, compared with females, particularly for walking alone after
dark. Older Victorians generally felt less safe, compared with all
Victorians.

Higher social position was generally associated with higher
subjective wellbeingand perceptions of safety. Victorians with
higher education levels, higher annual household incomes, or
thoseresidinginthe least disadvantaged areas, reported higher
levels of wellbeing. Conversely, those who were unemployed,
had lower annual household incomes, were from culturally

and linguistically diverse backgrounds, or resided in the most
disadvantagedareasin Victoria, reported lower levels.

Mental wellbeing

Indicators

* Resilience (range 0-8)

» Perceptions of neighbourhood - people are willing to help
each other

» Perceptions of neighbourhood - thisis aclose-knit
neighbourhood

» Perceptions of neighbourhood - people can be trusted
* Low genderequalityinrelationships score

Victorians had anaverage resilience score of 6.4 out of 8 (6.4, 6.4).
There were no differences between males and females overall.
Younger people (those aged 18-34) had significantly lower
resilience scores thanaverage, while older age groups (those
aged 45-74) had significantly higher resilience scores. Victorians
who were unemployed, had lower annual household incomes,
were from culturally and linguistically diverse backgrounds, or
resided in the most disadvantaged areasin Victoria, reported
lower resilience.

Withrespectto perceptions of neighbourhood, three-quarters
(74.1%[73.3,75.0]) of Victorians agreed that people in their
neighbourhood were willing to help each other out; seven out of
10(71.9%[71.0,72.7]) agreed that people in their neighbourhood
could be trusted; and six out of 10 (61.0% [60.1,61.9]) agreed
that they livedinaclose-knit neighbourhood. There were no
differencesin neighbourhood perceptions for gender overall;
however, those aged 65 or over were more likely to report more
positive perceptions of neighbourhood connection, and those
younger than 35 were less likely. Generally, Victoriansin the
lowestannual household income category, those residingin
capitalcitiesand those in the most disadvantaged areas of
Victoria were less likely to agree with these neighbourhood
connection statements.

Just over one-third (35.7% [34.8, 36.6]) of Victorians held low
levels of support for equal relationships between males and
females (represented by alow gender equality inrelationships
score). Ahigher proportion of both males and of younger
Victorians (those aged 34 or under) scored low on the gender
equality inrelationshipsindicator, while a lower proportion of
Victorians aged 45 and over scored low on the gender equality in
relationshipsindicator.

! Figuresinbracketsdenote the lowerand upperrange of the relevant confidenceinterval. See page 22 for more on confidence intervals.
2 Interpretwithrelative caution. See the ‘Trends across time’ section on page 23 for more information.

VicHealth
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Physical activity and sedentary
behaviour

Indicators

Physical activity frequency (30 minutes or more)

+ O0daysperweek

+ 1-3daysperweek

* 4ormoredays per week

Organised physical activity

» Participationinany organised physical activity

+ Organised by afitness, leisure orindoor sports centre
* Organised by asportscluborassociation
Non-organised physical activity

» Participationinany non-organised physicalactivity
+ Activity type: walking

* Activity type:joggingor running

» Activity type: cycling

+ Activity type: gymor fitness

+ Activity type: swimming

» Participatesalone

» Participates with someone

Sedentary behaviour at work

» Time spentsittingon usual work day*

*Forpersonsaged 18-64 whoare working 35 or more hours per week.

VicHealth Indicators Survey 2015 — Selected findings

Twoin five (41.3% [40.4,42.2]) Victorian adults reported doing

30 minutes or more physical activity on four or more days per
week,and oneinfive (18.9%,[18.2,19.6]) did not engagein

any physicalactivity during the week. A larger proportion of
younger Victarians (those aged 18—24) and a smaller proportion
of older Victorians (those aged 75 or over) reported undertaking
physical activity on four or more daysinatypical week. Asmaller
proportion of younger Victorians (aged 18—-34),and a larger
proportion of older Victorians (aged 75 and over) reported no days
of physical activity inatypical week.

Sevenoutof10(70.5%[69.7,71.4]) Victorians participatedin
non-organised physical activity. The most common activity was
walking (inwhich 51.2% participated). Nearly three out of 10
(28.7%[27.8, 29.5]) participated in organised sport, with the
two most common organisations coordinating the activity being
asportscluborassociation (9.8%) or a fitness, leisure or sports
centre (9.2%).

Among females, there was a significantly lower rate of
participationin physicalactivity (specifically non-organised
physical activity), compared with males. This trend extended
toalmostallforms of non-organised sport, including jogging
arrunning, cyclingand attendinga gym or fitness centre.
Females were, however, more likely to engage in walking than
males. Those with lower annual household incomes, those from
culturally and linguistically diverse backgrounds, and those
residing in the most disadvantaged areas of Victoria were more
likely toreport doing no physicalactivity. Those from culturally
and linguistically diverse backgrounds, and those residing in outer
metropolitan LGAs orinthe most disadvantaged areas of Victoria
were less likely to report doing physical activity on four or more
days per week.

Victoriansaged 18-64 who are working 35 or more hours per
week spend an average of 4 hoursand 29 minutes (4 hours and 24
minutes, 4 hours and 35 minutes) sitting during work hours each
day. Time spent sittingis highest amonguniversity graduates,
workersinthe state’s capital city and highincome earners.



Healthy eating

Indicators

* Numberofserves of vegetables perday

» Number of serves of fruit per day

» Eatstake-away mealsorsnacksatleast 3times per week
* Nowater consumed per day

» Number of cups of water consumed per day

Onaverage, Victorians consumed 2.2 (2.2, 2.3) serves of
vegetablesinausualdayand 1.6 (1.6, 1.6) serves of fruit. Females
consumed a higher number of vegetable and fruit serves, and
males consumed fewer vegetable and fruit serves, compared
with the average. All Victorians, on average, consumed far less
thantherecommended five serves of vegetables daily. Those

aged 18-24 consumed even fewer vegetables than the Victorian
average, whereas those aged 55-64 consumed more serves of
vegetables thanthe Victorian average.

Victorians from anon-English speaking background, those who
were unemployed and those who lived inadisadvantaged area
consumed fewer vegetables, compared with the population
average.

Onein 10 Victorians (10.2%[9.6, 10.8]) consumed take-away
meals or snacks at least three times or more per week. A higher
proportion of males consumed take away meals or snacks three
ormore times aweek, compared with females (6.1% compared
with 14.4%). Reported consumption of take-away meals and
snacks was higher for younger age groups (22% of those aged
18-24)and lower for older age groups (2.0% of those aged
65-74). Prevalence was higherin certain groups, including those
livinginashare or group household, students, employed and
unemployed persons, those from a non-English-speaking country
andthose livingininner metropolitan areas.

Onaverage, Victorians consumed 5.4 (5.3, 5.4) cups of water
inausual day. Males consumed more cups of water compared
with females. A small number of Victorians (3.1%) reported
thatthey did not consume any wateratallinausualday. A
significantly higher proportion of males, compared with females,
did not consume any water. Older Victorians consumed fewer
cups of waterinausualday compared with the average, and

the proportion of those drinking no waterincreased with age. A
notable patternis present for occupational context, whereby
those who were employed or who were studentsreported higher
consumption, compared with those reporting home duties or
beingretired.

Alcohol

Indicators

+ Atrisk of short-term harm each month (5 or more drinks)

+ Atveryhighrisk of short-term harm each month (11 or
more drinks)

* Alcoholculture — “gettingdrunk every now and then is okay”

The proportion of Victoriansidentified as being at risk of short-
term harm from alcohol was 29.4% (28.5, 30.2), while nearly one
in10(9.2%[8.6,9.8]) Victorians was identified as beingat very
high risk. Compared with all Victorians, a significantly greater
proportion of males were identified as beingatrisk,and at very
highrisk, of short-term harm.

Ahigher proportion of Victorians aged 18—-34, and a lower
proportion of those aged 55 or over, were identified as being
atrisk of short-termharm fromalcohol, compared with all
Victorians. (The same pattern was seen for very high risk.)
Increased risk of short-term harm from alcohol was generally
more prevalentamong more advantaged population groups.

Overone-quarter (27.9%[27.0, 28.8]) of Victorians agree that
gettingdrunk every now and thenis okay. Compared with all
Victorians, males were more likely to agree with this statement,
and women less likely. Agreement with the statement decreased
with age, from 49.6% of those aged 18-24 to 4.5% of those aged
75 orover. Thisattitude was more prevalentin certain groups,
including those livingininner metropolitan areas, those living in
ashareor group household, those with higher annual household
incomes, and those reporting their sexuality as something other
than heterosexual.

VicHealth
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1. Introduction and methods

The VicHealth Indicators Survey is a Victorian population-level survey conducted every four years.
This survey is aresource for health and wellbeing planning, public health research and knowledge
translation activities across Victoria. The survey was first undertaken in 2007 and was repeated in

2011 and 2015.

The World Health Organization defines health as “a state of
complete physical, mental, and social wellbeingand not merely
the absence of disease or infirmity” (WHQ 1948). In line with

this definition, the VicHealth Indicators Survey 2015 focused on
behaviours and attitudes associated with chronic disease risk.

It collected information onarange of factors known toinfluence
individualand community wellbeing, such as life satisfaction;
perceptions of safety and neighbourhood cohesion; physical
activity levels and consumption of fruit, vegetables, water and
alcohol;and attitudes related to gender equality in relationships.

The VicHealth Indicators Survey 2015is based onasample

of 22,819 adults aged 18 yearsand over, who were randomly
selected from households within each of the 79 local government
areas (LGAs)in Victoria.

This survey provides a snapshot of the situationin Victoriaata
particular pointintime (October to December 2015). The aim of
the surveyistoprovide information at both the state and local
government levelto assist with the development of Municipal
Public Health and Wellbeing Plans, strategic planning and policy
development, and to help community leaders make informed
decisions and plan more effectively for the future. Additionally,
datawill be used to monitor VicHealth’s progress, specifically the
achievement of the three-year priorities and 10-year goals of the
VicHealth Action Agenda for Health Promotion (VicHealth 2013). The
selection of surveyitemsandindicatorsreflects these purposes
andis closely aligned with VicHealth’s current priorities. Asa
result, the suite of indicatorsis substantially different from
previous survey iterations. The selection of surveyitems and
indicators was based on previous research and current best
practice. Furtherdetailis foundin this chapterandthe report
appendices.

VicHealth Indicators Survey 2015 — Selected findings

This survey complements other major public health surveys
conductedin Victoria (for example, the Victorian Population
Health Survey [VPHS]), to provide an evidence base for health
promotionandillness prevention planning, and health service
provisionin Victoria. When read in conjunction with the VPHS,
thisreport will give readers a comprehensive picture of factors
related to health and wellbeingin Victoria.

Purpose of this report

The purpose of thisreportis to provide information at the
Victorian state level. A breakdown of each indicator is provided
by age and gender, as wellas a statewide demographic analysis
(seethe ‘Structure of thisreport’ section on page 16 for a full
list of demographic variables). Survey estimates are provided
within the context of 95% confidence intervals (see page 22 foran
explanation of confidence intervals).

Thereportisdividedinto five topic areas, each containing one
ormareindicators. Asummary of the topic areas and their
associated indicatorsis providedin Table 1.1. Background
information and rationale for each indicator are presented at the
beginning of each chapter. Appendix A contains a table listing each
indicator, the underlying question, the question scoring process,
andthe score processing method.

Please note that while preventing tobaccouseisanimportant
area of work for VicHealth, data regarding smokingis not reported
forthissurveyasit canbeviewedin the VPHS 2014.



Table 1.1 Summary of topic areas and associated indicators included in the VicHealth Indicators Survey 2015

Topic area
General wellbeing Subjective wellbeing (range 0-100)
Satisfaction with life as a whole (range 0-10)
» Perceptions of safety —walking alone during day
V Perceptions of safety — walking alone after dark
Mental wellbeing Resilience (range 0-8)

+ Perceptions of neighbourhood — people are willing to help each other
+ Perceptions of neighbourhood - thisisa close-knit neighbourhood

» Perceptions of neighbourhood - people can be trusted

: Low gender equality inrelationships score

Physical activity and Physicalactivity level
sedentary behaviour .« 0daysper week
. 1-3days per week

* 4ormoredays per week

Organised physical activity
 Participationinany organised physicalactivity
L. Organised by afitness, leisure orindoor sports centre

» Organised by asportscluborassociation

Non-organised physicalactivity

¢« Participationinany non-organised physical activity
. Activity type: walking

+ Activity type:jogging or running

» Activity type: cycling

¢« Activity type: gymor fitness

. Activity type: swimming

» Participatesalone

» Participates with someone

i Sedentary behaviourat work

Time spentsittingon usual work day*

Healthy eating © « Numberof serves of vegetables per day**

* Number of serves of fruit per day**

» Eatstake-away mealsorsnacksatleast 3times per week
i+ Nowaterconsumed per day

© « Number of cups of water consumed per day

Alcohol » Atrisk of short-term harm each month (5 or more drinks)
» Atveryhighrisk of short-term harmeach month (11 or maore drinks)

* Alcoholculture — “gettingdrunk every now and thenis okay”

* Forpersonsaged 18-64yearswhoare working 35 or more hours per week.
** For fruitand vegetable consumption under the NHMRC Australian Dietary Guidelines (2013), refer to the VPHS (DHHS 2016).

VicHealth
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Structure of this report

Eachtopicareaisreportedasachapterintheresultssection of
thisreport. Achapteris made up of ageneral overview of the topic
area, an explanation of the importance of eachindicator and how
itrelatestohealthand wellbeing, and the survey results. The
first part of the survey results section presents eachindicator
atastatewide levelaccordingtoage and gender. Differences
among age groups are analysed for males and females separately,
then forall persons. Next, each chapter outlines a demographic
analysis.

The demographic analysisincludes the following (see also
Appendix B):

» gender
+ age
+ education (highest level completed)

» current mainactivity (employed, unemployed, student, home
duties, retired)

* mainlanguage spoken at home (English or other language)

« country of birth (Australian-born, English-speaking country,
non-English-speaking country)

» self-reporteddisability (none, reported disability and under 65
yearsold, reported disability and over 65 years old)

» Aboriginaland/or Torres Strait Islander status (Aboriginaland/
or Torres StraitIslander, non-Aboriginal and/or Torres Strait
Islander)

VicHealth Indicators Survey 2015 — Selected findings

+ sexuality (heterosexual, other)

» annualincome (theincome category used for analysis differs
depending on household structure: for couple households and
households with children, household income was used; for
single-person and share households, personalincome was
used)

» household structure (single person, couple, household with
children [single parent or couple parent], share or group
household)

+ location (capitalcity, rest of state) and geographical region
(LGAs are groupedinto the following regions: metropolitan
[inner, middle, outer], interface, regional city, large shire, small
shire). Incomparison tothe VicHealth Indicators Survey 2011
the geographic classification for regions was broadened to
align more closely with the Municipal Association of Victoria
(MAV) geographic classification. This resulted ina finer
segmentation of regionalareas. See Figure 1.1 fora map of the
two geographic classifications and Appendix C for concordance
between geographic classification reported here and other
classifications.

» Socio-EconomicIndexes for Areas (SEIFA) score: Index of Relative
Socio-economic Disadvantage (IRSD; presented as quintiles)

* internetaccess.

Each chapter ends witha summary and conclusions.



Figure 1.1 Summary of geographical regions used for data analysis

Metropolitan Melbourne

Colour Region

. Inner metropolitan

Middle metropolitan

Outer metropolitan

Interface areas

Large shire

o
®
. Smallshire
o

Regional city

Unincorporated areas

Melbourne Capital City Statistical Area

~as

See Metropolitan
Melbourne
enlargement
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Methods

Datawere collected for the VicHealth Indicators Survey through
computer-assisted telephone interviews (CATI) on arepresentative
sample of persons aged 18 yearsand overin Victoria. The Social
Research Centre, aresearch organisation affiliated with the
Australian National University and with alongtrack record

of carrying out successful large scale surveysin Victoria,
administered the survey onbehalf of VicHealth. A dual-frame survey
design was used incorporating both landline and mobile sampling
frames. Atotalof 22,819 interviews were completed between
Octoberand December 2015. On average, each interview was 15.4
minutesinlength.

The survey was approved by the Australian National University’s
Human Research Ethics Committee (Approval number 2015/556).

Design of survey

Theindicatorsusedinthissurvey are measurable items that
quantify specific perceptions and behaviours related to health and
the prevention of chronic disease. The survey design was guided
by the survey objectives, which are specifically to:

» providerelevantindicators datatoLGAs toinform their
Municipal Health and Wellbeing Plans

+ assistVicHealth, other government bodies and community
groups to gaininsights that willinform programs to build
better health for Victorians

» supportVicHealth project planning and monitoring of
organisational progress, specifically the achievement of the
three-year priorities and 10-year goals of the VicHealth Action
Agenda for Health Promotion

* maintaintime-seriesitemsincludedin the surveyin 2007 and
2011.Twoitems, general wellbeing and perceptions of safety,
were included inthe 2015 survey in their original format to
allow time-series analysis.

« complement other health surveys, particularly the VPHS.

Additionalindicators were chosen based on consideration of
whether:

» therewasaclearevidence base forinclusion, based on public
health significance and/orimportance as achronic disease risk
factor

» theyaddressagapinexisting population health datasets

» theyprovide datatoassist VicHealthinits programand project
planning.

Toensure theiralignment with the goals of the VicHealth

Action Agenda for Health Promotion (2013-2023), most
indicators are different from those used in previous VicHealth
indicators surveys. The validity of the current survey items
was established through cognitive testing, which determined
whetherrespondents understood the questionnaireitemsinthe
manner they were intended. Based on these results, a number
of questionnaireitems were changed. Subsequent pilot testing
confirmed that the survey questions were comprehensible and
the survey maintained a suitable flow. A test-retest reliability
study was undertaken for newly developed measures. All
measures were found to be highly reliable.

Sample design

The VicHealth Indicators Survey 2015 included participants from
every LGAin Victoria, with a sample size of approximately 300
inmost LGAs,and areduced sample size of 200 in the 10 least
populous LGAs.? This sampling approach was used to obtain
sufficient numbers to allow LGA-level analysis.

Asthe proportion of mobile-only residents hasincreased

rapidly over the last decade (estimated to be 29.0% of adult
Australiansasat December 2014 [ACMA 2015]), it became
necessary toconduct the survey using a dual-frame survey design
incorporating both landline and mobile sampling frames. This was
achange fromthe 2007 and 2011 surveys, where participants
were chosen fromalist of randomly generated landline telephone
numbersonly. Inorder toadequately represent the mobile-only
population segment, the target for mobile interviews was set at
35% of allinterviews. The number of mobile phone connections
isnotevenly distributed across LGAs, as both mobile phone
coverage (percentage of population with a mobile phone) and
total number of residents per LGA varies. Accordingly, it was
expected that the number of mobile phone interviews would also
vary by LGA (see Table 1.2). To ensure that every LGA would have
amixoflandlineand mobile interviews and thus each household
withinthe LGAwould have a chance of selection, a minimum quota
of 30 landlineinterviews per LGA was set. As Table 1.2 shows, this
resultedinslight oversamplinginsomeinstances.

Sample generation

Participants were generated fromalist of randomly generated
landline telephone numbers, aswellasalist of randomly
generated mobile telephone numbers.

Landline sample

AllVictorianresidential landline telephone numbers were
considered in-scope. Accordingly, certain groups within the
Victorian population were unable to berecruitedinto the landline
sample for the survey. These groups included those livingin
facilities such as aged-care homes, prisons or hospitals, and
homeless persons. Further, anyone who stated that they were
unable to participate inatelephone survey, for health or other
reasons, was excluded from the survey.

To establish the landline sample list, all available numbers within
each telephone exchange across Victoria were generated and
tested todetermineif they were working telephone numbers.
Based on the location of the exchange that generated the
telephone number, aninitial LGA selectionand postcode was
allocated toeach samplerecord to guide sample loading and
ensure that sufficient sample records were generated. The final
allocation of LGA was based on postcode and locality information
provided by therespondent duringthe interview process. Prior
tothe survey, aprimary approach letter was mailed to each
landline sample member where afulladdress match could be
found. The generated landline sample member file was compared
tocommercial lists toidentify valid numbers. Next, a matching
service was used toidentify names, addresses and telephone
number combinations which remained current. Thereference
database was the online version of the White Pagesdirectory.

! Ararat, Buloke, Hindmarsh, Loddon, Pyrenees, Queenscliffe, Strathbogie, Towong, West Wimmera and Yarriambiack.
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Respondent selection within a household was done using the ‘next
birthday’ method for those aged 18 years or older to ensure random
selection of adult participants.

Mobile sample

For the mobile phone sample, all mobile numbers were
consideredin-scope provided the person answering the phone
livedin Victoriaand was aged 18 or older. Phone numbers

were generated and tested, based on the known mobile phone
prefixes, to determineif they were legitimate mobile numbers.

In Australia, randomly generated mobile telephone numbers do
not have geographicinformationattached to them, therefore
many screening calls were potentially needed in order to identify
Victorianresidents. Toincrease the likelihood of reachinga
Victorianrespondent, ashort message service (SMS) was sent
tomobile sample members with the aim of informing the mobile
owner of the survey and confirming whether they were a Victorian
residentviareturn SMS, andincreasing the proportion of mobile
sample members who would answer a voice telephone call from
anumberthat would otherwise remain ‘unknown’. There was

no additional respondent selection for mobile phone survey
participants. The personanswering the phone was selected, if
in-scope.

Atotalof64.6% of surveys was conducted via landline phones,
while 35.4% of surveys were conducted via mobile phone. A
summary of the estimated and actual sample achieved according
totelephoneresponsetypeineach LGAis providedinTable 1.2.
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Table 1.2 Sample frame composition (actual versus estimated) by local government area

LGA Estimated mobile Actual mobile Estimated landline Actual landline Total achieved
sample distribution sample distribution distribution distribution interviews

Alpine (S) 11 15 289 285 300 .

e g — 14 .......................................... 1 85 .......................................................................................

S o ......................................... 141 o

Banyule (C) : : :

Bass Coast (S)

Baw Baw (S)

Bayside (C)

Benalla (RC)

Campaspe (S)

Cardinia(S)

Central Goldfields (S)

Colac-Otway (S)

Corangamite (S)

Darebin (C)

East Gippsland (S)

Frankston (C)

Gannawarra(S)

Glen Eira (C)

Glenelg(S)

Golden Plains (S)

Greater Bendigo (C)

Greater Dandenong (C)

Greater Geelong (C)

Greater Shepparton (C

Hindmarsh (S)

Hobsons Bay (C)

Hume (C)

Indigo (S)

Kingston (C)

Knox (C)

Latrobe (C)
Loddon (S)

Macedon Ranges (S)

Manningham (C)
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Table 1.2 Sample frame composition (actual versus estimated) by local government area

LGA Estimated mobile Actual mobile Estimated landline Actual landline Total achieved
. sample distribution | sampledistribution | distribution | distribution : interviews

Mansfield(5) 10 | 17 290 283 300
Maribyrnong (C) : : 300
Maroondah (C) : : : :

Melbourne (C)

Melton (S)

Mildura (RC)

Mitchell (S)

Moira (S)

Monash (C)

Moonee Valley (C)

Moorabool (S)

Moreland (C)

Mornington Peninsula (S)

Mount Alexander (S)

Port Phillip (C)

Pyrenees (S)
Queenscliffe (B)

South Gippsland (S)

Southern Grampians (S)

Stonnington (C)

Strathbogie (S)
SurfCoast (S)

Swan Hill (RC)

Towong (S)

Wangaratta (RC)

Warrnambool (C)

Wellington (S)

Whittlesea (C)

Wodonga (RC)
Wyndham (C)

Yarra(C)

Yarra Ranges (S)

LGA statustypes: (B) =Borough, (C) = Council, (RC) = Rural City, (S) = Shire
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Data collection

Fieldwork was conducted over atotal of sixand a half weeks
between October and December 2015. Atotal of 22,819 interviews
were completed. Onaverage, each interview was 15.4 minutesin
length.

Survey strategies

Anumber of different strategies were used to boost participation
inthe survey, including:

« anextendedcallregime, where up tosix calls were placed to
establish contact with a given household, and a further nine
calls (if needed) were placed to secure aninterview with the
selected household member. Callattempts were spread over
different times and days of the week. No interviewing took place
on public holidays

* interviews conductedin Italian, Greek, Mandarin, Cantonese,
Vietnamese, Arabic, Spanish, Karean, Serbian and Croatian, in
additionto English?

» softrefusal conversionactivity, whereinitial contact with the
household wasidentified as arefusaland the reason provided
was ‘just hungup’, ‘notinterested’ or ‘too busy’. In this case
participants were contacted a second time to ascertain
willingness to participate.

* 21800 number operated by the research company throughout
the fieldwork period to handle interview logistics and general
enquiresrelatingto the survey.

Participation

Theresponserate, defined as the proportion of completed
interviews divided by the sum of completed interviews and
refusals, was 51.1% (57.5% for landline and 42.5% for mobiles).

Data processing and analysis

Surveyitemresponses were recoded intoindicator scores
accordingtotherulesoutlinedin Appendix A. Indicator scores
correspond mostly, but not always, toasingle surveyitem. For
example, the gender equality in relationshipsindicator scoreis
basedonaprocessed combination of scoresontwoitems.

The conversionrules between survey item scores andindicator
scores followed either previously established proceduresin the
case of established scales, or established reporting practicein
othersurveys. Adescription of the rationale for eachindicatoris
provided at the beginning of the relevant chapter.

Where survey items featured free response optionsinstead

of, orinaddition to, a pre-coded response frame, additional
response categories were created if a particular free response
was reported multiple times. This type of code frame extension
particularly applied to the physicalactivity module.

Survey datawas analysed using the R statistical environment.
Selectedresults were verified in STATA SE 14.

Crude rates vs age-standardised rates

Thisreport (and additional products from the VicHealth Indicators
Survey) have been written primarily for local councils to assist
with planning. For thisreason, crude rates have been presented,
asthey provide anindication of the actual situation. Crude
ratesare not appropriate for comparisons between geographic
localities (for example, betweenindividual LGAs), as estimates
have notbeen age-standardised and differences may be due, in
part, to differing age profiles within geographic localities. For
example, regional LGAs tend to have older age profiles than LGAs
ingrowth areas andinner-metropolitan Melbourne. For indicators
thattendtoshow strongassociations with age (for example,
indicatorsrelating to perceptions of neighbourhood), higher rates
will be attributable partly tothe age structure of the inhabitants.

Standard error

The standarderrorisameasure of the accuracy with whichan
estimate produced by sampling a populationrepresents that
population. The size of the standard erroris affected by the extent
of chance variation, which reduces as sample size increases.
Standarderrorsarerequired to construct confidence intervals,
whichin turnidentify the likely range of the true value ofan
estimate.

Relative standard error

Therelative standard error (RSE) of an estimate provides an
indication of how reliable the estimateis for generaluse. The

RSE expresses the standard errorasafraction of the population
estimate. RSEs were calculated for each estimate publishedin
thisreport. Estimates with an RSE of 25% or less are generally
acceptedasbeingreliable. Inthisreport, estimates with an RSE of
between 25% and 50% have been highlighted as estimates to be
interpreted with caution (marked in tables with a *). Estimates
with RSEs of greater than 50% have not beenreported because
they are not considered reliable.

Confidence intervals

Similar to RSEs, confidence intervals allow gauging the reliability
of an estimate. Where RSEs express the expected deviation

inthe form of a percentage, a confidence interval specifies a
range of values that we would expect would contain the true
value of an estimate, to a stated level of probability. Acommon
confidenceintervalusedinstatisticsis the 95% confidence
interval. Confidence intervals of 5% have been calculated for
eachindicator estimate presentedin thisreport. Lowerand upper
boundaries for 95% confidence intervals have been provided
within tables, for example, 45.5% [44.5, 46.5]. Confidence
intervalsarebestinterpreted by saying thatif we were to sample
fromthe same population 100 times, we’d expect the population
estimate to fall within the interval 95 times.

2 Where the preferred language of interview at household screening or respondent selection was identified as Italian, Greek, Mandarin, Cantonese, Vietnamese,
Arabic, Spanish, Korean, Serbian or Croatian, a call-back was arranged for a bilingualinterviewer to conduct the interview. An appropriate bilingualinterviewer
read fromthe translated questionnaire and recorded responses directly into the standard English-language computer-assisted telephone interview (CATI)
script.Incaseswhere alanguage wasidentified as one of the most frequently requested and there were no bilingualinterviewers available at the Social Research
Centre,atranslatingandinterpreting service was engaged tocomplete theinterview. Intotal, 589 interviewsinlanguages other than English were undertaken

acrosstheentiresample (2.6% of allinterviews).
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Statistical significance

Statistical significanceisanindication of the likelihood that a
difference between figuresis not due to chance. Statistically
significant differences between groups were deemed to exist
when confidence intervals of estimates did not overlap. To
determine statistical significance, estimates for one group of the
population (for example, those with a university education) were
compared with the estimate for all survey respondents. Non-
overlapping confidence intervals around mean scaores or sample
proportions between groups suggest that a true difference
between the groups exists and were denoted as statistically
significant differences. For comparisons within subgroups, such
asmalesonly, the subgroup value (e.g. males aged 18-24) was
compared with the total estimate for that subgroup (all males).
Thisapproachis consistent with that used in other population
health surveys, such as the VPHS.

Statistical significance is affected by the level of variability in
the measured construct orvariable and reflected in the width of
the confidence intervals. High levels of variability across people
aremore likely to camouflage a true difference between groups
of people than low levels of variability. This effect reduces with
increased sample size.

Thereporting of differences between categoriesis noted only
when such differences are statistically significant, based on non-
overlap of the 95% confidence intervals.

Trends across time

Datathat were collectedinanidentical mannerinthe 2007,22011
and 2015 surveys wereincludedin time-series analyses. These
items were:

« subjective wellbeing
» perceptions of safety —walkingalone during the day

» perceptions of safety — walkingalone after dark.

Note thatthe VicHealth Indicators Survey 2015 was the firstin
the series of surveysthat employed a dual-frame approach. The
2007 and 2011 datacollection used alandline only sampling
frame. There are three ways of addressing such methodological
change toallow for comparison across the three time points of
the surveys.

Figure 1.2 Index of Relative Socio-economic Disadvantage:
interpretation of quintiles

1 2 3 4 5

MOST
DISADVANTAGED

LEAST
DISADVANTAGED

The first optionistoresetthe time series with the onset of anew
sampling method and thus not compare data collected through
different sampling methods. Not reporting previous time series
dataavertstherisk of coverage errors, thatis, errorsassociated
with the unevendistribution of landline coverage at different
pointsintime, but sacrifices useful historical data potentially
showingimportant trends.

The second optionistoemploy abackcasting technique on earlier
datainthetimeseries,anapproach that has previously been
assessedinthe context of population health surveysin Australia
(Barr, Ferguson & Steel 2014). Whether backcastingis necessary
depends onthe prevalence differences between mabile only

and other households for eachindicator. If differencesin scores
between the mobile-only portion of the samplingframe and the
residualare lessthan 50% and if there is no significant difference
between the sampling frames on the particularindicator, then
backcastingis unlikely toresultin substantial changes (Barr,
Ferguson & Steel 2014).

The third optionistoreportthe unaltered time-series data, which
was the approach taken here. The time-series values reported
here for 2007 and 2011 are therefore identical to values reported
atthetime. Asdifferences for the time-seriesitems between the
2015surveyresultsand previous results were small, backcasting
was not essential. Given the changesin landline coverage over
the last decade, the respective sampling frames were the

most appropriate at the pointsin time when the surveys were
conducted and thus are more likely torepresent the population
accurately.

Measuring disadvantage

The Index of Relative Socio-economic Disadvantage (IRSD) has
beenusedin thisrepaort.IRSDisone of theindices provided as part
of the Australian Bureau of Statistics’ Socio-Economic Index for
Areas (SEIFA) range of products. The IRSDis derived from Census
variables related to disadvantage, such as low income, low
educationalattainment, unemployment, and dwellings without
motor vehicles. Theindexisageneral socioeconomicindex that
summarises awide range of information about the economic

and socialresources of people and households withinan area.
Because thisindex focuses ondisadvantage, only measures of
relative disadvantage areincluded. This means that, unlike the
otherindexes, a high score (or quintile) reflects arelative lack

of disadvantage rather thanrelative advantage, as shownin
Figure 1.2.IRSDis the preferable index for these survey results
asithighlights the relationship between broad disadvantage and
health behaviours.

32007 results were collected and published by the McCaughey VicHealth Community Wellbeing Unit at the Melbourne School of Population and Global Health,
University of Melbourne. The results have been published at www.communityindicators.net.au/civ_survey 2007.
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Alow score indicatesrelatively greater disadvantage in general.
Forexample, anareacould have alow scoreifthere are (among
other things) many households with low income, many people
with noacademic or training qualifications, or many peoplein
low-skilled occupations. A high score indicates arelative lack
of disadvantagein general. For example, an area may have a
high scareif there are (amongother things) few households
with lowincomes, few people with no qualifications or few
peopleinlow-skilled occupations.

Survey weighting

The weighting approach for the VicHealth Indicators Survey 2015
usedapopulation weight comprising age and gender structure
within each LGA, and telephone status.

Severalweightingapproaches were examined and considered
foruseinthe analysis of the survey, including age and gender
structure within each LGA; age and gender structure within each
LGA plus telephone status; and age and gender structure within
each LGA, plus telephone status, birthplace and education. The
addition of birthplace and education has been shown to reduce
the biasin weighted estimates obtained from dual-frame
surveys of the general population (Social Research Centre 2012).
However, following an evaluation of the impact of thisapproach
onthe effective base atthe state level, theinclusion of birthplace
and education was considered inappropriate for use in VicHealth
Indicators Survey 2015 asitintroduced too much variance to the
estimates, thereby degrading their quality.

Profile of survey respondents

The final call distribution resulted ina good approximation of
phone type coverageinVictoria. As seenin Table 1.3, landline-
only users were slightly oversampled, while mobile-only users
were undersampled compared to the expected distribution.
The total sample size for each type of phone user (mobile only,
landline only, dual user) was robust.

Table 1.3: Distribution of telephone status by sample frame

The unweighted respondent profile was compared against
Australian Bureau of Statistics (ABS) population datato determine
representativeness. Ascanbeseenin Table 1.4,the survey sample
had a higher proportion of females and older people, compared with
theactual population.

Survey weighting was applied to the data prior to analysis to ensure
representativenessat boththe LGAand state level.

Strengths and limitations of this survey

Ingeneral, alltelephone surveys have strengths and limitations.

Strengthsinclude the capacity to:

+ obtaindatafrom large samples quickly and more cost-
effectively than other methods of data collection (for example,
in-personinterviews or mailed questionnaires), maintaining a
high level of quality control

+ includeindividuals with low levels of literacy

+ achieve high participation rates, due to callback and
appointment scheduling systems.

Limitationsinclude:

» sample biasdue to household telephone status.

