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1 INTRODUCTION 

This paper is an update of the Central Victorian Primary Care Partnership (CVPCP) 

Health and Wellbeing Community Profile1. The CVPCP catchment is located in North 

Central Victoria, within the Loddon Mallee region, and takes in the local government 

areas (LGAs) of Central Goldfields Shire(CGS), Macedon Ranges Shire and Mount 

Alexander Shire. While the LGAs within CVPCP have much in common, there are 

sufficient differences to consider them separately to inform a more sensitive and specific 

planning process. This paper will focus only on CGS For data comparisons between the 

three LGAs refer to the CVPCP Community Profile.  

The objective of this summary is to highlight areas which may be targeted as priorities; to 

inform where we can prevent ill health and lack of wellbeing; where we need to maintain 

our efforts; where can we better match service needs and provision and what activities 

can deliver broad benefits to the community. It will also identify where more information is 

required and provide direction for data collection and research that is the basis of 

strategic planning and service delivery. Most of the data is presented as a snapshot in 

time, there is no reference data provided that enables comparisons to be made or trends 

to be identified. The datasets are frequently small and therefore it is not possible to 

generalise from the data presented to, for example, a particular population.  

There are multiple sources of data including quantitative population health data and 

information drawn from community forums (more qualitative), which may have an 

inherent bias – quantitative data complements this and is useful for our purposes of 

planning and priority setting. Additionally, other data are projected, rather than measured 

and therefore should be viewed as estimates (sophisticated – but estimates never the 

less). Further investigation and analysis must be undertaken in some areas to apply this 

information for population health and wellbeing planning.  

1.1 Region 

CGS is located in central Victoria, about 178km north-west of Melbourne CBD.  CGS 

spans 1,532 square kilometres with a population density of 8.5 persons per hectare. It is 

bounded by Northern Grampians in the north-west, Pyrenees in the west, Hepburn in the 

south, Mount Alexander in the east and Loddon in the north-east.  

CGS is a semi-rural area, with residential, industrial and commercial land use in a 

number of townships. The main townships (population greater than 1,000 people) are 

Maryborough and Carisbrook, with some small hamlets and settlements e.g. Dunolly, 

Bealiba, Majorca, Talbot, Bowenvale, Timor. 

 

                                                

1 Nancy Vaughan-original author  

http://centralvicpcp.com.au/wp-content/uploads/2017/03/CVPCP-Community-Profile-March-2017-in-progress.pdf
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1.2 Statistical Local Areas 

The data in this paper is presented using different statistical areas. The Australian 

Bureau of Statistics and some other agencies collate and present information at 

Statistical Local Area (SLA) level. Statistical Area Level 1 (SA1) are the smallest 

geographic areas on which most 2011 Census data are released.  

Gazetted Localities are the officially recognised boundaries of suburbs (in cities and 

larger towns) and localities (outside cities and larger towns). State Suburbs (SSCs) are 

an ABS approximation of Gazetted Localities as described above. SSCs are 

approximated using one or more SA1s. A LGA (S) is typically made up of one or more 

SLAs. Many State Suburb boundaries have changed considerably between each census 

year 2006, 2011and 2016. Therefore, comparisons between years should be made with 

caution. 

LGA is typically made up of one or more SLAs. All demographic data related to LGA will 

be at shire level (S).  

Figure 1. Australian Statistical Geography Standards non-ABS structures and 2011 SLA 

 



 

2 DEMOGRAPHIC CHARACTERISTICS 

Table 1. CGS Demographic Summary 

 

 

 

 

 

 

 

 

Demographic Summary Table 

CGS population in 2016 is 12,995. There has been very little growth in 

population and is projected to remain almost flat for the next decade.  

Table 2 

Figure 2 

Maryborough has 61% of the shires population, in 2016 Table 2 

In the 2016 census the proportion of Aboriginal people in the CGS area 

increased to 1.5% of the population (n=190). This is higher than the Victorian 

proportion of 0.8% 

Table 3 

In 2016, the median age of people in CGS has increased (50 years) and is 13 

years higher than Victoria’s median (37). 
Table 4 

Compared to Victoria, CGS has considerably smaller percentage in the 15-49 

years age group (working years).  

Table 5 

Figure 4 

Within CGS, Carisbrook has the highest proportion of population of 1-14 years 

(20.7%). 
Table 6 

Nearly 20% of families in CGS are one parent families, higher than the 

Victorian proportion (15.53%).   This has slightly increased from 2011, 

whereas the Victorian proportion has slightly decreased.  

Table 7 

In terms of cultural diversity, CGS is a predominantly Anglo-Celtic and very 

homogenous community 
Table 8 

In 2014, less than half the adults in CGS (44.9%), definitely think 

multiculturalism makes life in their area better - this is lower than the Victorian 

average (55.4%). 

- 
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2.1 Population  

The CGS’s usual resident population (where people are on the night of the Census and also 

by where they usually live) in 2016 is 12,995. 

Maryborough has 61% of the shires population, in 2016. Maryborough, Carisbrook and 

Dunolly are the only towns that have greater than 500 population. The changes to 

populations can be seen in the Table below, however, this must be interpreted with caution 

as some of the boundaries have changed between census years. 

Table 2. Population: calculated on usual resident population (more than 200population) 

CGS Districts (SSC)* 2016 2011 2006 
Change 2011 

- 2016 

Change  

2011 - 2016 % 

Maryborough 7,921 7,630 7,365 291 3.8 

Carisbrook 
1,115 1,143 1,353 -28 -2.4 

Dunolly 893 908 969 -15 -1.7 

Talbot 
442 715 586 -273 -38.2 

Bealiba 
206 300 311 -94 -31.3 

Majorca 211 482 387 -271 -56.2 

CGS (S) 12,995 12,496 12,323 499 4.0 

Source: Australian Bureau of Statistics, Census of Population and Housing  2006, 2011, 2016. *some boundaries have changes from each 
census, interpret with caution. 
 

2.2 Indigenous Population 

The Dja Dja Wurrung people are recognised as the first peoples of CGS. As Traditional 

Owners, the Dja Dja Wurrung have been custodians of the land and waters for many 

centuries and continue to perform age old ceremonies of celebration, initiation and renewal.  

The 2016 census shows that the population of Aboriginal people has increased by 31.9% 

from  2011 to 2016. The percentage of Aboriginals in CGS (1.5%) is higher than Victoria 

(0.8%).  

 

 

http://www.abs.gov.au/census
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Table 3. Number of Aboriginal people in CGS 

CGS Districts (SSC) 2016 2011 2006 

Maryborough 125 82 72 

Carisbrook 5 7 5 

Dunolly 14 18 7 

CGS (S) 190 144 109 

Source: Australian Bureau of Statistics, Census of Population and Housing (opens a new window) 2006, 2011, 2016. Boundaries have 
changed and are not comparable. 

2.3 Population Projected Growth 

The figures presented are projections from Victoria in Future 2016. The population of CGS is 

predicted to increase to13,088 in 2031 (6.4% increase). Calculating from the census 2016 

data, this is an estimated increase of 0.7% compared with 39.6% for Victoria. The estimate 

of the growth delineated by age groups shows that CGS growth is in the 65 and over age 

group. 

Figure 2. Population projection for CGS 

 

http://www.abs.gov.au/census
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2.4 Age structure 

In 2016, the median age of people in CGS was 50 years. This has increased from 46 years 

in 2006. In 2016, Children aged 0 - 14 years made up 15.5% of the population and people 

aged 65 years and over made up 28.2% of the population. 

 

2.4.1 Median age  

Over the last 10years the median age across CGS has increased, compared to the Victorian 

median age which remains constant. Dunolly district has the highest median age at 57 

years.   

Table 4. Median age (SSC) 

CGS Districts (SSC) 2016 2011 2006 

Maryborough 50 48 45 

Carisbrook 44 44 
43 

Dunolly 57 55 51 

CGS (S) 50 48 46 

Victoria 37 37 37 

Source: 2006, 2011, 2016 Census of Population and Housing, Basic Community Profiles, ABS *Data for these locations is based on a State 
Suburb boundary (ABS) and this takes in a wide region around the town. Many State Suburb boundaries have changed considerably 
between 2006 and 2011. Therefore, comparisons between 2006 and 2011 figures should be made with caution 
 
 

2.4.2 Five-year age groups 

The census data shows that from 2006 to 2016 the younger age group (0-20) are decreasing 

and the older age group over 60 years are increasing.  Victoria In Future (VIF) 2016 predicts 

that this trend will continue into the year 2031.
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Table 5. CGS Five year age groups 2006 – 2016 (Usual residence) 

CGS 2016 2011 2006 Change 

2011-

2016 

Five year 

age groups  

 
CGS 
No. 

CGS% Vict 

% 

 
CGS 
No 

CGS% Vict 

% 

CGS 

No 

 
CGS 

% 

Vict 

% 

 
CGS 

% 

0 - 4 
586 

4.5 6.3 685 5.5 6.4 648 5.3 6.2 -1 

5 - 9 703 5.4 6.2 682 5.5 6.1 753 6.2 6.4 -0.1 

10 - 14 724 5.6 5.8 706 5.6 6.1 859 7.0 6.7 0 

0 - 14 2013 15.5 18.3 2073 16.6 18.6 2260 18.5 19.3 -0.3 

15 - 19 693 5.3 6.0 787 6.3 6.4 756 6.2 6.8 -1 

20 - 24 619 4.8 7.0 495 4.0 7.0 463 3.8 6.9 0.8 

25 - 29 525 4.0 7.4 436 3.5 7.3 438 3.6 6.6 0.5 

30 - 34 476 3.7 7.6 470 3.8 7.0 595 4.9 7.2 -0.1 

35 to 39 539 4.1 6.8 649 5.2 7.2 693 5.7 7.6 -1.1 

40 to 44 691 5.3 6.8 750 6.0 7.3 760 6.2 7.4 -0.7 

45 to 49 816 6.3 6.8 834 6.7 7.0 864 7.1 7.2 -0.4 

50 to 54 909 7.0 6.4 925 7.4 6.6 867 7.1 6.5 -0.4 

55 to 59 980 7.5 6.0 953 7.6 5.9 973 8.0 6.1 -0.1 

60 to 64 1058 8.1 5.4 1040 8.3 5.5 838 6.9 4.7 -0.2 

65 to 69 1120 8.6 4.9 895 7.2 4.2 801 6.6 3.8 1.4 

70 to 74 922 7.1 3.7 778 6.2 3.3 662 5.4 3.2 0.9 

75 to 79 716 5.5 2.8 565 4.5 2.6 598 4.9 2.8 1 

80 to 84 464 3.6 2.0 447 3.6 2.1 436 3.6 2.1 0 

85 and over 448 3.4 2.2 400 3.2 2.8 217 1.8 1.7 0.2 

65 and over 3670 28.2 16 3085 24.7 18.9 2714 22.3 13.6 3.5 

Total pop 12,995  100 12,496  100 12,323  100 - 

Source: Australian Bureau of Statistics, Census of Population and Housing 2006, 2011 &2016 
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Figure 3. Figure 3. CGS Five-year age groups 2006 – 2016 

 
Source: Australian Bureau of Statistics, Census of Population and Housing 2006, 2011, 2016 

 

Figure 4. Comparison of five-year age groups for CGS & Victoria, 2016 

 

Source: Australian Bureau of Statistics, Census of Population and Housing, 2016 

 

In 2016, Carisbrook has the highest percentage of 0-14 years (20.7%). Dunolly has the 

highest percentage of 65 years and over (32.5%) within CGS. This is considerably higher 

than Victoria, which has 15.6% in the over 65 years (Table 6) 
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Table 6. Five-year age groups, by Central Goldfield’s state suburbs (SSC) 2016 

Five year age 

groups 

M
a

ry
b

o
ro

u
g

h
 

C
a

ri
s

b
ro

o
k
 

D
u

n
o

ll
y
 

C
G

S
 (

S
) 

V
ic

to
ri

a
 

 % % % % % 

0 - 4 4.8 6.2 2.7 
4.5 

6.3 

5 - 9 5.4 6.9 5.0 
5.4 

6.2 

10 - 14 5.5 7.6 4.1 
5.6 

5.8 

0 - 14 15.7 20.7 11.8 
15.5 

18.2 

15 - 19 5.3 7.0 3.4 
5.3 

6.0 

20 - 24 5.2 5.5 2.7 
4.8 

7.0 

25 - 29 4.4 4.0 1.9 
4.0 

7.4 

30 - 34 3.9 4.1 4.0 
3.7 

7.6 

35 - 39 4.2 4.6 2.1 
4.1 

6.8 

40 - 44 5.4 5.1 5.0 
5.3 

6.8 

45 - 49 5.6 6.9 8.6 
6.3 

6.8 

50 - 54 6.4 7.3 6.7 
7.0 

6.4 

55 - 59 6.6 7.2 10.5 
7.5 

6.0 

60 - 64 7.1 9.6 10.9 
8.1 

5.4 

65 - 69 8.3 6.5 9.7 
8.6 

4.9 

70 - 74 7.1 4.8 9.6 
7.1 

3.7 

75 - 79 6.1 3.2 7.1 
5.5 

2.8 

80 - 84 4.3 1.4 3.3 
3.6 

2.0 

85 and over 4.5 2.1 2.8 
3.4 

2.2 

65 and over 30.3 18 32.5 28.2 15.6 

Source: Australian Bureau of Statistics, Census of Population and Housing 2016 (Usual residence 
 
 
 
 
 



12 | P a g e  

 

2.5 Family Structure 

In 2016, compared to the Victoria average, CGS had a higher  proportion of couple families 

with no children and a lower proportion of couple families with children. Compared to Victoria 

(15.3%), CGS had a higher proportion of one parent families (19.8%). Of the single (or lone) 

parents in CGS in 2016, 83.3% were female2. The percentage of lone parents in CGS has 

slightly increased from 2011 to 2016 census by 1.7%. 