There areanumber of additional strengthsinthe design of the
VicHealth Indicators Survey 2015. The limitation of sample

bias due to telephone statusis partially addressed through the
dual-frame approach. Data showing the difference in profile of
respondents between the mobile and landline sample frame (see
Table 1.4) supports the use of a dual-frame design to minimise
biasassociated withrestricting the survey participation to those
with landlines. Inaddition, the large sample size of this survey
ensuredthat thereisarepresentative sample for each LGA to
enable local planning.

2015 VHI Survey Benchmark*
N % %
Base: 22,819 100 -
. Mobile only 2,902 13 25
Mobile Sample frame N e
¢ Dualuser 5,180 23
i Dualuser 12,349 54
Landline sample frame .........................................................
: Landline only 2,388 10 8

“ Benchmark data: ABS National Health Survey & ACMA, 2015
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Table 1.4 Summary of VicHealth Indicators Survey 2015 respondent profile by sample frame

Base Total Landline Mobile Benchmark*

N % % % %

Base: 22,819 22,819 14,737 8,082 =

Gender . Male 9351 a1 36 49 49

: Female ©13,422 59 63 51 51

Age group

1,218 5 2 11 13

1,969 | 9 3 19 20

2,631 12 8 17 18

3,698 16 15 19 17

4,841 21 23 18 14

4,883 | 21 27 12 10

| 75+years 3523 15 22 3 9

Location ! Capitalcity 9,903 43 26 75 75

| Restofstate . 12,916 57 74 25 25

Country of birth | Australian-born . 17,553 77 83 66 67

. Overseas-born . 5266 23 17 34 33

Aboriginal and/ Aboriginaland/or 190 1 1 1 1
or Torres Strait i TorresStraitlslander i : : : :

. Non-Aboriginaland/or | 22,532 | 99 99 99 99
¢ TorresStraitIslander : : : :

Educational At least Bachelor 6,654 31 25 41 25
attainment degree : : : ; ;

Islander status

. LessthanBachelor . 15830 69 32 32 75
© degree : : : : :

“ Benchmark data: Education, Aboriginaland Torres Strait Islander status, and birthplace — 2011 Census (ABS 2011) / age, gender and location — 2014 ERP (ABS 2015)

VicHealth 25



Table 1.5 Physical activity levels for males and females in Victoria

26

Physical activity Physical activity Physical activity
- 0days per week —1to3days perweek -4 ormore days per week
Score Lower Higher Score Lower Higher Score Lower Higher
(%) 95%Cl  95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl
Victoria 18.9 18.2 19.6 38.9 38.0 39.8 41.3 40.4 42.2
Gender
Male 15.9 17.9 38.8 37.4 40.1 43.5 42.2 44.9
Female PEIEN 108 219 391 378 404 [EEEMN 379 404

How tointerpret the tables

Individual estimates for Victoria are shown with upper and lower
95% confidence intervals. Where subgroups of the population
are presented (for example, males and females), the estimates
have been compared with the total Victorian estimate. The
significance of differencesin estimates has been determined

by comparingthe 95% confidence intervals of the estimates.
Statistically significant differences exist where there are non-
overlapping confidenceintervals. (See page 22 for an explanation
of confidence intervals and pages 22-23 for furtherinformation
on statistical significance.)

Ifthe estimate of a subpopulationis coloured in blue or green,
thisindicates a statistically significant difference to the Victorian
average (see Table 1.5 for an example).

* Thecolourblueindicates the estimateis less favourable than
the Victorian average. (For example, the proportion of females
doing four days of physical activity per weekis 39.1% and this
islower thanthe state estimate of 41.3%, and therefore less
favourable.)

» Thecolourgreenindicates the estimateis more favourable than
the Victorianaverage. (For example, the proportion of males
doing zero days of physical activity per weekis 16.9% and this
islower thanthe state estimate of 18.9%, and therefore more
favourable.)

VicHealth Indicators Survey 2015 — Selected findings
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2. Wellbeing and safety

The wellbeing and safety indicators were measured in the two previous indicators surveys, in
2007 and 2011. The topics are reported together here as both provide important overarching
indicators of community health and wellbeing (IWBG 2013, Stafford et al. 2007, Baum et al. 2009).

Wellbeing

Ourindividual responsestolife challenges, transitions and
disruptions are shaped by our physical, psychological and social
capacity toadaptandrestore toabalanced state of wellbeing
(Dodgeetal.2012). Froma psychological perspective, the
‘homeostasis theory of wellbeing’ considers the persanal
factorsthat maintainandregulate wellbeing, and the external
factorsthatinfluence our ability to cope with stress and support
wellbeing (Cummins 2010). Although subjective wellbeing refers
toindividuals’ perceptions of the quality of their lives, lifestyle
factorsand demographic circumstances also have predictive
influences. For example, people who find a good work-Llife balance
and stay healthy by eatingwelland exercising regularly generally
report higher levels of wellbeing (ABS 2001, Mead & Cummins
2010). Conversely, people livingin rentalaccommodation, remote
regionsand areas with high cost of living, long commute times
and a high population density generally report lower levels of
subjective wellbeing (Mead & Cummins 2010).

Wellbeing can be measured objectively (e.g. Gross Domestic
Product, household income and disability-adjusted life years)
or subjectively (e.g. life satisfaction and quality of life surveys).
Earlier conceptualisations of wellbeing focused on objective
measures, though the focus is now shifting towards subjective
measures of wellbeing, given the weak correlation between
objective criteriaand people’s reported feelings of wellbeing
(Cumminsetal.2015).

Subjective wellbeing considers anindividual’s experience of

their life, as well as a comparison of their life circumstances

with social norms and values (Friedli 2009). The International
Wellbeing Group (IWBG, 2013) identify seven dimensions of

life that contribute to subjective wellbeing: standard of living,
health, achievingin life, relationships, safety, community, and
future security (IWBG 2013). These domains align with the
contributors to wellbeing that Friedli (2009) identified, and
highlight social connections (personaland community), economic
considerationsand asense of purpose as core elements of overall
life satisfaction.

Safety

Neighbourhood safety and security areimportant determinants
of people’s health and wellbeing. When individuals feel safe
within their communities, they are more likely to connect with
friends, engage with other community members and experience
greater levels of trust and social connection (Baum et al. 2009).
Areas of socioeconomic disadvantage are reported to have higher
rates of social disorder, such as graffiti, drug use or dealing, theft,
burglary and violent crime (ABS 2010). When individuals perceive
their neighbourhoods to be unsafe, they experience higher levels
of anxiety andinteractions between members of the community
become more limited, placingthem at risk of socialisolation

and mentalillness (Cubbinetal. 2008). Theimportance of social
connectionsandtrust for mental wellbeing are explored in more
detailinthe ‘Mental wellbeing’ chapter (page 37).
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2. WELLBEING AND SAFETY

Neighbourhood safety also influences our physical health and
wellbeing by altering how people use, and interact with, the built
environment, localamenities, parks and community facilities
(Stafford et al. 2007). People are more likely to be physically
active whenthey live in neighbourhoods with better amenities
forexercise (such as parks and walking or jogging paths); with
less litter, vandalism and graffiti; and with street layouts

that promote pedestrianaccess and walkability (Giles-Corti

& Daonaovan 2002). People who perceive their neighbourhoods
tobeunsafe oftenlimit their use of localinfrastructure and
restrict theirinvolvement in outdoor activities (such as walking,
cyclingandjogging) (Stafford etal. 2007). Afear of crimeis
associated with reduced active transportandincreased car use
—which placesresidents atrisk of being less physically active
(Ross 1993) andincreases their risk of cardiovascular disease,
obesity, diabetes and mentalillness (Warburtonetal. 2006). The
importance of physicalactivity for health and other factors that
influenceitare exploredin more detailin the ‘Physicalactivity and
sedentary behaviour’ chapter (page 48).

VicHealth Indicators: Wellbeing and
safety

+ Subjective wellbeing (range 0-100)
+ Satisfaction with lifeasawhole (range 0-10)
» Perceptions of safety —walkingalone during day

+ Perceptions of safety —walkingalone after dark

Wellbeing

Two wellbeingindicatorsare presentedin thisreport. The first
indicatoris ‘subjective wellbeing’, whichis assessed through
the Personal Wellbeing Index (PWI) (Cummins et al. 2003). The
index includesratings across seven domains: standard of living,
health, achievementsin life, community connection, personal
relationships, safety, and future security. Each domainisincluded
because it contributes some unique explanation to general

life satisfaction. The average scoresonall seven domainsare
combinedintoaPWIscore presented onascale witharange of 0
(completely dissatisfied) to 100 (completely satisfied). The index
was usedinthe 2007 indicators survey — known as Community
Indicators Victoria! —and the VicHealth Indicators Survey 2011.

The PWIlis the principalindicator of the Australian Unity
Wellbeing Index, which uses cumulative data gathered since 2001
toestablish Australian psychometric properties and normative
Australianreference data. The average Personal Wellbeing Index
(PWI)score for Australiansis estimated to be around 75 and has
varied little over time, consistently falling between the narrow
band of 73.9and 76.7 (Australian Unity Wellbeing Index, 2015).
Typically, individual scores vary significantly but are usually
between 55and 95 points. Personal wellbeing scores below 50
canbeanindicator of depression (Cummins et al. 2003).

The secondindicatoris general life satisfaction, whichis captured
by askingabout participants’ ‘satisfaction with lifeasa whole’.
General life satisfaction measures how people evaluate their
lifeasawhole, rather than their current feelings. When asked to
rate their general satisfaction with life onascale fromQto 10,
Australians gave it anaveragerating of 7.3, higher than the OECD
average of 6.5 (0ECD 2015).

Perception of safety

Twoindicatorsrelatingto perceptions of safety are presented:
perception of safety while walking alone during the day, and
perception of safety while walking alone after dark. The
indicators were measured ona 5-point Likert Scale ranging from
‘Very safe’to ‘Very unsafe’. The question was first used in the

ABS General Social Survey and wasincluded in the indicators
surveysin 2007 and 2011. The ‘perception of safety while walking
alone after dark’ question has also beenusedinthe Victorian
Population Health Survey asameasure of trust and social
cohesion.

The base for thisindicator comprises all survey participants,
includingthose who selected ‘Don’t know’, refused to respond,
or advised that the scenario wasn’t applicable to them. Thisisa
departure from the methodology adopted in previous indicators
surveys. However, it was decided that these respondents
should beincluded, as it mirrors the analysis undertaken by the
Australian Bureau of Statistics, who also use these survey items
inthe General Safety Survey. Therefore, results should not be
directly compared with previously published indicators reports.
Acomparison over timeis presentedin thisreport based on
recalculated datafrom 2007 and 2011 surveys results.

Subjective wellbeing

Age and gender analysis

The average wellbeing score for all Victorians was 77.3 out of 100.
The average wellbeing score for females (77.9) was significantly
higher than for males (76.7). Similarly, those aged 65-74 and
75andover had higher wellbeing scores (at 79.6 and 80.9,
respectively), compared with the Victorian average, while those
aged 35—-44 and 45-54 had lower wellbeing scores (at 76.0 and
76.2,respectively), compared with the average.

Males aged 65-74 and 75 and aver had higher wellbeing scores (at
79.1and 80.1, respectively), compared with males overall. Males
aged45-54 had a lower wellbeing score (at 75.4), compared with
males overall.

Femalesaged 65-74 and 75 and over had higher wellbeing scores
(at80.1and 81.6, respectively) compared with females overall.
Femalesaged 35-44 had a lower wellbeing score (at 76.5),
compared with females overall.

There has been nosignificant change in subjective wellbeing

for Victorians betweenthe 2011 survey (77.5[77.3,77.8]) and
the 2015 survey (77.3[77.1,77.6]). However, the subjective
wellbeing score for Victoriansinthe 2015and 2011 surveys was
significantly higher thaninthe 2007 survey (76.6 [76.4, 76.9]).2
See Figure 2.1.

! Please note that 2007 results were collected and published by the McCaughey VicHealth Community Wellbeing Unit at the Melbourne School of Population and
GlobalHealth, University of Melbourne. The results are available at www.communityindicators.net.au/civ_survey_2007.

2 Interpret with relative caution. See the ‘Trends acrosstime’ section on page 23 for more information.
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2. WELLBEING AND SAFETY

Figure 2.1 Average subjective wellbeing scores for all Victorians across indicator surveys

Average
subjective
wellbeing

score

78

77.5

77

76.5

76

75.5

— —

2007

2011

2015

Notethat (a) errorbarsare 95% confidence intervals, (b) the scale of the ordinate axis only shows a fraction of the full score range (0—-100) for greater visual clarity.

Table 2.1 Average wellbeing score, by age and gender

Males
Age group (years) Score (Avg)  Lower 95% CI
18-24 77.8 76.7
25-34 76.1 75.2
35-44 75.4 74.5
45-54 74.6
55-64 76.3 75.5
65-74 750 TR
75+ L 789
TOTAL 76.7 76.3

78.9
77.1
76.4
76.1
77.2
79.9
81.2
77.1

Subjective wellbeing [range 0-100]

Higher 95% Cl  Score (Avg)

77.9
78.0
76.5
76.9
77.0

Table 2.2 Average life satisfaction score, by age and gender

Males
Age group (years) Score (Avg) Lower 95% CI
18-24 7.7 7.5
25-34 7.7 7.6
35-44 7.6 7.5
45-54 7.6 7.5
55-64 7.7 7.6
65-74 PR 80
TOTAL 7.7 7.7

7.8
7.8
7.7
7.7
7.8
8.2
8.4
7.8

Satisfaction with life as a whole [range 0-10]

Higher 95% Cl  Score (Avg)

Females
Lower 95% CI

77.0
773
75.7
76.2
76.2
79.2
80.4
77.6

Females
Lower 95% CI

7.7
7.7
7.7
7.7
7.7
8.0
8.1
7.8

Higher 95% CI

78.9
78.8
77.3
77.7
77.9
81.0
82.7
78.3

Higher 95% CI

8.0
7.9
7.9
7.9
7.9
8.2
8.3
7.9

Score (Avg)
77.9
77.1
76.0
76.2
76.7
79.6
80.9
77.3

Score (Avg)
7.7
7.7
7.7
7.7
7.7

7.8

Persons
Lower 95% Cl

77.1
76.5
75.4
75.6
76.1
79.0
80.1
77.1

Persons
Lower 95% CI

7.7
7.7
7.6
7.6
7.7
8.0
8.1
7.8

Higher 95% CI

78.6
77.7
76.6
76.7
77.3
80.2
81.7
77.6

Higher 95% CI

7.8
7.8
7.8
7.8
7.8
8.2
8.3
7.8
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Other demographic analysis

Demographic groups with significantly higher wellbeing scores,
compared with Victorians overall(score of 77.3), were those:

» withuniversity qualifications (78.4)

* whowereretired(79.9)

» withnoreporteddisability (79.0)

« withahousehold annualincome of $100,000 or more (79.9)

« livingin couple households (79.7), in households with dependent
or non-dependent children (77.9) or, more specifically, in couple
households with dependent children (78.7)

« livinginlarge shire (79.0) or small shire (79.8) geographic
regions
+ living outside the capital city (78.5)

» with ahigh SEIFA (a Socio-Economic Index for Areas score of 5 —
least disadvantaged) (78.8).

Compared with all Victarians (score of 77.3), demaographic groups
with lower wellbeing scores were those:

» with TAFE, Certificate or Diploma qualifications (76.2)

* whowere unemployed(70.7)

* mainly speakingalanguage other than English at home (76.1)
» fromanon-English-speaking country (76.4)

» withareporteddisability (scores of 68.6 for those aged under
65and 75.9 for those over 65)

* whowere Aboriginaland/or Torres Strait Islander (73.0)

* whose sexuality was reported as something other than
heterosexual (73.6)

» withahousehold annualincome less than $20,000(71.6) or
$20,000-$39,999(75.5)

« livinginsingle-person househaolds (73.7), single parent
households with dependent children (71.5) orin share or group
households (74.9)

« livingin outer metropolitan geographic regions (75.4)

* withalow SEIFA (a Socio-Economic Index for Areas scoreof 1 —
most disadvantaged) (75.8).

Satisfaction with life as a whole

Age and gender analysis

Inthe VicHealth Indicators Survey 2015, Victorians gave an
average rating for ‘life satisfaction as a whole’ of 7.8 out of 10.
There were no significant gender differences for life satisfaction
when compared to the Victorian average.

Older Victorians had, on average, a significantly higher life
satisfactionrating (withascore of 8.1 for those aged 65-74 and
8.2 for those aged 75 and over) compared with all Victorians.
Conversely, those aged 35—-44 and 45-54 had lower life
satisfactionratings onaverage (with scores of 7.7 for both
groups). This pattern was found for both males and females.

Other demographic analysis

Demographic groups with significantly higher life satisfaction

scares, compared with Victaorians overall (score of 7.8), were

those:

+ with university qualifications (7.9)

* whowereretired (8.2)

+ withnoreported disability (8.0)

« with ahousehold annualincome of $100,000 or more (8.0)

« livingin couple households (8.1) orin couple parent households
with dependent children (8.0)

« livinginlarge shire (7.9) or small shire (8.0) geographic regions

+ livingoutside the capitalcity (7.9)

+ withahigh SEIFA (a Socio-Economic Index for Areas score of 5 —
least disadvantaged) (7.9).

Compared with all Victorians (score of 7.8), demographic groups
with lower life satisfaction scores were those:

» with TAFE, Certificate or Diploma qualifications (7.7)
+ whowere unemployed (7.0)
» under 65 with areporteddisability (6.8)

» whose sexuality was reported as something other than
heterosexual (7.4)

» with ahousehold annualincome less than $20,000 (7.2) or
$20,000-$39,999(7.7)

+ livinginsingle-personhouseholds (7.5), single parent
househaolds with dependent children (7.2) orin share or group
households (7.5)

+ livingin outer metropolitan geographic regions (7.7)

» withalow SEIFA (aSocio-Economic Index for Areas scoreof 1 —
most disadvantaged) (7.7).

There was no difference observed in satisfaction with lifeasa
whole by language spoken at home or by country of birth.

Perceptions of safety — walking alone during the
day and at night

Age and gender analysis

There are marked differences between males and females, and
between day and night, in Victorians’ feelings of safety. Overall,

the proportion of Victarians who reported feeling safe walking
alone during the day (92.5% [92.0, 93.0]) was much higher than the
proportion who felt safe walking alone at night (55.1% [54.2, 56.0]).

In 2015, Victorians were less likely toreport feelings of safety
walking alone during the day, compared with the proportion
reportingthisin 2007 (94.2%[93.8,94.7]) orin 2011 (95.1%
[94.7,95.5]).Inregard to feelings of safety when walking alone
afterdark,in 2015and 2007 (56.9% [56.0, 57.9]), Victorians were
less likely toreport feelings of safety walking alone at night,
compared with 2011 (59.3% [58.3,60.2]).These differences are
statistically significant. There was no statistically significant
difference between 2015 (55.1%[54.2, 56.0]) and 2007 survey
results (56.9%[56.0,57.9]).% See Figure 2.2.

3 Interpret with relative caution. See the ‘Trends acrosstime’ section on page 23 for more information.
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2. WELLBEING AND SAFETY

Figure 2.2 Percentage of all Victorians across VicHealth indicator surveys reporting (1) feeling safe walking alone during

the day and (2) reporting feeling safe walking alone at night

Perception of safety

walking alone during
the day (percentage

Percentage

reporting feeling safe)

(%) TE s

—@— Perception of safety
walking alone at night

(percentage reporting
feeling safe)

Notethat(a)errorbarsare 95% confidence intervals, (b) the scale of the ordinate axis only shows half of the full range (0-100) for greater visual clarity.

Males were more likely toreport feelings of safety, both during
the day (95.4%) and at night (73.8%), compared with the average
forallVictorians. There were substantial differences between
males and females for feelings of safety in walking alone, both
duringthe day and after dark: the proportion of females reporting
that they felt safe walkingalone during the day was 89.7% and at
night just 37.2%. This latter finding is half the score recorded for
males.

Compared withall Victorians, older people also felt less safe:

* 84.3% of those aged 75 and over reported feeling safe walking
alone during the day

* 32.5%ofthoseaged 75andover,and 47.7% of those aged
65-74, reported feeling safe walking alone after dark.

Those aged 45-54 were more likely (at 94.2%) to report feelings of
safety walking alone during the day. Similarly, those aged 35-44 and
45-54 were more likely (at 60.2% and 60.9% respectively) to report
feelings of safety walking alone in their local area after dark.

For males, older age groups were less likely toreport feeling
safe, compared with all males. Nine out of 10 (91.3%) males aged
75andover reported feeling safe walking alone during the day
and approximately two-thirds (67.8%) of males aged 65-74, and
53.3% ofthose aged 75 and over, reported feeling safe walking
alone after dark.

For females, a higher proportion of those aged 35-54 reported
feeling safe walking alone both during the day (92.5% of those
aged 35-44and 92.5% of those aged 45-54) and at night (42.6%
of those aged 35-44 and 42.2% of those aged 45-54), compared
with all females. A higher proportion of older females reported
feeling less safe, thanall females, both walking alone during
the day (78.9% of females aged 75 and over) and at night (28.6%
of femalesaged 65-74 and 17.0% of females aged 75 and over),
compared with all females.

Tosome extent, these age-related findings are due to the higher
proportion of older respondents (and to a lesser degree, females)
reporting they are never alone in this situation (almost half of
those aged 75 and over reported they were never alone walking
after dark, compared with just 1.4% of those aged 18-24).
However,itisnotknownisifthese age groups are neveralonein
these situations due tonot feeling safe or for other reasons.
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2. WELLBEING AND SAFETY

Table 2.3 Proportion of Victorians who feel safe walking alone in their local area during the day, by age and gender

Perceptions of safety — walking alone during day

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 94.3 91.7 96.2 89.4 86.3 92.0 91.9 90.0 93.6
25-34 96.3 94.7 97.5 90.4 88.2 92.3 93.3 92.0 94.5
35-44 95.6 93.9 97.0 90.6 94.1 94.0 92.8 95.1
45-54 95.9 94.4 97.1 90.9 93.9 93.1 95.1
55-64 96.7 95.4 97.7 91.1 89.2 92.7 93.8 92.6 94.8
65-74 95.4 93.9 96.7 87.9 85.5 90.0 91.5 90.1 92.8
75+ PR e 920 XN s 822  [EZERN s 86.5
TOTAL 94.8 960 AN sss 90.5 92.5 92.0 93.0

Table 2.4 Proportion of Victorians who feel safe walking alone in their local area at night, by age and gender

Perceptions of safety — walking alone after dark

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 72.5 68.4 76.3 36.4 32.2 40.8 54.9 51.8 58.0
25-34 74.0 70.8 77.1 41.8 38.4 45.2 57.9 55.5 60.3
35-44 78.2 75.1 81.0 39.6 45.7 57.9 62.5
45-54 80.4 77.8 82.8 39.4 44.9 58.9 63.0
55-64 76.1 73.3 78.8 39.2 36.4 42.1 57.2 55.1 59.3
65-74 B s 708 [T s 316 45.5 50.0
75+ | 533 ERTE 578 IEVAREN 143 190 PR 2909 35.3
TOTAL 72.6 75.0 37.2 36.0 38.4 55.1 54.2 56.0

Other demographic analysis

Safety walking around during the day

Compared with Victorians overall (92.5% felt safe walking alone
during the day), demographic groups that were more likely to
report feelings of safety walkingalonein their localareaduring
the day were those:

« withuniversity qualifications (95.5%)
» whowere employed (94.8%)
» withnoreporteddisability (93.8%)

» withahousehold annualincome of $80,000-$99,999 (95.8%)
or $100,000 or more (96.2%)

« livingin couple parent households with dependent children
(94.2%)

« livingininner (94.9%) or middle (94.2%) metropolitan
geographicregions

« livinginlarge shire (94.2%) or small shire (96.3%) geographic
regions

« livingoutside the capital city (94.2%)

» with ahigh SEIFA (a Socio-Economic Index for Areas score of
5 - least disadvantaged) (95.8%).

32 VicHealth Indicators Survey 2015 — Selected findings

Compared with Victorians overall (92.5% felt safe walking alone
during the day), demaographic groups less likely to report feelings
of safety when walking alone in their local area during the day
were those:

» whohadcompleted some high school or less (86.3%)

* whowereretired (88.5%)

+ mainly speaking alanguage other than English at home (90.2%)
+ fromanon-English-speaking country (90.8%)

» withareporteddisability (89.5% of those aged under 65 and
83.7% of those over 65)

+ with ahousehold annualincome of less than $20,000 (89.3%) or
$20,000-$39,999(87.2%)

+ livinginsingle-person households (90.5%)

+ livingin outer metropolitan (88.4%) orinterface (89.9%)
geographicregions

» withalow SEIFA (a Socio-Economic Index for Areas scoreof 1 —
most disadvantaged) (89.2%) or a SEIFA scare of 2 (90.3%).



2. WELLBEING AND SAFETY

Safety walking around after dark

Compared with Victorians overall (55.1% felt safe walking at night),
demographic groups that were more likely to report feelings of
safety walkingaloneintheir localarea after dark were those:

» withuniversity qualifications (61.0%)

» whowere employed (62.0%) or unemployed (64.7%)
» froman English-speaking country (60.6%)

» withnoreporteddisability (57.8%)

» withahousehold annualincome of $80,000-$99,999 (62.1%)
or $100,000 or more (67.9%)

« livingin households with children (58.2%) or in couple parent
households with dependent children (59.4%)

* livingininner metropolitan (64.8%) or middle metropolitan
(58.7%) geographic regions

« livinginlarge shire (63.7%) or small shire (70.1%) geographic
regions

+ living outside the capital city (58.2%)

» withinternetaccessathome (57.5%)

» withahigh SEIFA (a Socio-Economic Index for Areas score of 5 -
least disadvantaged) (64.8%).

Compared with Victorians overall (55.1% felt safe walking at
night), demographic groups that were less likely to report feelings
of safety walkingaloneintheir local area after dark were those:

* who had completed some high school or less (40.7%)

» whoreported their main activity as ‘home duties’ (41.2%) or
whowereretired (39.2%)

» mainly speaking alanguage other than English at home (50.8%)
» fromanon-English-speaking country (51.2%)

» withareported disability (50.2% of those aged under 65 and
34.6% of those over 65)

+ withahousehold annualincome of less than $20,000 (46.2%) or
$20,000-$39,999 (41.7%)

+ livinginsingle-person households (46.5%) or single parent
households with dependent children (46.2%)

« livingin outer metropolitan (42.6%) orinterface (50.3%)
geographicregions

» withalow SEIFA (aSocio-Economic Index for Areas score of 1

—most disadvantaged) (46.6%), a SEIFA score of 2 (49.5%) ora
SEIFAscoreof 3(52.0%).

Table 2.5 Summary of wellbeing and safety indicators, by demographic

Subjective wellbeing
[range 0-100]

Satisfaction with life as
awhole [range 0-10]

Perceptions of
safety — walking

Perceptions of
safety — walking

Score Lower Higher Score
(Avg) 95%Cl 95%Cl (Avg)
Victoria 77.3 77.1 77.6 7.8
Gender
Male 76.7 76.3 77.1 7.7
Female 77.6 78.3 7.9
Age
18-24 77.9 77.1 78.6 7.7
25-34 77.1 76.5 77.7 7.7
35-44 BTN 754 766
45-54 | 762 [RECRIRGE 77 |
55-64 76.7 76.1 77.3 7.7
65-74 79.0 80.2
75+ 80.1 81.7
Education
Some high schoolor less 76.8 76.1 77.5 7.8
Completed high school 77.3 76.6 78.0 7.8
TAFE/Certificate/Diploma | 76.2 JRERINRTY
University 78.0 78.7
Main activity
Employed 777 774 780 7.8
Unemployed 68.8 72.5 m
Student 77.7 76.7 78.6 7.7
Home duties 78.5 77.4 79.5 7.9
Retired 79.4 80.4
Main language spoken at home
English 77.7 77.5 78.0 7.8
Other 756 767 77
Country of birth
Australianborn 77.6 77.3 77.9 7.8
English-speaking country 77.9 77.2 78.7 7.9
Non-English speaking country BN 759 769 78

alone during day alone after dark
Lower Higher Score Lower Higher Score Lower Higher
95%Cl 95%CI (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl
78 7.8 925 920 93.0 551 542 56.0
77 7.8 948  96.0 726  75.0
78 79 BCEM sss  gos BEZPM 360 384
77 78 919 90.0 936 549 518 580
77 78 933 920 945 579 555 60.3
7.6 7.8 940 928 95.1 57.9 625
76 78 93.1 951 58.9  63.0
77 78 938 926 948 572 551 593
80 82 915 901 928 455  50.0
g1 83 [FIEN sie o5 BEDEM 299 353
77 79 [EEEN 847 879 385  42.8
77 79 913 896 92.8 53.8 51.0 565
76 77 928 919 937 571 554 587
7.9 | 8.0 948  96.1 594 625
7.8 7.9 942 953 60.8  63.1
67 72 935  90.2 96.0 58.9  70.1
76 7.8 912 884 935 540 497 582
78 80 902 877 924 [NEWM 373 452
81 82 87.1  89.8 LM 374 410
78 | 79 933 928 938 567 557 577
76 78 [IEW 80 o914 NN 487 528
78 | 78 930 924 936 560 549 571
78 80 940 923 954 57.4 637
77 79 89.6 919 WCFPMN 491  53.2
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Table 2.5 Summary of wellbeing and safety indicators, by demographic

Subjective wellbeing  Satisfaction with life as I ieicertionsicl
[range 0-100] awhole [range 0-10] safety — walking safety — walking
alone during day alone after dark

Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher
(Avg) 95%Cl 95%Cl (Avg) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl

Victoria 773 771 776 78 78 7.8 925 920 93.0 551 542 56.0
Self-reported disability

Reporteddisability —under 65 years 67.8 69.5 m 6.7 6.9 m 87.8 91.0 m 47.7 52.7
Reported disability — over 65 years BEEN 750 769 78 77 7.9 [NEEM 813 859 BELNM 319 37.4
No disability reported LAl 787 792 [N 7.9 80 Bl 933 944 | A 567 58.8
Aboriginal and/or Torres Strait Islander status

Aboriginaland/or Torres Strait Islander 695 764 75 71 7.8 861 763 929 487 384 59.1
Non-Aboriginaland/or Torres StraitIslander ~ 77.4 77.1 77.6 7.8 7.8 7.8 92.6 92.1 93.1 55.2 54.3 56.1
Sexuality

Heterosexual 775 773 | 778 78 | 7.8 | 79 927 922 932 554 544 563
Other 724 | 74.9 72 75 910 881 934 558 513 60.2
Income

Less than $20,000 702 72.9 71 74 EEEM ses o1 IEM 423 s0.2
$20,000-$39,999 74.8  76.2 76 77 857 887 397 438
$40,000-$59,999 764 758 771 7.7 76 7.8 936 922 948 573 547 59.9
$60,000-$79,999 775 768 781 7.8 78 79 943 927 956 56.5 536 59.4
$80,000-$99,999 778 771 785 78 78 7.9 [ 943 969 [FEE sa1 652
$100,000 or more DN 796 803 [N 80 81 |l 954 969 |kl 661 697
Household structure

Single person household 72.9 | 745 74 76 XN soo o1s KN 441 489
Couple household 793 801 | b 81 82 922 912 931 544 527 561
Household with children L.l 776 783 79 78 79 936 928 943 [N 567 596
~ Single parent with dependent children N 700 73.0 70 74 922 886 949 WIFM 407 518
— Couple parent with dependent children m 78.3 79.1 m 7.9 8.0 m 93.2 95.0 m 57.6 61.2
Share or group household 740  75.8 74 76 931 914 946 584 552 615
Geography

Metropolitan 768 764 771 7.8 7.7 7.8 929 922 936 557 543 57.0
~ Inner metro 774 766 781 7.8 77 7.9 [LEN 932 962 616  68.0
- Middle metro 772 768 776 7.8 7.7 7.8 | lehl 934 950 | i 57.0  60.4
~ Quter metro 746  76.2 7.6 7.8 86.4 901 PRI 397 455
Interface 772 766 777 78 | 17 7.9 885 911 [EIEM 481 524
Regional city 780 773 786 7.9 78 80 938 926 949 520 49.5 54.5
Large shire CELE 7es  7as AN 79 so [P 934 gso [GEEAN 620  65.4
Smallshire Lkl 792 803 || 79 80 | 956 970 |l 683 718
Location

Capitalcity 769 767 772 7.8 | 77 7.8 920 914 926 542 531 55.3
Rest of state DI 7ea 7e9 WA 7 8o [P 935 949 [P s67 597
Internet at home

Yes 775 773 777 7.8 78 7.8 935 930 940 | | 566 585
SEIFA (index of disadvantage)

1-Low (most disadvantaged) 752 76.5 76 77 [SEM 877 906 WEIIM 445 487
2 767 761 773 78 77 7.9 [CLEM 889 917 [REEM 473 517
3 767 761 773 7.8 77 7.9 917 90.4 92.8 [N 49.8 541
4 777 772 783 78 78 7.9 | 938 926 948 572 550 59.4
5 - High (least disadvantaged) 784 792 BN 79 8o [E 950 965 63.1 66.6

No data=Relative standard error above 50%, estimate not reported
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Summary and conclusion

The average wellbeing score forall Victorians was 77.3 out

of 100, with no significant change in subjective wellbeing for
Victorians between 2011 and 2015. Thisis consistent with the
results for the Australian population reported by the Australian
Unity Wellbeing Index (2015). However there was anincreasein
subjective wellbeingbetween 2007 and 2011 and thisincrease
hasbeensustainedin 2015.

Females, people aged 65 and over, couple households, small-
town residentsand those with a high household income reported
higher levels of wellbeing, compared with the Victorian average.
People who were unemployed, single, middle-aged (aged 35-54),
of non-English-speaking background, Aboriginaland/or Torres
StraitIslander, reported a sexuality other than heterosexual,
have a disability or have alow household income reported lower
wellbeing scores and lower life satisfaction, compared with
Victorians overall.

The average life satisfaction reported by Victoriansin this survey
was 7.8, which is above the overall OECD international average
(6.5).0lder Victorians had, on average, a significantly higher life
satisfactionrating, with ascore of 8.1 for those aged 65-74 and
8.2 for those aged 75 and over, compared with all Victorians.
Thisis consistent with measures of life satisfaction capturedin
other Western countries where older people report higher scores,
followingaslight ‘slump’in middle age (ONS 2015). However,
thereare groupsinVictoriawhoreport significantly less life
satisfactionthanthe Victorianaverageincluding the middle
aged, unemployed, disabled, people with a sexuality other than
heterosexual, low income earners, single person, single parent
and group households, people living in outer metropolitan areas
and those whoare most disadvantaged according to SEIFA.