Table 7. Family composition 

 CGS Victoria CGS Victoria 

 2016 2016 2011 2011 

Families No % % No. % % 

Couple family with no 

children 

1,629 47.9 36.5 
1,578 46.6 37 

Couple family with 

children under 15  

681 - 31.1 
- - 30.8 

Couple family with no 

children under 15  

384 - 15.1 
- - 15.2 

Total couple families 

with children 

1,063 31.3 46.3 
1.144 33.8 46.0 

One parent family with 

children under 15  

331 - 7.0 
- - 7.5 

One parent family with 

no children under 15  

344 - 8.3 
- - 8.0 

Total one parent 

families 

673 19.8 15.3 
614 18.1 15.5 

Other family 36 1.1 1.8 48 1.4 1.8 

Total families 3,407  1,532,077   100 

Source2011 &2016  Census of Population and Housing, Basic Community Profiles, ABS. % = % of all families 
*Please note that there are small random adjustments made to all cell values to protect the confidentiality of data. These adjustments may 
cause the sum of rows or columns to differ by small amounts from table totals. 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                

2 2016 Census of Population and Housing, Basic Community Profiles 
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2.6 Cultural Diversity 

In terms of cultural diversity, CGS is predominantly Anglo-Celtic and is a very homogenous 

community.  In 2016, 82% of CGS residents were born in Australia, which has decreased 

from 2011 (86.5%). In CGS, the most common countries of birth, after Australia, were 

England (3.6%), New Zealand (0.8%) and Netherlands (0.6%).  

Table 8. Country of Birth 

 

CGS Victoria CGS Victoria 

2016 2016 2011 2011 

No % % No. % % 

Australia 10,650 82.0 64.9 10,808 86.5 68.6 

England 464 
3.6 

2.9 575 4.6 4.0 

New Zealand 102 
0.8 

1.4 93 0.7 1.5 

Netherlands 79 
0.6 

0.3 74 0.6 0.4 

Philippines  62 
0.5 

0.9 20 0.2 0.7 

Scotland 49 
0.4 

0.4 - - - 

Germany 41 
0.3 

0.4 42 0.3 0.5 

India 36 
0.3 

2.9 18 0.1 2.1 

USA 25 
0.2 

0.3 17 0.1 0.3 

Italy 20 
0.2 

1.2 18 0.1 1.4 

China (excl. SARs & Taiwan)(b) 19 
0.1 

2.7 10 0.1 1.8 

Northern Ireland 18 
0.1 

- - - - 

Wales 15 
0.1 

0.1 - - - 

South Africa 14 
0.1 

0.5 7 0.1 0.5 

Malta 12 
0.1 

0.3 14 0.1 0.4 

Croatia 11 
0.1 

0.3 4 0.0 0.3 

Greece 11 
0.1 

0.8 6 0.0 0.9 

Canada 10 
0.1 

0.2 5 0.0 0.1 

Fiji 10 
0.1 

0.2 6 0.0 0.2 

Ireland 9 
0.1 

0.1* 21 0.2 0.3 

Nepal 7 
0.1 

 - - - 
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Sri Lanka 7 
0.1 

0.9 7 0.1 0.8 

Pakistan 6 
0.0 

 - - - 

South Eastern Europe nfd(c) 6 
0.0 

0.1 7 0.1 0.2 

Thailand 5 
0.0 

0.3 4 0.1 0.2 

France 4 
0.0 

0.1 - - - 

Indonesia 4 
0.0 

0.3 9 0.1 0.3 

Lebanon 4 
0.0 

0.3 0 0 0.3 

Singapore 4 
0.0 

0.3 0 0 0.3 

Cambodia 3 
0.0 

0.2 0 0 0.2 

Chile 3 
0.0 

0.1 - - - 

Egypt 3 
0.0 

0.2 0 00 0.2 

Malaysia 3 
0.0 

0.8 8 0.1 0.7 

Papua New Guinea 3 
0.0 

 - -  

Poland 3 
0.0 

0.2 0 0 0.3 

Taiwan 3 
0.0 

0.2 - - - 

Former Yugoslav Rep. of 
Macedonia 

3 
0.0 

0.3 0 0 0.3 

Vietnam 3 
0.0 

1.4 6 0.0 1.3 

Zimbabwe 3 
0.0 

0.1 - - - 

Born elsewhere(e) 82 0.6 3.1 76 0.6 4.3 

Not stated 1,183 9.1 6.8 628 5.0 5.2 

Total 12,995   12,495  100 

Source: 2011 &2016 Census of Population and Housing, Basic Community Profiles, ABS    (b) excluding Special Administrative Regions (SARs) 
comprise 'Hong Kong (SAR of China)' and 'Macau (SAR of China)'.and Taiwan (c) Includes persons who stated their birthplace as Yugoslavia. 
(e) Includes countries not identified individually, 'Australian External Territories', 'Inadequately described' and 'At sea'. 
*United Kingdom 2011 has been separated in 2016 into England, Northern Ireland, Wales & Scotland 
 

2.6.1 Main language other than English spoken at home 

In CGS, 90.5% of people only spoke English at home. Other languages spoken at home 

included Greek 0.2%, German 0.2%, Mandarin 0.2% and Filipino 0.2%3. 

 

                                                

3 2016 Census of Population and Housing, Basic Community Profiles 
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2.6.2 Migrants 

Between 01 July 2015 and  04 June July 2017, numbers of permanent settlers are small for 

CGS. Please note this data is sourced from the Settlement Database (SDB) and there are 

limitations in the data capture and the actual data. 

Table 9. Migration stream for settlers with a Date of Settlement between 01 Jan 2017 and 30 

Sept 2017 

 
Humanitarian Family Skilled Grand Total 

CGS (S) 0 10 5 15 

Victoria 4,432 18,913 37556 60,901 

Source: Department of Social Services, Commonwealth Government, https://www.data.gov.au/dataset/settlement-reports 
 
 
 

2.6.3 Tolerance of Diversity 

In 2011 38% of adults in CGS, definitely think multiculturalism makes life in their area 

better4. This rose to 44.9% in 2014 but remains less than the Victorian average of 55.4%. 

                                                

4 Victorian Population Health Survey 
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3 SOCIAL DETERMINANTS OF HEALTH 

3.1 Social Determinants of Health Snapshot  

 “The social determinants of health are the conditions in which people are born, grow, work, 

live, and age, and the wider set of forces and systems shaping the conditions of daily life.” 

(World Health Organisation) 

Evidence on the close relationship between living and working conditions and health 

outcomes has led to a renewed appreciation of how human health is sensitive to the social 

environment. Factors such as income, education, conditions of employment, power and 

social support act to strengthen or undermine the health of individuals and communities. 

Because of their potent and underlying effects, these health-determining factors are known 

as the 'social determinants of health' (Wilkinson & Marmot 20035). Other key factors include 

gender and social equity, social inclusion and connection and housing. All these factors are 

associated with each other, as well as affecting the ultimate mental and physical health and 

wellbeing of populations, then individuals. 

Table 10. Summary of selected Social Determinants of Health in the CGS 

Social determinants of health characteristics Table/Figure 

The population of the CGS experiences higher levels of socio-economic 
disadvantage in contrast to the Victorian population.   

Table 12,13 
 

Overall food security improved from 2008 to 2011 in CGS. However, 
7.2% of the population still report that they ran out of food in the previous 
12 months and couldn't afford to buy anymore. 

Table 14 

The proportion of the population receiving benefits in CGS is higher than the 
proportion for Victoria. 

Table 15 -17 

In CGS personal, family and household median weekly income is considerably 
lower than the Victorian medians. As for the state, higher proportions of 
women receive lower weekly incomes and higher proportions of males receive 
higher weekly incomes. 

Table 18-20 
Figure 6,7 

Unemployment rates are slightly higher than for those of Victoria. The 
unemployment rates for Indigenous residents of the shire are higher than for 
non-Indigenous residents.  

Table 23-25, 28 
Figure 8, 9 

In 2011 and 2016, the labour force living in CGS was most likely to be 
employed in education and training services and electricity, gas and waste 
water services 

Table 27 

School completion rates have increased, although they are still much lower 
than the state. Higher rates of females than males complete year 12.  

Table 30 
Figure 10 

                                                

5Australia’s health (2016) AIHW https://www.aihw.gov.au/reports/australias-health/australias-health-2016/contents/determinants 

https://www.aihw.gov.au/reports/australias-health/australias-health-2016/contents/determinants
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The proportion of CGS residents with a university qualification is lower than 
the state figure; the proportions achieving certificates and diplomas are higher. 
There has been little change between 2011 and 2016. A higher proportion of 
females have a university qualification in both the shire and the state.  

Table 31 

Affordable housing in CGS has decreased between 2007 and 2017. Rates of 
rental stress are high. 

 
Figure 12 

The crime rate for CGS is similar or slightly greater than the Victorian rate. 
Both have increased slightly between 2008 and 2017.  

Figure 13 

The rates of all aspects of Family Violence incidents are higher than the 
corresponding Victorian rates for 2015-2017.  

Table 39, 40 

Compared to Victoria, the CGS community is well connected. Conversely, 
there are higher rates of high social isolation reported. Internet access per 
household is lower than the state average.  

Table 41 

The table below (Table 11) sets out a snapshot of some key indicators of some social 

determinants of health. Most of the data is presented and discussed in more detail in other 

areas of this report. Much of the data relates to more than one of the social determinants of 

health. For instance, unemployment has an impact (to varying degrees) on: the social 

gradient, stress, social exclusion, work, and social support. Data is from different sources 

and covers different dates and should only be used as a general guide.  

Table 11.Social Determinants of Health Snapshot (Selected Indicators) 

 Indicator Date CGS Victoria 

 SEIFA rating (all 4 indices, particularly the 
Index of Relative Socioeconomic 
Disadvantage, IRSD. A low value indicates 
greater disadvantage)  

2011 905 1010 

F
in

a
n

c
ia

l 
s

tr
e
s

s
 

Estimated number of people aged 18 years 
and over whose household could raise $2,000 
within a week 

2014 76.6% 84.1% 

Estimated number of people aged 18 years 
and over who had government support as their 
main source of income in the last 2 years  

2014 45.5% 25.9% 

Household income less than $650/week 
(gross) 

2016 34.1% 20.3% 

Food security - Ran out of food in the previous 
12 months and couldn't afford to buy anymore  

2011 7.2% 4.6% 

Rate of births (per 1000) females aged less 
than19 years  

2013 40.2 10.4 

E
m

p
lo

y
m

e
n

t  

Unemployment (15 years and over) 
2016 8.9% 6.6% 

15-19 year-old school leavers disengaged 
(study/training/work) (%)  

2011 26.8 15.0 
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E
d

u
c

a
ti

o
n

 Residents aged19 years and over who have 
completed year 12 or equivalent 

2014 64.0% 88.2% 

Early school leavers who are unemployed 6 
months after leaving school 

2012 13.3% 15.0% 

H
o

u
s

in
g

 Population who slept in caravan, cabin, 
houseboat, tents, improvised home, sleepers 
out on night of 2016 census (number) 

2016 80 - 

Rental stress 2016 36.1% 30.6% 

S
o

c
ia

l 
c
a

p
it

a
l Perceptions of neighbourhood – people are 

willing to help each other  
2015 80.2% 74.1% 

People can be trusted (agree) 2015 76.3% 71.9% 

Tolerance of diversity (yes, definitely) 2014 44.9% 55.4% 

S
a

fe
ty

 

Children who feel safe (Loddon region) 2013 98.0% 95.8% 

% of population that felt safe walking alone in 
their area after dark 

2015 61.6% 55.1% 

Recorded Family Incidents per 100,000 people  2016-17 2583.9 1224.1 

C
o

n
n

e
c

te
d

 Internet not accessed from dwelling 2016 28.1% 13.6% 

Transport limitations 2011 26.4% 23.7% 

High or very high level of social isolation 2014 25.5% 17.3% 

Source: Data is from various sources, refer to CVPCP Community Profile 
* top 10 ranking or significantly different to Victoria, favourable direction 
**Age Standardised rates (ASR) 
 

3.2 Social Gradient 

3.2.1 The Socio-Economic Indices for Area 

The Australian Bureau of Statistics provides four indices which measure aspects of socio-

economic areas, drawn from Census data. These results can be used to compare different 

geographical areas. Each index summarises a different aspect of the socio-economic 

conditions of people living in an area and provides more general measures of socio-

economic status than is given by measuring single determinants such as income or 

unemployment, for example.  

The four indices for SEIFA 2011 are:  

• Index of Relative Socio-economic Disadvantage (IRSD): this is derived from Census 

variables related to disadvantage, such as low income, low educational attainment, 

unemployment, and dwellings without motor vehicles.  

• Index of Relative Socio-economic Advantage and Disadvantage (IRSDA): this is a 

continuum of advantage (high values) to disadvantage (low values) which is derived from 
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Census variables related to both advantage and disadvantage, like household with low 

income and people with a tertiary education.  

• Index of Economic Resources (IER): this focuses on Census variables like the income, 

housing expenditure and assets of households.  

• Index of Education and Occupation (IEO): this includes Census variables relating to 

the educational and occupational characteristics of communities, like the proportion of 

people with a higher qualification or those employed in a skilled occupation. 

The concept of relative socio-economic disadvantage is neither simple, nor well defined. 

SEIFA uses a broad definition of relative socio-economic disadvantage in terms of people's 

access to material and social resources, and their ability to participate in society. While 

SEIFA represents an average of all people living in an area, SEIFA does not represent the 

individual situation of each person.  