The majority of Victorians reported feeling safe walking alone
during the day (92.5%), compared with only half of the population
(55.1%) who felt safe walking alone after dark. This striking
disparityinthe perception of safety is likely to be related to
significant differences between males and females across
Victoria. Males were more likely than females toreport feeling
safe during both the day and at night, but the difference between
proportions of males to females agreeing they felt safe during the
day wasonly 5.7% (95.4% of males felt safe, 89.7% of females felt
safe), compared with a difference of 36.6% for feeling safe after
dark (73.8% of males, 37.2% of females).

Victorians’ feelings of safety walking alone during the day appear

to have been similarin 2007 and 2011 but have slightly declined

in 2015, although it isimportant to note that results indicate that
more than nine out of 10 Victorians feel safe walking alone during
the day. In regard to walking alone after dark, the proportion of
Victorians who feel safe slightly increased from 2007 to 2011 but
returned back to 2007 levels in 2015. Overall slightly more than half
the population report safe walking alone after dark since 2007.

The 2015 survey hasidentified demographic groups whoreport
lower feelings of safety in their local area, including people who
are single, retired, living with a disability, from a non-English-
speaking background, those with low household income, the
most socioeconomically disadvantaged and people who liveinan
outer metropolitanregion.

Overall, the survey results show changesin general wellbeing
and perceptions of safety over time. However, these findings
needtobeinterpreted with caution given theamendment to
survey designin 2015. Particular groups had results significantly
lower thanthe state average acrossall four wellbeing and safety
domains: people with a disability, low income earners, residents
of outer metropolitan Melbourne and the most socioeconomically
disadvantaged. These results indicate that asocial gradientin
general wellbeingand perceptions of safety exists between
advantaged and disadvantaged communitiesin Victoria.

VicHealth guides providing evidence-informed actions that can
helpimprove perceptions of safety and other factorsrelated to
general wellbeingare available at www.vichealth.vic.gov.au/
localgovernmentguides.
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3. Mental wellbeing

Mental health and wellbeing are fundamental to our individual and collective ability as
humans to think, emote, interact with each other, earn aliving and enjoy life. They directly
underpin the core human and social values of independence of thought and action, happiness,

friendship and solidarity (WHO 2014).

Mental wellbeing has been defined as:

“... a state of wellbeing in which every individual realises his
or her own potential, can cope with the narmal stresses of life,
can work productively and fruitfully, and is able to make a
contribution to her or his community” (WHO 2014).

Higher levels of mental wellbeing are associated with increased
learning, creativity and productivity, more pro-social behaviours,
positive socialrelationships and improved physical health and
greater life expectancy (Barry 2009; Huppert & So 2013).

Conversely, mentalillnessis defined as:

“...disturbances of mood or thought that can affect behaviour
and distress the person or those around them, so the person often
has trouble functioning normally. They include anxiety disorders,
depression, psychasis and schizophrenia” (AIHW 2016).

While mental wellbeingand mentalillnessare considered to be
distinct concepts, many factors that promote mental wellbeing
arealso factors that may protect against mentalillness (Bryant
etal.2015,Burnsetal. 2011). These factorsinclude resilience,
social connection and cohesion and participationin respectful
and equalrelationships.

Resilience

Resilienceis afundamental component of mental wellbeing that
enables people to cope with adversity and to reach their full
potential (Friedli 2009). Itis described asa person’s capacity
tosuccessfully overcome significant challenges or negative
outcomesandrestore their previous level of function (Weinberg
etal.2016), thus avoiding mentalill-health.

Itis generally believed thatresilience develops over time, and
isimportant because it provides people with the resources to
handle the stressesinvolvedin life transitions and builds the
capacity of those atrisk of mentalillness to better manage

it. Resilience is adynamic quality that evolves through the
interaction between people, families, communities and their
environment. Its presencein high levelsis associated with a
lower risk of mental health problems and higher levels of mental
wellbeing (Friedli 2009).

Factorsthat have beenshownto facilitateresilience atthe
individual levelinclude temperament, self-esteem, self-efficacy,
confidence, social skills, emotion regulation and problem solving.
At the family/friends level, factorsinclude secure attachment,
family environment, quality of parenting, safety and economic
security, and respectfulrelationships,amongothers. At the
broader community and organisation level, factorsinclude
connectionstoclubs, schools and religious groups, opportunities
for socialand economic participation, and safe, cohesive and
connected communities (Reavley et al. 2015, Tollit et al. 2015).
These factorsareallbelieved to contribute to the development
and maintenance of social capital.
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Social capital

Social capitalisanoverarchingterm thatrefers tosocial
connectionsandall the benefitsthey generate. Itincludes the
concepts of trust, social connection and social cohesion (Office for
National Statistics 2016).

Inrelation toneighbourhoods, these elements of social capital
areinterconnected and have implications for mental wellbeing.
Emergingresearch evidence suggests that neighbourhood
cohesionimpacts on mental health and wellbeing (Elliott et al.
2014). The perception of being part of a cohesive neighbourhood
canalsocounteractadverse health effects resulting from local
socioeconomic disadvantage (Robinette et al. 2013), although
this assaciation may vary according to context (Kawachi 2006).

Mutualtrustand solidarity among neighbours determines how
much people are willing to cooperate and help one another
(Coleman 1990, Putnam 1993), andis a core component of

social capital. The perception of aneighbourhood being ‘close-
knit’ (held tightly together through social and cultural ties)
indicates high levels of neighbourhood trust and social cohesion
(Strahilevitz 2003). People who are connected and actively
engagedin their local communities are more likely to feel positive
about their neighbourhood, and vice versa. Neighbours who trust
one another are more likely to work more effectively together
forthe collective advantage and, generally, to have higher life
satisfaction (Office for National Statistics 2016).

Factorsthat couldinfluence how a person feels about their
neighbourhood include the physical, humanand cultural
characteristics of aplace, as wellas socioeconomic factors, age,
ethnicity and the shared norms and values of the community.
Forexample, inthe UK, ethnicity, geography and socioeconomic
status haveallbeen foundtohave animpactonaperson’s feeling
of trustand belonging and on their willingness to help within their
neighbourhood (Siegler 2014).

More broadly, livingin communities that provide access to
affordable housing, healthcare, education, stable employment
and social connectedness can significantly improve our mental
wellbeing (Reavley et al. 2015, Tollitetal. 2015). Sacial
connectionsto clubs, schools, faithandinterest groups have a
positive influence on wellbeing, social cohesion and social capital
(Friedli 2009, Mead & Cummins 2010).

VicHealth Indicators Survey 2015 — Selected findings

Gender equality within relationships

The ability to participateinequaland respectfulrelationshipsis
animportant contributing factor to mental health and wellbeing
(UNWomen 2015; Webster 2016). Conversely, intimate partner
violenceis detrimental to physical and mental health (Webster
2016).

Maleintimate partnerviolence contributes more to the disease
burden for women aged 18 to 44 yearsthanany other well-known
risk factors like tobacco use, high cholesterol or use of illicit
drugs (Webster 2016). Throughout Australia, two in five women
(40.8%) have experienced physical and/or sexual violence from
men known to them; oneinsix (16.9%) by a current or previous
cohabitingintimate partner,and oneinten(11.3%) by a boyfriend
ordate (ABS 2013).

Exposure to partnerviolence hasalso been associated with an
increasedrisk of arange of health problemsincluding suicide,
anxiety, depression and other mental health problems; to
substance misuse; and toreproductive health problems such as
low infant birth weight and sexually transmitted infection (Rees
etal. 2011, VicHealth 2004, WH0 2013).

InAustralia, the cost to society of violence against women and
their childrenis $21.7 billion annually. If no further action is taken
topreventviolence against women and their children, costs
willaccumulate to over $323 billion over the 30 yearsto 2045
(PricewaterhouseCoopers 2015).

Violence against womenis more likely to occur in contexts of
unequal relationships between men and women (Webster and
Flood 2015) or when there are more rigid distinctions enforced
between the roles of menand women (Flood & Pease 2006; Our
Watch 2015; UN Women 2010). Violence is also more common
infamilies and relationshipsin which men control decision-
making (Gage 2005; Vézina &Hébert 2007) and less sainthose
relationshipsin whichwomen have a greater level of agency (Gage
2005; Vyas & Watts 2009).

InAustraliaandinternationally, effortstoreduce the prevalence
of violence against women involve a significant focus on the
promotion andimprovement of gender equality. Gender equality
isdefined asthe equaltreatment of womenand menin laws

and policies, and equalaccess toresources and services within
families, communities and society (WHO0 2010). Addressing the
sacialnorms, social practices and social structures that produce
and maintain gender inequalityisa pivotal strategy toreduce
violenceand toincrease equaland respectful relationships at
every level (UN Women 2015).

The attitudes and beliefs held by the broader community about
gender roles and relationships, and also the acceptability of
intimate partnerviolence, have animportant bearingon the
prevalence of violence. Equally, community attitudes that favour
equality and non-violence can contribute to the development
of asocietyin which violenceis less likely to occur (VicHealth
2014). Attitudes toward gender equality within relationships
aretherefore animportant measure of community support for
respectfuland equalrelationships, which are akey protective
factor for mental wellbeing.



3. MENTAL WELLBEING

VicHealth Indicators: Mental wellbeing

* Resilience (range 0-8)

+ Perceptions of neighbourhood — people are willing to help
each other

* Perceptions of neighbourhood - thisisaclose-knit
neighbourhood

+ Perceptionsof neighbourhood - people can be trusted

» Low genderequality inrelationships score

Five mental wellbeingindicators are reported. The ‘resilience’
indicatorisascoreonascale of 0-8, where 8 represents the
highest possible level of resilience. The indicator is derived using
the abbreviated Connor-Davidson Resilience Scale (CD-RISC 2)
(Vaishnavietal.2007),atwo-item measure with published
psychometric properties.

Three social capitalindicatorsrelate to social connectionand
people’s perception of their local neighbourhood. Eachindicator
isrepresented by ascoreonasingleitemstatement.The
statementsare:

* “Peopleinthisneighbourhood can be trusted.”
* “Thisisaclose-knit neighbourhood.”

» “Peoplearoundhereare willingto help their neighbours.”

Eachitemisscoredusinga5-point Likert scale ranging from
‘Strongly agree’ to ‘Strongly disagree’. Theseitems have
previously beenusedin Australiain the Household, Income and
Labour Dynamicsin Australia (HILDA) survey (waves 6, 10, 14) and
firstappearedin the Project on Human Developmentin Chicago
Neighborhoods (wave 3) (Earls et al. 2007).

The fifth mental wellbeingindicator examines attitudes to gender

equality inrelationships. The indicator is based on the Gender

Inequality in Relationships Scale (Harris et al. 2015), which asks

respondents about their level of agreement with the following

statements.

» “Menshouldtake controlinrelationshipsand be the head of the
household.”

* “Women preferamantobeinchargeof therelationship.”

Table 3.1 Average resilience score, by age and gender

Males
Age group (years) Lower 95% Cl  Higher 95% CI
18-24 L 61 Y 6.2

Score (Avg)

25-34 R so 6.3 6.3
35-44 6.4 6.3 6.5 6.3
45-54 6.5 6.4 6.6 6.5
55-64 6.5 6.7 6.5
65-74 6.6 6.8

75+ 6.4 6.2 6.6

Total 6.4 6.3 6.4 6.4

Score (Avg)

Scores were derived from these two items measured on 5-point
Likert scales, ranked from ‘Strongly agree’ to ‘Strongly disagree’,
which were then combined and convertedintoscores out of

100. Scoreson thisindicator were divided into three categories,
where ‘low’ representsascore equaltoorless than 70, ‘medium’
representsascoreof 80 0r 90 and ‘high’ representsascore of
100. The proportion of those with alow gender equality score
was usedasanindicator of support for gender equality in
relationships for the VicHealth Indicators Survey 2015.

Resilience

Age and gender analysis

The Victorian average resilience score was 6.4 out of 8. Overall,
there were nodifferences between males and females. However,
there were some differences between the various age groups,
with younger cohorts having significantly lower-than-average
resilience scores and older age groups (those up to 74 years)
having significantly higher-than-average resilience scores. More
specifically, those aged 18—-24 (with ascore of 6.1) and those aged
25-34 (withascore of6.2) had lower-than-average resilience
scores. Those aged 45-54 and 55-64 (with scares of 6.5) and
those aged 65-74 (with a score of 6.7) had higher-than-average
resilience scores. Asimilar pattern was apparent for both males
and females.

Other demographic analysis

Compared with all Victorians (score of 6.4), groups with
significantly higher resilience scores were those:

+ whowereemployed (6.5) orretired (6.5)
» mainly speaking English at home (6.6)

* whowereAustralian-born (6.6)

+ froman English-speaking country (6.7)
» withnoreported disability (6.5)

« with ahousehold annualincome of $80,000-$99,999 (6.5) or
$100,000 or more (6.8)

+ livingin couple households (6.6)

« livinginregional city (6.6), large shire (6.6) or small shire (6.7)
geographicregions

+ living outside the capital city (6.6)

» withahigh SEIFAscore (a Socio-Economic Indexes for Areas

score of 5 - least disadvantaged) ora SEIFA score of 4 (both
groups with aresilience score of 6.5).

Resilience [range 0-8]

Females Persons
Lower 95% Cl  Higher 95% CI Lower 95% Cl Higher 95% CI

Score (Avg)

6.2 64 o 61 6.3
6.2 6.4 6.4 6.3 6.4
6.4 6.6 6.4 6.6
6.4 6.6 6.5 6.6
6.5 6.8 6.6 6.7
6.4 6.7 6.5 6.4 6.6
6.3 6.4 6.4 6.4 6.4

VicHealth

39



40

3. MENTAL WELLBEING

When compared with all Victorians (score of 6.4), groups with
significantly lower resilience scores were those:

with a high school qualification only (6.2)

who were unemployed persons (5.5) or students (5.9)
mainly speaking alanguage other than English at home (5.7)
fromanon-English-speaking country (5.7)

under 65 with areporteddisability (5.9)

whose sexuality was reported as something other than
heterosexual (6.0)

with a household annualincome under $20,000 (5.8) or
$20,000-$39,999 (6.1)

livingin single-person (6.3) orin share or group households
(6.0)

livingin metropolitan (6.3) or outer metropolitan (6.1)
geographicregions

with a low SEIFA score (a Socio-Economic Indexes for Areas
score of 1 —most disadvantaged) (aresilience score of 6.1).

There was no difference observed by Aboriginaland/or Torres
StraitIslander status.

Social capital and perceptions of neighbourhood

Age and gender analysis
Atastate level:

+ three-quarters(74.1%)agreed that peoplein their
neighbourhood were ‘willing to help each other out’

* justoversevenoutof10(71.9%) Victorians agreed that people
intheir neighbourhood ‘could be trusted’

* justoversixoutof 10(61.0%) agreed that they livedin ‘aclose-
knit neighbourhood’.

Overall, there were no gender differences noted for any of the
three ‘perception of neighbourhood’ indicators. There were,
however, anumber of age differences: those aged 65 or over were
more likely to affirm a sense of neighbourhood cohesion across all
threeindicators, while those under 35 were less likely to do so.

Compared with all Victorians, those aged 25-34 were less likely
toreportasense of neighbourhood cohesion:

* 68.5% of this group agreed that people in their neighbourhood
were ‘willing to help each other’

* 64.5% agreedthat peopleintheir neighbourhood ‘could be
trusted’

* 53.2% agreedthey livedin ‘aclose-knit neighbourhood’.

Conversely, those aged 75 or over were most likely toreporta
sense of neighbourhood cohesion:

+ 82.8% of thisgroup agreed that people in their neighbourhood
were ‘willing to help each other’

* 81.8%agreedthat peopleintheir neighbourhood ‘could be
trusted’

» 73.5%agreed thatthey livedin ‘a close-knit neighbourhood’.

Table 3.2 Proportion of Victorians agreeing that people in their neighbourhood were ‘willing to help each other out’, by age and gender

Perceptions of neighbourhood - people are willing to help each other

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% ClI  Higher 95% CI
18-24 67.8 63.6 71.8 72.5 68.3 76.4 67.2 72.9
25-34 [ 6720 ECEY 703 EER  sss 730 D s6l 70.7
35-44 73.6 70.3 76.7 74.5 71.7 77.2 74.0 71.9 76.1
45-54 74.4 71.6 77.1 76.5 73.9 79.0 75.5 73.6 77.3
55-64 73.3 70.4 76.1 77.0 74.2 79.5 75.2 73.2 77.1
65-74 74.9 80.5 77.4 82.9 77.1 81.0
75+ 76.8 84.6 81.0 87.2 80.3 85.2
Total 72.6 71.4 73.9 75.6 74.4 76.7 74.1 73.3 75.0

VicHealth Indicators Survey 2015 — Selected findings
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Table 3.3 Proportion of Victorians agreeing that people in their neighbourhood ‘could be trusted’, by age and gender

Perceptions of neighbourhood - people can be trusted
Males Females Persons
Age group (years) Score (%) Lower 95%Cl Higher 95% CI Score (%) Lower 95% Cl Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 [ 656 K 9.6 TN 620 706 N 630 68.9

25-34 [ 633 YK 672 L 617 683 Ll 621 66.8
35-44 71.9 68.6 75.1 70.3 67.4 73.2 71.1 68.9 73.2
45-54 73.4 70.5 76.1 72.7 70.1 75.3 73.0 71.1 74.9
55-64 74.8 71.9 77.5 75.1 72.3 77.7 73.0 76.8
65-74 77.2 82.4 77.1 82.4 78.0 81.7
75+ 76.3 84.0 79.2 85.9 79.2 84.2
Total 71.6 70.3 72.8 72.1 70.9 73.3 71.9 71.0 72.7

Table 3.4 Proportion of Victorians agreeing that they lived in ‘a close-knit neighbourhood’, by age and gender

Perceptions of neighbourhood - this is a close-knit neighbourhood

Males

Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%)
18-24 54.2 49.8 58.5

25-34 [ 527 NPT 56.2

35-44 60.5 56.9 63.9 63.1
45-54 61.2 58.1 64.2 65.3
55-64 61.4 58.3 64.4 62.5
65-74 62.9 59.7 66.0

75+ 67.5 75.8

Total 59.5 58.1 60.8 62.5

Other demographic analyses

‘People in this neighbourhood are willing to help each other’
Compared with Victorians overall (74.1% agreed), groups that
were more likely to agree that peoplein their neighbourhood
were ‘willing to help each other’ were those:

* whowereretired (80.6%)
» over 65 withareporteddisability (77.9%)
» withahousehold annualincome of $100,000 or more (77.6%)

* livingin couple households (77.0%) or couple parent
households with dependent children (77.6%)

« livinginlarge shire (85.1%) or small shire (88.3%) geographic
regions
« living outside the capitalcity (81.3%)

» withahigh SEIFAscore (a Socio-Economic Indexes for Areas
score of 5 - least disadvantaged) (76.7%).

Persons
Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
52.1 610 N 523 58.5

Females
Lower 95% Cl

60.0 66.1 61.8 59.5 64.1
62.5 68.0 63.3 61.2 65.3
59.6 65.4 62.0 59.9 64.1
66.0 72.0 63.8 68.2
71.2 78.5 70.7 76.2
61.3 63.8 61.0 60.1 61.9

Compared with Victorians overall (74.1% agreed), demographic
groups less likely to agree that peoplein their neighbourhoods
were ‘willing to help each other’ were those:

* mainly speaking alanguage other than English at home (69.8%)
+ fromanon-English-speaking country (71.3%)
» under 65withareported disability (65.4%)

» whose sexuality was reported as something other than
heterosexual (67.4%)

» with household annualincome under $20,000 (65.8%)

+ livingin share or group households (66.2%)

+ livingin metropolitan (71.9%), inner metropolitan (67.4%),
outer metropolitan (70.1%) orinterface (71.3%) geographic
regions

+ livinginthe state’s capitalcity (71.9%)

» withalow SEIFA score (a Socio-Economic Indexes for Areas
score of 1 —most disadvantaged) (70.2%).

There were nodifferencesin levels of agreement with the
statement by education or Aboriginaland/or Torres Strait Islander
status.
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‘People can be trusted’

Compared with Victorians overall (71.9% agreed), there were
some differences by demographic characteristicsin agreement
that peopleinthelocal neighbourhood ‘can be trusted’. Groups
that were more likely to agree were those:

* whowereretired (80.7%)
» over 65 withareporteddisability (79.1%)
« withahousehold annualincome of $100,000 or more (75.4%)

« livingin couple households (74.7%) or couple parent
households with dependent children (74.8%)

+ livingin middle metropolitan (74.9%), large (82.4%) or small
shire geographicregions (85.9%)

« living outside the capitalcity (78.2%)

» withahigh SEIFAscore (a Socio-Economic Indexes for Areas
score of 5 - least disadvantaged) ora SEIFAscore of 4 (78.5%
and 76.1%, respectively).

Compared with Victorians overall (71.9% agreed), demographic
groups less likely to agree with the statement that ‘peoplein this
neighbourhood can be trusted’ were those:

» whowere unemployed (64.3%) or students (66.9%)

* mainly speakingalanguage other than English at home (68.3%)
» fromanon-English-speaking country (69.0%)

» under 65with areported disability (64.8%)

» whose sexuality was reported as something other than
heterosexual (66.5%)

« withahousehold annualincome under $20,000 (63.1%)

« livinginsingle parent households with dependent children
(61.6%) orin share or group households (66.3%)

« livingininner metropolitan (66.9%), outer metropolitan
(64.6%) orinterface (66.9%) geographic regions

* livinginthe state’s capital city (69.9%)

* withalow SEIFAscore (aSocio-Economic Indexes for Areas
score of 1 —most disadvantaged) (64.6%) or a SEIFA score of 3
(67.4%).

There were nodifferencesin levels of agreement with the

statement by education or Aboriginaland/or Torres Strait Islander

status.

VicHealth Indicators Survey 2015 — Selected findings

‘This is a close-knit neighbourhood’

Compared with Victorians overall (61.0% agreed), demographic
groups more likely to agree that they lived in a ‘close-knit
neighbourhood’ were those:

* who had completed some high school or less (66.9%)
* whowereretired (69.8%)
» over 65 withareporteddisability (68.7%)

+ livingin couple parent households with dependent children
(65.0%)

+ livinginlarge shire (75.0%) or small shire (81.9%) geographic
regions

+ livingoutside the capitalcity (70.1%).

Compared with allVictorians (61.0% agreed), demographic
groups less likely to agree that they livedina‘close-knit
neighbourhood’ were those:

* whowere students (53.8%)
» under 65 withareported disability (53.8%)

» whose sexuality was reported as something other than
heterosexual (54.7%)

+ withahousehold annualincome under $20,000 (55.3%)

« livingin share or group households (52.5%)

+ livingin metropolitan (58.2%), inner metropolitan (50.8%) or
interface (57.7%) geographicregions

+ livinginthe state’s capital city (58.2%)

» withaSEIFA (Socio-Economic Indexes for Areas) score of 3
(57.6%).

There were no differencesin levels of agreement with this
statement by language spoken at home, country of birth or
Abariginaland/or Torres Strait Islander status.
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Table 3.5 Proportion of Victorians with low support for gender equality in relationships, by age and gender

Low gender equality score

Males

Age group (years) Score (%) Lower 95%Cl Higher 95% CI Score (%)
18-24 [ 529 P 57.3

25-34 [ 500 [JERTY 53.6 30.6
35-44 45.5 42.0 49.1 27.2
45-54 356 416

55-64 35.8 42.0

65-74 35.8 422 24.0
75+ 42.7 38.2 47.3

Total PN a0 45.8 27.3

Gender equality within relationships

Age and gender analysis

Overall, approximately one-third (35.7%) of Victorians held low
levels of support for equal relationships between women and men
(represented by a ‘low gender equality inrelationships scare’).

A higher proportion of both males and younger Victorians held
low levels of support for equal relationships between women

and men. Just over four out of 10 (44.4%) males had low levels

of support for equalrelationships between women and men,
comparedto 27.3% of females.

The proportion of those aged 18-24 with low levels of support
forequalrelationships between women and men was 43.9%,
significantly higher than for all Victorians (35.7%). This was
particularly marked amongyoung males, with just over half
(52.9%) of males aged 18—-24 showing low levels of support for
gender equality inrelationships.

Fewer of those aged 45-54 (30.1%), 55-64 (30.3%) and 65-74
(31.3%) reported low support for gender equality in relationships
compared with all Victorians. Conversely, a higher proportion

of males aged 18-24(52.9%) and of males aged 25-34 (50.0%)
had low levels of support for gender equality in relationships.
Compared withall females, females aged 18-24 (34.3%) and
those aged 75and over (33.2%) were more likely to show low
support for gender equality in relationships — although by
comparison, males are still less likely to support gender equality
inrelationships for these age categories. Low levels of support
for gender equality inrelationships were least prevalent among
femalesaged 45-54(22.1%)and 55-65 (22.0%).

Persons
Lower 95% CI

Females

Lower 95% Cl  Higher 95% CI Score (%) Higher 95% CI

27.5 338 D 378 42.7
24.4 30.1 36.2 34.0 38.6
19.7 24.6 28.2 32.1
19.5 24.6 28.3 32.4
21.2 27.0 29.1 33.5

ET 2 37.2 37.2 34.2 40.2

26.1 28.5 35.7 34.8 36.6

Other demographic analysis

Groups with a lower proportion holding low levels of support
for equalrelationships, compared with all Victorians (35.7% of
Victorianshad alow score), were those:

+ with university qualifications (32.6%)
+ mainly speaking English at home (29.2%)

» whowere Australian-born (29.9%) or from an English-speaking
country (28.2%)

* whose sexuality wasreported as something other than
heterosexual (28.5%)

+ with ahousehold annualincome of $100,000 or more (29.4%)
+ livingin couple households (31.5%)

« livinginaregionalcity (32.2%), orin large shire (31.3%) or small
shire (31.9%) geographic regions

+ livingoutside the capital city (31.7%)

+ with a high SEIFA (a Socio-Economic Indexes for Areas score of
5 - least disadvantaged) or a SEIFAscore of 4 (32.2% in both
cases).

Groups with a higher proportion holding low levels of support
forequalrelationships, compared with all Victorians (35.7% of
Victorianshad alow score), were those:

» whohadcompleted some high school or less (40.0%)

* whowereunemployed (47.1%) or students (41.7%)

» mainly speakingalanguage other than English at home (54.0%)
+ fromanon-English-speaking country (52.9%)

» withahousehold annualincome under $20,000 (42.6%) or
$20,000-$39,999(39.5%)

« livingin share or group households (43.7%)
+ livingin outer metropolitan geographic regions (42.9%)

» withalow SEIFA (a Socio-Economic Indexes for Areas score of
1-mostdisadvantaged) (41.5%).

There were no differences by disability and Aboriginaland/

or Torres StraitIslander statusin the proportion of Victorians
expressing attitudes of low support for gender equality within
relationships.
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Table 3.6 Summary of mental wellbeing indicators, by demographic

Perceptions of Perceptions of perceptions of
- neighbourhood - neighbourhood - . P Low gender
Resilience [range 0-8] e . o . neighbourhood - people h
people are willing this is a close-knit can be trusted equality score
to help each other neighbourhood

Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher
(Avg) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%CI 95%Cl (%) 95%Cl 95%Cl

Victoria 64 64 64 741 733 750 61.0 601 619 719 710 727 357 348 3656
Gender

Male 64 63 64 726 714 738 595 581 60.8 7L6 70.3 728 WAWM 430 45.8
Female 64 63 64 756 744 767 625 613 638 721 708 733 | e 261 285
Age

18-24 BN 5o 52 W 672 729 NN 523 ses BIKM 630 eso EEM 408 470
25-34 D 61 63 EN 661 707 LR 507 557 (LM 621 66.8 [l 37.8 427
35-44 64 63 64 740 719 761 61.8 595 641 711 689 732 362 340 386
45-54 " 64 66 755 736 77.3 633 6L2 653 73.0 711 749 | L0 282 321
55-64 . 65 66 752 732 771 620 59.9 641 | L0 730 768 | - 283 324
65-74 | 65 67 771 810 [0 638 682 | 4l 780 817 | e 201 335
75+ 65 64 6.6 803 852 | i 707 76.2 79.2 842 372 342 402
Education

Some high schoolor less 63 62 64 757 736 777 | 00 647 691 741 720 761 [IOOM 37.8 423
Completedhighschool MM 61 63 736 7.0 760 600 573 627 689 662 7L4 384 357 412
TAFE/Certificate/Diploma = 6.4 6.4 | 65  73.0 714 746 60.0 583 617 694 67.8 710 361 344 37.8
University 64 64 65 744 730 758 593 577 60.8 740 726 754 | bl 311 34.2
Main activity

Employed " 65 66 738 727 749 597 585 609 712 70.0 723 346 334 358
Unemployed BB 53 58 693 638 745 589 531 646 LK 586  69.8 412 531
Student BN 58 61 700 659 738 [NEEKMM 49.5 580 [GGM| 627 708 37.5 459
Home duties 62 61 64 749 712 784 63.8 59.8 67.6 707 66.8 744 387 348 428
Retired L 65 68 79.0 | 82.2 68.0 715 79.1 822 335 317 353

Main language spoken at home

~
w
=

English | 66 66 756 747 766 614 603 624 722 741 | il 282 302
Qther | 57 BRI 67.9 717 59.9 579 619 66.4 701 WELNN 520  56.1
Country of birth

Australian born ~ 0 66 66 751 741 761 6L1 60.0 622 725 715 735 | Al 288 310
English-speakingcountry | o/ | 6.6 6.8 747 7.7 775 596 564 628 754 725 782 | Aok 253 312
Non-English speaking 56 5.8 69.4 731 611 591  63.1 m 671  70.9 E 50.9  55.0
country

Self-reported disability

Reporteddisability —under 58 6.0 62.9 56.3 [l 624 672 353 329 378
65years

Reporteddisability—over o5 ¢, g4 75.2 71.5 76,5 81.5 348 319 37.8
65years

No disability reported L 64 65 74.4 627 725 715 734 358 348 36.9

Aboriginal and/or Torres
Strait Islander status

Aboriginaland/or Torres

. 6.3 6.0 6.6 67.3 56.8 76.7 62.5 52.0 72.2 65.2 54.5 75.0 41.1 30.8 51.9
StraitIslander

Non-Aboriginaland/or

A 6.4 6.4 74.2 73.4 75.0 61.0 60.1 62.0 71.9 71.1 72.8 35.6 34.6 36.5
Torres StraitIslander

Sexuality
Heterosexual 64 65 745 736 754 613 603 622 722 713 731 360 350 36.9
Other 58 6.1 631 715 502 591 (KM 622 707 A 245 327
Income
Less than $20,000 56 59 MEEM s1o  eos BEEEM 513 592 59.2  66.8 WA 387 466
$20,000-$39,999 60 62 732 712 751 628 607 649 722 701 741 (RIS 374 416

$40,000-$59,999
$60,000-$79,999
$80,000-$99,999
$100,000 or more

6.2 6.4 73.3 70.8 75.7 62.4 59.8 65.0 71.4 68.9 73.8 38.2 35.6 40.8
6.4 6.5 73.7 71.0 76.3 59.6 56.6 62.4 71.6 68.8 74.3 34.9 32.1 37.8
6.4 6.6 75.5 72.6 78.2 60.8 57.7 63.9 72.6 69.6 75.4 33.8 30.8 36.9

68 69 [ A1 760 792 618 600 637 | AL 737 771 276 312

oo ¥ o
ENREH EN EN
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Perceptions of Perceptions of

Perceptions of

Resilience [range 0-8] neighbourhood - neighbourhood - neighbourhood - people Low gender
people are willing this is a close-knit can be trusted equality score
to help each other neighbourhood
Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher
(Avg) 95%Cl 95%CI (%) 95%Cl 95%CI (%) 95% Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%CI
Victoria 6.4 6.4 6.4 74.1 73.3 75.0 61.0 60.1 61.9 71.9 71.0 72.7 35.7 34.8 36.6

Household structure

6.2 6.3 72.0 69.7 74.2 59.0 56.6 61.4
6.5 6.6 75.4 78.4 63.6 61.9 65.3
6.4 6.5 76.0 74.7 77.3 63.0 61.6 64.5

67.2 71.8 35.3 33.0 37.7
73.2 76.3 29.9 33.2
71.8 74.4 36.0 34.5 37.4

Single person household
Couple household
Household with children

- Single parent with

dependent children 6.1 6.4 68.3 62.8 73.5 58.8 53.2 64.3

- Couple parentwith

I o o
w” w

69.5
73.1

Genendont ahildren 64 65 75.9  79.2 63.2 66.8 731 764 351 334  37.0
Share or group household 59 61 [N 631 691 BEPCM 493 557 [N 632 69.2 [ERMN 406 46.9
Geography

Metropolitan 62 63 PEEEM 707 732 BEFEM ses 595 711 69.8 723 364 351 377
~ Inner metro 63 62 65 WG 641 705 WCIEM 474 542 WK 637 700 321 290 354
- Middle metro 64 63 64 739 723 754 60.3 586 62.0 733 764 348 331 365
- Outer metro I 60 62 674 728 575 547 604 [MidiN 618 673 [EKMM 400 458
Interface 64 63 6.4 [WAEN 693 732 555 59.8 [ochl 64.9 68.9 382 361  40.3
Regional city 65 67 770 747 792 63.8 613 663 731 707 75.4 298 346
Large shire 66 6.7 837 86.4 73.4  76.6 80.9 83.9 296 33.1
Smallshire 66 6.7 86.9 89.6 80.2 834 84.4 873 30.0  33.9
Location

Capitalcity 63 63 64 PN 709 729 BEEM 571 593 MKW ess 709 369 358  38.0
Restof state 66 6.7 80.0 82.6 686 715 76.8  79.5 303 331
Internet at home

Yes 64 64 65 742 733 751 603 594 613 717 708 726 350 340 359

SEIFA (index of disadvantage)

1 -Low(most 60 6.2 68.1 722 60.3 582  62.5 62.5 66.7 39.3 436
disadvantaged)

2 63 62 64 742 721 762 616 59.4 637 692 670 713 37.0 349 392
3 64 63 64 715 695 735 [N 554 597 [GAMM 653 694 374 353 396

4 6.5 6.6 76.8 74.8 78.7 62.0 59.8 64.2 74.1 78.0 30.1 34.4

5-High (least

) 6.5 6.6 75.1 78.3 63.0 61.2 64.8 76.9 80.0 30.5 34.0
disadvantaged)

This survey identifies that approximately one-third of Victorians

Summary and conclusion , s tt tori
hold attitudes thatindicate low support for gender equality in

Resilience is afundamentalcomponent of mental wellbeing
that enables people to cope with adversity and reach their full
potential. Victorians have an average resilience score of 6.4
out of a possible score of 8, with the highest levels of resilience
reported by people who are employed, inarelationship, retired,
with ahigh household income or livingin a high socioeconomic
area.Incontrast, levels of resilience are lower amongst those
whoareunemployed, students, single, non-English-speaking,
with adisability, reported a sexuality as something other than
heterosexual, with a low household income or living in a low
socioeconomic area. Compared across the lifespan, itis older

rather thanyounger people who exhibit higher levels of resilience.