Table 12. SEIFA, for IRSD and IRSDA for CGS (S) and its State Suburb codes (SSC), 2011, 2016 

Location IRSD IRSDA 

 2011 2016 2011 2016 

 

Score 
Rank in 

Vic  
Score Rank in 

Vic 
Score Rank in Vic Score 

Rank in 
Vic 

Bealiba 906 89 861 43 901 103 863 47 

Carisbrook 976 349 964 454 950 279 926 275 

Dunolly 853 39 830 25 840 26 820 12 

Maryborough 885 61 873 56 868 49 856 41 

Talbot 938 166 862 48 919 147 848 35 

CGS (S) 905 2 889 1 888 1 870 1 

Source: Australian Bureau of Statistics http://stat.data.abs.gov.au/Index.aspx?DataSetCode=ABS_SEIFA_LGA# 

Table 13. SEIFA, for IER and IEO for CGS (S) and its State Suburb codes (SSC), 2011, 2016 

Location IER IEO 

 2011 2016 2011 2016 

 

Score 
Rank in 

Vic 
Score Rank in 

Vic 
Score 

Rank in 
Vic 

Score Rank in Vic 

Bealiba 950 203 920 104 941 287 946 416 

Carisbrook 989 431 981 472 944 304 905 132 

Dunolly 891 41 888 43 870 34 860 36 

Maryborough 902 58 897 54 879 48 882 57 

Talbot 962 259 924 114 915 152 840 16 

CGS (S) 927 2 919 3 895 1 889 1 

 
Source: Australian Bureau of Statistics http://stat.data.abs.gov.au/Index.aspx?DataSetCode=ABS_SEIFA_LGA# 

http://stat.data.abs.gov.au/Index.aspx?DataSetCode=ABS_SEIFA_LGA
http://stat.data.abs.gov.au/Index.aspx?DataSetCode=ABS_SEIFA_LGA
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A LOWER score on the index means a LOWER level of advantage and a HIGHER level of 

disadvantage. CGS is ranked the most disadvantaged in Victoria, out of 79 LGAs. The 

ranking of SSCs in Victoria is from 2,674 SSCs. 

These data highlight that by all measures CGS is relatively socioeconomically 

disadvantaged (as SEIFA is a relative not absolute measure). The markers used in SEIFA 

are important in determining all aspects of health and wellbeing.  

The CGS SEIFA Index of Relative Disadvantage measures the relative level of socio-

economic disadvantage based on a range of Census characteristics. It is a good place to 

start to get a general view of the relative level of disadvantage in one area compared to 

others and is used to advocate for an area based on its level of disadvantage6.  

The index is derived from attributes that reflect disadvantage such as low income, low 

educational attainment, high unemployment, and jobs in relatively unskilled occupations.  

3.3 Food Insecurity and Access 

Food insecurity is generally considered a problem of resource poor “third world” 

countries, but it is prevalent in certain groups within wealthy countries like Australia7.  

Food security has been described as the state when all people, at all times have 

access to sufficient safe and nutritious food to meet their dietary needs and food 

preferences. 

There are three key components of food insecurity:  

• inadequate access to food8,  

• inadequate supply and  

• inappropriate use of food (such as inappropriate food handling or preparation).  

The prevalence of food insecurity amongst the Australian population is estimated at 

5%.9 

The reasons why people experience food insecurity include a:  

• Lack of resources (including financial resources and other resources such as 

transport);  

• Lack of access to nutritious food at affordable prices,  

• Lack of access to food due to geographical isolation; and  

• Lack of knowledge, understanding and skills or motivation about the 

components and benefits of a nutritious diet. 

                                                

6Australian Bureau of Statistics. Information Paper: An Introduction to Socio-Economic Indexes for Areas (SEIFA), 2006 

http://www.abs.gov.au/ausstats/abs@.nsf/mf/2039.0 

7 Australian Institute Family Studies https://aifs.gov.au/cfca/publications/food-insecurity-australia-what-it-who-experiences-it-
and-how-can-child  

8 This can include functional inaccessibility such as poor oral health causing difficulty eating hard or crunchy foods, for example 
apple or carrot. 

9 https://aifs.gov.au/cfca/publications/food-insecurity-australia-what-it-who-experiences-it-and-how-can-child 

http://profile.id.com.au/macedon-ranges/individual-income?
http://profile.id.com.au/macedon-ranges/qualifications?
http://profile.id.com.au/macedon-ranges/employment-status?
http://profile.id.com.au/macedon-ranges/occupations?
http://www.abs.gov.au/ausstats/abs@.nsf/mf/2039.0
https://aifs.gov.au/cfca/publications/food-insecurity-australia-what-it-who-experiences-it-and-how-can-child
https://aifs.gov.au/cfca/publications/food-insecurity-australia-what-it-who-experiences-it-and-how-can-child
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Certain groups in Australia are more susceptible to food insecurity - including 

unemployed people, single parent households, low-income earners, rental households 

and young people.10  

The 2011-12 survey findings from across Victoria indicate that:  

• Females were slightly more likely to have experienced food insecurity than males 

• A significantly higher proportion of women in rural Victoria had run out of food and 

could not afford to buy more compared with their metropolitan counterparts. 

• Persons aged 25–34 years reported the highest rate of food insecurity (7.8%) 

• The most common reason stated for why people don't always have the quality or 

variety of foods they want was "some foods are too expensive".  

While food security improved for CGS residents aged 18 years and over between 

2008-2011, they continue to report that they ran out of food and could not afford to buy 

more in the past 12 months at a higher percentage than for the state (7.2%; Vic 4.6%). 

The main reason for not having the food they want is its expense (25.5%; Vic 21.3%)11. 

Table 14. Access to food in CGS, the Loddon Mallee Region and Victoria 2008 and 2011 

 %Ran out of 

food in the 

previous 12 

months and 

couldn't afford 

to buy anymore 

% Reasons why people don't always have foods they want: 

Some foods 

are too 

expensive 

Can’t always 

get right 

quality 

Can’t always 

get right variety 

Can’t always 

get culturally 

appropriate 

Poor public 

transport 

 CGS (2008) 11.1# 38.5# 31.3 14.8 6.4 10.5 

 CGS (2011) 7.2* 25.5 20.83 7.9 1.8*^ 7.1 

 Loddon Mallee    

(2011) 
7.7 24.5 25.1# 11.1 3.2 7.5 

 Victoria (2011) 4.6 21.3 19.8 9.3 4.2 5.8 

Source: Victorian Population Health Survey 2011, Victorian Population Health Survey 2008 
* Estimate has a relative standard error of between 25 and 50 per cent and should be interpreted with caution 
^ Estimate is statistically significantly lower than the corresponding estimate for Victoria 
 # Estimate is statistically significantly higher than the corresponding estimate for Victoria 
 
 
 
 
 
 

                                                

10 https://aifs.gov.au/cfca/2016/11/18/report-food-security-and-health-rural-and-remote-australia Rural Industries Research and 
Development Corporation 2016. Food Security in Australia Publication No. 16/053 Project No. 010146  

11 Victorian Population Health Survey 2011, Victorian Population Health Survey 2008 

https://aifs.gov.au/cfca/2016/11/18/report-food-security-and-health-rural-and-remote-australia
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3.4 Welfare Recipients 

3.4.1 Age Pension and Carer Payment 

The Age Pension is designed to provide income support to older Australians who need it, 

while encouraging pensioners to maximise their overall incomes. The Age Pension is paid to 

people who meet age and residency requirements, subject to a means test. Pension rates 

are indexed to ensure they keep pace with Australian price and wage increases12. When 

wages grow more quickly than prices, the pension is increased to the wages benchmark. 