Aswithresilience, self-reported levels of social capital are
lower amongyounger Victorians than older ones, for each of the
constituent concepts. Therealso are clear associations between
low social capitaland most (although not all) markers of social
advantage.

relationships. Thisis particularly marked for young males aged
18-24, with over half (52.9%) scoring low on the gender equality
measure. Almost one-third (34.7%) of young females aged 18—-24
also exhibited low scores. Interestingly, the level of support for
gender equality inrelationshipsin this survey was lower thana
recent national survey where approximately one in four had low
support for gender equality inrelationships. However a similar
patternof particularly low support for gender equality within
relationshipsinyoungerage groups was observed (VicHealth
2014).

AVicHealth guide providing evidence-informed actions that can
helpimprove resilience and social capital for all Victorians, and
promote gender equality and respectfulrelationships, is available
at www.vichealth.vic.gov.au/localgovernmentguides

VicHealth
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4. Physical activity and sedentary behaviour

Increasing participation in physical activity has health, social and economic benefits (Department
of Health 2014, Cadilhac et al. 2011). The benefits of regularly engaging in physical activity are
improved physical health, reduced risk of chronic disease, reduced risk of becoming overweight
or obese, the development of stronger social connections, and improved mental wellbeing

(Department of Health 2014).

Inaddition toindividual health benefits, engagingin physical
activity, particularly active travel, hasarange of broader benefits
for society, including reduced greenhouse gases, pollution, and
energy consumptionand improved environmental sustainability
(National Heart Foundation of Australia 2014). Economic benefits
of physical activity include reduced costs associated with
transport, roadinfrastructure and traffic congestion. Community
benefitsinclude increased social connection, neighbourhood
trustandsafety, and reduced crime (Newman 2001).

Australia’s physical activity and sedentary behaviour guidelines
recommend that adults aged 18—-64 do between two and a half
and five hours of moderate intensity physical activity each week,

or between one and a quarter and two and a half hours of vigorous
intensity physical activity each week, as well as minimising
prolonged sitting as much as passible (Department of Health 2014).

In2014-15, around half (55.5%) of Australiansaged 18 to 64
years engaged in sufficient physical activity (more than 150
minutes of moderate physicalactivity or 75 minutes of vigorous
physical activity), whereas nearly oneinthree (29.7%) were
insufficiently active and 14.8% were inactive (ABS 2015a).
Physicalactivity levels vary by social position. Australians with
lower levels of education, those who are unemployed, or those
livingin socioeconomically disadvantaged neighbourhoods are
more likely to beinactive or do low levels of physical activity (ABS
2015a). Abariginaland/or Torres Strait Islander adults are less
likely to be physically active than non-Aboriginal and/or Torres
StraitIslander adults (ABS 2014), and females tend to be less
active than males throughout their lifespan (ABS 2015a).

VicHealth Indicators Survey 2015 — Selected findings

InAustralia, the estimated cost of physicalinactivity to the
health sectoris over $672 million dollars per year (Cadilhac et al.
2011).The potential savings to the Australian health sector from
reducing physicalinactivity by just 10% is $36 million per year,
withanincreasein leisure, home and workforce productivity of
$162 million (Cadilhacetal.2011).

Increasing participation in sport, active
recreation and active travel

Participationin sport and active recreation is valued by people
living in Australia, with an estimated 60% of people aged 15 and
over reporting participation in sport and physical recreation at
least once over the past yearin 2013-14 (ABS 2015b). Trends in
physical activity and sport participation demonstrate a growthin
non-organised activities compared with traditional club-based

or organised sport (ABS 2012, Hajkowicz et al. 2013). This shift
has been driven by anincreased demand for more individualised,
flexible and non-competitive physical activity options, which may
better suit busy lifestyles and help achieve personal fitness goals
(Hajkowicz et al. 2013). However, in 2013-14, approximately one-
quarter of Australians (26.1% of males and 25.0% of females) aged
15yearsand over were involved in organised sport and physical
activity, indicating that organised sport and physical activity can
still play an important role in helping the community be more
active (ABS 2015b). Sport delivers physical, mental and social
health benefits, as well as providing a key setting to deliver health
messages and to encourage healthy behaviours (Eime et al. 2013).
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Walking has been found to be the most popular form of physical
activity, with 19.2% of Australians aged 15 years and over walking
forexercisein 2013-2014 (ABS 2015b). Walkingis suitable for
allagesand fitness levels, isinexpensive and can be done almost
anywhere. Walkingis animportant form of active travel to work
andschool,and aform of personal fitnessand recreation (de
Moor 2013). Getting more people walking within communities
can contribute toreducing obesity, improving health outcomes,
reducing traffic congestion, lessening environmentalimpacts and
increasing community cohesion and safety (Crawford etal. 2015,
de Moor 2013, Gordon-Larsen etal.2009).

Reduce sitting in the workplace

Reducing and breaking up prolonged sitting throughout the day
isimportant for health, even for those who meet or exceed the
national physicalactivity guidelines (Dunstanetal. 2014). A
growing body of evidence indicates that sedentary behaviour
isassociated with a higher energy intake, being overweight or
obese, cardiovascular disease, type 2 diabetes, certain cancers
and premature mortality (Grgntved & Hu 2011, Lynch 2010,
Pearson &Biddle 2011, Thorpetal.2011).

In 2014, nearly one-quarter (23.8%) of Victorians spent more than
eight hours sitting on an average weekday (DHHS 2016). The average
office-based employee in Australia spends about 77% of work

hours sedentary (Baker IDI 2009). Occupational groups most at risk
of prolonged sitting and associated illnesses are office workers,
machinery operators or drivers, managers, and professionals with
a high household income (Hadgraft et al. 2015). In general, reducing
and breaking up sitting can improve workers’ physical and mental
health, reduce absenteeism and increase productivity, thereby
providing important benefits to both individuals and workplaces
(Brown et al. 2013, Pronk & Kottke 2009).

VicHealth Indicators: Physical activity
and sedentary behaviour at work

Physical activity frequency (30 minutes or more)
« 0 daysperweek
* 1-3daysperweek

* 4ormoredays per week

Organised physical activity
» Participationinany organised physical activity
» Organisedbyafitness, leisure orindoor sports centre

» Organised by asports club orassociation

Non-organised physical activity

» Participationinany non-organised physicalactivity
» Activity type: walking

» Activity type:jogging or running

« Activity type: cycling

+ Activity type: gymor fitness

+ Activity type: swimming

» Participatesalone

» Participateswith someone

“For personsaged 18-64 who are working 35 or more hours per week.

Sedentary behaviour at work

» Time spentsittingon usualwork day”

Physical activity

Three physical activity indicators refer to the level of physical
activity overthe course of the week. These indicators are derived
fromasingleitem askingrespondentsabout the number of days
inausual week during which they would accumulate 30 minutes
of physicalactivity or more. The 30 minutes did not have to be
continuous and could be completed over 10-minute increments
throughout the day. Physical activity was defined as “enough
toraiseyour breathingrate and may include sport, exercise

and brisk walking or cycling for recreation or to get toand from
places, but should notinclude housework, gardening or physical
activity that may be partofajob”.

This single item measure has been shown to have good criterion
validity, with estimated physical activity levels based on
accelerometer data (Milton, Clemes & Bull 2013). It was used
inthe VicHealth Indicators Survey 2015 as it is a time-efficient
approach to measuring physicalactivity that canalsobe usedasa
field measurein evaluation projects.

Thefirst of the three indicatorsreflects the percentage of
individuals who report no days of physical activity in a usual
week. The second and third indicators are complementary and
reflect the percentage of individuals who engage in at least 30
minutes of physicalactivity on one to three days a week, and then
four or more daysinausual week. Note: commentary has not been
provided for findings on one to three days of physicalactivity;
refer to Tables for data on thisindicator.

Itisimportanttonotethatthe measureusedinthe VicHealth
Indicators Survey 2015 differs from the measure used in other
population level surveys, for example, the Victorian Population
Health Survey (VPHS). For thisreason, prevalence estimates

may differ between surveys. The VPHS presents data on the
proportion of Victorians meeting current Australian physical
activity guidelines, and reports specifically on average time spent
walking, time spent performing vigorous household chores, time
spent performingactivities other than household chores and
gardening, and muscle strengthening exercises.

Organised physical activity

Three physicalactivity indicatorsrefer to usual participationin
organised physicalactivity — thatis, physicalactivity organised
by aclub, association or other organisation. The firstindicator
reportsthe overall percentage of Victorians who usually take part
inany organised physical activity, irrespective of the arganiser.
The secondindicator reportsthe percentage of Victorians taking
partinphysicalactivity organised by a fitness, leisure orindoor
sports centre, while the third indicator reports the percentage of
Victorians taking partin physicalactivity organised by a sports
cluborassociation. The threeitems from which the indicatorsare
derived were specifically developed for the VicHealth Indicators
Survey 2015 to provide unique information about physical activity
patternsof Victorians that are not available in any other surveys.
The questions were designed by VicHealth, and were piloted and
subjected to cognitive testing, which established their content
validity. Test-retest reliability results showed them to be stable.
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Non-organised physical activity

Eight physicalactivity indicatorsrefer to participationin
non-organised physicalactivity. The firstindicator reports on

the overall percentage of Victorians taking partinany non-
organised physical activity, forinstance going for arun. Like

the ‘participationin organised physical activity’indicator, the
indicator for participationin non-organised physical activity was
specifically developed for the VicHealth Indicators Survey 2015,
showed good validity and reliability, and providesinformation not
available fromany other survey.

Fiveindicators for non-organised physical activity report on

the percentage of Victorians who nominated walking, jogging
orrunning, cycling, gym or fitness, or swimming as one of their
main three types of physical activity. These five activities were
selected forreporting, because they constituted the top five
non-organised physical activities by a wide margin. The VicHealth
Indicators Survey 2015 is the first time that these indicators have
been measuredin this way.

Theremainingtwoindicators report the percentage of Victorians
who participatein non-organised physical activity on their own,
andthe percentage of Victorian who participate with someone
else. Again, the VicHealth Indicators Survey 2015 is the first time
that theseindicators have been measuredin this way.

Sedentary behaviour at work

Oneindicator for sedentary behaviour at workis presented. This
indicatorrepresents the average timeindividuals report sitting
atworkonausualdayandisbasedonasingleitem. Theitemisa
variation of the sittingat work question in the Australian Health
Survey 2011-2012 (ABS 2013), in that the reporting period was

changed from ‘in the last week’ to ‘on a usual day’, in order to
betteraccount for response variability over time. Asthe 2015
indicator only capturessittingat work, but excludes sitting during
leisure time, results from the VicHealth Indicators Survey 2011
and 2015 cannot bedirectly compared.

Only respondents aged between 18 and 64 who also worked 35 or
more hours aweek were in scope for thisindicator. This resulted in
asub-sample of only 27.7% of all respondents.

Participationin physical activity

Age and gender analysis

No days of physical activity a week

Overall,justunder onein five Victorians (18.9%) reported doing no
days of physical activity inatypical week. The proportion of males
reporting no days of physical activity was significantly lower
thanforallVictorians (16.9%), and the proportion of females was
significantly higher (20.9%).

A smaller proportion of younger Victorians reported no days of
physicalactivityinatypical week (11.7% of those aged 18-24
and 15.8% of those aged 25-34) and a larger proportion of older
Victorians reported no days of physical activity ina typical week
(33.1% of those aged 75 or over). Similar patterns of results were
observed for gender for this age group, with 9.6% of males and
14.1% of females aged 18-24 doing no days of physicalactivityin
atypicalweek. Conversely, a higher proportion of those aged 75 or
over reported no days of physical activity inatypical week (27.5%
of malesand 37.3% of females). In addition, males aged 55-64
(21.0%) reported a higher propartion doing no days of physical
activity inatypical week.

Table 4.1 Proportion of Victorians doing no days of physical activity in a typical week, by age and gender

Physical activity - 0 days per week

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 7.2 12.4 11.0 17.5 9.8 13.9
25-34 13.7 11.5 16.3 18.0 15.4 20.8 14.1 17.7
35-44 15.6 13.1 18.3 19.0 16.7 21.6 17.3 15.6 19.1
45-54 18.9 16.6 21.4 19.6 17.4 22.0 19.2 17.6 20.9
55-64 [ 210 JEECE 23.6 216 19.2 24.1 21.3 19.5 23.0
65-74 18.3 15.9 20.8 23.3 20.6 26.2 20.8 19.0 22.7
75+ [ 275 IEEPEE I 373 EEEY a3 EEE 303 36.0
Total 15.9 179 DU 198 21.9 18.9 18.2 19.6
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Table 4.2 Proportion of Victorians doing physical activity of 30 minutes or more, one to three days a week, by age and gender

Physical activity - 1 to 3 days per week

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 38.4 34.3 42.8 40.8 36.4 45.3 39.5 36.5 42.6
25-34 42.5 49.7 41.3 48.2 42.9 47.8
35-44 40.6 47.7 421 48.3 42.3 47.0
45-54 38.4 35.4 41.4 38.6 35.8 41.3 38.5 36.5 40.5
55-64 35.2 32.2 383 EEEN 320 sz EEEIN 330 37.0
65-74 | 302 VR 333 PRI 308 370 PENEPEREN 300 34.2
75+ [ 2.2 [PV 304 PO 23 3.4 PR w7 30.0
Total 38.8 37.4 401 39.1 37.8 40.4 38.9 38.0 39.8

Table 4.3 Proportion of Victorians doing physical activity of 30 minutes or more, four or more days a week, by age and gender

Physical activity — 4 or more days per week

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 47.1 55.7 44.6 40.1 49.1 45.0 51.2
25-34 39.8 36.4 43.4 36.5 33.3 39.8 38.2 35.8 40.6
35-44 39.7 36.3 43.3 35.1 32.1 381 [N 5. 39.7
45-54 42.3 39.3 45.4 41.4 38.6 44.2 41.8 39.8 43.9
55-64 43.0 39.9 46.1 42.7 39.9 45.6 42.9 40.8 45.0
65-74 46.6 53.0 41.8 38.7 45.0 43.5 48.0
75+ 43.7 39.2 s82 TN 287 362 A 343 40.1
Total 435 42.2 ass  [EEEREE 379 40.4 413 40.4 42.2

Four or more days

Slightly more thantwoin five Victorians reported participating

in four or more days of physical activity in a typical week (41.3%).
Fewer femalesreported undertaking four or more days of physical
activityinausual week (39.1%) compared with all Victorians.
Ahigher proportion of Victorians aged 18-24 (48.1%) and

65-74 (45.7%) reported four or more days of physicalactivity
inatypical week, while those aged 75 or older and those aged
35-44 had lower proportions (37.1% and 37.4%, respectively).
Compared with all males, those aged 18-24 and 65-74 had higher
proportions participatingin physicalactivity four or more days a
week. For females, those aged 75 or over had a lower proportion
(32.4%) participatingin physical activity four or more daysa
week, compared with all females.

Other demographic analysis

0 days of physical activity a week

Compared with all Victorians (18.9% doing no days), demographic
groups that had a lower proportion doing no days of physical
activityinausual week were those:

» withuniversity qualifications (13.3%)

» whowere employed (16.1%) or students (11.1%)
* mainly speaking Englishat home (17.0%)

* whowere Australian-born (16.9%)

» withnoreporteddisability (16.1%)

» withahousehold annualincome of $80,000-$99,999 (15.6%)
or $100,000 or more (11.6%)

+ livingininner metropolitan geographicregions (10.9%)
* withinternetaccessathome (17.2%)

+ with ahigh SEIFA (a Socio-Economic Indexes for Areas score of
5 - least disadvantaged) (13.7%).

Compared with all Victorians (18.9% doing no days), demographic
groups that had a higher proportion doing no days of physical
activity inausual week were those:

* who had completed some high school or less (32.2%)

» whoreported their main activity as ‘home duties’ (24.7%) or
retired persons (25.5%)

+ mainly speaking alanguage other than English at home (24.3%)
+ fromanon-English-speaking country (24.7%)

» withareporteddisability (26.0% for those under 65,and 36.7%
forthose over 65)

+ withahousehold annualincome of $20,000-$39,999 (27.7%)
+ livinginsingle-person households (23.5%)

« livingin outer metropolitan (22.3%), large shire (21.4%) or
small shire (23.6%) geographicregions

* withalow SEIFA (a Socio-Economic Index for Areas scoreof 1 —
most disadvantaged) (25.4%).

There were no differences by Aboriginal and/or Torres Strait
Islander status or sexuality.
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Four or more days

Compared with all Victorians (41.3% doing four or more days),
demographic groups that had a higher proportion doing four or
more days of physicalactivity inausual week were those:

* mainly speaking Englishat home (43.8%)

+ Australian-born (43.5%) or those from English-speaking
countries (46.6%)

« livingininner metropolitan geographicregions (49.1%).

Compared with all Victorians (41.3% doing four or more days),
demographic groups that had a lower proportion doing four or
more days of physicalactivity inausual week were those:

» whohad completed some high school or less (37.4%)
» whoreported their main activity as ‘home duties’ (35.8%)

mainly speaking a language other than English at home (34.3%)
fromanon-English-speaking country (33.9%)

+ withareporteddisability (36.3% for those under 65, and 34.2%

forthose over 65)
with a household annualincome of $20,000-$39,999 (37.9%)

livingin households with children (38.4%) orin couple parent
households with dependent children (35.6%)

livingin outer metropolitan geographic regions (36.8%)

with alow SEIFA (a Socio-Economic Index for Areas score of 1 —
most disadvantaged) (37.9%).

There were no differences by Aboriginal and/or Torres Strait
Islander status or sexuality.

Table 4.4 Summary of indicators relating to physical activity frequency, by demographic

Physical activity - Physical activity - Physical activity -
0 days per week 1to 3 days per week 4 or more days per week

Score Lower Higher Score Lower Higher Score Lower Higher

(%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%C
Victoria 189 182 19.6 389 380 39.8 413 404 42.2
Gender
Male 159 179  38.8 374 401 435 422 44.9
Female BIEN 108 219 331 378 404 [EEEMN 379 404
Age
18-24 9.8 139 395 365 426 450 512
25-34 141 177 429 478 382 358 406
35-44 173 | 156  19.1 423 47.0 35.1 397
45-54 192 176  20.9 385 365 40.5 41.8 39.8 439
55-64 21.3 195 230 BEEGM 330 370 429 408 450
65-74 208 190 227 [PEE 300 342 435 48.0
75+ RN 303 360 [REER 247 300 BEAN 343 401
Education
Some high schoolor less BEEN 300 344 [EIEN 272 312 JEEMN 352 395
Completed high school 174 154 19.5 387  36.0 41.5 43.5 40.8  46.3
TAFE/Certificate/Diploma 189 176 202 39.6 379 413 407 391 424
University 122 14.4 417 448 | 427 411 443
Main activity
Employed 152 17.0 412 436 411 399 423
Unemployed 187 145 235 36.8 311 427 427 370 486
Student 8.6 140 427 385 463 459 417  50.2
Home duties RN 213 285 385 347 424 [JEEKM 320 397
Retired N 238 272 PPN 273 307 439 421 458
Main language spoken at home
English 163 178 383 373 394 427 448
Other BZEN 225 260 405 385 425 JELEM 324 36.3
Country of birth
Australian born 161 177 388 377  39.9 424 448
English-speaking country 175 151 200 [ELEN 317 379 434 49.9
Non-English speaking country BN 230 265 405 385 425 LN 321 3509
Self-reported disability
Reported disability - under 65 years PPN 239 282 358 334 383 JELEM 340 388
Reported disability —over 65 years 33.8 39.6 m 23.1 28.3 m 31.3 37.1
No disability reported 153 169 407 39.6 41.8 42.8 417  43.8
Aboriginal and/or Torres Strait Islander status
Aboriginaland/or Torres Strait Islander 19.1 12.1 27.9 32.4 23.1 42.9 43.5 33.5 54.0
Non-Aboriginal and/or Torres Strait 18.9 182 196 39.0 381 39.9 41.3 404  42.2

Islander
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Table 4.4 Summary of indicators relating to physical activity frequency, by demographic

Victoria

Sexuality

Heterosexual

Other

Income

Less than $20,000
$20,000-$39,999
$40,000-$59,999
$60,000-$79,999
$80,000-$99,999

$100,000 or more

Household structure

Single person household
Couple household

Household with children

- Single parent with dependent children
— Couple parent with dependent children
Share or group household
Geography

Metropolitan

- Inner metro

- Middle metro

- Outer metro

Interface

Regionalcity

Large shire

Smallshire

Location

Capitalcity

Restof state

Internet at home

Yes

SEIFA (index of disadvantage)
1-Low (most disadvantaged)
2

3

4

5-High (least disadvantaged)

Physical activity -

0 days per week
Score Lower Higher
(%) 95%Cl 95%Cl
18.9 18.2 19.6
19.0 18.3 19.8
15.8  12.8  19.1
22.6 19.5 25.9

259 296
21.2 19.1 23.4
17.0 149 193

13.5 17.9
10.4 12.8

BEEN 216 255
18.7 174 20.0
18.2 171 19.4
23.9 19.4 28.9
170 156 185
6.1 13.9 185
175  16.5 18.6

9.0 13.1
173 16.0 187

EN 199 ws
21.3 19.6 23.0
17.2 | 155  19.0

R 200 229

R 220 253
18.7 17.8 19.6
19.6 18.5  20.7

16.4 = 17.9

| 25.0 PECIPUE!
211 194 229

201 184 218

173 157  19.0

125 151

Physical activity -

1 to 3 days per week
Score Lower Higher
(%) 95%C1 95%Cl
389 380 39.8
388 379 39.8
412 | 368 457
349 | 311 387
| 326 JELTIREETY:
355 330 381
421 392 451
401 46.4

423 | 46.1

BEEN 201 336
369 353 386
413 442

334 283 388
449 4856

386 355 417
403 | 389 416
397 364 43.0
405  38.8 423
400 372 429
387 366 408
381 356 40.6
| 35.0 JEEEIEETY:
| 329 JESIEEYY:
39.8 387 41.0
| 36.0 JEVEIEEVY
404 394 414
| 35.8 JEECINEETE
37.4 353 396
380 359  40.1
400 378 42.2
39.9 435

Physical activity -

4 or more days per week
Score Lower Higher
(%) 95%Cl 95%CI

41.3 40.4 42.2

41.3 40.3 42.2

42.2 37.9 46.7

41.2 37.3 45.1

359 40.0
42.5 40.0 45.1

40.5 37.6 43.4

40.6 37.5 43.7

43.8 41.9 45.7

43.5 41.2 45.9

43.6 41.9 45.3

BN 370 309
42.4 36.9 48.0

BN 338 374
45.0 41.9 48.2

41.4 40.1 42.7

45.7 52.5

41.3 39.6 43.0

| 368 JEVRURERTY:
39.3 37.2 41.4

43.8 41.2 46.3

42.3 40.6 44.1

42.1 40.1 441

40.7 39.6 41.8

43.4 41.9 44.9

41.8 40.8 42.7

BN 358 400
40.1 38.0 42.2

41.0 38.9 43.1

42.0 39.8 44.2

44.0 42.2 45.9
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Participation in organised physical activity

Age and gender analysis

Respondents were asked if they took part in organised physical
activity (defined as organised by a club, association or other
organisation) or non-organised physical activity. Just under three
out of 10 (28.7%) Victorians took part in organised physical activity
on a weekly basis. Similar to participation in physical activity more
generally, higher proportions of those aged 18-24 and 25-34
participated in organised physical activity on a weekly basis (40.5%
and 33.8%, respectively), compared with Victorians more generally.
Lower proportions of those aged 45-54 (25.0%), 55-64 (21.5%) and
75 or over (23.0%) participated in organised physical activity on a
weekly basis, compared with Victorians overall.

Among males, a higher proportion of those aged 18—-24 (43.0%)
and 25-34 (33.5%) participatedin organised physical activity
compared with males overall. Conversely, males aged 55-64
(17.1%)and 65-74 (22.2%) had a lower proportion participatingin
organised physicalactivity, compared with males overall.

For females, a higher proportion of those aged 18-24 (37.7%)
and 25-34 (34.1%) participated in organised physical activity,
compared with females overall. Conversely, females aged 45-54
(25.7%),55-64 (25.5%) and 75 or over (22.8%) had a lower
proportion participatingin organised physical activity compared
with females overall.

There were no significant differences betweenall males (27.6%)
and all females (29.6%). However, a higher proportion of females
aged 55-64(25.5%) and 65-74 (30.3%) participated in organised
physicalactivity, compared with their male counterparts (17.1%
and 22.2% respectively).

Other demographic analysis

Compared with all Victorians (28.7% participated in organised
physicalactivity), demographic groups with a higher proportion
participatingin organised physical activity on a weekly basis were
those:

« withuniversity qualifications (33.6%)

» who were employed (30.9%) or students (37.8%)
* mainly speaking Englishat home (30.8%)

* whowere Australian-born (31.0%)

» withnoreported disability (31.0%)

+ withahousehold annualincome of $100,000 or more (35.6%)

+ livingininner metropolitan (33.7%) or middle metropolitan
(32.0%) geographicregions

+ withahigh SEIFA (a Socio-Economic Index for Areas score of 5 —
least disadvantaged) (33.5%).

Compared withall Victorians (28.7% participatedin organised
physical activity), demographic groups with a lower proportion
participatingin organised physicalactivity ona weekly basis were
those:

* whohad completed some high school or less (19.7%)

+ whowere unemployed persons (18.2%), who reported their
main activity as ‘home duties’ (22.2%), or retired persans
(25.9%)

» mainly speaking alanguage other than English at home (22.7%)

» fromanon-English-speaking country (22.1%)

+ withareporteddisability (20.8% for those under 65,and 18.4%
forthose over 65)

+ with ahousehold annualincome of less than $20,000 (22.5%) or
$20,000-$39,999 (20.7%)

« livinginsingle-person households (24.5%)

+ livingin outer metropolitan (23.7%) or smallshire (23.1%)
geographicregions

» withalow SEIFA (a Socio-Economic Index for Areas scoreof 1 —
most disadvantaged) (22.5%).

There was no differencein participationin arganised physical
activity onaweekly basis by Abariginaland/or Torres Strait
Islander status or sexuality.

Who coordinates the organised physical activity
that Victorians participate in?

Age and gender analysis

The two most common organisations to coordinate the organised
physical activity that Victorians participated in were sports
cluborassociations (9.8%) and fitness, leisure or sports centres
(9.2%). A higher proportion of males participated in physical
activity organised by a sports club or association (12.8%),
compared with females (7.0%).

Table 4.5 Proportion of Victorians participating in organised physical activity, by age and gender

Physical activity - participation in any organised physical activity

Males Females Persons
Age group (years) Score (%) Lower 95% ClI  Higher 95% ClI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 38.7 47.3 33.4 42.1 37.4 43.5
25-34 30.2 37.0 30.9 37.4 315 36.1
35-44 26.9 23.9 30.1 29.4 26.6 323 28.2 26.2 303
45-54 24.2 216 I 257 JEEPEE 283 EEIN 232 26.8
55-64 B2 o 195 BEEE 230 282 [ 198 23.3
65-74 [ 222 RV 24.9 30.3 27.5 33.3 26.3 24.4 28.3
75+ 22.9 19.5 267 I 196 262 [ 206 25.4
Total 27.6 26.4 28.9 29.6 28.4 30.8 28.7 27.8 29.5
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Table 4.6 Proportion of Victorians participating in physical activity organised by a sports club or association, by age and gender

Physical activity — organised by a sports club or association

Males Females Persons
Age group (years) Score (%) Lower 95%Cl  Higher 95% CI Score (%) Lower 95%Cl  Higher 95% CI Score (%) Lower 95% Cl Higher 95% CI
18-24 18.0 25.1 8.5 14.1 14.2 18.7
25-34 13.0 10.7 15.7 6.8 5.3 8.7 9.9 8.5 11.5
35-44 11.8 9.7 14.2 5.8 4.5 7.3 8.8 7.5 10.1
45-54 11.9 10.0 14.0 5.6 4.4 7.1 8.7 7.6 9.9
55-64 | 52 IV oo RN s 52 EEN s 7.5
65-74 11.5 9.7 13.5 9.0 7.3 11.0 10.2 9.0 11.6
75+ 12.4 9.8 15.4 7.4 5.5 9.7 9.5 7.9 11.3
Total 11.9 137 I e 7.6 9.8 9.3 10.4

Table 4.7 Proportion of Victorians participating in physical activity organised by a fitness, leisure or sports centre, by age and gender

Physical activity — organised by a fitness, leisure or indoor sports centre

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 10.7 16.8 13.0 10.1 16.3 11.3 15.6
25-34 11.3 16.3 11.1 15.9 11.8 15.3
35-44 8.4 6.6 10.6 11.5 9.6 13.7 10.0 8.6 11.5
45-54 6.8 5.3 8.5 9.7 8.1 11.6 8.3 7.1 9.5
55-64 | 33 [EEE 46 8.8 7.2 w7 EE s 7.3
65-74 | 30 R 4.2 5.9 9.0  PREERE a4 6.3
75+ B 32 R 27 50 DR 23 4.3
Total 8.1 7.3 8.9 10.2 9.4 11.0 9.2 8.6 9.7

Ahigher proportion of those aged 18-24 participated in physical
activity organised by sporting clubs and associations (16.3%)
and fitness, leisure or sports centres (13.4%). Likewise, a higher
proportion ofthose aged 25-34 participatedin physicalactivity
organised by a fitness, leisure or sports centre (13.5%). A lower
proportion of those aged 55-64 participatedin physical activity
organised by a sports club orassaociation (6.5%) or a fitness,
leisure or sparts centre (6.2%). Physical activity organised by a
fitness, leisure or sports centre was significantly lower among
those aged 65-74(5.3%) and 75 or over (3.2%).

Other demographic analysis

Sports club or association

Compared withall Victorians (3.8% participated in physical
activity organised by a sports club or association), participation
inphysical activity organised by asports club or association was
higher among those:

* mainly speaking Englishat home (11.3%)
* whowereAustralian-born (11.6%)
» withahousehold annualincome of $100,000 or more (11.9%)

+ livinginaregionalcity (13.8%), orinlarge shire (12.9%) and
smallshire (12.7%) geographic regions

« living outside the capital city (13.5%).

Compared with all Victorians (9.8% participated in physical
activity organised by a sports club or association), participation
in physicalactivity organised by asports club orassociation was
lower among those:

» who had completed some high school or less (7.9%)

» whoreported their main activity as ‘home duties’ (6.6%)

* mainly speaking alanguage other than English at home (5.5%)
+ fromanon-English-speaking country (5.7%)

» withareported disability (6.7% for those under 65,and 6.6% for
those over 65)

+ withahousehold annualincome of $20,000-$39,999 (7.4%)
+ livinginsingle-person households (6.9%)

+ livingin outer metropolitan geographic regions (7.6%).
There were no differences by Aboriginaland/or Torres Strait

Islander status or sexuality in participation in physical activity
organised by a sports club or association.
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Fitness, leisure and sports centres

Compared withall Victorians (8.2% participated in physical
activity organised by a fitness, leisure or sports centre),
participationin physical activity organised by a fitness, leisure or
sports centre was higher among those:

« withuniversity qualifications (12.2%)

» whowere employed (10.6%) or students (13.2%)

» withahousehold annualincome of $100,000 or more (12.3%)
« livingininner metropolitan geographicregions (12.5%)

» withahigh SEIFA (a Socio-Economic Index for Areas score of 5 —
least disadvantaged) (11.2%).

Compared with all Victorians (9.2% participated in physical
activity organised by a fitness, leisure or sports centre),
participationin physicalactivity organised by a fitness, leisure or
sportscentre was loweramong those:

+ who had completed some high school or less (4.3%)
* whowereretired (4.8%)
» over 65 withareporteddisability (2.7%)

» with ahousehold annualincome of less than $20,000 (4.7%) or
0f$20,000-$39,999 (5.3%)

+ livinginsingle-person households (6.2%)

« livinginlarge shire (5.3%) or small shire (3.3%) geographic
regions

+ livingoutside the capital city (6.5%)

+ alow SEIFA (@ Socio-Economic Index for Areas score of 1 — most
disadvantaged) (7.2%).

There were no differences by Aboriginaland/or Torres Strait
Islander status or sexuality in participationin physical activity
arganised by a fitness, leisure or sports centre.