The wages benchmark sets the combined couple rate of pension at 41.76% of male total 

average weekly earnings. The single rate of pension is two-thirds of the couple rate (27.84% 

of male total average weekly earnings)13. 

From 1 July 2017 the Age Pension qualifying age will progressively increase from 65 years 

to 67 years, reaching 67 years in 2023. This affects both men and women born on or after 1 

July 1952. To qualify for the Age Pension, a person must have been an Australian 

permanent resident for a total of 10 years with at least five of those years being continuous 

or satisfy the residence requirements under an international social security agreement.  

The Carer Payment is an income support payment for people who are unable to support 

themselves through participation in the workforce because they are caring for someone 

(child or adult) with a disability, severe medical condition or who is frail and old or a number 

of children (different criteria)14.  

In 2017, CGS had a higher proportion of its population aged 65 years and over receiving the 

Age Pension (81.5%) compared to Victoria (67.9%) and receiving the Carer Payment (3.6% 

vs 1.4%). In 2011, the proportion of both CGS and Victorian residents receiving the Age 

Pension was higher and there was a decrease in the proportion of recipients of the Carer 

Payment in CGS and Victoria.  

                                                

12 https://www.dss.gov.au/seniors/benefits-payments/age-pension 

13 Ibid 

14 https://www.humanservices.gov.au/individuals/subjects/payments-carers 
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Table 15. Age Pension & Carer Payment in CGS and Victoria by age 

 Age Pension Carer Payment 

Year Location No 
Pop* 65+ 

years 
% No 

Pop* 15+ 
years 

% 

2017 

CGS 2,999 3,678 81.5 394 10,984 3.6 

Victoria 626,816 922,599 67.9 66,362 4,788,255 1.4 

2011 

CGS 2,733 3,083 88.6 277 10,424 2.7 

Victoria 552,977 761,582 72.6 48,559 4,355,249 1.1 

Source: 2011 data commissioned from Centrelink* Population data from 2011 Census ABS https://data.gov.au/dataset/dss-payment-
demographic-data September 2017 Population data from 2016 Census ABS 

The Disability Support Pension (DSP) is an income support payment for people who are 

unable to work for 15 hours or more per week at, or above, the relevant minimum wage, 

independent of a Program of Support due to permanent physical, intellectual or psychiatric 

impairment. A DSP claimant must be aged 16 years or over and under Age Pension age at 

date of claim, however once in receipt of DSP, a person can continue to receive DSP 

beyond Age Pension age. Data includes recipients who are determined to be current (i.e. 

entitled to be paid) or suspended on the Centrelink payment system.  

In 2017, the percentage of DSP recipients in CGS was three times higher than that of 

Victoria (Table 16). Percentages have decreased since 2011 for both CGS and Victorian 

residents. 

Table 16. Disability Support Pension (DSP) Recipients in CGS and Victoria aged 16-65 yrs 

 Location No 
Pop aged 16 to 65 

years (incl) 
% 

2017 
CGS 1,093 7,399 14.7 

Victoria 189,042 3,856,738 4.9 

2011 (Oct)* 
CGS 1,616 7,369 21.9 

Victoria 199,680 3,576,519* 5.6 

Source: 2011 data commissioned from Centrelink* Population data from 2011 Census ABS 
https://data.gov.au/dataset/dss-payment-demographic-data September 2017. Population data from 2016 Census ABS 

3.4.2 Health Care Card Holders 

A Health Care Card entitles holders to cheaper medicines under the Pharmaceutical 

Benefits Scheme (PBS) and various concessions from the Australian Government. 

Cardholders are generally Centrelink benefit recipients or people who have a low income.  

In September 2017, there were 1,420 people in the CGS holding a Health Care Card and 

498 holding a Low-Income Card. 

 

 

https://data.gov.au/dataset/dss-payment-demographic-data
https://data.gov.au/dataset/dss-payment-demographic-data
https://data.gov.au/dataset/dss-payment-demographic-data
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3.4.3 Parenting Payments 

Parenting Payment provides income support for parents or guardians to help with the cost of 

raising children. Parenting Payment Partnered is an income support payment for partnered 

parents with a youngest child under six years of age.  

Parenting Payment Single is an income support payment for single parents with a child 

under eight years of age. Data includes recipients who are determined to be current (i.e. 

entitled to be paid) on the Centrelink payment system.  

The proportion of parenting payments made to residents of CGS aged 15-65 years 

(inclusive) continued to be higher than Victoria in 2011 and 2017. There was a decrease in 

the number and proportion of single and partnered payments made in CGS between 2011 

and 2017 (table 17). This change was also seen across the state. The decrease was more 

marked for single parenting payments than for partnered payments, in both locations. 

Table 17. Parenting Payments in CGS and Victoria, aged 15-65 years 

Year Location 

Single Partnered 

No 
Pop 15-65 

years 

(inclusive) 

% No 
Pop 15-65 

years 
(Inclusive) 

% 

2017 CGS 203 7,532** 2.7 81 7,532 1.1 

Victoria 54,572 3,925,888 1.4 23,530 3,925,888 0.6 

2011 (Oct) CGS 274 7,531 3.6 97 7,531 1.3 

Victoria 71,870 3,644,008 2.0 27,822 3,644,008 0.8 

Source: 2011 data commissioned from Centrelink *Population data from 2011 Census ABS  
 https://data.gov.au/dataset/dss-payment-demographic-data September 2017. Population data from 2016 Census ABS 
 

3.5 Income 

3.5.1 Gross Individual Weekly Income and Gross Household Weekly Income 

In 2011 and 2016, compared to Victoria, CGS residents were more likely to have earned an 

income of between $150 and $399 per week. Comparatively lower proportions of residents 

earned between $400 and $1,299 per week, and above. 

Table 18. Weekly incomes of less than $399/week and more than $2,000/week in CGS and 

Victoria, for residents aged 15 years and over, 2016 and 2011 

 
CGS Victoria  

 2016 2011 2016 2011 

 <$399/week 37.5% 49.6% 30.3% 36.8% 

 >$2,000/week 1.7% 1.0% 7.5% 5.7% 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 

https://data.gov.au/dataset/dss-payment-demographic-data
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Personal, family and household median weekly income in CGS are lower than the Victorian 

median incomes. Both have increased between 2011 and 2016.  

Table 19. Median weekly incomes in CGS and Victoria, for residents aged 15 years and over, 

2016 and 2011 

 CGS ($/week)  Victoria ($/week) 

 
2016  2011 2016 2011 

Personal 452 381 644 561 

Family 1,001 864 1,715 1,460 

Household 775 685 1,419 1,216 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 

The median weekly personal income for people aged 15 years and over in CGS was $452 in 

2016. There was a relatively higher increase from 2011 to 2016 in median personal weekly 

income for CGS (15.7%) and the state (12.9%).  