Table 4.8 Summary of indicators relating to organised physical activity, by demographic

Participati.on in 0rga|.1ised by.a fitness, Organised by asports

any organised leisure or indoor club or association

physical activity sports centre

Score Lower Higher Score Lower Higher Score Lower Higher
(%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%C

Victoria 287 278 295 92 86 97 98 93 104
Gender
Male 276 264 289 81 7.3 89 1.9 137
Female 296 284 308 102 94 110 63 7.6
Age
18-24 37.4 435 113 15.6 142 187
25-34 315 36.1 118 153 99 85 115
35-44 282 262 303 100 86 11.5 88 75 | 10.1
45-54 PEXN 232 268 83 71 95 87 7.6 99
55-64 198 233 EM 52 73 M se s
65-74 263 244 283 EMN 44 63 102 90 116
75+ BN 206 254 BEEY 23 43 95 79 113
Education
Some high schoolor less m 18.0 21.5 m 3.4 5.4 m 6.8 9.2
Completed high school 304 279 331 85 7.0 103 114 97 133
TAFE/Certificate/Diploma 271 255 286 83 7.3 94 104 9.4 115
University 32.1 35.1 11.2 13.3 9.9 9.0 10.9
Main activity
Employed 298 321 9.8 114 106 9.9 114
Unemployed BEEN 138 232 81 51 122 65 38 103
Student 338 421 104 163 116 9.1 | 14.5
Home duties BEPR 191 256 84 63 109 AN 49 88
Retired AN 244 275 N 41 57 99 89 110
Main language spoken at home
English 298 318 91 85 98 107 12.0
Other 200 245 94 82 107 [WGM 46 6.6
Country of birth
Australianborn 30.0 32.1 9.1 8.5 9.8 10.9 12.4
English-speaking country 29.8 26.9 32.9 9.3 7.4 11.5 8.0 6.3 10.0
Non-English speaking country BN 204 238 92 8o 105 EEMN 48 67
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Table 4.8 Summary of indicators relating to organised physical activity, by demographic

Victoria

Self-reported disability

Reported disability —under 65years
Reported disability —over 65years
No disability reported

Aboriginal and/or Torres Strait Islander status

Aboriginaland/or Torres StraitIslander

Non-Aboriginaland/or Torres Strait Islander

Sexuality

Heterosexual

Other

Income

Less than $20,000
$20,000-$39,999
$40,000-$59,999
$60,000-$79,999
$80,000-$99,999

$100,000 or more

Household structure

Single person household
Couple household

Household with children

- Single parent with dependent children
— Couple parent with dependent children
Share or group household
Geography

Metropolitan

- Innermetro

- Middle metro

- Outermetro

Interface

Regionalcity

Large shire

Smallshire

Location

Capitalcity

Rest of state

Internet at home

Yes

SEIFA (index of disadvantage)
1-Low(mostdisadvantaged)
2

3

4

5-High (least disadvantaged)

Participation in

any organised

physical activity
Score Lower Higher
(%) 95%Cl 95%Cl
287 27.8 295
IR 187 229
N 162 207
300 32.0
234 151 337
287 279 296
28.9 280 29.8
281 242 322
PPEN 102 260
19.0  22.4
268 245  29.2
302 275 33.0
315 286  34.5
338 375
BN 225 267
302 286 318
285  27.2  29.9
242 196  29.3
286 270  30.3
31.0 280  34.0
302 29.0 315
306 37.0
304 337
BEEN 213 262
26.3 244 282
295 272 319
26.5 249 281
BN 214 248
29.0 280  30.0
276 262 | 29.0
302 293 311
BN 207 243
268 249  28.8
27.0 251  29.0
308 288  32.9
317 35.2

Organised by a fitness,
leisure or indoor
sports centre
Score Lower Higher
(%) 95%Cl 95%Cl
9.2 8.6 9.7
7.5 6.2 9.1
20 36
10.0 9.4 10.7
7.1% 2.6 14.9
9.2 8.6 9.8
9.2 8.6 9.8
9.0 6.6 11.9
31 67
DD 43 64
8.3 6.8 9.9
8.9 7.2 10.8
10.8 8.9 13.0
11.1 13.7
| 5.2 IEFURERN
9.1 8.0 10.2
9.3 8.5 10.3
9.5 6.6 13.2
8.6 7.6 9.7
11.1 9.1 13.3
10.4 9.6 11.3
10.3 14.9
10.7 9.6 11.8
8.5 7.0 10.2
9.2 8.0 10.6
8.1 6.7 9.8
BEN 5 2
EED 26 40
10.0 9.3 10.7
| 65 IEXARERY!
9.9 9.3 10.5
| 7.2 TN
7.5 6.3 8.9
8.5 7.3 9.9
10.1 8.7 11.5
10.1 12.5

*Samplingvariability high, use with caution (relative standard error 25-50%)

Organised by a sports
club or association
Score Lower Higher

(%) 95%Cl 95%Cl
9.8 9.3 10.4
R 53 sa
10.6 10.0 11.3
9.9% 4.5 18.2
9.8 9.3 10.4
10.0 9.4 10.6
8.1 6.0 10.8
7.8 5.7 10.3
9.5 8.0 11.2
10.5 8.8 12.5
111 9.3 13.2

10.7 13.2
10.3 9.3 11.3
10.8 9.9 11.8
10.6 7.3 14.7
10.5 9.4 11.7
9.6 7.8 11.7
8.5 7.8 9.3
8.5 6.7 10.6
8.9 8.0 10.0
9.0 7.8 10.3

12.1 15.7

11.6 14.2

11.3 14.2
8.7 8.0 9.3

12.5 14.6
10.2 9.6 10.9
8.3 7.2 9.4
10.6 9.3 11.9
9.7 8.4 11.1
10.4 9.1 11.8
10.0 8.9 11.2
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Table 4.9 Proportion of Victorians participating in non-organised physical activity, by age and gender

Participation in any non-organised physical activity

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95%Cl Higher 95% CI Score (%) Lower 95%Cl Higher 95% CI
18-24 73.0 68.9 76.7 71.7 67.5 75.7 72.4 69.5 75.1
25-34 73.6 70.4 76.6 69.8 66.5 72.9 71.7 69.4 73.9
35-44 75.2 72.1 78.2 72.2 69.4 74.9 71.7 75.7
45-54 73.8 71.1 76.4 70.1 75.2 73.2 71.4 75.0
55-64 72.8 70.0 75.5 71.0 68.2 73.6 71.9 69.9 73.7
65-74 73.4 70.5 76.1 65.6 62.4 68.6 69.4 67.3 71.5
75+ B i 634  [ZEN 432 512 [EE 49 55.3
Total 71.4 73.8 68.5 67.3 69.7 70.5 69.7 71.4

Participation in non-organised physical activity

Age and gender analysis

Justover sevenoutof 10(70.5%) Victorians took partin
non-organised physicalactivity on a weekly basis. Similar
toparticipationin physical activity more generally, a higher
proportion of males (72.6%) participatedin non-organised
physicalactivity. A higher proportion (73.7%) of those aged
35-44,and alower proportion of those aged 75 or older (52.3%)
participatedinnon-organised physicalactivity, compared with
allVictorians. Alower proportion of males (58.9%) and females
(47.2%) aged 75 or older participated in non-organised physical
activity, compared with allmales and all females. Females aged
45-54 had a higher participationrate (72.7%) for non-organised
physicalactivity compared with all females.

Other demographic analysis

Compared with all Victorians (70.5% took partin non-organised
physicalactivity), higher participation ratesin non-organised
physicalactivity on a weekly basis were seen for those:

» withuniversity qualifications (76.7%)

* whowere employed (73.7%)

» mainly speaking Englishat home (72.3%)

* whowereAustralian-born (72.4%)

+ withnoreporteddisability reported (73.4%)

» withahousehold annualincome of $100,000 or more (78.2%)

 livingincouple parent households with dependent children
(74.2%)

« livingininner metropolitan geographicregions (80.3%)

» with ahigh SEIFA (a Socio-Economic Index for Areas score of 5 -
least disadvantaged) (75.4%).
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Compared with all Victorians (70.5% took partin non-organised
physicalactivity), lower participation ratesinnon-organised
physical activity onaweekly basis were seen for those:

* whohadcompleted some high schoolor less (57.4%)

* whowereretired (62.7%)

+ mainly speaking alanguage other than English at home (65.4%)
+ fromanon-English-speaking country (65.4%)

» with areporteddisability (64.5% for those under 65,and 50.4%
forthose over 65)

+ withahousehold annualincome of $20,000 — $39,999 (61.8%)
+ livinginsingle-person households (65.8%)
+ livingin smallshire geographic regions (67.2%)

* withalow SEIFA (a Socio-Economic Index for Areas score of 1
(65.0%) or 2 (67.4%).

There wasno differencein participationin non-organised physical
activity onaweekly basis by Aboriginaland/or Torres Strait
Islander status or sexuality.

Non-organised physical activity type

Age and gender analysis

Respondents were asked tolist the three main types of physical
activities they participatein. The top five non-organised physical
activities undertaken by Victorians were:

+ walking (51.2%)

* joggingorrunning (14.0%)

+ cycling (11.8%)

+ gymorfitness sessions (7.6%)
« swimming (5.2%).

Theseactivities were consistently mentioned across all local
governmentareas, and the top three activitiesin all local
governmentareas were always one of those listed above.
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Non-organised — walking

A higher proportion (55.3%) of females engaged in walkingas a
form of non-organised physicalactivity, compared with males
(46.8%), as did those aged 45-74 (57.4% of those aged 45-54;
62.6% of those aged 55-64;and 61.8% of those aged 65-74).
Compared withall Victorians, those aged 18-24 (37.2%), 25-34
(43.3%)and 75 or over (44.9%) had a lower participation ratein
walking.

Males aged 45-74 had a higher rate of participation in walking as
aformof non-organised physicalactivity (51.8% of those aged
45-54,60.0% of those aged 55-64 and 62.7% of those aged
65-74), compared with all males. Males aged 18-24 and 25-34
had alower rate of participation (29.4% and 37.0% respectively),
compared with all males.

Females aged 45-74 had a higher rate of participation in walking
asaformofnon-organised physicalactivity (62.7% of those aged
45-54,65.3% of those aged 55—-64,and 60.9% of those aged
65-74). Femalesaged 18-24 (45.2%), 25-34 (49.4%) and 75 or
over (41.9%) had a lower rate of participation, compared with all
females. Inage groups from 18 to 54, females had higher rates of
participation than their male counterparts.

Non-organised - jogging or running

Males had higher participation rates (16.3%) injogging or running
asaformofnon-organised physicalactivity, and females had
lower participationrates(11.9%), compared with Victorians
overall. Younger Victorians had higher participationrates
compared with Victorians overall (31.8% of those aged 1824,
21.9% of those aged 25-34 and 17.6% of those aged 35-44), while
older Victorians had lower participationrates (10.5% of those
aged 45-54,4.7% of those aged 55-64 and 1.8% of those aged
65-74).

Asimilar trend was observed for males, with higher levels of
participationinjogging or runningamongthose aged 18-24
(33.4%),25-34(24.9%) and 35-44 (20.9%), compared with males
overall. Older males had lower participation rates compared with
allmales (12.0% of those aged 45-54,6.2% of those aged 55-64,
and 2.7% of those aged 65-74).

Similarly, females aged 18—-24 and 25-34 reported higher

levels of participationinjogging or running (at 30.1% and 18.9%,
respectively), compared with females overall. Older females had
lower participationrates (9.0% of those aged 45-54 and 3.4% of
those aged 55-64), compared with all females.

Non-organised - cycling

Males reported higher participationratesincyclingasaform of
non-organised physicalactivity (16.1%) and females reported
lower rates (7.7%), compared with Victorians overall. Victorians
aged 35-54 had higher participation rates compared with
Victorians overall (15.8% of those aged 35—44 and 14.4% of those
aged 45-54).0lder Victorians had lower participationratesin
cycling compared with Victorians overall (8.2% of those aged
65-74 and 3.9% of those aged 75 or aver).

For males, those aged 18-24 (11.6%) and those aged 75 or over
(6.9%) had lower participation ratesin cycling compared with
allmales, while those aged 35-44 (21.2%) and 45-54 (19.7%)
reported higher levels of participation.

Femalesaged 35-44 reported higher levels of participation
(10.6%), compared with females overall, while females aged
65-74 had lower participation rates (3.3%).

Non-organised — gym or fitness sessions

Males (8.3%) reported higher rates of participationin non-
organised gym or fitness sessions, and females reported lower
rates (6.0%), compared with Victorians overall. Victorians aged
18-24(12.3%)and 25-34 (11.0%) had higher rates compared
with Victorians overall. Older Victorians had lower rates of
participationingym or fitness sessions compared with Victorians
overall (5.1% of those aged 55-64, 3.3% of those aged 65-74 and
3.3% ofthoseaged 75 or over).

Similarly, males aged 18-24 and 25-34 reported higher
participationingym or fitness sessions (at 14.4% and 13.3%,
respectively), compared with males overall. Older males reported
lower rates compared with all males (5.8% of those aged 55-64,
5.3% of those aged 65-74 and 5.0% of those aged 75 or older).

Femalesaged 18-24 and 25-34 reported higher rates of
participation (at 10.0% and 8.6%, respectively), compared with
females overall. Older females reported lower rates compared
with all females (1.5% of those aged 65-74).

Non-organised - swimming

There were no gender differencesreported for participationin
swimming. The only age difference reported for participation
inswimming was for those aged 75 or older, who had lower
participationrates for swimming (at 1.9%) than Victorians
overall.

Table 4.10 Proportion of Victorians participating in walking, by age and gender

Males
Age group (years) Score (%) Lower 95% ClI  Higher 95% CI Score (%)
18-24 [ 200 L CEVR 52 |
25-34 [ 370  JEEEEN a5
35-44 45.2 41.6 48.7 57.0
45-54 48.7 54.9
55-64 56.9 63.0
65-74 59.6 65.8
75+ 48.7 44.2 533 RN

Total 455 48.2

Activity type — walking

Females Persons
Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
40.8 s07  EERN 342 40.2
46.0 528 [LEERNN 409 457
53.9 60.1 51.2 48.8 53.5
60.0 65.4 55.3 59.4
62.5 68.1 60.6 64.7
57.7 64.0 59.6 64.0
37.9 w7 EER an9 47.8
54.0 56.6 51.2 50.2 52.1
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Table 4.11 Proportion of Victorians participating in jogging or running, by age and gender

Activity type - jogging or running

Males Females Persons
Age group (years) Score (%) Lower 95% ClI  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl Higher 95% CI
18-24 L 294 376 | b 261 344 L 289 34.7
25-34 C L s 81 | Ll 164 217 19.9 24.0
35-44 o 182 23.9 14.3 12.2 167 | 159 19.5
45-54 10.0 12 [ 7.4 WG 105 P 11.9
55-64 | 52 K T 2 W 46 3.8 5.8
65-74 1.8 38 PES o4 17 1.3 2.4
75+ B o 0.7 No data - - B o 0.5
Total e 1s2 17.4 11.0 12.8 14.0 13.3 14.7
*Samplingvariability high, use with caution (relative standard error 25-50%)
No data=Relative standard errorabove 50%, estimate not reported.
Table 4.12 Proportion of Victorians participating in cycling, by age and gender
Activity type - cycling
Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 9.1 14.6 9.2 6.9 12.1 10.4 8.7 12.4
25-34 17.0 14.5 19.9 8.8 7.0 10.8 12.9 11.3 14.6
35-44 O 184 202 [ a7 126  [EEEE 141 176
45-54 | 157 [BE 22.2 9.3 7.8 1o [ 130 15.9
55-64 15.0 12.9 17.4 7.0 5.7 8.4 10.9 9.7 12.2
65-74 13.5 11.3 1s.s EER s a3 N 7.1 9.5
75+ s s 9.9 0.8 28 PR 2 5.3
Total . 1sa 17.1 7.0 8.4 11.8 11.2 12.4
*Samplingvariability high, use with caution (relative standard error 25-50%)
Table 4.13 Proportion of Victorians participating in gym or fitness, by age and gender
Activity type - gym or fitness
Males Females Persons
Age group (years) Score (%) Lower 95% ClI  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% CI  Higher 95% CI
18-24 11.5 17.7 7.5 131 B 103 14.4
25-34 11.0 16.0 6.9 w7 L 95 12.6
35-44 7.1 11.2 4.7 7.7 7.5 6.3 8.9
45-54 6.8 10.5 5.4 8.2 7.6 6.5 8.8
55-64 4.4 7.4 3.3 56 N 42 6.1
65-74 4.0 6.8 1.0 20 RN 26 4.1
75+ 3.1 7.4 1.1 35 DR 23 45
Total 8.5 10.2 5.4 6.7 7.6 7.1 8.2
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Table 4.14 Proportion of Victorians participating in swimming, by age and gender

Activity type — swimming

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95%Cl  Higher 95% CI Score (%) Lower 95% Cl Higher 95% CI
18-24 5.7 3.9 7.9 7.1 5.0 9.7 6.4 5.0 8.0
25-34 4.1 2.8 5.8 5.8 4.3 7.6 5.0 4.0 6.1
35-44 6.3 4.7 8.3 5.2 4.0 6.7 5.7 4.7 6.9
45-54 5.8 4.5 7.4 7.1 5.7 8.7 6.4 5.5 7.5
55-64 4.9 3.7 6.4 5.1 3.9 6.5 5.0 4.1 6.0
65-74 4.0 2.9 5.4 4.2 2.8 6.0 4.1 3.2 5.2
75+ | 24 W 30 N os 29 [N s 2.8
Total 5.0 4.4 5.6 5.4 4.8 6.0 5.2 4.8 5.6

*Samplingvariability high, use with caution (relative standard error 25-50%)

Other demographic analysis

Non-organised - walking
Compared with all Victorians (51.2% participated in walking), higher
participation rates in non-organised walking were seen for those:

* whowereretired (55.1%)

* mainly speaking Englishat home (53.7%)
« wereAustralian-born (53.3%)

« livingin couple households (54.8%)

* livinginregionalcities (54.9%) or smallshire (54.9%)
geographicregions
« livingoutside the capitalcity (54.2%).

Compared with all Victorians (51.2% participated in walking), lower
participation rates in non-organised walking were seen for those:

» whowere students (38.5%)

* mainly speaking alanguage other than English at home (43.7%)
» fromanon-English-speaking country (44.5%)

» over65withareporteddisability (43.1%)

» withahousehold annualincome of less than $20,000 (45.3%)
* livinginshare or group households (43.0%).

There wasno difference in participationin non-organised walking
by educational attainment, Aboriginal and/or Torres Strait
Islander status, sexuality or SEIFA quintile.

1RSEisbetween 25%and 50% — treat estimate with caution

Non-organised - jogging or running

Compared with all Victorians (14.0% participatedinjoggingor
running), those with higher participation ratesin non-organised
joggingorrunning were those:

+ with a high schoal-only qualification (17.5%) or university
qualification (19.5%)

+ whowereemployed (17.1%) or students (31.8%)
» withoutareported disability (16.6%)
« withahousehold annualincome of $100,000 or more (20.1%)

+ livinginhouseholds with children (17.2%), in couple parent
households with dependent children (18.4%) or in share or
group households (18.7%)

+ livingininner metropolitan geographicregions (22.9%)

+ with ahigh SEIFA (a Socio-Economic Index for Areas score of 5 -
least disadvantaged) (17.0%).

Compared with all Victorians (14.0% participated in jogging or

running), those with lower participation ratesin non-organised

jogging or running were those:

* whohad completed some high school or less (4.4%) and persons
with TAFE, Certificate or Diploma qualifications (11.6%)

* whoreported their main activity as ‘home duties’ (8.4%) or
were retired (1.1%)

» withareported disability (6.6% for those under 65, and 0.3%*
forthose over 65)

« withahousehold annualincome of $20,000-$39,999 (5.9%) or
$40,000-$59,999 (11.1%)

+ livinginsingle-person households (8.2%) orin couple
households (9.5%)

« livinginlarge shire (10.4%) or small shire (8.3%) geographic
regions

+ living outside the capitalcity (11.6%)

» withalow SEIFA (aSocio-Economic Index for Areas scoreof 1 —
most disadvantaged) (11.0%).

There was no difference in participationinnon-organised
jogging or running by language spoken at home, country of birth,
Aboriginaland/or Torres Strait Islander status or sexuality.
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Non-organised - cycling
Compared with all Victorians (11.8% participated in cycling), those

with higher participation rates in non-organised cycling were those:

» withuniversity qualifications (15.2%)
* whowere employed (14.3%)
» withahousehold annualincome of $100,000 or more (18.0%)

 livingincouple parent households with dependent children
(14.2%)

« livingininner metropolitan geographicregions (18.3%).

Compared with all Victorians (11.8% participated in cycling), those
with lower participation rates in non-organised cycling were those:

» whohad completed some high school or less (5.0%)

» whoreported their main activity as ‘home duties’ (7.2%) or
wereretired (6.6%)

* mainly speakingalanguage other than Englishat home (8.7%)
+ fromanon-English-speaking country (8.1%)
» over65withareported disability (4.7%)

« withahousehold annualincome of less than $20,000 (7.5%) or
$20,000-$39,999 (7.8%)

« livinginsingle-person households (9.1%)

« livingin outer metropolitan (7.7%) or interface (9.0%)
geographicregions

* withalow SEIFA (a Socio-Economic Index for Areas scoreof 1 —
most disadvantaged) (8.5%).

There were no significant differencesin participationin non-
organised cycling by Aboriginal and/or Torres Strait Islander
status or sexuality.

Non-organised - gym or fitness sessions

Compared with all Victorians (7.6% participated in gym or fitness
sessians), those with higher participation ratesin non-organised
gym or fitness sessions were those:

» with university qualifications (9.3%)
» whowere employed (9.0%) or were students (10.9%)

» withahousehold annualincome of $80,000-$99,999 (10.4%)
or $100,000 or more (9.4%)

* livinginshare orgroup households (13.1%)

* livingininner metropolitan geographicregions (12.3%).

Compared withall Victorians (7.6% participatedin gym or fitness
sessions), those with lower participation ratesin non-organised
gymor fitness sessions were those:

* whohad completed some high school or less (3.5%)

» whoreported their main activity as ‘home duties’ (5.2%) or
wereretired (3.4%)

» overb65withareporteddisability (3.2%)
« withahousehold annualincome of $20,000-$39,999 (4.8%)
« livingin couple households (6.0%)

« livinginlarge shire (5.9%) or small shire (5.5%) geographic
regions

« livingoutside the capitalcity (6.1%).

There were no significant differencesin participationinnon-

organised gym or fitness sessions by language spoken at home,

country of birth, Aboriginal and/or Torres Strait Islander status,
sexuality or SEIFA quintile.
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Non-organised - swimming

Compared with all Victorians (5.2% participated in swimming),
those with higher participation ratesin non-organised swimming
were those:

+ with university qualifications (7.0%)

« livingininner metropolitan geographic areas (9.6%).

Compared with all Victorians (5.2% participated in swimming),
those with lower participationratesinnon-organised swimming
were those:

» whohadcompleted some high schoolor less (2.3%)
* whowereretired (3.5%)
» over65withareporteddisability (2.4%)

+ livingin small shire geographicregions (3.5%).

There were no significant differences in participationin non-
organised swimming by language spoken at home, country of
birth, Aboriginaland/or Torres Strait Islander status, sexuality,
annualincome, household structure or SEIFA quintile.

Participation in non-organised physical activity
alone or with someone else

Age and gender analysis

Just over half of all Victorians (53.0%) participated in non-
organised physical activity by themselves. Thisequatesto 75.1%
of those that participatedin non-organised physical activity.
Justunderathird(31.8%) of all Victorians (45.1% of those who
participatedinnon-organised activities) reported that they
participatedin non-organised activities with someone else.

Compared with all Victaorians, males (55.9%) had higher rates,
and females lower rates (50.1%), of participatingalone in non-
organised physical activity.

Generally, younger Victorians had higher rates of participationin
non-organised activity either with someone else (35.2% of those
aged 25-34and 37.1% of those aged 35-44) or alone (58.0%

of those aged 18-24). Those aged 75 or over had lower rates of
participatingin non-organised activity, both with someone else
(17.5%) and also alone (40.7%). It isimportant tointerpret these
findingsin the context of lower physicalactivity participation
rates overallby thisage group.

Femalesaged 18-24 had higher rates of participatingin non-
organised physical activity alone (56.7%), and females aged
35-44 had higher rates of participatingin non-organised with
someone else (38.3%).
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Table 4.15 Proportion of Victorians participating in non-organised physical activity alone, by age and gender

Participates alone
Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95%Cl Higher 95% CI Score (%) Lower 95%Cl Higher 95% CI
18-24 59.2 54.9 63.5 52.2 61.1 54.9 61.1
25-34 55.2 51.7 58.8 50.4 46.9 53.8 52.8 50.4 55.3
35-44 56.6 53.1 60.1 50.8 47.7 53.9 53.7 51.4 56.1
45-54 58.1 55.0 61.1 52.8 49.9 55.6 55.4 53.3 57.4
55-64 56.3 53.2 59.4 51.6 48.7 54,5 53.9 51.8 56.1
65-74 55.4 52.1 58.5 45.9 42.7 49.1 50.5 48.3 52.8
75+ B w0 296 [EEIN 334 a1 EERN  as 436
Total 54.6 573 [N 488 51.4 53.0 52.1 53.9
Table 4.16 Proportion of Victorians participating in non-organised physical activity with someone, by age and gender
Participates with someone
Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 30.9 27.0 35.0 33.4 29.2 37.7 32.1 29.2 35.0
25-34 35.5 32.2 39.0 35.0 31.8 38.3 32.9 37.6
35-44 36.0 32.6 39.4 35.3 41.4 34.8 39.4
45-54 30.7 27.9 33.6 34.2 31.5 37.0 32.5 30.5 34.5
55-64 28.8 26.0 31.7 31.9 29.2 34.8 30.4 28.5 32.4
65-74 30.3 27.4 33.4 28.1 25.3 31.1 29.2 27.1 31.3
75+ [ 213 TN 55 A 120 17 A 52 20.0
Total 31.6 30.3 32.9 32.1 30.9 33.4 31.8 31.0 32.7

Other demographic analysis

Non-organised - alone

Compared withall Victorians (53.0% participated on their own),
demographic groups with a higher rate of participationin non-
organised physicalactivity on their own were those:

» with university qualifications (58.0%)

* whowereemployed (55.8%) or were students (60.2%)

* mainly speaking Englishat home (55.0%)

» whowereAustralian-born (55.1%)

« withahousehold annualincome of $100,000 or more (59.1%)
* livinginsingle-person households (58.6%)

« livingininner metropolitan geographicregions (65.3%)

» with ahigh SEIFA (a Socio-Economic Index for Areas score of 5 -
least disadvantaged) (57.2%).

Compared withall Victorians (53.0% participated on their own),
those with a lower rate of participationin non-organised physical
activity on their own were those:

» those whohad completed some high schoolor less (41.7%)

* whoreported their main activity as ‘home duties’ (44.1%) or
whowereretired (46.0%)

* mainly speakingalanguage other than English at home (47.3%)
» fromanon-English-speaking country (47.1%)

» over 65 with areported disability (37.7%)
+ with ahousehold annualincome of $20,000-$39,999 (48.1%)

+ livinginsingle-parent households with dependent children
(45.8%)

* withalow SEIFA (aSocio-Economic Index for Areas scoreof 1 —
most disadvantaged) (48.7%) or 2 (49.3%).

There were no significant differencesin participationin non-
organised activity alone by Aboriginaland/or Torres Strait
Islander status or sexuality.

Non-organised — with someone else

Compared with all Victorians (31.8% participated with someone
else), demographic groups with a higher rate of participationin
non-organised physical activity with someone else were those:

+ with university qualifications (37.4%)

» whowere employed persons (33.9%) and those who reported
their main activity as ‘home duties’ (40.0%)

» withnoreporteddisability (34.0%)
+ with ahousehold annualincome of $100,000 or more (38.4%)

+ livingin households with children (36.0%) or couple parent
households with dependent children (37.8%)

+ with a high SEIFA (a Socio-Economic Index for Areas score of 5 —
least disadvantaged) (35.1%).
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Compared withall Victorians (31.8% participated with someone There were no significant differencesin participationin non-
else), those with a lower rate of participationin non-organised organised activity with someone else by language spoken at
physical activity with someone else were those: home, country of birth, Aboriginaland/or Torres Strait Islander
+ whohad completed some high school or less (22.0%) status or sexuality.

* whowereretired (25.4%)

» withareporteddisability (26.6% for those under 65, and 18.5%
forthose over 65)

» withahousehold annualincome of less than $20,000 (26.6%) or
$20,000-$39,999 (24.0%)

+ livinginsingle-person households (14.6%)
« livinginsmallshire geographicregions (27.6%)

* withalow SEIFA (a Socio-Economic Index for Areas scoreof 1 —
most disadvantaged) (26.9%).

Table 4.17 Summary of indicators relating to participation in non-organised physical activity, by demographic

Participation in
any non-organised
physical activity

Activity type Activity type Activity type
- walking - jogging or running - cycling

Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher
(%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl

Victoria 705 697 714 512 502 521 140 133 147 118 112 12.4
Gender

Male P 74 738 455 482 | 0 152 174 |00 151 171
Female 685 673 697 | - 540 56.6 [ERN 110 128 70 84
Age

18-24 724 695 751 [EZEMN 342 402 | L 289 347 104 87 124
25-34 717 694 73.9 WUEEMl 40.9 457 | Aol 199 240 129 113 146
35-44 CAL0 77 757 512 488 535 | hd 159 195 [ Ll 141 176
45-54 732 714 750 | 553  59.4 92 119 [ LUl 130 159
55-64 719 69.9 737 | i1 60.6 647 38 58 109 97 | 122
65-74 69.4 673 715 | 4 596  64.0 13 24 EEN 71 9
75+ BEEN 403 553 KN 419 478 BPEN 01 o5 JEEMN 28 53
Education

Some high school or less 552 596 484 462 507 MM 34 55 I 41 60
Completed high school 714 689 73.9 49.2 465 520 | o 154 199 103 87 121
TAFE/Certificate/Diploma 702 68.6 717 529 512 546 BEENSN 105 129 121  11.0 132
University (00 754 780 515 49.9 531 | ool 182 208 [ L 141 163
Main activity

Employed (L0 727 748 512 500 525 [ WAL 162 181 | Ll 135 152
Unemployed 735 680 784 536 47.6 594 134 96 181 99 69 136
Student 748 709 784 [N 344 426 | L0 279 359 118 9.2 148
Home duties 663 624 701 558 517 597 RN 64 10.8 54 | 95
Retired AW 608 645 | L 532 570 08 15 BN 58 76
Main language spoken at home

English 714 733 |00 527 548 136 128 144 129 122 137
Qther 63.4 673 [UewA| 417 457 153 139  16.9 7.6 9.9

Country of birth
Australianborn 71.5 73.4 52.2 54.4 14.2 13.4 15.1 12.9 12.2 13.7

68.3 74.1 54.7 51.5 57.9 11.0 8.9 13.3 14.4 12.2 16.9

English-speaking country

~
[
w

Non-English speaking country 635 673 LR 425 465 144 130 159 71 93
Self-reported disability

Reported disability - under 65 years 621 668 501 476 526 A 53 80 106 91 122
Reported disability - over 65 years 474 535 [EEW 402 461 QEEM 01 06 34 6.2
No disability reported L0 724 743 520 509 531 | Ll 157 174 127 120 134
Aboriginal and/or Torres Strait Islander status

Aboriginaland/or Torres Strait Islander 666 56.2 76.0 524 420 627 9.2* 40 173 6.9% 29 135
Non-Aboriginaland/or Torres Strait Islander 70.6 69.8 71.5 51.2 50.3 52.1 14.1 13.4 14.8 11.9 11.3 12.5
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Table 4.17 Summary of indicators relating to participation in non-organised physical activity, by demographic

Victoria

Sexuality

Heterosexual

Other

Income

Lessthan $20,000
$20,000-$39,999
$40,000-$59,999
$60,000-$79,999
$80,000-$99,999

$100,000 or more

Household structure

Single person household
Couple household

Household with children

- Single parentwith dependent children
- Couple parent with dependent children
Shareor group household
Geography

Metropolitan

— Inner metro

- Middle metro

— Outer metro

Interface

Regionalcity

Large shire

Smallshire

Location

Capitalcity

Restofstate

Internet at home

Yes

SEIFA (index of disadvantage)
1-Low (mostdisadvantaged)
2

3

4

5—High (least disadvantaged)

Participation in
any non-organised

physical activity

Score Lower Higher
(%) 95%CI 95%Cl
705 697 7.4
705  69.6 714
728 688 76.6
666 62.8 70.2
PEEN 508 638
69.3 668 7.6
713 68.6  74.0
738 710 765
76.6  79.8
NEEN 635 680
70.1 685 716
722 708 735
66.1 607 @ 71.2
726 759

722 693  75.0
71.8 706  73.0
775  82.8

715 69.9  73.0
67.2 645 69.9
682 661 70.1
71.9 | 697 | 74.1
68.8 671 70.4
654  69.0
707 696 717
702  68.8 715
722 713 731
| 65.0 JTEINIX
DN 653 694
69.9 679 718
720 | 700 | 74.0
738 77.0

Activity type
- walking

Score Lower Higher
(%) 95%Cl 95%Cl
51.2 50.2 52.1
51.1 50.1 52.1
52.0 47.5 56.4
WEER 414 292
49.8 47.7 51.9
52.3 49.7 54.9
50.5 47.6 53.5
51.4 48.3 54.6
52.9 51.0 54.8
50.9 48.5 53.3
53.1 56.5

51.3 49.8 52.8
49.1 43.5 54.7
52.2 50.3 54.0
PEEN 309 462
49.8 48.4 51.2
50.5 47.1 53.8
50.2 48.4 51.9
48.6 45.7 51.5
51.0 48.8 53.1
52.4 57.4

53.0 51.2 54.8
52.8 56.8

50.2 49.1 51.3
52.7 55.7

51.6 50.6 52.6
48.5 46.4 50.7
49.6 47.5 51.8
50.4 48.3 52.6
53.8 51.5 56.0
52.5 50.6 54.3

Activity type

- jogging or running
Score Lower Higher
(%) 95%Cl 95%Cl
140 133 147
140 133 | 147
16.9 136 206
153  12.4 186
BN a8 72
IR 93 130
155 133 18.0
168 144 19.4
186 217

PPN 68 9o
RN 84 107
161 184

137 9.8 184
169 19.9

163 21.3

157 147  16.8
200 260

155 142  16.9
116 9.8 137
128 113 144
134 116 155
| 104 JECERREEER:
[ 83 IECEEEY;
148 139 156
105 | 12.8
152 145 16.0
96 125
11.9 104 136
143 128  16.0
140 124 157
155 185

Activity type
- cycling

Score Lower Higher
(%)  95%Cl 95%Cl
1.8 112 124
1.8 112 124
136 106 170
AN 56 90
DD 66 9
102 87 119
115 9.8 135
14.6 124 169
166 195

N 76 107
11.8 107  13.0
129 119  13.9
98 69 134
12.9 155

131 111 153
128 119  13.8
157 | 211

135 123 | 147
77 IR
LN 78 102
135 117 154
1.2 100 125
109 96 123
116 109  12.3
124 114 135
126 119 132
N 74 os
106 93 120
120 107 135
137 122 153
131 119 144
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Table 4.17 Summary of indicators relating to participation in non-organised physical activity, by demographic

Victoria

Gender

Male

Female

Age

18-24

25-34

35-44

45-54

55-64

65-74

75+

Education

Some high schoolor less
Completed high school
TAFE/Certificate/Diploma
University

Main activity

Employed

Unemployed

Student

Home duties

Retired

Main language spoken at home
English

Other

Country of birth
Australianborn
English-speaking country
Non-English speaking country
Self-reported disability

Reported disability —under 65years
Reported disability —over 65 years

Nodisability reported

Aboriginal and/or Torres Strait Islander status
Aboriginaland/or Torres Strait Islander

Non-Aboriginaland/or Torres Strait Islander

Sexuality
Heterosexual
Other

Income

Lessthan $20,000
$20,000-$39,999
$40,000-$59,999
$60,000-$79,999
$80,000-$99,999
$100,000 or more

VicHealth Indicators Survey 2015 — Selected findings

Activity type

- gym or fitness
Score Lower Higher
(%) 95%Cl 95%Cl
76 71 82
Ll 85 102
| 60 IERENY
CED 103 144
L 95 126
75 63 89
76 65 88
| 51 JETEE
96 80 115
75 66 85
L 83 103
69 43  10.2
CUEE 84 139
78 | 72 | 84
73 63 84
79 72 85
77 60 97
71 61 | 8.2
73 | 60 87
g1 75 87
75% 2.8 158
77 72 | 8.2
76 71 81
92 68 @ 121
81 60 107
77 63 94
79 | 63 97
COEE sa 126
L 83 106

Participates with

Activity type
- swimming
Score Lower Higher
(%) 95%Cl 95%Cl
5.2 4.8 5.6
5.0 4.4 5.6
5.4 4.8 6.0
6.4 5.0 8.0
5.0 4.0 6.1
5.7 4.7 6.9
6.4 5.5 7.5
5.0 4.1 6.0
4.1 3.2 5.2
13 28
[ 2.3 ISV
4.2 3.2 5.5
4.9 4.2 5.7
5.7 5.2 6.3
4.5% 2.5 7.3
6.5 4.6 8.9
4.3 2.9 6.2
5.3 4.8 5.8
4.9 4.1 5.9
5.1 4.6 5.6
6.3 4.8 8.1
5.1 4.3 6.1
5.2 4.2 6.5
| 22 JEVIREEV
5.4 4.9 5.9
Nodata - -
5.2 4.8 5.6
5.2 4.8 5.7
5.1 3.4 7.2
3.5 2.3 5.1
4.3 3.4 5.3
5.5 4.4 6.8
5.6 4.4 7.1
4.7 3.5 6.1
6.5 5.6 7.5