The table below highlights income disparity between males and females in CGS and 

Victoria. A higher proportion of females are on lower incomes and a higher proportion of 

males receive higher incomes. 

Table 20. Personal Weekly Income by gender in CGS and Victoria, for residents aged 15 years 

and over, 2016 

 CGS Victoria 

Income ($/week) 
Males 
(no) 

Males 
(%) 

Females 
(no) 

Females 
(%) 

Males 
(%) 

Females 
(%) 

Negative/Nil income 354 6.6 380 6.8 8.5 11.8 

$1-$149 197 3.7 258 4.6 3.6 5.4 

$150-$299 539 10.0 592 10.5 6.0 8.3 

$300-$399 800 14.9 997 17.7 7.2 9.5 

$400-$499 697 13.0 864 15.4 6.3 9.7 

$500-$649 438 8.2 660 11.8 6.1 8.7 

$650-$799 463 8.6 467 8.3 7.1 8.0 

$800-$999 488 9.1 352 6.3 8.9 7.8 

$1,000-$1,249 360 6.7 211 3.8 9.6 7.3 

$1,250-$1,499 177 3.3 102 1.8 6.7 4.8 

$1,500-$1,749 125 2.3 68 1.2 5.8 3.6 

$1,750-$1,999 65 1.2 36 0.6 4.2 2.2 

$2,000-$2,999 88 1.6 34 0.6 6.6 2.6 

$3,000 or more 36 0.7 27 0.5 4.5 1.5 
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Total Personal income not stated 536 10.0 571 10.2 8.8 8.7 

Total 5,369 _ 5,614 _ _ _ 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 

Figure 5. Personal weekly income for residents of CGS aged over 15 years by gender, 2016 

 
Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 

 

The pattern of gender income seen in CGS is also seen across the state. In CGS, 25.8% of 

males earn greater than $1,000/week compared to 18.7% of females (7.1% difference). 

However this gap is less than the Victorian figure: 46.2% of males earn greater than 

$1,000/week compared to 30.7% of females (15.5% difference). 

Figure 6. Personal weekly income by gender for residents CGS and Victoria, aged over 15 

years, 2016 

 
Sorce: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 
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3.5.2 Median Total Personal Weekly Income by Indigenous Status  

In 2016 and 2011, Indigenous population in CGS had a lower median individual weekly 

income than the income of all residents of the shire and state. Indigenous residents of CGS 

have lower incomes than Indigenous people across the state. This pattern is the same in 

2011 and 2016.  

Table 21. Personal weekly income for residents of CGS and Victoria aged over 15 years, by 

Indigenous status for 2016 and 2011 

 2016 2011 

 CGS Victoria CGS Victoria 

Australian 
Indigenous 

$412 $479 $280 $390 

Total population $452 $644 $382 $561 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011, 2016 
 

3.5.3 Median Income by State Suburb boundary (SSC) 

In 2016, CGS residents’ median personal gross weekly income ($452) was significantly 

lower than Victoria’s median ($662). Within CGS there is a variation between different towns. 

The median personal income of residents of Bealiba ($389/week) is the lowest – there is a 

19% difference between that and the income of the residents of Carisbrook, the highest 

($480/week). All are below the state median. Family and household incomes show similar 

patterns. 

Table 22. Median personal, family and household Income ($/week) for CGS and its towns 

CGS (SSC*) 2016 2011 2006 

 Personal Family 
House 
hold 

Personal Family 
House 
hold 

Personal Family 
House 
hold 

Bealiba 
389 817 565 330 810 660 N/A N/A N/A 

Carisbrook 
480 1,203 1,008 413 968 833 312 810 618 

Dunolly  
429 807 626 348 722 541 261 609 492 

Maryborough 
458 987 769 387 853 672 315 707 575 

Talbot 
410 892 715 369 918 723 280 601 554 

CGS 452 1,001 775 381 864 685 305 703 580 

Victoria 
644 1,715 1,419 561 1,460 1,216 456 1,170 1,022 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2006, 2011 & 2016 *Data for these 
locations is based on a State Suburb boundary (ABS) and this takes in a wide region around the town. Many State Suburb boundaries have 
changed considerably between census collection. Therefore comparisons between years  should be made with caution. 
Median total personal income is applicable to persons aged 15 years and over. 
Median total family income is applicable to families in family households. It excludes families where at least one member aged 15 years 
and over did not state an income and families where at least one member aged 15 years and over was temporarily absent on Census Night. 
Median total household income is applicable to occupied private dwellings. It excludes households where at least one member aged 15 
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years and over did not state an income and households where at least one member aged 15 years and over was temporarily absent on 
Census Night. It excludes 'Visitors only' and 'Other non-classifiable' households. 
 
 

3.6 Employment 

3.6.1 Labour force participation  

The ratio of full-time and part-time employment for all workers has slightly decreased in CGS 

between 2011 (1.6) and 2016 (1.3).  

Table 23. Labour Force Participation in CGS and Victoria for 2016 and 2011 

 
CGS (2016) Victoria 

(2016) 
CGS (2011) 

Victoria 
(2011) 

 No  %** % No. %* %* 

Employed, worked full-time(a) 2,317 48.5 57 2,382 52.4 59 

Employed, worked part-time 1,754 36.7 31.4 1,521 33.4 30 

Employed, away from work(b) 173 3.6 3.1 210 4.6 4 

Hours worked not stated 102 2.1 1.8 122 2.7 2 

Total Employed 4,358 91.2 93.4 4,235 93.1 95 

Total unemployed 423 8.9 6.6 214 4.7 5 

Total labour force* 4,777 100 100 4,549 100 100 

Not in the labour force 5,429 - - 2,503 - - 

Labour force status not stated 777 - - 208 - - 

Total 10,983 - - 7,332 - - 

Source: Australian Bureau of Statistics Census of Population and Housing, Basic Community Profiles, 2011 & 2016  
(a) 'Employed, worked full-time' is defined as having worked 35 hours or more in all jobs during the week prior to Census Night. 
(b) Comprises employed persons who did not work any hours in the week prior to Census Night.  
*employed and unemployed who are looking for work 
**% calculations based on total labour force 

In 2016, there was a gender difference with 63.7% of working males in CGS holding full-time 

employment compared with 33.7% of working females. A greater percentage and number of 

women (42.7% and 2,290) in CGS are in the workforce than men (36.8% and 2,068). 