Participates alone

Score
(%)

53.0

50.1

52.8
53.7
55.4
53.9
50.5
40.7

41.7
55.5
52.1

o
w
©

47.3

54.3
47.1

49.6
37.7
54.9

48.8
53.0

52.8
58.3

51.9

52.4
52.6
54.1

Lower
95%CI

52.1

54.6
48.8

54.9
50.4
51.4
53.3
51.8
48.3
37.8

39.6
52.7
50.4
56.5

54.6
48.0
55.9
40.2
44.2

53.9
45.3

54.0
51.1
45.1

47.1
34.9
53.8

38.5
52.1

51.9
53.9

47.9
45.9
49.8
49.7
51.0
57.3

someone
Higher Score Lower Higher
95%Cl (%) 95%Cl 95%Cl
53.9 31.8 31.0 327
57.3 316 303 32.9
514 321 309 33.4
611 321 292 350
553 | Lol 329 376
561 | i 348 394
574 325 305 345
56.1 304 285 32.4
528 292 271 313
43.6 152 20.0
239 JEEEN 202 240
58.2 296 271 | 321
53.8 315 300 332
59.6 | /0 359  39.0
57.0 [E 327 350
59.8 315 261  37.2
643 323 284  36.5
481 [ U1 361 44.0
479 [N 237 271
56.0 324 314 334
49.4 303 284 322
56.2 324 313  33.4
575 313 28.3 343
43.1 306 28.8 32.5
521 P 244 28.8
406 BB 161 | 211
559 | L 329 35.0
59.2 | 295 206 39.6
540 319 310 32.8
53.8 321 312 330
626 285 246 327
55.8 WP 231 30.3
50.2 [LLLN 221 25.9
550 297 273 321
556 341 314 370
57.3 354 324 385
61.0 | L 366 403
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Table 4.17 Summary of indicators relating to participation in non-organised physical activity, by demographic

Victoria

Household structure

Single person household
Couple household

Household with children

- Single parent with dependent children
- Couple parentwith dependent children
Share or group household
Geography

Metropolitan

- Inner metro

- Middle metro

- Outermetro

Interface

Regionalcity

Large shire

Smallshire

Location

Capitalcity

Restof state

Internet at home

Yes

SEIFA (index of disadvantage)
1-Low(mostdisadvantaged)
2

3

4

5-High (least disadvantaged)

Higher
95% CI

8.2

8.6
6.9
8.3
11.4
8.4
15.4

9.2
14.8
8.4
10.1
8.7
8.1
7.0
6.6

8.8
6.9

8.7

8.0
8.1
8.9
8.7

Activity type
- gym or fitness

Score Lower
(%) 95% CI
7.6 7.1
7.1 5.8
N s:
7.5 6.7
8.0 5.3
7.4 6.4
10.9

8.4 7.7
10.0

7.4 6.5
8.3 6.8
7.4 6.3
6.6 5.3
8.1 7.5
| 51 JEE
8.1 7.6
6.8 5.7
6.8 5.6
7.6 6.5
7.4 6.3
8.9 7.9

10.1

*Samplingvariability high, use with caution (relative standard error 25-50%)
No data=Relative standard errorabove 50%, estimate not reported

Table 4.18 Average time spent sitting on a usual work day, by age and gender

Males
Age group (years)  Score (Avg) Lower 95% CI

18-24
25-34
35-44
45-54
55-64
65-74
75+
Total

4:22
4:36
4:19
4:17

2:09
4:06
4:22
4:05
3:60

4:08

Higher 95% CI

3:01
4:38
4:51
4:32
4:34

Score (Avg)

4:12
5:11
5:09
4:49

Activ!ty type Participates alone Participates with
- swimming someone
Score Lower Higher Score Lower Higher Score Lower Higher
(%) 95%Cl 95%CI (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl
5.2 4.8 5.6 53.0 52.1 53.9 31.8 31.0 32.7
47 38 57 56.3 610 JELAN 130 164
4.9 4.2 5.8 51.2 49.5 52.9 32.9 31.3 34.5
5.1 4.5 5.8 51.9 50.4 53.4 34.6 37.4
34+ 19 s7 [WEEM 403 515 330 279 384
5.5 4.7 6.4 53.3 51.4 55.2 36.0 39.6
6.5 5.0 8.2 56.7 53.5 59.8 33.1 30.2 36.2
5.7 5.1 6.4 54.8 53.4 56.2 32.6 31.3 33.9
7.7 11.8 62.1 68.5 34.0 30.9 37.3
5.4 4.6 6.2 54.3 52.6 56.1 33.8 32.1 35.5
4.1 3.1 5.4 49.3 46.4 52.2 28.8 26.2 31.5
4.2 3.4 5.1 50.0 47.8 52.1 30.4 28.4 32.4
5.4 4.2 6.7 52.5 50.0 55.0 34.0 31.6 36.4
5.0 4.2 5.8 51.8 50.0 53.6 29.8 28.1 31.5
BEEN 28 43 510 400 530 EEAN 258 295
5.2 4.7 5.7 53.3 52.2 54.4 31.9 30.8 32.9
5.1 4.4 5.8 51.9 50.4 53.4 31.8 30.3 33.2
5.5 5.1 6.0 53.9 52.9 54.9 33.5 32.5 34.4
46 37 56 POEM 265 509 JEEEM 250 289
43 35 52 [WEEM 472 515 299 27.9 320
4.7 3.8 5.7 52.8 50.6 54.9 31.6 29.6 33.7
5.8 4.8 6.9 54.1 51.9 56.3 33.6 31.5 35.7
6.1 5.2 7.0 55.4 59.1 33.3 36.9
Time spent sitting on usual work day
(Base: those aged 18-64 years who are working 35 or more hours)
Females Persons
Lower 95% Cl Higher95%Cl  Score (Avg) Lower95%Cl Higher 95% CI
3:36 4:48 2:51 3:35
4:54 5:29 4:42 4:30 4:54
4:50 5:27 4:46 4:35 4:58
4:33 5:04 4:29 4:19 4:40
3:57 4:41 4:18 4:04 4:31
4:44 5:03 4:29 4:24 4:35

4:23

*Sampling variability high, use with caution (relative standard error 25-50%)
No data=Relative standard errorabove 50%, estimate not reported
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Sedentary behaviour — time spent sitting on usual
work day

Age and gender analysis

Onaverage, Victorians reported spending 4 hours 29 minutes
sittingonausualwork day. Females spentalonger time sittingon
ausual workday (4 hours 53 minutes) and males spent less time
(4 hours 16 minutes). Those aged hetween 18 and 24 spent less
time sitting on a usual work day (3 hours 13 minutes).

Other demographic analysis

There wereanumber of demographic differencesin the amount

of time spentsittingonausual work day. Compared with all
Victorians (4 hours 29 minutes sitting), significantly less time was
spentsittingonausual work day by those:

» whohad completed some high schoolor less (3 hours 18
minutes), those with a high school-only qualification (4 hours
3minutes), and those with TAFE, Certificate or Diploma
qualifications (3 hours 40 minutes)

« withahousehold annualincome of less than $20,000 (2 hours
57 minutes), of $20,000-$39,999 (3 hours 2 minutes) or of
$40,000-$59,999 (3 hours 36 minutes)

« livinginregional cities (3 hours 40 minutes), large shire (3 hours
29 minutes) or smallshire (3 hours 14 minutes) geographic
regions

« living outside the capital city (3 hours 33 minutes)

» withalow SEIFA (a Socio-Economic Index for Areas score of

1 -most disadvantaged) (3 hours 52 minutes) or a SEIFA of 2
(4 hours 3 minutes).

Compared with all Victorians (4 hours 29 minutes sitting),
significantly more time was spent sitting ona usual work day by
those:

» with university qualifications (5 hours 20 minutes)
« with ahousehold annualincome of $100,000 or more (5 hours
12 minutes)

+ livingin metropolitan (5 hours 1 minute), inner metropolitan (5
hours 44 minutes) or middle metropolitan (5 hours 3 minutes)
geographicregions

+ livinginacapitalcity (4 hours 44 minutes)

+ with a high SEIFA (a Socio-Economic Index for Areas score of 5 —
least disadvantaged) (5 hours 4 minutes).

There were no significant differences in average time spent sitting
onausual work day by language spoken at home, country of birth,
disability status, Aboriginaland/or Torres Strait Islander status,
sexuality or household structure.

Table 4.19 Average time spent sitting on a usual work day, by demographic

Time spent sitting on usual work
day (Base: those aged 18-64 years
who are working 35 or more hours)

Score Lower Higher

(Avg) 95% Cl 95% ClI
Victoria 4:29 4:24 4:35
Gender
Male 4:08 4:23
Female | 453 5:03
Age
18-24 2:51 3:35
25-34 4:42 4:30 4:54
35-44 4:46 4:35 4:58
45-54 4:29 4:19 4:40
55-64 4:18 4:04 4:31
65-74 - - -
75+ - - -
Education
Some high schoolor less 2:57 3:40
Completed high school 3:43 4:23
TAFE/Certificate/Diploma 3:29 3:50
University m 5:12 5:27
Main activity
Employed 4:30 4:24 4:36
Unemployed 0:06 3:01
Student 1:47 3:59
Home duties 2:29* 0:25 4:33
Retired - - -
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Table 4.19 Average time spent sitting on a usual work day, by demographic

Victoria

Main language spoken at home
English

Other

Country of birth

Australianborn

English-speaking country
Non-English speaking country
Self-reported disability

Reported disability —under 65years
Reported disability —over 65 years
Nodisability reported

Aboriginal and/or Torres Strait Islander status

Aboriginaland/or Torres Strait Islander

Non-Aboriginaland/or Torres Strait Islander

Sexuality

Heterosexual

Other

Income

Lessthan $20,000
$20,000-$39,999
$40,000-$59,999
$60,000-$79,999
$80,000-$99,999

$100,000 or more

Household structure

Single person household
Couple household

Household with children

- Single parent with dependent children
— Couple parent with dependent children
Share or group household
Geography

Metropolitan

- Innermetro

- Middle metro

- Outer metro

Interface

Regionalcity

Large shire

Smallshire

Location

Capitalcity

Restof state

Internet at home

Yes

SEIFA (index of disadvantage)
1-Low (mostdisadvantaged)
2

3

4

5-High (least disadvantaged)

Time spent sitting on usual work
day (Base: those aged 18-64 years
who are working 35 or more hours)

Score
(Avg)
4:29

4:28
4:34

4:23
4:44
4:41

4:12
4:30

4:29
4:30

4:14
4:14

4:50
4:46
4:25
3:59
4:35
4:23

4:21
4:11

4:21
4:36

Lower
95% CI

4:24

4:21
4:22

4:16
4:24
4:29

3:11
4:24

4:23
4:03

1:52
2:32
3:20
3:58
3:59
5:04

4:31
4:33
4:17
3:27
4:25
4:05

4:53
5:26
4:53
4:02
3:58
3:25
3:15
2:58

4:37
3:23

4:25

3:37
3:48
4:08
4:22
4:54

*Sampling variability high, use with caution (relative standard error 25-50%)
No data=Relative standard errorabove 50%, estimate not reported

Higher
95% Cl

4:35

4:34
4:46

4:30
5:03
4:54

5:12
4:36

4:35
4:57

4:01
3:32
3:52
4:30
4:30
5:21

5:09
4:58
4:33
4:31
4:44
4:41

5:09
6:02
5:13
4:39
4:24
3:56
3:43
3:30

4:51
3:43

4:07
4:17
4:34
4:49
5:15

VicHealth

69



70

4. PHYSICAL ACTIVITY AND SEDENTARY BEHAVIOUR

Summary and conclusion

Most Victorians are not getting enough physical activity to benefit
their health, with only twoin five Victorian adults participatingin
physicalactivity for half an hour on four or more days per week.
Oneinfive Victorians do not engage in any physical activity during
the week. Asedentary lifestyle placesindividuals atincreased
risk of developing chronic diseases such as type 2 diabetes,
cardiovascular disease, stroke and certain types of cancers that
are associated with premature morbidity and mortality (Owen et
al 2009).

This survey provides new, detailed information on the context
of Victorian’s physical activity. Overall, across the population,
physicalactivity is more ofteninstigated by individuals by
themselves or with family and friends, rather than organised

by clubs, associations or organisations. In fact, more than 70%
of people who participate in physical activity are involved in
non-organised activities, the most popular of which are walking
(51.2%), jogging or running (14%), cycling (11.8%), attending a
gymor fitness centre (7.6%) and swimming (5.2%). These results
reflectrecenttrendsreported elsewhere, which demonstrate a
growthinnon-organised activities, compared with traditional
club-based or organised sport participation (ABS 2012, Hajkowicz
etal.2013).

Organised sportand clubs are still enjoyed by a significant
proportion of people. This survey found that onein four (28.7%)
Victorians participatedin organised sport,and onein 10 (9.8%)
participatedinasportcluborassociation, onaweekly basis.
Itisimportant tonote, however, that participation does not
necessarily reflect adequate levels of physical activity.

Genderisamajor factor associated with physicalactivity, with
consistently higher participation ratesamong males than
females. The one exception to this rule is walking, which is more
commonly undertaken by women. Age appears to be factor forall
but the mostactive individuals, with increasing age leading to less
physicalactivity for all types of activity, excluding walking.

Therelationship between physicalactivity and other markers

of social positionis complex. Some, such as household income,
non-English-speaking background, and SEIFA score, are

related to physicalactivity levels, but others, such as sexual
orientation or householdincome, are not. While only some types
of disadvantage appear related to physical activity, their effect
applies acrossall forms of physical activity, whether organised
throughaclub orassociation, or not.

This survey provides information on sedentary behaviour at
work. Sedentary behaviouris associated with arange of health
issuesand uninterrupted sittingis particularly prevalentin the
workplace (Baker IDI 2009, Grogntved & Hu 2011, Lynch 2010,
Pearson &Biddle 2011). The survey restricted the measure of
sedentary behaviour to time spent sittingin the workplace by
Victorians employed full-time: this group spent an average of 4
hours 29 minutes sitting during work hours per day. Females in
this group were found to spend more time sitting than males.

Only some markers of social advantage were associated with
sittingtime. Where there was an association, higher levels of
advantage wererelated to more time sitting.

VicHealth Indicators Survey 2015 — Selected findings

AVicHealth guide providing evidence-informed actions that can
helpincrease physicalactivity and reduce sedentary behaviour,
particularly atalocallevelis available at www.vichealth.vic.gov.
au/localgovernmentguides.

Further information

This chapter reports prevalence data on Victorian’s physical
activity levels, participation in organised physical activity (including
participation in physical activity organised by a fitness, leisure or
indoor sports centre or a sports club or association, and whether
the physical activity was competitive or non-competitive), and
participation in non-organised physical activity (including main
types of physical activity and whether Victorians participate alone
or with others). Complementary information about Victorian’s
physical activity and sedentary behaviours is presented in the
Victorian Population Health Survey 2014 (DHHS 2016).
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5. Healthy eating

A healthy diet is vital for optimal growth, development and wellbeing throughout life and
contributes to physical vitality, mental health and social wellbeing (NHMRC 2013, WHO 2003).
A healthy diet also helps prevent chronic diseases such as cardiovascular disease, cancer and
diabetes as well as their associated risk factors including overweight and obesity, high blood

pressure and high cholesterol (NHMRC 2013).

In Australia, unhealthy dietis responsible for a significant
proportion of the chronic disease burden, with dietary risk factors
responsible for 10.4% (AIHW 2016).

Overweightand obesityis a particularly common health risk
factorthatisinfluenced by diet. In Victoria, 63.3% (2.9 million
adults) were overweight or obesein 2014-15 (ABS 2016).
Beingoverweight or obese isassociated withanincreased risk
of developing chronic disease (NHMRC 2013). It also places a
significant economic burden on the Australian health care system.
The totalannualdirect, indirect and social costs of overweight
and obesity have been estimated at between $58 and $62 billion,
with direct costs estimated at $8-21 billion per annum (Access
Economics 2008; Colagiuriet al. 2010). In Victoria, overweight
and obesity costs more than $14 billion annually (Access
Economics 2008).

With increasing prevalence of overweight and obesity and chronic
diseaseinoursociety, thereisanurgent need toencouragea
reductionin the consumption of discretionary food and drink
(energy-dense, nutrient-poor) and toincrease the consumption of
ahealthy diet (NHMRC 2013).

The Australian Dietary Guidelines describe a healthy diet as

being highin nutrient-rich foods such as vegetables, fruit, lean
proteins, healthy oils, low-fat milk, cheese and yoghurt, nuts,
seedsand wholegrains; and low in discretionary foods thatare
highin excess energy (kilojoules), salt, added sugar and saturated
andtransfats (NHMRC 2013).

VicHealth Indicators Survey 2015 — Selected findings

Across Victoria, asin other states, high-income groups, non-
Aboriginaland/or Torres Strait Islander peoples and people living
inmore advantaged neighbourhoods are more likely to eat a
healthy balanced diet, be a healthy weight and have better health
outcomes (Ghosh 2016). Conversely, Aboriginal and/or Torres
StraitIslander peoples, new arrivals of refugee background,

and socioeconomically disadvantaged people are more likely to
experience food insecurity (Markwick et al. 2014, Palermo et al.
2016).

Fruit and vegetable intake

Fruitandvegetable consumptionisinternationally accepted
asanindicator of a healthy diet (AIHW 2007). The World Health
Organization reports that low fruit and vegetable consumption
isoneofthetop 10risk factors contributing to global mortality
(WHO0 2011). In Australia, population studies have estimated that
inadequate fruit and vegetable consumptionisresponsible for
3.4% of the total burden of disease (AIHW 2016).

The Australian Dietary Guidelines recommend that Australian
adults eat five serves of vegetables (approximately 400 grams
per day)andtwo serves of fruit (approximately 300 grams per
day) every day (NHMRC 2013). In Victoria, only 6.4% of the adult
population consumed the recommended serves of vegetables,
while 47.8% consumed the recommended serves of fruitin 2014
(DHHS 2016). Males and females experiencing social and economic
disadvantage —including low educational attainment, being
unemployed and having low household income — were more likely
tonotconsumetherecommended serves of fruitand vegetables
(DHHS 2016).
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Take-away foods eaten outside the
home

Food anddrinks thatare highin energy (kilojoules), saturated
and/or trans fats, added sugar and/or salt and are low in essential
nutrients, are defined as energy-dense and nutrient-poor foods,
alsoknownas ‘discretionary food and drink’ (NHMRC 201 3).
Discretionary food and drink are not required as part of a healthy
balanced dietand do not provide essential nutrients needed for
optimal health (NHMRC 2013). When last measuredin 2011-
2012, discretionary food and drink made up around one-third
(34.6%) of Australians’ total daily energy intake (ABS 2013).

Fast food, and most take-away meals and snacks such as burgers,
pizzasand fried foods, are considered ‘discretionary’ (NHMRC
2013).In Australia, the average fast-food meal provides about
half (47.5%) of an adult’s daily energy intake (Brindal et al. 2008)
andregular consumption canincrease totalenergy intake, which
may lead to unnecessary weight gain (Rosenheck 2008; WCRF &
AICR 2007).

Theimpact of dietary saltintake on health, suchas thatin
take-away foods, is often overlooked. Excess saltin the diet
increases therisk of developing high blood pressure —a major risk
factor for cardiovascular disease and stroke, which are the two
leading causes of death and disability in Victoria (NHMRC 2013,
Limetal,2012).InVictoria, saltis consumed at nearly twice the
recommended level (Nowson etal. 2015) and around 75% of salt
eatenis from processed foods, including take-away foods (Better
Health Channel 2014).

Water consumption

Water comprises between 50% and 80% of body weight in adults
andis essential for the body to function (NHMRC 2013, Popkin et
al. 2010).

The Australian Dietary Guidelines (NHMRC 2013) recommend that
Australians should drink plenty of water every day instead of
sugar-sweetened beverages (which include soft drinks, energy
drinks, sports drinks, vitamin waters, fruit drinks, cordials and
alcoholic drinks). Waterisrecommended rather than sugar-
sweetened beverages because it contains no energy (kilojoules)
anditis generally free and accessible. The recommended daily
intake of water for Australiansisabout eight cups (2.1 litres) for
males and about 10 cups (2.6 litres) for females (NHMRC & New
Zealand Ministry of Health 2006).

In contrasttowater consumption, high consumption of sugar-
sweetened beverages has been linked toill health. Thereis
considerable evidence that high consumption of sugar-sweetened
beveragesincreasestherisk of developing diabetes, dental caries,
weight gainand obesity (Malik et al. 2010, Woodward-Lopez et al.
2011). Currently, onein four Australian children are overweight or
obese andoneintwo Australian children have tooth decay in their
permanent teeth by the time they are 12 (AIHW 2012). In Victoria,
sugar-sweetened soft drinks are widely consumed — with just
over 15% (15.3%) of Victorian males and just over 7% (7.2%) of
Victorian females consuming soft drinks on a daily basis (DHHS
2016).

VicHealth Indicators: Healthy eating

* Number of serves of vegetables per day

» Number of serves of fruit per day

» Eatstake-away mealsorsnacks atleast 3times per week
* Nowater consumed per day

* Number of cups of water consumed per day

Fiveindicators for healthy eatingare presented. The first two
indicatorsreport onindividuals’ consumption of vegetables and
fruitand are expressed as the mean number of serves eaten per
day. Bothindicatorsrefertoasingleitemthatrecordsindividuals’
number of servesasanumeral. Aserve of vegetables was defined
asahalfcup of cooked vegetables or one cup of salad vegetables.
Potatocrispsand vegetable juice consumption did not count
towards vegetable consumption. Aserve of fruit was defined as
one medium piece or two small pieces of fruit, or one cup of diced
fruit pieces. Fruitjuice consumption did not count towards daily
fruit consumption.

Fruitand vegetable consumptionalsoappearinthe Victorian
Population Health Survey (VPHS). While the VPHS reportsonthe
percentage of Victorians adhering to Australian dietary guidelines
(seethe 2014 Victorian Population Health Survey), VicHealth
reportstheaverage number of serves. Theirinclusionin the
VicHealth Indicators Survey 2015 reflects the importance of these
measures as proxy measures of a healthy diet (AIHW 2007).

Oneindicator of healthy eating refers to consumption of take-
away meals or snacks. Theindicator reports the percentage of
individuals eating take-away food or snacks — such as pizza,
hamburgers, or hot chips — three or more times per week. It
isbased onasingle graduated frequency item, which was
specifically developed for the VicHealth Indicators Survey
2015andderived fromameasure usedin the RESIDE study
(Trappetal.2015). 1t complements the vegetable and fruit
indicators by providingindirectinformation on the consumption
of discretionary food. The question on take-away meals and
snackswasincluded as thereisincreased consumption of snacks
(IPS0S 2016), and anincreased availability of fast-food options
promoted asasnack. The qualifying examples of take-away and
snack food were inserted following cognitive testing that showed
the need for disambiguation. Piloting and cognitive testing
confirmed the items’ content validity, while test-retest reliability
results showed theitemtobe stable over time.

Twoindicators of healthy eatingrefer to individuals’ water
consumption. The firstindicator reports the percentage of
individuals who report no water consumption on ausualday. The
secondindicatorreportsthe average number of cups of water
(250 ml) usually consumed by individuals. Bothindicators are
basedonasingleitem thatasks about daily water consumption.

The water consumptionitem has previously beenusedin the
VicHealth H30 Challenge Survey (Colmar-Brunton 2015),and in
the NSW Population Health Survey (NSW Health 2014),andis a
variation of the water consumption questioninthe VPHS. The
VPHS reports water consumption estimatesin millilitres, while
the VicHealth Indicators Survey 2015 reports on the number of
cups consumed.

VicHealth
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Table 5.1 Average serves of vegetables each day, by age and gender

Number of serves of vegetables per day

Males
Age group (years) Score (Avg) Lower95%Cl Higher95%Cl  Score (Avg)
18-24 1.9 1.8 20 EER
25-34 1.9 1.8 2.0 2.5
35-44 2.0 1.9 2.1 2.4
45-54 2.0 1.9 2.1 2.6
55-64 2.1 2.0 2.1
65-74 2.0 1.9 2.1 2.6
75+ 2.1 2.0 23 [EER

Total 20 Y 20

Number of serves of vegetables per day

Age and gender analysis

Onaverage, Victoriansreported that they usually consumed
2.2 servesofvegetables each day. Thisis lessthan half of the
daily recommended intake of five serves (NHMRC 2013). For
information on the proportion of Victorians meeting vegetable
guidelines, refer to the VPHS 2014 (DHHS 2016).

Females consumed a higher number of vegetable servesina
usualday (2.5 serves) and males consumed fewer (2.0 serves),
compared with the Victorian average.

Compared with males, females of allages consumed a higher
number of vegetable serves, with the exception of the oldest
cohort (those aged 75 or over).

Overall, those aged 18—24 consumed fewer vegetables (2.1
serves)and those aged 55-64 consumed more serves of
vegetables (2.4 serves), compared with all Victorians.

There were nodifferences observed in the number of serves of
vegetables per day among males across differing age groups;
however,among females, those aged 55-64 reported consuming
ahigher number of vegetables servesinausualday (2.7 serves)
andthose aged 18-24 and those aged 75 or over reported
consuming fewer serves (2.3 serves for both groups).

VicHealth Indicators Survey 2015 — Selected findings

Females Persons
Lower 95% Cl Higher95%Cl  Score (Avg) Lower95%Cl Higher 95% CI
2.1 2.4 2.0 2.2
2.3 2.6 2.2 2.1 2.3
2.4 2.5 2.2 2.1 2.3
2.5 2.7 2.3 2.2 2.4
2.6 2.8 2.3 2.4
2.5 2.7 2.3 2.3 2.4
2.2 2.4 2.2 2.2 2.3
2.5 2.5 2.2 2.2 2.3

Other demographic analysis

Compared with all Victorians (2.2 serves), demographic groups
consuming a higher number of vegetable serves on average per
day were those:

+ with university qualifications (2.5 serves)

* mainly speaking English at home (2.4 serves)

* whowere Australian-born (2.4 serves)and those fromanon-
English-speaking country (2.5 serves)

+ with ahousehold annualincome of $100,000 or more (2.5
serves)

+ livingin couple households (2.4 serves)

+ livinginlarge shire or small shire geographicregions (2.4 and
2.5serves, respectively)

« livingintherest ofthe state (outside the capital city) (2.4
serves)

+ with ahigh SEIFA (a Socio-Economic Indexes for Areas score of
5 - least disadvantaged) (2.4 serves).

Compared with all Victorians (2.2 serves), demographic groups

consuming fewer vegetable serves per day were those:

» whohadcompleted some high schoolor less (2.0 serves), those
with a high school qualification only (2.1 serves) or with TAFE,
Certificate or Diploma qualifications (2.2 serves)

» who were unemployed (1.8 serves)

* mainly speakingalanguage other than English at home (1.9
serves)

» fromanon-English-speaking country (1.9 serves)

+ withahousehold annualincome less than $20,000 or $20,000—
$39,999 (2.0 and 2.1 serves, respectively)

« livinginsingle-person, share or group households (2.1 servesin
each case)

+ livingin outer metropolitan orinterface geographicregions (2.1
servesinboth cases)

» withalow SEIFA (ascore of 1 — most disadvantaged) (2.1
serves).

There were no significant differences observed by disability
status, Aboriginaland/or Torres Strait Islander status or
sexuality.
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Table 5.2 Average serves of fruit each day, by age and gender

Number of serves of fruit per day

Males Females Persons
Age group (years) Score (Avg) Lower95%Cl Higher95%Cl Score(Avg) Lower95%Cl Higher95%Cl Score(Avg) Lower95%Cl Higher95% CI
18-24 1.5 1.4 1.6 1.7 1.6 1.8 1.6 1.6 1.7
25-34 1.4 1.3 15 15 16 PEEEN 14 15
35-44 1.4 1.3 15 15 16 BRI 14 16
45-54 1.5 1.4 1.6 1.7 1.6 1.8 1.6 1.6 1.7
55-64 1.5 1.5 1.6 1.8 1.7 1.8 1.7 1.6 1.7
65-74 1.6 1.5 1.7 1.8 1.9 1.7 1.8
75+ 1.6 1.8 1.8 2.0 1.7 1.9
Total “ 1.5 1.5 1.7 1.7 1.6 1.6 1.6
Table 5.3 Proportion of Victorians eating take-away meals or snacks three or more times a week, by age and gender
Eats take-away meals/snacks at least three times a week
Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI

18-24 [ 270 SR 31.0

13.3 202 PEEIIN 194 24.7

| 166 |
25-34 [ 228 EEETY 259 DR 9s 12 AN 154 19.2
35-44 16.2 13.6 19.0 5.9 45 7.6 11.0 9.5 12.6
45-54 9.1 13.0 2.1 4.0 5.9 8.0
55-64 5.9 9.4 0.7 2.1 3.4 5.3
65-74 2.2 4.6 0.3 15 1.4 2.7
75+ 11 3.9 0.2 1.9 0.8 2.2
Total D 134 15.5 5.4 6.8 10.2 9.6 10.8

*Samplingvariability high, use with caution (relative standard error 25-50%)

Number of serves of fruit per day

Age and gender analysis

Onaverage, Victoriansreported they usually consumed 1.6 serves
of fruit each day, less than the daily recommended intake of two
fruit serves(NHMRC 2013). Forinformation on the proportion of
Victorians meeting fruit guidelines, refer to the VPHS 2014 (DHHS
2016).

Femalesreported consuming a higher number of fruit servesina
usualday (1.7 serves), compared with all Victorians. Conversely,
malesreported consuming fewer fruit serves per day (1.5 serves)
thanallVictorians.

Those aged 25-34 and 35-44 reported consuming fewer serves
of fruit daily, on average (1.5 servesin both cases), compared
with allVictorians. Those aged 65-74 and those aged 75 or

over reported consuming a higher average of fruit serves daily
compared withall Victorians (1.7 and 1.8 serves, respectively).

For females, the same pattern of results was found, with
thoseaged 65-74 and those aged 75 or over reportinga higher
average number of fruit serves consumed daily (1.9 servesin
both cases), compared with all females. Those aged 25-34 and
35-44reportedalowerdaily average of fruit serve consumption
(1.6 servesinboth cases), compared with all females. This

same patternwasnotobservedin males. The only age group
significantly different to the average for all males (1.5 serves),
was malesaged 75 or over (1.7 serves).

Other demographic analysis

Compared withall Victorians (1.6 serves), demographic groups
consuming a higher number of fruit serves, onaverage on a usual
day, were those:

« with university qualifications (1.7 serves)

* whowereretired (1.8 serves)

+ froman English-speaking country (1.7 serves)
+ over 65 withareporteddisability (1.7 serves).

Compared withall Victorians (1.6 serves), demographic groups
consuming fewer fruit serves, on average on a usual day, were
those:

» with TAFE, Certificate or Diploma qualifications (1.5 serves)
+ whowereemployed (1.6 serves)

« over65withareporteddisability (1.5 serves)

* withaSEIFAscore of 3(1.5serves).

There were no differences by language spoken at home, Aboriginal
and/or Torres Strait Islander status, sexuality, income, household
structure or location.
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Eats take-away meals and snacks at least three
times per week

Age and gender analysis

Approximately onein 10 Victorians (10.2%) consumed take-

away meals or snacks at least three times aweek. There were
significant differences by both gender and age. A higher proportion
of males (14.4%) consumed take-away meals or snacks at least
threetimesaweek than females (6.1%). Reported consumption of
take-away meals and snacks was higher for younger age groups
and lower for older age groups. Only 2.0% of those aged 65-74

ate take-away meals or snacks at least three timesin atypical
week. This compares to 22.0% of those aged 18-24. The difference
acrossage was even more marked for males, ranging from 3.2%
among malesaged 65-74 up to 27.0% among males aged 18-24.
The same pattern was observed for females, with 16.1% of those
aged 18-24 reporting consuming take-away meals or snacks at
least three timesa week, which decreased to 0.7%® of those aged
64-75.

Other demographic analysis

Compared withall Victorians (10.2% consumed at least three
times per week), demographic groups with a lower proportion
reporting take-away meal or snack consumption at least three
timesaweek were those:

» whohad completed some high school or less (6.3%)

» whoreported their main activity as ‘home duties’ (4.6%) or who
wereretired (1.7%)

» over65withareporteddisability (1.9%)
» withahousehold annualincome of $20,000-$39,999 (7.5%)

« livingin couple households (6.5%) orin couple parent
households with dependent children (8.2%)

+ livinginaregionalcity (7.8%), orin large shire or small shire
geographicregions (5.7% and 4.0%, respectively)

« livingoutside the capital city (6.6%).

Compared with all Victorians (10.2% consumed at least three
times per week), demographic groups with a higher proportion
reporting take-away mealor snack consumption at least three
timesaweek were those:

« whowere employed (12.4%) or unemployed (15.2%) or who
were students (16.5%)

+ mainly speaking alanguage other than English at home (12.8%)
+ fromanon-English-speaking country (12.3%)

* whose sexuality wasreported as something other than
heterosexual (14.9%)

« with ahousehold annualincome of less than $20,000 (14.6%)
+ livinginashare or group household (20.1%)

+ livingininner metropolitan geographicregions (14.2%).

There were no differences observed by Aboriginaland/or Torres
StraitIslander status or SEIFA quintile.

Water consumption

Age and gender analysis

Onaverage, Victorians consumed 5.4 cups of waterin a usual day
and 3.1% reported that they did not consume any wateratallina
usualday.

Generally, when compared with all Victorians, patterns of water
consumption were similar for gender and age. The only exception
tothis wasthatasignificantly higher proportion of males did

not consume any waterinatypical day compared with females
(4.0%and 2.3%, respectively). However, on average, males (5.6
cups) consumed more cups of water in a usual day compared with
females (5.2 cups).

Older Victorians consumed fewer cups of water in a usual day,
compared with the average, and the proportion of those drinking
nowaterincreased with age. Thisis best highlighted by looking
attheyoungestage group (those aged 18-24), who consumed
6.4 cups of water on average a day, with just 0.9%! reporting
consuming no waterinausualday. Thiscompares tothe older age
cohort (those aged 75 and over), who consumed only 3.7 cups on
average, with 6.4% reporting drinking no water in a usual day.

Table 5.4 Average number of cups of water consumed in a usual day, by age and gender

Number of cups of water consumed per day

Males
Age group (years) Score (Avg) Lower95%Cl Higher95%Cl  Score (Avg)
18-24 6.5 7.3
25-34 6.8 7.4
35-44 5.7 6.2
45-54 5.1 5.6
55-64 4.3 4.7
65-74 3.7 4.1
75+ 3.2 3.6
Total 5.5 5.7

1 RSEisbetween 25% and 50% — treat estimate with caution.
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Females Persons
Lower 95% Cl Higher95%Cl  Score (Avg) Lower95%Cl Higher 95% CI
5.6 6.2 6.2 6.6
5.9 6.3 6.4 6.8
5.3 5.7 5.5 5.9
4.7 5.1 | 51| 5.0 5.2
4.7 5.0 45 4.8
4.1 P 1 Y 4.2
3.8 4.2 | 37| 3.6 3.9
5.1 5.3 5.4 5.3 5.4
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Table 5.5 Proportion of Victorians consuming no water in a usual day, by age and gender

No water consumed per day

Males
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%)
18-24 Nodata - - 1.0*
25-34 0.3 1.4 1.2*
35-44 3.6 2.5 5.2 1.5
45-54 4.1 2.9 5.5 2.3
55-64 5.1 8.3 2.9
65-74 5.9 a2 [EEN
75+ 6.5 T 45 |
Total 3.5 4.5

*Samplingvariability high, use with caution (relative standard error 25-50%)
No data=Relative standard errorabove 50%, estimate not reported

Among males, those aged 18-24 consumed 6.9 cups of watera
day andjust 0.8%2reported consuming no water in a usual day.
This comparestothose aged 75 or over, who consumed 3.4 cups
onaverage, with 8.9% reportingdrinking no water in a usual day.
Theseresultsare significantly different when compared with all
males (5.6 cups, 4% consuming no water).

Among females, those aged 18—-24 consumed 5.9 cups of water
inausualday. Thiscomparesto those aged 75 or over, who
consumed 4.0 cups on average, with 4.5% reporting drinking no
waterinausualday. Theseresults are significantly different when
compared with all females.

Other demographic analysis

Proportion consuming no water in a usual day

Demographic groups with a lower proportion of people drinking
nowaterinausualday, compared with all Victorians (3.1%
consumed no water), were those:

» withuniversity qualifications (1.9%)

* whowere students (0.7°%)

» whoreported their main activity as ‘home duties’ (1.6%*)

+ mainly speaking a language other than English at home (1.3%)
» fromanon-English-speaking country (2.0%)

« withahousehold annualincome of $100,000 or more (2.0%)

« livingin households with children (2.2%) orin couple parent
households with dependent children (1.8%)

« livingininner metropolitan (1.4%) or middle metropolitan
(2.2%) geographicregions.

2 RSEisbetween 25% and 50% — treat estimate with caution.

Females Persons
Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
0.3 2.4 0.4 1.7
0.6 2.2 0.6 1.5
0.9 2.4 2.6 1.9 3.4
1.5 3.3 3.2 2.5 4.0
2.0 30 EAN s 5.6
2.9 52 BEERARE 47 6.7
3.0 6.5 | 64 | 5.0 8.0
1.9 2.6 3.1 2.8 3.4

Demographic groups with a higher proportion of people drinking
nowaterinausualday, compared with all Victorians (3.1%
consumed no water), were those:

* whohadcompleted some high schoolor less (5.6%)
* whowereretired (5.8%)
» froman English-speaking country (4.7%)

+ withareporteddisability — both for those under (4.8%) and
over65(6.2%)

+ withahousehold annualincome of $20,000-$39,999 (4.5%)
« livinginsingle-person households (5.0%)

+ livinginlarge shire (4.8%) or small shire (5.5%) geographic
regions.

There was no differencein the proportion of those drinking no
waterinausualday by Aboriginaland/or Torres Strait Islander
status, by sexuality or by SEIFA quintiles.
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Table 5.6 Summary of healthy eating indicators, by demographic

Number of serves of Number of serves LG No water consumed AT T
e of fruit per da meals/snacks at least S water consumed
g P v P v three times a week P v per day

Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher Score Lower Higher
(Avg) 95%Cl 95%Cl (Avg) 95%Cl 95%Cl (%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (Avg) 95%Cl 95%Cl

Victoria 22 22 23 16 16 16 102 96 108 31 28 34 54 53 54
Gender

Male I 1o 20 BEN 15 15 BN 134 155 M 35 as [0 55 s7
Female b 25 25 | b 17 17 [ 54 68 | o 19 25 [P 51 53
Age

18-24 20 22 16 16 17 PP 194 247 [0 04 17 [0 62 68
25-34 22 21 23 E 14 | 15 154 19.2 06 15 | 14 64 68
35-44 22 21 23 14 16 110 95 126 26 19 34 | o4 55 59
45-54 23 22 24 16 16 17 [0 53 80 32 25 40 50 5.2
55-64 S0 23 24 17 16 17 | 4 34 53 38 | 56 45 48
65-74 23 23 24 [0 17 18 [0 14 27 47 6.7 40 42
75+ 22 22 23 | 17 19 | 08 22 [WFEN 50 80 36 3.9
Education

somehighschoolorless [EXOM 19 21 16 15 16 | 52 77 [N 47 o7 M 44 a7
Completed high school 20 22 16 16 17 117 99 138 25 18 34 54 52 56
TAFE/Certificate/Diploma [Weiel 21 22 WM 15 16 115 103 127 33 28 39 | L 55 57
University o 24 25 0 16 17 107 96 117 15 23 | 0 55 57
Main activity

Employed 23 22 23 15 16 [EEEM 116 133 25 21 29 | 0 57 58
Unemployed YN 16 19 15 14 17 BEPE 111 201 25% 13 45 52 48 56
Student 22 21 23 17 16 18 [N 134 199 02 17 [ 58 64
Home duties 23 22 24 16 15 17 | o 30 67 | . 09 28 49 53
Retired 23 23 24 |00 17 18 | 12 23 [ so 67 [N 39 a1
Main language spoken at home

English S0 23 24 16 16 16 93 86 100 37 33 41 [EFM s1 53
Other RN 18 19 16 16 17 [EEEM 114 143 00 09 18 | o 57 60
Country of birth

Australian born 00 23 24 16 16 16 96 89 103 33 30 37 53 52 54
English-speakingcountry | oo 24 2.6 |0 16 18 87 67  10.9 35 61 KM 47 s1
Sg:r;fr”yg“ShSpeaki”g n 18 19 17 16 17 m 109 137 n 15 26 ﬂ 56 5.9
Self-reported disability

ggzzgtriddisabi“ty_””der 22 21 23 n 1.5 16 111 94 129 n 38 60 54 52 55
ggzigtresddisabi“ty_°"er 22 21 23 n 17 | 1.8 n 12 27 n 43 17 n 38 4.2
No disability reported 23 22 23 16 16 16 108 101 115 25 22 28 55 54 56

Aboriginal and/or Torres
Strait Islander status

Aboriginaland/or Torres

Strait Islander 2.1 1.9 2.4 1.6 1.3 1.8

2.4 13.7 1.5% 0.6 3.2 6.2 5.4 6.9

Non-Aboriginaland/or

Torres Strait Islander 9.6 10.8 3.1 2.8 3.4 5.4 5.3 5.4

Sexuality

Heterosexual 2.2 2.2 2.3 1.6 1.6 1.6 9.4 10.7 3.0 2.7 3.3 5.4 5.3 5.4
Other 2.3 2.2 2.5 1.5 1.5 1.6 11.8 18.4 3.7 2.3 5.7 5.7 5.4 6.1
Income

Lessthan $20,000 1.8 2.1 1.5 1.4 1.6 11.6 17.9 3.5 2.4 4.9 5.4 5.1 5.7

N

1S
funy = 2}
o o o
o o *

$20,000-$39,999 21 22 16 16 16 63 88 N 37 54 JEEM 47 49
$40,000-$59,999 21 21 22 16 15 16 113 96 133 41 32 51 53 51 55
$60,000-$79,999 22 21 23 16 15 1.6 92 75 113 27 19 37 56 54 58
$80,000-$99,999 22 22 23 16 16 17 99 80 121 23 15 34 | Ll 57 62
$100,000 or more S 24 26 16 16 16 113 100 126 | A 15 25 | o1 55 58
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Table 5.6 Summary of healthy eating indicators, by demographic

Number of serves of Number of serves
vegetables per day of fruit per day
Score Lower Higher Score Lower Higher
(Avg) 95%Cl 95%Cl (Avg) 95%Cl 95%CI

Victoria 2.2 2.2 2.3 1.6 1.6 1.6
Household structure
Single person household 2.0 2.2 1.6 1.6 1.7
Couple household 2.3 2.4 1.7 1.6 1.7
Household with children 2.3 2.2 2.3 1.6 1.6 1.6

lnpg;rfé’;:tezmd':n 21 19 22 15 14 17

Eg;gﬁ‘éii’;ﬁn’g 23 23 24 16 16 17
Share or group household m 2.0 2.2 1.5 1.5 1.6
Geography
Metropolitan 2.2 2.2 2.3 1.6 1.6 1.6
— Inner metro 2.4 2.3 2.5 1.6 1.6 1.7
- Middle metro 2.3 2.2 2.4 1.6 1.6 1.7
- Outer metro PR 20 21 16 15 16
Interface A 21 22 16 15 16
Regionalcity 2.3 2.2 2.4 1.6 1.6 1.7
Large shire 2.3 2.4 1.6 1.6 1.7
Smallshire 2.4 2.5 1.6 1.6 1.7
Location
Capitalcity 2.2 2.2 2.2 1.6 1.6 1.6
Restof state 2.3 2.4 1.6 1.6 1.7
Internet at home
Yes 2.3 2.3 2.3 1.6 1.6 1.6
SEIFA (index of disadvantage)
(1ji5:;\:";$;;;‘d) n 20 22 16 15 16
2 2.2 2.1 2.2 1.6 1.5 1.6
3 22 21 23 15 16
4 2.3 2.3 2.4 1.6 1.6 1.7
5~ High (least 23 | 24 17 16 17

disadvantaged)

*Sampling variability high, use with caution (relative standard error 25-50%)

Average number of cups of water consumed per day

Demographic groups that consumed more cups of water on

average per day, compared with all Victorians (5.4 cups), were

those:

« with TAFE, Certificate or Diploma qualifications (5.6 cups) or
with university qualifications (5.6 cups)

» whowere employed (5.8 cups) or students (6.1 cups)

* mainly speakingalanguage other than English at home (5.9
cups)

« fromanan-English-speaking country (5.8 cups)

» withahousehold annualincome of $80,000-$99,999 (5.9 cups)

orof $100,000 or more (5.6 cups)

* livingin couple parent households with dependent children (5.6

cups)orinshare or group households (6.2 cups)

« livingininner metropolitan geographicregions (5.8 cups).

Eats take-away Number of cups of
No water consumed
meals/snacks at least T water consumed
three times a week P v per day
Score Lower Higher Score Lower Higher Score Lower Higher
(%) 95%Cl 95%Cl (%) 95%Cl 95%Cl (Avg) 95%Cl 95%CI
10.2 9.6 10.8 3.1 2.8 3.4 5.4 5.3 5.4
101 84 119 M 40 1 PEEN a7 so0
55 7.5 36 30 42 [ 48 51
9.1 8.2 10.1 1.8 2.7 5.5 5.4 5.7
11.9 8.3 16.3 4.2% 2.3 6.9 5.3 4.9 5.7
7.1 9.3 1.4 2.4 5.5 5.7
20.1 17.6 22.8 2.2 1.4 3.2 6.0 6.5
11.7 10.8 12.6 2.5 2.1 2.9 5.5 5.4 5.5
BN 119 169 08 24 55 6.0
10.7 9.6 12.0 1.8 2.8 5.4 5.3 5.5
12.3 10.4 14.5 3.7 2.7 4.8 5.4 5.2 5.6
10.7 9.4 12.2 3.6 2.9 4.4 5.4 5.3 5.6
6.4 9.5 2.9 2.2 3.8 5.3 5.1 5.5
27 o8 EM 40 56 BEEW 49 52
31 51 OO 46 65 [ 49 52
11.3 10.6 12.1 2.9 2.5 3.2 5.4 5.4 5.5
57 76 38 34 44 [EFM 51 s3
10.7 10.0 11.4 2.8 2.5 3.1 5.5 5.4 5.5
11.3 9.8 12.9 3.6 3.0 4.4 5.5 5.4 5.7
10.4 8.9 12.0 3.3 2.7 4.0 5.4 5.3 5.6
10.2 8.8 11.7 3.4 2.7 4.1 5.4 5.3 5.6
9.5 8.2 11.0 3.0 2.3 3.8 5.3 5.1 5.5
9.9 8.8 11.2 2.5 2.0 3.1 5.3 5.2 5.4

Demographic groups that consumed fewer cups of water on
average, compared with all Victorians (5.4 cups), were those:

who had completed some high school or less (4.5 cups)

who reported their main activity as ‘home duties’ (5.1 cups) or
were retired (4.0 cups)

mainly speaking Englishat home (5.2 cups)

froman English-speaking country (4.9 cups)

over 65 with areported disability (4.0 cups)

with a household annualincome of $20,000-$33,999 (4.8 cups)

livingin single-person (4.9 cups) or couple (5.0 cups)
households

livingin large shire or small shire geographic regions (5.1 cups
and 5.0 cups, respectively)

living outside the capital city (5.2 cups).

There were no differences observed by Aboriginal and/or Torres
Strait Islander status, by sexuality or by SEIFA quintile.
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Summary and conclusion

Onaverage, Victorians are consuming less than half the five
servings of vegetables per day recommended in the NHMRC
guidelines (NHMRC 2013). Similarly, fruit consumptionamong
Victorians averages 1.6 serves daily, less than the two servings
of fruitrecommended. This survey found Victorians who are
fromanon-English-speaking background, unemployed or who
reside in disadvantaged areas consume fewer vegetables than
the populationaverage. In contrast, Victorians with university
qualifications, a high annual household income and those with a
high SEIFA are likely to consume more servings of vegetables — yet
atlevelsstill below the recommended guidelines of five serves
per day.

The average Victorian consumes only 5.4 cups of water per day,
significantly less than the recommended eight cups for females
and 10 cups for males. Low consumption of water is present for
alldemographic groups. Making water the beverage of choice can
contribute tothe prevention of high sugar-sweetened beverage
(SSB) consumption. Thisisimportant as high SSB consumption
has been linked to elevated risks of poor health (Malik et al. 2010,
Woodward-Lopezetal.2011).

This survey found that Victorians are frequent consumers of take-
away meals, withonein 10 people consuming take-away meals
orsnacksat least three times or more per week. Disadvantaged
groups were more likely to eat take-away meals or snacks,
potentially putting them at greater risk. Discretionary foods, such
asburgers, pizza, chips and fried foods are often high in calories,
saturatedfat, added sugar and salt. Frequent consumption of
take-away and fast-food mealsis strongly linked to excess weight
gainandtoanincreasedrisk of overweight or obesity (Duffey et
al. 2009, Pereiraetal. 2005, Burgoine et al. 2014).

Toaddress diet quality effectively across all population groups,
policies thatinfluence affordability and access to a healthy food
supply need to consider theimpact on persons fromall social and
economic environments (Browne 2009).

AVicHealth guide providing evidence-informed actions that can
helpimprove healthy eating for all Victorians, is available at
www.vichealth.vic.gov.au/localgovernmentguides.

Further information

This chapterreports prevalence data on average number of
servesof fruitand vegetables, proportion of people eating take-
away meals or snacks, and water consumption. Complementary
information about the eating behaviours of Victorians is
presentedinthe VPHS 2014 (DHHS 2016), including the proportion
of Victorians meeting dietary guidelines and consumption of
sugar-sweetened soft drinks.
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6. Alcohol

Alcohol plays a complex role in Australian society. Most Australian adults drink alcohol for
enjoyment, relaxation and socialisation at levels that cause few adverse effects (NHMRC 2009).

The National Health and Medical Research Council’s (NHMRC)
Australian guidelines to reduce health risks from drinking alcohol

(the guidelines) recommend drinking no more than two standard
drinks on any day (toreduce the ‘lifetime risk’ of harm from
alcohol-related disease and injury) and drinking no more than four
standard drinks onasingle occasion (toreduce therisk of alcohol-
relatedinjury) (NHMRC 2009).

The Australian Institute of Health and Welfare (AIHW) National
Drug Strategy Household Survey found that 18.2% of Australians
aged 14 orolder exceeded the ‘lifetime risk’ guidelines and 26.4%
exceeded the ‘single occasion risk’ guidelines at least once a
monthin 2013. These figures are slightly lower than they were

in 2010, when 20.5% exceeded the ‘lifetime risk’ guidelines and
29.0% exceeded the ‘single occasionrisk’ guidelines at least once
amonth (AIHW 2014).

Harms from alcohol

Harmassociated with alcoholuse, whichincludes short-term
harm and long-term health consequences, is welldocumented
(Rehmetal.2010).In 2010, there were 5554 deathsand 157,132
hospitalisations that were directly attributable toalcoholin
Australia —aquarter of themin Victoria (Gao et al. 2014).

In 2008, researchers estimated that alcohol-related harm cost
Australians $15.3 billion per annum in 2004-05, with $10.8
billion attributed to tangible costs (such as labour and health
costs)and $4.5 billion to intangible costs (such as lives lost
through alcohol-related violence and accidents) (Collins &
Lapsley 2008).
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Prevalence of harm

Millions of Australians are harmed in alcohol-related incidents
eachyear. Almost five million people in Australia (26.0%) aged 14
and over reported beingavictim of an alcohol-related incident
inthe preceding 12 months, and the number of Australians

who experienced physicalabuseinanalcohol-relatedincident
increased from 1.3 millionto 1.7 millionin 2013 (AIHW 2014).
Oneinthree (39.6%) young people (aged 18—-24) reported being
harmed by someone under the influence of alcoholin the previous
12 months (AIHW 2014).

Using a wider definition of ‘harm’ that includes effects such as
noise disturbance, fear of physical abuse, sexual abuse, child
neglect, violence and death, itis estimated that almost 70%

of Australians are experiencing harm due to another person’s
drinkinginagivenyear (Laslettetal.2011). Agender difference
existswithregard to the source of harmresulting from the
alcohol consumption of others: females were more likely than
males to experience harminflicted by someone they knew well
inthe household or family, whereas males were more likely to
be exposed to alcohol-related harminflicted by friends and co-
workers (Laslettetal. 2011).

Factors that influence alcohol related harm

The levelof harm caused by alcohol consumptionis related to

the amount consumed on a single occasion the effects of alcohol
onthedrinker’s cognitive ability and behaviour, the drinking
situation and environment, societal attitudes and values towards
drinking,and the amount consumed during a lifetime (Graham
etal.2006,Rehmetal. 2010). Asaconsequence, the amount of
harm that occurs willvary betweenindividuals depending on their
drinking behaviour and drinking context.
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Auniversally applicable ruleis that the risk of injury increases
asmore alcoholis consumed during a single drinking session.
Episodes of binge-drinking are predominantly associated with
risksrelated to self-injury orinjuries to others affected by the
drinker’s behaviour (e.g. families, friends, co-workers and
strangers).

Prevalence of risky drinking on a single
occasion

Risk of harm from drinking on a single occasion

While many Australians consume alcohol within the guidelines,
aconsiderable number of Australians drink at levels that put
them atriskofharm. The 2013 National Drug Strategy Household
Survey found that 3.8 million Australians aged 14 and over
consume more than four standard drinks of alcohol a day, twice
the levelrecommended in health guidelines. Of more concern
isrecentresearch that showsthat 20.0% of Australians are
consuming 74.2% of the alcohol consumed nationally (FARE
2016).

Gender and alcohol consumption

The National Drug Strategy Household Survey detailed report
highlights that males are more likely than females to drink
quantities of alcoholonasingle occasion that would place them
atriskofharm (46.9% of males compared with 26.8% of females),
andtoengageinrisky drinking more often, with 20.2% of males
consuming risky quantities at least weekly, compared to 7.5% of
females (AIHW 2014).

Nationaldata also shows that these gender differencesinrisky
drinking are consistent across allage groups. For example, 25.7%
of young males aged 18-24 engaged in risky drinking on a weekly
basis, compared to 14.4% of females of the same age, while 11.4%
of Australian males aged 50-59 years engaged in risky drinking on
aweekly basis, compared to 4.6% of females (AIHW 2016).

Risky drinking and age

Researchers analysing National Drug Strategy Household Survey
dataidentified that risky drinking differs by age, with young adults
aged 18-24 more likely todrink at harmful levels onasingle
occasionthantherest of the adult population (AIHW 2014). A
substantial proportion of Australian males in their 50s consume
alcoholatrisky levels, with 13.7% engagingin risky drinkingona
monthly basis, and 9.2% on a daily basis (AIHW 2014).

The survey showed that the proportion of young people aged
18-24 who engage inrisky drinking on a weekly basis decreased
from 27.9% t0 20.3% between 2010 and 2013; however, the
proportion of young people aged 18—-24 who engage in risky
drinking ona monthly basisincreased over this period, from 22.5%
t024.9% (AIHW 2014).

Risky drinking and socioeconomic status

Alcoholconsumptionand alcohol-related harm affect Australians
acrossarange of socioeconomic backgrounds. Interestingly,

the patterns of consumption andalcohol-related harm appear
quite different to other health risk factors such as smoking and
obesity, which are more prevalent among Australians of low
socioeconomic status (SES). Ananalysis of the 2011-12 Victorian
Population Health Survey found that males and females who
consumed levels of alcohol that put them at short-termrisk of
alcohol-related harm onamonthly basis were significantly more
likely to be of higher SES status (Department of Health 2013). In
contrast, the proportion of males and females who abstain from
alcoholwas higher among people from low SES groups.

Thereisalsoevidence to suggest that, although people from

low socioeconomic groups drink less alcohol, they are more
susceptible tothe damagingeffects of alcoholand experience
higherrates of alcohol-related disease (Jonesetal. 2015;
Makeld & Paljarvi 2008). Research demonstrates that the
relationship between alcoholand socioeconomicinequality is
complex, influenced by a number of factors such as age and sex;
by acluster of lifestyle risk factorsincluding drinking patterns,
differential access to health care, financial hardship, community
and environmental factors; and by limited access to services that
protect against alcohol-related harm (e.g. health clinics, safe
transport, alcoholand drug counselling services) — all of which
resultin cumulative disadvantage (Schmidt et al. 2010; Smith and
Foster 2014; World Health Organization 2014).

Drinking culture

Culturalvalues, beliefsand norms about alcohol consumption
influence alcohol-related harm, both paositively and negatively.
Forexample, societies where moderate alcohol consumption
isintegrated with meals (e.g. France and Italy) experience
significantly fewer alcohol-related problems compared with
cultures where alcoholis strongly associated with celebration
and heavy episodic drinking occasions (e.g. the United Kingdom,
the United States, Scandinaviaand Australia) (Ahlstrom &
(sterberg 2004).
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VicHealth Indicators: Alcohol

* Atrisk of short-term harm each month (5 or more drinks)

» Atveryhighrisk of short-term harm each month (11 or
more drinks)

* Alcoholculture — “gettingdrunk every now and thenis
okay”

Threeindicators for harmfulinteraction with alcoholare
presented. The firstindicator representsthe percentage of
individuals who report consuming five or more standard drinksin
asinglesittingatleast monthly. The second indicator represents
the percentage of individuals consuming more than 11 standard
drinksinasingle sittingatleast monthly. A standard drinkis equal
toone pot of full-strength beer, one small glass of wine or one
pub-sized nip of spirits.

Eachofthetwoindicatorsis based onagraduated frequency
question —acommon question designin alcohol consumption
surveillance studies (e.g. Livingston 2015). Victorian estimates
of the prevalence of alcohol consumption that would pose a high
risk of short-term harm (five or more drinks in a single sitting)
arealsoavailableinthe Victorian Population Health Survey. The
VicHealth Indicators Survey 2015 provides data on the prevalence
of alcohol consumption that would result in very high risk of
short-termharm (11 or more standard drinksinasingle sitting) at
the local government area geographic level, which is not available
elsewhere.

The third alcoholindicator refers to general attitudes towards
alcoholandalcohol culture, specifically the individuals’ attitudes
towardsdrunkenness. Thisis measured by oneitem scoredona
five-point Likert scale ranging from ‘Strongly agree’ to ‘Strongly
disagree’. Theindicator reflects the percentage of individuals
who agree or strongly agree with the question “Do you personally

agreeordisagree that gettingdrunk every now and thenis okay?”,
where ‘getting drunk’ was defined as the point of losing balance.
This questionis derived from the Victorian Alcohol Culture Survey
(VicHealth 2014).

At risk of short-term harm each month

Age and gender analysis

The proportion of Victoriansidentified as being at risk of short-
term harm fromalcohol was 29.4%. This figure rose to 40.1%
among males and droppedto 19.1% among females. Both of these
were significantly different from the percentage for all Victorians.

Therewasalsoarelationship between age and the proportion
identified as being at risk of short-term harm from alcohol.
ComparedtoallVictorians, a higher proportion of younger
Victorians were identified as being at risk of short-term harm
fromalcohol, with 44.6% of those aged 18—-24 being at risk. Fewer
older Victorians were identified as being at risk of short-term
harm from alcohol, withjust 6.3% of those aged 75 years or older
atrisk of short-termharm, about a seventh of the rate for the
younger cohort. Thisage-related pattern was observed for both
malesand females. Of note was that oneintwo (50.8%) males
aged 18-24,andjust undertwoin five (38.1%) females, were
identified as beingatrisk of short-term harm from alcohol.

Avery similar pattern was seenfor those identified as being at
very highrisk of short-term harm fromalcohol. Overall, 9.2% of
Victorians were identified as beingat very highrisk of short-term
harm from alcohol. Again, rates were higher for males (14.5%)
and lower for females (4.1%). The proportion of those aged 18-24
who were identified as beingat very high risk was 18.2%. The rate
was just 0.6%!among those aged 75 or more years. Among males,
23.7% of those aged 18 to 24 were identified as being at very high
risk, compared with just 1.4%! of males aged 75 or more years.
Among females, 12.4% were identified as being at very high risk —
some threetimesthe level reported for females overall (4.1%).

Table 6.1 Proportion of Victorians at risk of short-term harm from alcohol each month, by age and gender

Alcohol consumption - at risk of short-term harm each month

Males
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI
18-24 [ 508 JEERTY 55.1

25-34 P 420 50.0
35-44 43.2 39.7 46.7 20.4
45-54 44.4 41.4 47.5 18.3
55-64 31.9 37.7
65-74 26.0 317
75+ 9.9 15.5
Total [ 401 V) 414

1RSEisbetween 25%and 50% — treat estimate with caution.

VicHealth Indicators Survey 2015 — Selected findings

Score (%)

Persons
Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
33.8 a25 AN 416 47.7

Females
Lower 95% CI

17.9 23.0 31.6 29.5 33.9
16.3 20.5 31.2 29.3 33.1
10.0 13.7 21.2 24.7
4.5 7.7 15.4 18.8
1.0 2.6 5.1 7.7
18.1 20.2 29.4 28.5 30.2
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Table 6.2 Proportion of Victorians at very high risk of short-term harm from alcohol each month, by age and gender

Alcohol consumption - at very high risk of short-term harm each month

Males
Age group (years) Score (%) Lower 95%Cl Higher 95% CI
18-24 [ 237 P 276

25-34 | 108 TN 22.7

35-44 16.5 13.9 19.3 2.6
45-54 14.1 12.1 16.2 3.8
55-64 8.1 11.9

65-74 4.4 7.3

75+ 0.7 2.5 Nodata
Total D s 15.5

*Sampling variability high, use with caution (relative standard error 25-50%)
No data=Relative standard error above 50%, estimate not reported

Other demographic analysis

Theresults were very similar across a number of demographic
characteristics for beingat risk, and for being at very high risk of
short-term harm from alcohol.

Comparedtoall Victorians (29.4% at risk), demographic groups
with a lower proportion identified as being at risk of short-term
harm fromalcohol were those:

» whohad completed some high schoolor less (21.6%)

* whoreported their main activity as ‘home duties’ (13.5%) and
retired persons (12.5%)

* mainly speakingalanguage other than English at home (17.5%)
» fromanon-English-speaking country (16.0%)

» over65withareporteddisability (9.8%)

» withahousehold annualincome of $20,000-$39,999 (19.6%)
« livinginsingle-person (24.9%) or couple (26.3%) households

« livingin outer metropolitan geographic regions (25.9%)

» withalow SEIFA (1 - mostdisadvantaged) (25.3%).

ComparedtoallVictorians (9.2% at very high risk), demographic
groups with a lower proportionidentified as being at very high risk
of short-term harm from alcohol were those:

+ withuniversity qualifications (7.1%)

» whoreported their main activity as ‘home duties’ (3.1%) and
retired persons (1.9%)

* mainly speakingalanguage other than English at home (4.5%)
« fromanon-English-speaking country (3.6%)

» over65withareporteddisability (2.0%)

« withahouseholdincome of $20,000-$39,999 annually (6.9%)
« livingin couple households (7.2%).

Score (%)

Persons
Score (%) Lower 95% Cl  Higher 95% CI
9.6 157 PEETERIN 159 20.7

Females

Lower 95% Cl  Higher 95% CI

1.6 3.8 9.4 8.0 11.0
2.8 5.1 8.9 7.7 10.1
0.3 1.5 4.3 6.2
0.1 0.4 2.2 3.6
- - 0.3 1.1
3.6 4.7 9.2 8.6 9.8

Comparedtoall Victorians (29.4% at risk), demographic groups
with a higher proportionidentified as beingat risk of short-term
harm from alcohol were those:

+ with ahigh school qualification only (34.0%) or with TAFE,
Certificate or Diploma qualifications (33.9%)

» whowere employed (36.0%) or students (34.4%)
» mainly speaking Englishat home (33.6%)

» whowere Australian-born (34.0%) and those from an English-
speaking country (33.9%)

+ withnoreporteddisability (31.4%)

» whose sexuality wasreported as something other than
heterosexual (34.5%)

» with ahousehold annualincome of $60,000-$79,999 (33.8%),
$80,000-$99,999 (34.0%) or $100,000 or more (38.7%)

+ livinginshare or group households (42.5%)
« livingininner metropolitan geographicregions (42.9%)
+ withahigh SEIFA (5 - least disadvantaged) (32.5%).

Comparedtoall Victorians (9.2% at very high risk), demaographic
groups with a higher proportionidentified as beingat very high
risk of short-term harm from alcohol were those:

+ with ahigh school qualification only (12.1%) or with TAFE,
Certificate or Diploma qualifications (11.8%)

» whowereemployed (11.6%) or unemployed (14.0%)

» mainly speaking English at home (10.9%)

* whowere Australian-born (11.1%)

+ with ahousehold annualincome of $100,000 or more (11.7%)
+ livingin share or group households (16.1%)

+ livingininner metropolitan geographicregions (16.3%).
There were no differences by Aboriginal and/or Torres Strait

Islander status for beingatrisk or at very high risk of short-term
harm from alcohol.
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Alcohol culture - “getting drunk every now and
thenis okay”

Age and gender analysis

Justoverone-quarter (27.9%) of Victorians agreed that “getting
drunk every now and thenis okay”, where ‘getting drunk’ was
defined as the point of losing balance. Similar to other alcohol
indicatorsincluded in this survey, males (31.2%) were more likely
toagree withthe statement, while females (24.7%) were less
likely toagree. There was astrongrelationship between levels

of agreementand age, with only 4.5% of those aged 75 or over
agreeing with the statement, compared with 49.6% of those aged
18to 24 years.

Compared with all males, those aged under 44 were more
likely to agree with the statement: 51.4% of those aged 18-24,
41.6% of those aged 25-34, and 36.5% of those aged 35-44.
Conversely, malesaged 55 or over were less likely to agree with
the statement: 19.4% of those aged 55-64, 9.8% of those aged
65-74,and only 5.7% of those aged 75 or over.

Similarly, compared with all females, those aged under 44 were
more likely to agree with the statement: 47.5% of those aged 18—
24,38.8% of those aged 25-34, and 30.2% of those aged 35-44.
Conversely, females aged 55 or over were less likely to agree with
the statement: 10.8% of those aged 55-64, 6.5% of those aged
65-74,and only 3.6% of those aged 75 or aver.

Other demographic analysis

Comparedtoall Victorians (27.9% agreed), demographic groups
with a lower proportion of people agreeing that “getting drunk
every now and thenis okay” were those:

» who had completed some high school or less (20.1%)

» whoreported their main activity as ‘home duties’ (23.0%) and
retired persons (7.5%)

» mainly speakingalanguage other than English at home (17.0%)
+ fromanon-English-speaking country (14.2%)

» over 65 withareporteddisability (5.9%)

» with ahousehold annualincome of $20,000-$39,999 (18.4%)
+ livinginsingle-person(23.3%) or couple (21.5%) households

+ livingin smallshire geographic regions (23.3%).
Comparedtoall Victorians (27.9% agreed), demographic groups

with a higher proportion of people agreeing that “getting drunk
every now and thenis okay” were those:

+ with a high school qualification only (34.2%) or with TAFE,
Certificate or Diploma qualifications (31.2%)

» whowereemployed (33.6%), unemployed (35.0%) or students
(35.4%)

+ mainly speaking English at home (31.7%)
* whowereAustralian-born (32.9%)

» whose sexuality wasreported as something other than
heterosexual (38.2%)

+ withahousehold annualincome of $80,000-$99,999 (32.3%)
or $100,000 or more (36.4%)

+ livingin households with children (30.3%), in couple parent
households with dependent children (30.9%) or in share or
group households (38.5%)

+ livingininner metropolitan geographic regions (38.8%).
There were no observed differences for Abariginaland/or Torres

Strait Islander status or SEIFA quintilesin levels of agreement
with the statement.

Table 6.3 Proportion of Victorians agreeing with that “getting drunk every now and then is okay”, by age and gender

Alcohol culture - getting drunk every now and then is 0K

Males Females Persons
Age group (years) Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI Score (%) Lower 95% Cl  Higher 95% CI
18-24 e 55.7 43.0 520 I 465 52.7
25-34 416 38.1 45.2 35.5 a22  IEPERE 378 42.7
35-44 [ 365 JEECK s00 UEEEE 274 331 EERR 310 35.5
45-54 31.9 29.1 34.8 22.1 19.8 24.5 26.9 25.1 28.8
55-64 17.0 22.0 9.2 126 13.5 16.5
65-74 8.0 11.8 4.9 8.5 7.0 9.5
75+ 3.6 8.4 2.3 5.4 3.3 6.0
Total P 299 325 236 25.9 27.9 27.0 28.8

VicHealth Indicators Survey 2015 — Selected findings
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Table 6.4 Summary of alcohol indicators, by demographic

At risk of short-term
harm each month

Score
(%)

Victoria 29.4
Gender
Male
Female m
Age
18-24 44.6
25-34 37.3
35-44 31.6
45-54 31.2
55-64
65-74
75+
Education

Some high schoolor less
Completed high school
TAFE/Certificate/Diploma
University 28.4
Main activity

Employed

Unemployed

Student

Home duties

Retired

Main language spoken at home
English

Other

Country of birth
Australianborn
English-speaking country
Non-English speaking country

w
-
©

Self-reported disability
Reported disability —under 65years 27.7
Reported disability —over 65 years

No disability reported
Aboriginal and/or Torres Strait Islander status

Aboriginaland/or Torres Strait Islander 23.0
Non-Aboriginaland/or Torres Strait Islander 29.4
Sexuality

Heterosexual 29.5
Other | 345 |
Income

Lessthan $20,000 25.7
$20,000-$39,999 | 196 |
$40,000-$59,999 28.7

$60,000-$79,999
$80,000-$99,999
$100,000 or more 38.7

Household structure

Single person household

Couple household

Household with children 29.6
- Single parent with dependent children 28.2
- Couple parentwith dependent children 29.2

Share or group household

Lower
95% CI

28.5

38.7
18.1

41.6
35.0
29.5
29.3
21.2
15.4
5.1

19.8
31.3
32.3
27.0

34.8
26.5
30.4
11.1
11.4

32.6
16.0

32.9
30.8
14.6

25.4
8.2
30.4

15.5
28.6

28.6
30.3

22.3
17.8
26.4
31.0
31.1
36.8

22.7
24.8
28.3
23.3
27.5
39.4

Higher
95% Cl

30.2

41.4
20.2

47.7
39.7
33.9
33.1
24.7
18.8
7.7

23.5
36.6
35.6
29.8

37.2
37.7
38.5
16.2
13.7

34.6
19.1

35.1
37.1
17.5

30.0
11.6
32.5

32.0
30.3

30.4
38.9

29.4
21.4
31.2
36.7
37.1
40.5

27.1
27.9
31.0
33.5
30.9
45.7

At very high risk of
short-term harm each month
Score Lower Higher
(%)  95%Cl  95%Cl
9.2 8.6 9.8
135 155
o 3 47
[ 132 X 20.7
RN 11 15.3
9.4 8.0 11.0
8.9 7.7 10.1
[ 52 JEE 6.2
| 29 BB 3.6
Kl o: 11
7.9 6.6 9.3
10.3 14.1
10.6 13.0
LAl 63 8.0
10.8 12.5
9.8 19.2
11.5 8.9 14.5
BEERE 20 46
[ 19 W 2.4
10.2 11.6
| a5 [EK 5.4
104 119
11.1 9.0 13.5
2o 45
10.4 8.8 12.2
N :: 2.9
9.6 9.0 10.3
7.4% 3.3 13.9
9.2 8.7 9.8
9.3 8.7 9.9
10.3 7.7 13.4
7.5 5.5 10.0
ey 8.3
9.4 7.9 11.2
9.6 7.9 11.6
11.5 9.5 13.8
10.5 13.1
7.5 6.1 9.0
A ke 8.2
8.9 8.1 9.8
11.6 8.0 16.0
8.3 7.3 9.4
13.8 18.6

Alcohol culture - getting drunk

every now and then is 0K

Score Lower

(%) 95% CI
27.9 27.0
49.6 46.5
40.2 37.8
33.2 31.0
26.9 25.1

31.5

29.6
27.5 26.1
33.6 32.5
35.0 29.4
35.4 31.4
31.7 30.7
30.3 27.2
30.2 27.8
29.4 28.4
28.9 20.1
27.9 27.0
27.5 26.6
24.6 21.2
26.2 23.9
29.5 26.8
32.3 29.3
36.4 34.6
31.5 26.5
30.9 29.2
38.5 35.4

Higher
95% CI

28.8

32.5
25.9

52.7
42.7
35.5
28.8
16.5
9.5
6.0

22.0
36.9
32.9
29.0

34.8
40.9
39.5
26.6
8.5

32.8
18.7

34.0
33.5
15.7

32.6
7.3
30.4

39.0
28.8

28.4
42.7

28.3
20.3
28.7
323
35.4
38.3

25.6
23.0
31.7
36.9
32.6
41.6
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Table 6.4 Summary of alcohol indicators, by demographic

At risk of short-term
harm each month

short-term harm each month

At very high risk of Alcohol culture - getting drunk

every now and then is 0K

Score Lower Higher Score Lower Higher Score Lower Higher

(%) 95% CI 95% CI (%) 95% CI 95%CI (%) 95% CI 95% CI
Victoria 29.4 28.5 30.2 9.2 8.6 9.8 27.9 27.0 28.8
Geography
Metropolitan 29.6 28.4 30.9 9.2 8.4 10.1 28.5 27.3 29.8
- Innermetro PEEN 305 463 RN 137 19.2 355  42.2
- Middle metro 27.7 26.1 29.3 7.8 6.8 8.8 27.1 25.6 28.8
— Outer metro 23.3 28.5 8.1 6.4 10.0 25.3 22.8 28.0
Interface 27.4 25.5 29.4 8.4 7.2 9.7 25.9 24.0 27.8
Regionalcity 30.8 28.4 33.2 9.9 8.3 11.6 30.0 27.5 32.5
Large shire 31.5 29.7 33.4 10.3 9.0 11.7 28.0 26.2 29.8
Smallshire 27.8 25.9 29.8 9.7 8.3 11.3 21.4 25.3
Location
Capitalcity 29.0 28.0 30.1 9.0 8.3 9.7 27.7 26.7 28.8
Rest of state 30.5 29.1 32.0 10.0 9.0 11.0 28.4 26.9 29.9
Internet at home
Yes 31.0 30.1 31.9 9.5 8.9 10.2 29.4 28.5 30.3
SEIFA (index of disadvantage)
1-Low (most disadvantaged) 23.5 27.2 8.3 7.1 9.6 25.3 23.4 27.3
2 27.4 25.4 29.4 8.7 7.4 10.1 27.0 24.9 29.1
3 29.4 27.5 31.4 8.7 7.5 10.0 27.8 25.8 29.8
4 30.2 28.2 32.4 9.7 8.3 11.2 29.4 27.3 31.5
5 - High (Least disadvantaged) EX o0 343 10.1 9.0 11.4 29.1 27.4 309

Summary and conclusion

Alcoholis asignificant cause of marbidity and mortality in Victoria
and asubstantial proportion of Victorians are drinking at levels
that place thematrisk of harm. This survey shows that 40.1% of
malesand 19.1% of females aged 18 and over are at risk of short-
termharmrelatedtotheiralcohol consumption each month.
Short-term harm fromalcoholincludes acute toxicity, self-injury,
road trafficaccidents and significant harm to others (Laslett et al.
2011). Young Victorians aged 18-24 are the age group at highest
risk of short-term harm, compared with adults aged 75 and over
(44.6% and 6.3% respectively). Onamonthly basis, half (50.8%)
ofallyoung malesaged 18-24 and twoin five (38.1%) of young
femalesdrinkalcoholat levels associated with short-term harm.

Alcohol consumption behaviour that carries arisk of short-term
harmis generally more prevalent among more advantaged
population groups (AIHW 2014). However, while some markers of
social position (forinstance higherincome) are associated with
higher rates of risky single-session alcohol consumption, for
other markers of social position (such as education) higher levels
of advantage are associated with lower rates of risky single-
session alcohol consumption. Furthermore, prior research has
found that more disadvantaged individuals experience greater
levels of actual alcohol-related harm due to a confluence of other
risk factors (Jonesetal. 2015, Makeld & Paljdrvi 2008). These
findings, combined, confirm the complex relationship that exists
betweenalcohol-related harmand socioeconomic inequality.

VicHealth Indicators Survey 2015 — Selected findings

Culturaland societal perceptions, knowledge, attitudes and
beliefsabout alcoholsignificantly influence the patterns of
alcohol consumptionin populations (Savic et al. 2016). This
survey shows that more than one-quarter of Victorians agree
that gettingdrunk every now andthen, to the point of losing
balance, isacceptable. This perceptionis most prevalentamong
young Victorians, with almost half (49.6%) of young adults aged
18-24 agreeingthatisacceptable. Theinfluence of peer pressure
amongyoung peopleis significant, and intoxicated people are
oftenadmired and applauded by their peers (Lyversetal. 2010).
Governments, health organisationsandresearchersrecognise
theimportance of tackling drinking cultures asa means to
preventand reduce alcohol-related harm (National Preventative
Health Taskforce 2009, Room et al. 2015, Savic et al. 2016).

AVicHealth guide providing evidence-informed actions that can
help reduce harm fromalcohol, particularly atalocal level, is
available at www.vichealth.vic.gov.au/localgovernmentguides.

Further information

This chapterreports prevalence data about Victorians consuming
alcohol at levels that pose a high, or very high, risk of short-term
harm. Italsoreportson Victorians’ acceptance of intoxicationa
proxy measure of alcohol culture. Complementary information
about Victorians’alcoholconsumptionis presentedin the
Victorian Population Health Survey 2014 (DHHS 2016).


http://www.vichealth.vic.gov.au/localgovernmentguides
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Appendix A:
Indicator, indicator question,
response frame, and score processing

Question

Response frame

Subjective
wellbeing [range
0-100]

¢ [Thinking aboutyourown

¢ lifeand your personal

© circumstances, how satisfied
: areyouwithyourlifeasa

whole?]

Turning now tovarious areas
of your life...How satisfied are

Scale from0-10, whereOis
¢ completely dissatisfied and
© 10iscompletely satisfied,
© answered for each domain

area.
1. Record number

2. Don’tknow

¢ Average score of 7
i domainsiscombined

intoaPersonal
Wellbeing Index

i Averagescalescore.

score,and converted
intoascale maximum

(excluding
‘Don’tknow’
i and ‘Refused’)

youwith... 3. Refused scorewitharange
¢ a. your standard of living? ; of 0 (completely
i dissatisfied) to
i b. health? ‘
| 0. yourhea £ 100 (completely
c. whatyouare currently satisfied).
achievingin life?
d. your personal
relationships?
e. howsafeyoufeel?
. f. feelingpartof your
i community?
E g. your future security?
Satisfaction with Thinking about your own Scale from0-10, where Ois Average scale score. Allrespondents
life as a whole life and your personal completely dissatisfied and 10 (excluding
[range 0-10] circumstances, how satisfied iscompletely satisfied ‘Don’t know’
i areyouwithyourlifeasa 1. Record number i and ‘Refused’)
?
whole? 2. Don’tknow
3. Refused
Perceptions of How safe orunsafedoyoufeel : 1. Verysafe The percentage of Allrespondents
safety — walking whenyouareinthe following 2. Safe respondents who
alone during day ¢ situations? How safe doyou | 3. Neither safe nor unsafe 5 feel,safe gr very
feel...? safe’ walkingalone
+ walkinginyourlocal area 4. Unsafe intheirlocalarea
alone during the day? 5. Very unsafe during the day.
P, walkinginyour local area ¢ 6. Neveraloneinthissituation !
alone after dark? 7. Don’tknow
8. Refused
Perceptions of How safe orunsafedoyoufeel : 1. Verysafe The percentage of Allrespondents
safety - walking whenyouareinthe following 2. Safe respondents who
alone after dark ¢ situations? How safe do you : . i feel‘safe’or ‘very
: i 3. Neithersafenorunsafe : , . o
feel...? safe’ walkingalonein
+ walkinginyourlocalarea 4. Unsafe theirlocalareaafter
alone during the day? 5. Very unsafe dark.
-« walkinginyour localarea ¢ 6. Neveraloneinthissituation :
alone after dark? 7. Don’tknow
8. Refused
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Indicator Question Response frame Score processing Base
Mental wellbeing
Resilience Able to adapt tochange... Not true atall (scored 0) Average scale score. Allrespondents
[range 0-8] (excluding
i Tend tobounce backafter Rarely true (scored 1) Scalescoreissumof | «qopot know’

- illness or hardship®

A “actualquestiontextisproprietary

to CD-RISC 2 questionnaire and thus
cannotbereproduced here.

GoRwoN e

. Sometimestrue (scored 2)
Oftentrue (scored 3)

. Truenearlyallthe time
(scored 4)

6. Don’tknow
7. Refused

thetwoitem scores
¢ forthetwoitemson

ascaleof0-8.

and ‘Refused’)

Perceptions of
neighbourhood -
‘people are willing
to help each other’

about your neighbourhood:

Onascaleoflto7,wherel

is ‘strongly disagree’and 7 is

‘strongly agree’, doyou agree

ordisagree that...?

a. “Peoplearound here
arewillingto help their
neighbours.”

b. “Thisisaclose-knit
neighbourhood.”

c. “Peopleinthis
neighbourhood can be
trusted.”

Scale from 1-7, where 1is
strongly disagreeand 7 is
strongly agree

1. Record number
2. Don’tknow
3. Refused

The percentage
of respondents
who agree with
statementa(score =
5|6]7).

Perceptions of
neighbourhood -
‘this is a close-knit
neighbourhood’

Now some general questions
about your neighbourhood:

Onascaleoflto7,wherel
isstrongly disagreeand 7is
strongly agree, doyou agree or
disagree that...?

a. “Peoplearoundhere
are willing to help their
neighbours.”

b.“Thisisaclose-knit
neighbourhood.”

c. “Peopleinthis
neighbourhood can be
trusted.”

strongly disagreeand 7 is
strongly agree

1. Record number
2. Don’tknow
3. Refused

The percentage

of respondents
who agree with
statementb (score =
5|6]7).

Perceptions of
neighbourhood
- ‘people can be
trusted’

Now some general questions
about your neighbourhood:

Onascaleoflto7,wherel
isstrongly disagreeand 7 is
strongly agree, doyou agree or
disagree that...?

a. “Peoplearoundhere
arewillingto help their
neighbours.”

b.“Thisisaclose-knit
neighbourhood.”

c. “Peopleinthis
neighbourhood can be
trusted.”

strongly disagreeand 7 is
strongly agree

1. Record number
2. Don’tknow
3. Refused

The percentage

of respondents
who agree with
statement c(score =
516|7)
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Indicator Question Response frame Score processing

Low gender The statements!’m about to Scale from 1-5, where 1 Percentage with :

equality in ¢ read out describe different ¢ isstronglyagreeand5is ¢ lowgenderequality i (excluding

relationships score : attitudesthat people have. ¢ strongly disagree ¢ score. ¢ those for whom
¢ Pleasetellme whether you © 1. Record number : gender equality

¢ strongly agree, somewhat
: agree, somewhat disagree or
- strongly disagree.

“Men should take controlin
¢ relationships and be the head
. ofthe household.”

“Women preferamantobein
¢ chargeoftherelationship.”

2. Don’tknow
3. Refused

Score foreach

i question multiplied
¢ by 10, then both
questionscores

. summed. Low gender
- equalityisscore<70.

¢ couldnothbe
: calculated due
: to‘Don’t know’
or ‘Refused’)

0 days per week

daysdoyoudoatotalof 30 min
¢ ormore of physical activity, :

which was enough toraise
your breathingrate?

This may include sport,
exercise and brisk walking or
cycling for recreationor to
gettoandfrom places, but
should notinclude housework,
gardening or physicalactivity
that may be part ofyourjob.

O

None

Number of days given (1-7)
. Notapplicable

Don’tknow

. Refused

The percentage
. ofrespondents
¢ selecting ‘None’.

1to 3days
per week

%Inausualweek,onhowmany :
¢ daysdoyoudoatotalof 30 min :
¢ ormore of physical activity,

which was enough toraise

O

None
Number of days given (1-7)
. Not applicable

. Thepercentage
. ofrespondents
{ reporting 1-3 days.

your breathing rate? Don’t know
. Refused
This may include sport,
exercise and brisk walking or
cycling forrecreationorto
gettoand from places, but
should notinclude housework,
gardening or physical activity
that may be part of your job.
4 or more days ¢ Inausualweek,onhowmany : 1. None ¢ The percentage Allrespondents
per week - daysdoyoudoatotalof30min 5 Nymber of daysgiven(1-7)  of respondents
ormore ofphy5|calact|y|ty, 3. Notapplicable reporting 4+ days.
which was enough toraise
your breathing rate? 4. Don’tknow
5. Refused

This may include sport,
exercise and brisk walking or
cyclingforrecreationorto
gettoand from places, but
should notinclude housework,
gardening or physicalactivity
that may be part of your job.
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Indicator

. Score processing

Question

Organised physical activity

Response frame

Participation in any
organised physical
activity

Isthe [name of sport/

© physicalactivity] organised
byaclub, assaciation or other

i organisation?

o o

(@]

Yes
No

. Don’tknow

d. Refused

The percentage
. of respondents
¢ answering ‘Yes’.

Organised by a
fitness, leisure
orindoor sports
centre

What type of club, association

; ororganisationorganised
. the[name of sport/physical

activity]?

1. Fitness, leisure orindoor
sportscentre

2. Sportscluborassociation

3. Recreationclubor
assaciation (e.g.
bushwalking club)

4. Work

5. Educational Institution
(e.g. Tafe, University)

6. Physicalactivity courses

7. Private business (e.g.
private personaltraining,
pilates oryoga studio)

8. Community fitness
programs/events

9. Other (specify)
- 10. Don’tknow
© 11. Refused

¢ ofrespondent :
. participatinginsport
: viaafitness, leisure

The percentage

orindoor sports
centre.

Organised by a
sports club or
association

What type of club, association

i ororganisation organised
the [name of sport/physical
¢ activity]?

1. Fitness, leisure orindoor
sportscentre

2. Sportsclub orassociation

3. Recreationclubor
assaciation (e.g.
bushwalking club)

4, Work

5. EducationalInstitution
(e.g. Tafe, University)

6. Physicalactivity courses

7. Private business (e.g.
private personaltraining,
pilates oryoga studio)

8. Community fitness
programs/events

£ 9. Other (specify)
10. Don’tknow
11. Refused

. ofrespondents ‘
. participatinginsport
i viaasportsclubor i

The percentage

association.
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Indicator . Question . Response frame . Score processing
Non-organised physical activity
Participation in . Isthe [name of sport/ " a. Yes . The percentage
any non-organised | physicalactivity] organised " b. No . of respondents
physical activity byacl.ub,.association orother ¢ Don't know - answering ‘No”.
: organisation? :
: i d. Refused
Activity type Whatarethe threemaintypes @ Freeresponse The percentage Allrespondents
- walking ¢ of physicalactivities thatyou ¢ ofrespondents
© USUALLY do? © reporting ‘Walking’
asone of their top
i three physical
: activity types AND
reportingitasanon-
organised activity
¢ type.
Activity type What arethethree maintypes : Freeresponse The percentage Allrespondents
- jogging or i of physicalactivities thatyou i ofrespondents
running © USUALLY do? A reporting Jogging’
or ‘Running’ as one
i oftheirtopthree
: physical activity
types AND reporting
itasanon-organised
© activity type.
Activity type What are the three main types Freeresponse The percentage Allrespondents
- cycling ¢ of physicalactivitiesthatyou ¢ of respondents :
i USUALLY do? i reporting ‘Cycling’as
: : one of their top three
physical activity
¢ types AND reporting
* itasanon-organised
activity type.
Activity type What are the three maintypes | Freeresponse The percentage Allrespondents

- gym or fitness

. of physicalactivities thatyou

USUALLY do?

: activity type.

. ofrespondents

reporting ‘Gym’
or ‘Fitness’asone

. oftheirtop three
¢ physical activity

types AND reporting
itasanon-organised

Activity type
- swimming

What are the three main types

. of physicalactivities thatyou

USUALLY do?

Freeresponse

© activity type.

The percentage

. ofrespondents

reporting
‘Swimming’asone

. oftheirtop three
¢ physicalactivity

types AND reporting
itasanon-organised
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. Refused

¢ isnotapet.

Indicator Question Response frame Score processing
Participates alone Who do youusually dothe 1. Byyourself The percentage
: [name of sport/physical . 2. With friends/family . ofrespondents
¢ activity] with? ) ¢ selecting ‘By
: 3. Other (specify) - yourself”.
¢ 4. Don’tknow ;
5. Refused
Participates with Who doyouusually dothe E 1. Byyourself E The percentage Allrespondents
someone [name of sport/physical 2. With friends/family of respondents
i activity]l with? ; . i selecting ‘With
‘ i 3. 0th f ‘
3. Other (specify) friends/family’ OR
4. Don’tknow ‘Other’, where ‘other’
5 '

at work

Time spent sitting
on usual work day

(hours: minutes)

The following questionis about
sittingat work, including meal

and snack breaksand time
i spentsittingatadesk. How

much time do you spend sitting
atworkonausualwork day?

Freeresponse

Average time spent
sittinginatypical

. workday.

between 18 and

i 64yearswho
i work 350r more

hours aweek

Number of serves

of vegetables
per day

food. How many serves of
vegetablesdoyou USUALLY eat

: eachday —a‘serve’is Y2 cup of :
! cookedvegetablesor1cupof

salad vegetables.

NB: ‘Vegetables’includes
potatoes, hot potato chips,
but excludes potato crispsand

PER DAY

2. Don’tknow
3. Refused

Average number of
serves per day.

(excluding
‘Don’tknow’

¢ and ‘Refused’)

Number of serves

" How many serves of fruit do

: Average number of

of fruit per day you USUALLY eateachday —a PER DAY serves per day. (excluding
i ‘serve’is 1 mediumpieceor2 i 3 pon’tknow ¢ ‘Don’t know’
smallp}ecesoffrmtorlcup of 3. Refused and ‘Refused’)
diced pieces.
¢ NB:Excludes fruit juice.
Eats take-away How often doyou eat take- 1. Mostdays (6-7 times per The percentage Allrespondents

meals/snacks at

least three times a

week

away meals and snacks that
are bought from fast food
or take-away food outlets?
Examples could be pizza,
hamburgers, hot chips.

O W N DU~ W N

week)

3-5times per week

. 1-2times per week

2-3times per month

. Once per month

. Lessthanonce per month

Never

. Don’tknow
. Refused

of respondents
selecting ‘Most days’
or ‘3-5times per
week’
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Indicator

per day

Question

How many cups of water do
¢ youusually drinkinaday? 1
© cup=250mlorahousehold
© cup. laverage 600mlbottle of !
water=2.5cups. :

Response frame

Number of cups per day given
¢ ornumber of litres per day
: given

. Score processing

Percentage of
| respondentsdrinking |
¢ nowater perday. :

Number of cups of

How many cups of water do

water consumed | youusuallydrinkinaday? 1 ¢ ornumber of litres per day ¢ (excluding
per day ¢ cup=250mlorahousehold ¢ given ¢ ‘Don’t know’
¢ cup.laverage600mlbottleof ! ¢ and ‘Refused’)
¢ water=2.5cups. 3 3
Alcohol
At risk of How often doyoudrink five 1. Everyday Percentage of Allrespondents
short-term harm i ormore standarddrinksin L. 5-6 days a week i respondentsdrinking
each month asingle session? Astandard 3. 3-4davsaweek five or more standard
drinkisequalto 1 pot of full ' y drinksinasingle
strength beer, 1 smallglass 4. 1-2daysaweek session at leastonce
of wine or 1 pub-sized nip of 5. 2-3daysamonth amonth.
spirits. 6. About 1 dayamonth
7. Lessoften
8. Never
9. Don’tknow
10. Refused
At very high risk of How oftendoyoudrink 11 1. Everyday Percentage of !
short-termharm | ormore standarddrinksin . 2. 5-6daysaweek ; respondents drinking
each month asingle session? Astandard 3 3-4davsaweek 11 or more standard
drinkisequalto 1 potoffull ' y drinksinasingle
strength beer, 1 smallglass 4. 1-2daysaweek sessionat leastonce
of wine or 1 pub-sized nip of 5. 2-3daysamonth amonth.
spirits. 6. About 1 dayamonth
7. Lessoften
8. Never
9. Don’tknow
10. Refused
Alcohol culture Doyou PERSONALLY agree or Scale from 1-5, where 1 Percentage of Allrespondents

- “Getting drunk
every now and then
is okay”

disagree that gettingdrunk

every now and thenis okay? By :
i ‘gettingdrunk’ I meandrinking

tothe point of losing balance.

isstrongly agreeand5is

i strongly disagree

1. Record number
2. Don’tknow

respondents

agreeingor strongly
i agreeing with the

questionstatement.
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Appendix B:
List of demographic variables, report categories
and source of demographic variables used in the
VicHealth Indicators Survey 2015.

Demographic Categories Notes
Gender Male Categoriesalign with VicHealthindicators surveys
""""""""""""""""""" : 2007and 2011
Female :
Age 18-24 years Categoriesalign with VicHealth indicators surveys

Household structure

Aboriginal and/or Torres

Strait Islander status

Main language spoken
at home

Education

25-34 years

35-44years

45-54 years

55-64 years

65-74 years

75+ years

© 2007and 2011

Categoriesalign with VicHealth indicators surveys
: 2007and 2011

Categories align with VicHealth indicators surveys
: 2007and 2011

Firsttime usein VicHealth indicators survey

Categoriesalign with VicHealth indicators surveys
© 2007and 2011

¢ English

| Other

Categoriesalign with VicHealth indicators surveys
© 2007and 2011

Categoriesalign with VicHealth indicators surveys
© 2007and 2011
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Demographic

Categories

Notes

Household income

. 2007and 2011

$100,000 or more
Main activity Employed Categoriesalign with VicHealth indicators surveys
""" 2007 and 2011
Unemployed
Student

Home duties

Retired
Geography Metropolitan ¢ Municipal Assaciation of Victoria (MAV) geographic
‘ ¢ LGAconcordance
Inner metro VicHealth Indicators 2011 concordance
Middle metro VicHealth Indicators 2011 concordance
Outer metro VicHealth Indicators 2011 concordance
Interface Municipal Assaciation of Victoria (MAV) LGA
‘ ¢ concordance
Regional city Municipal Association of Victoria (MAV) LGA
: ¢ concordance
Large shire Municipal Association of Victoria (MAV) LGA
‘ ¢ concordance
Smallshire Municipal Assaciation of Victoria (MAV) LGA
‘ ¢ concordance
Region Capitalcity Postcode concordance with ABS Greater Capital
City Statistical Areas (GCCSA)
Rest of Victoria Postcode concordance with ABS Greater Capital
City Statistical Areas (GCCSA)
SEIFA (index of : 1-Low (mostdisadvantaged) ABS postcode concordance
disadvantage T o ) ) ; ;
ge) P2 ¢ ABS postcode concordance
3 ABS postcode concordance
4 ABS postcode concordance

ABS postcode concordance

Internet access

Yes

%No

Firsttime use asapredictor variable in VicHealth

i indicators survey
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Appendix C:
VicHealth Indicators geographic
classification concordances

Local Government Location (according to 2015 VicHealth | 2011 VicHealth Department of Accessibility/

Municipal
Area Australian Bureau of Statistics Indicators Indicators Health Regions Remoteness Index i Association
Greater Capital City Statistical region* regions of Australia (ARIA) i ofVictoria
Area [GCCSA] classification) i (MAV) regions
regional other i Hume i Innerregional Australia/ small shire

Alpine i Restofstate i smallshire

Outerregional Australia

Ararat H ?éétofstate H regionalother Grampians Inner Regional Australia sﬁallshire
Ballarat Reustofstate  regionalcity | regionalcities Grampians Inner Regional Australia : régionalcit& '''''''
Banyule Cé‘pitalcity H North and West Major Cities of Australia : I\)I‘etropolita'\ ........
BassCoasHtH ﬁéétofstate Gippsland Inner Regional Australia lérgeshireﬂ
Bavaavvw R'éustofstate Gippsland Inner Regional Australia lé;geshire ''''''''''
Bayside Cué‘pitalcity """ Southern Major Cities of Australia M‘étropolitue'l‘r; ''''''
Benalla H R%étofstate H Hume Inner Regional Australia skr‘nallshire '''''''''
Boroondarua Cgpitalcity ) Eastern Major Cities of Australia letropolitan
Brimbankw C';‘a“pitalcity """ Northand West Major Cities of Australia
Buloke Rue_ustofstate { Loddon Mallee Outer Regional Australia
Campasp; Rue;‘stofstate Loddon Mallee Inner Regional Australia - largeshire
Cardinia Caupitalcity ) Southern Major Cities of Australia/ Iaterface ''''''''
Inner Regional Australia
Casey C;pitalcity Southern Major Cities of Australia : Iﬁterface ''''''''''
Central Goldfields Rest of state ) Loddon Mallee Inner Regional Australia s}nallshire ''''''''''
Colac-Otway Ré‘stofstate H Barwon Inner Regional Australia lérgeshire ''''''''
South West : :
Eorangarﬁ&e R'é‘stofstate' """ Barwon Inner regional Australia/ éFgeshire ''''''''''
South West i Outerregional Australia
Darebin C';pitalcity """ Northand West Major Cities of Australia
EastGipp;l‘and Ruejstofstate : Gippsland OuterRegionalAustrali;
Frankstonu Cué‘pitalcity H Southern Major Cities of Australia
Gannawarra Reustofstate ) Loddon Mallee Outer Regional Australia
GlenEira Eaupitalcity H Southern Major Cities of Australia
Glenelg ) Rue;‘stofstate ) | Barwon Outer Regional Australia
: South West :
GoldenPlains Ré‘stofstate H Grampians Inner Regional Australia
GreaterBe'ﬁdigo Rueustofstate ) Loddon Mallee Inner Regional Australia

Greater Dandenong Capitalcity Southern Major Cities of Australia

Greater Geelong Restof state | Barwon Major Cities of Australia/ :

South West Inner Regional Australia

Greater Shepparton Rest of state Hume Inner Regional Australia

Hepburn Restof state Grampians Inner Regional Australia smallshire

Hindmarsuﬁ‘ Rueustofstate Grampians Outer Regional Australia srﬁallshiré .........
Hobsons Bay Eé‘pitalcity ) Northand West Major Cities of Australia Metropolit;ﬁ ''''''
Horsham Reustofstate“ Grampians Outer RegionalAustralia i régionalcity """""
Hume ) C;pitalcity ) Northand West Major Cities of Australia Iﬁterface '''''''''
Indigo Rueustofstaté """ : Hume Inner Regional Australia sr%a[lshiré .........
Kingstonw C;pitalcity """ middle metro middle metro Southern Major Cities of Australia I\/I‘étropolituz'a% '''''
Knox H Cua;pitalcity H outermetro outermetro ..... i Eastern Major Cities of Australia I\/I‘etropolita;ﬁ '''''
Latrobe Reustofstate ) ) regmnalmty i regionalcities ¢ Gippsland Inner Regional Australia régionalcit& '''''''
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Local Government Location (according to 2015 VicHealth 2011 VicHealth Department of Accessibility/ Municipal
Area Australian Bureau of Statistics Indicators Indicators Health Regions Remoteness Index Association
Greater Capital City Statistical region* regions of Australia (ARIA) of Victoria
Area [GCCSA] classification) (MAV) region
Loddon Rest of state small shire : regionalother ! Loddon Mallee Innerregional Australia/ smallshire
: i OuterregionalAustralia
Macedon Ranges Capitalcity /Restof state large shire periurbanareas : LoddonMallee Inner Regional Australia large shire

Eastern

Major Cities of Australia

Hume

Outer Regional Australia

Northand West

Major Cities of Australia

Eastern

Major Cities of Australia

Northand West

Major Cities of Australia

Northand West

Major Cities of Australia

Loddon Mallee

Outer Regional Australia

Hume

Inner Regional Australia

: Hume

Inner Regional Australia

Eastern

Manningham Capitalcity

Mansfield Rést of state  smallshire
Maribyrngﬁg C;pitalcity

Maroondz;H C';pitalcity ........................
Melbourne Cz;pitalcity ........................
Melton Capitalcity Interface .......
Mildura Restof state regionalcity
Mitchell Caupitalcity/liest ofstateu

Moira Rué‘st of state H

Monash §cua”pitalcity

Moonee Valley Cz;pitalcity

- Major Cities of Australia

Northand West

Major Cities of Australia

Moorabool Capitalcity/'Féestofstateu large shire periurbanareas ‘ Grampians Inner Regional Australia large shire

Morelandw C';pitalcity mlddlemetro m|ddlemetr0 Northand West Major Cities of Australia M‘etropotituaur'wt ''''''

Morningto}\ Peninsula C;pitalcity Interface ...... Outermetro ..... Southern Major Cities of Australia ! Iﬁterface '''''''''

Mount Alexander Reust of state H largeshlre : reglonalother i Loddon Mallee Inner Regional Australia Lérgeshire '''''''''

Moyne Restof state large shire regmna[other ..... Barwon Innerregional Australia/ largeshire
E South West i Outerregional Australia i

UGl Cé‘pitalcity/éestofstateu smallshire : DErlurbanareas Hume Inner regional Australia / smallshire
: Outerregional Australia :

Nillumbik Caupitalcity Interface ...... outermetro ..... Northand West Major Cities of Australia ‘ Ir;terface '''''''''

Northern Gurampians Rueust of state H smallsh|re ..... : regmnalother Grampians Innerregional Australia/ : sﬁwal[shire '''''''''
: i Outerregional Australia i

Port Phillip Eé‘pitalcity |nnermetro |nnermetro ..... Southern Major Cities of Australia M‘etropolitaﬁ ''''''

Pyreneesw Rueust of state smallsmre ..... regmnalother Grampians Inner Regional Australia sﬁwaltshiré .........

Queensclif%e R;st of state ) smallsmre ..... : reg|0nalother ..... Barwon Inner Regional Australia sﬁwaushire '''''''''
i : : SouthWest .

South Gippsland Restof state large shire Gippsland Inner Regional Australia largeshire

Southern Grampians Reust of state H largeshlre ..... Barwon Inner regional Australia/ lérgeshire '''''''''
: South West i OuterregionalAustralia i

Stonnington Capitalcity inner metro Southern Major Cities of Australia MEtrOpOlitz;r;

Strathbogie Reustofstate H smallshlre ..... reglonalother Hume Inner Regional Australia s}nallshire '''''''''

SurfCoastH RﬂEﬂStOfState H largeshwe ..... perlurbanareas Barwon Inner Regional Australia : lérge i |
f SouthWest | 3

Swan ill Ré‘StOfState H regionalother Loddon Mallee Outer Regional Australia i lérge shire

Toweng R;StOfState nglOﬂalUther Hume Innerregional Australia/ : sﬁwallshiré .........
i Outerregional Australia i

Wangaratta Reustofstate“ reg\onalmty Hume Inner Regional Australia régionalcit; ''''''''

Warrnamg‘ool R;stofstatew regmnaluty Barwon Inner Regional Australia régiona[ci& ''''''''
South West

Wellington Restofstate ) largeshwe ...... Gippsland Inner Regional Australia lérge shire

G S | Restofstate . smallshire Grampians ' OuterRegional Australia Srsllstined

Whitenorse Ca;pitalcity N ! Eastern Major Cities of Australia I\)I‘etropolita'l}% ''''''

Whittleseé C;pitalcity Northand West Major Cities of Australia Iﬁterface '''''''''

vvodongaw R;stofstate Hume Inner Regional Australia régionalcig} ~~~~~~~~

Wyndham Ca'\‘pitalcity N Northand West Major Cities of Australia IHterface ''''''''''

Yarra Caupitalcity Northand West Major Cities of Australia M‘etropolita'};

Yarra Rané‘es C;pitalcity Fastern Major Cities of Austratia/ |ﬁterface ,,,,,,,,,,,,
i Inner Regional Australia
Restof state ) Grampians Outer Regional Australia

Yarriambiack

* The geographic classification for regions was broadened for VicHealth Indicators 2015 to align more closely with the Municipal Association of Victoria (MAV)

geographic classification.
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