Overall, in the CGS compared with Victoria, lower percentages of men and women are 

employed full-time, and the part-time employment rates are higher. Unemployment rates are 

higher for both men and women in CGS than in Victoria. 
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Table 24. Labour Force Participation in CGS and Victoria by gender in residents aged 15 years 

and over (2016) 

 CGS Victoria 

 Female (%)* Male (%)** Female (%)* Male (%)** 

Full time employed 33.7 63.7 43.4 69.3 

Part time employed 52.1 23.9 44.3 19.9 

Total employed 92.4 93.3 93.3 93.4 

Unemployed 7.6 10.3 6.7 6.6 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 
*% calculated by total female labour force 
**% calculated by total male labour force 

3.6.2 Labour force participation by Indigenous status  

In 2016, the Indigenous population in CGS was less likely to be employed, in contrast to the 

total CGS population (81.4% vs 91.2%). Between 2011 and 2016 the proportion of 

Indigenous people in the workforce decreased at a greater rate (92.5% to 81.4%) than the 

general population (93.1% to 91.2%) 

Table 25. Labour Force Participation:  by residents of CGS by Indigenous status 2016 and 2011 

 
CGS Indigenous 

population (2016) 

CGS 

Indigenous 

population 

(2011) 

CGS total population 

(2016) 

 No %** %** No  %** 

Employed, worked full-time(a) 23 53.5 40.0 2,317 48.5 

Employed, worked part-time 8 18.6 45.0 1,754 36.7 

Employed, away from work(b) 4 9.3 7.5 173 3.6 

Hours worked not stated - - - 102 2.1 

Total Employed 35 81.4 92.5 4,358 91.2 

Total unemployed 6 14.0 7.5 423 8.9 

Total labour force* 43 100 100 4,777 100 

Not in the labour force 68 - - 5,429 - 

Labour force status not 

stated 

5 
- - 

777 - 

Total 114 - - 10,983 - 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011 & 2016   
*employed and unemployed who are looking for work 
**% calculations based on total labour force 
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3.6.3 Place of work 

The majority (74%)of CGS are employed within CGS, followed by Ballarat (5%) and Mount 

Alexander (4%). This maybe a reflection of access to public transport to enable longer 

commuting opportunities. There is 9% of CGS residents that are employed elsewhere, these 

include  

LGA Number LGA Number 

 
Loddon 39 Yarra 5 

Hepburn 35 Moonee Valley 5 

Melbourne 28 Moorabool 3 

Northern Grampians 17 Greater Geelong 4 

Ararat 15 Port Phillip 4 

Hume 13 Wyndham 3 

Macedon Ranges 12 Melton 3 

Moreland 9 Darebin 3 

Maribyrnong 6 Gannawarra 3 

 

Figure 7. Employment locations of CGS’ residents by LGA 

 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016   
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3.6.4 Occupation  

There is a difference in the distribution of occupational categories in 2016 in the occupations 

of the workforce of CGS residents in contrast to Victoria residents. There was a lower 

proportion of professionals in CGS (11.3%) against Victoria (23.3%) and a higher proportion 

of labourers in CGS (17.8% against 9.0%).  

Table 26. Occupational categories for CGS and Victoria 2016 

 Managers Professional 

Tech’s 

and 

trades 

Community 

and personal 

service 

Clerical 

and 

admin 

Sales 

Machinery 

operators 

and drivers 

Labourers 
Not 

stated 

CGS (no) 538 491 725 557 403 491 300 774 73 

CGS (%) 12.4 11.3 16.7 12.8 9.3 11.3 6.9 17.8 1.7 

VIC (%) 13.5 23.3 13.1 10.5 13.3 9.7 5.8 9.0 1.7 

Source: Australian Bureau of Statistics, Census of Population and Housing, 2016 
 
 

3.6.5 Industry of employment  

In 2016, the labour force living in CGS was most likely to be employed in the education and 

training services (14.4%), electricity, gas and waste water services (14.0%) and 

professional, scientific and technical services (13.0%). This was the same pattern in 2011, 

with slightly more people employed in education and training (17.1%) and professional, 

scientific and technical services (14.6%).  

Across Victoria in 2016, the largest employers were construction (13.9%) and manufacturing 

(10.5%). The proportions in CGS are 7.0% and 6.9% (ranked fourth and fifth) respectively 

reflecting the limited local activity of those industries. 

Table 27. Employed Labour Force* by Industry Sector, location and year (aged 15 and over) 

2016 and 2011 

 CGS (2016) 
Victoria 

(2016) 
CGS (2011) 

Victoria 

(2011) 

 No. % % No. % % 

Education & training 620 14.4 4.9 756 17.1 5 

Electricity, gas, water 
& waste services 

612 14.0 1.6 630 14.2 1 

Professional, 
scientific and 
technical services 

567 13.0 8.4 647 14.6 8 

Construction 305 7.0 13.9 281 6.3 14 

Manufacturing 301 6.9 10.5 315 7.0 15 
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Information media & 
telecommunication 

294 6.8 2.2 311 7.0 2 

Transport, postal & 
warehousing 

292 6.7 6.9 254 5.7 7 

Rental, hiring & real 
estate services 

259 6.0 1.5 225 5.1 1 

Accommodation & 
food services 

186 4.3 5.9 214 5.4 5 

Wholesale trade 113 2.6 3.9 106 2.4 5 

Arts & recreation 
services 

97 2.2 2.0 101 2.3 2 

Mining 75 1.7 0.5 58 1.3 1 

Public administration 
& safety 

59 1.4 5.1 92 2.1 5 

Administrative & 

support services 
51 0.1 3.2 61 1.4 3 

Health care & social 

assistance 
41 0.9 4.9 33 0.7 4 

Financial & insurance 

services 
39 0.9 3.8 57 1.3 4 

Retail trade 33 0.7 8.5 36 0.8 9 

Agriculture, forestry 

& fishing 
19 0.4 2.9 20 0.5 3 

Other services 161 3.7 3.7 142 3.2 4 

Inadequately 
described/Not stated 

219 5.0 5.6 90 2.0 3 

Source: Australian Bureau of Statistics, Census of Population and Housing, 2016 

Unemployment rates have decreased in CGS (Maryborough town and Maryborough region) 

between 2013 – 2017 (indeed since 2011, see figure 8). These rates are higher than those 

for Victoria for 2017 (6.1% December quarter 2017).  

Table 28. Unemployment estimates (smoothed) (SA2 December quarters) 

Location 

Unemployment (%) 

September 2017 September 2015 September 2013 

Maryborough 7.3 10.3 10.6 

Maryborough Region 6.1 8.4 8.6 

CGS (Total) 6.8 9.5 8.3 

Source: Small Area Labour Markets Australia, Department of Education, Employment and Workplace Relations  

The trends for unemployment in CGS and Victoria are slightly different between 2011-17. 

The rates for CGS are invariably higher with greater variation between intervals. There is a 

trend for reduced unemployment in CGS over time. The Victorian rate shows less variation 
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and a trend to an increased unemployment rate over the same period. The data in figure 9 

was compiled from September quarter unemployment rates – which vary from the December 

(4th) quarter estimates. This difference is reflected in figure 10 and Table 28. 

Figure 8. CGS and Victorian unemployment rates 2010-2017 

 
Source: Department of Employment, Small Area Labour Markets data aggregated by RDV, http://www.rdv.vic.gov.au/information-
portal/home,  Unemployment benefits 

Newstart is an income support payment for people who are looking for work. It allows them 

to participate in activities designed to increase their chances of finding work. A person must 

be aged between 21 and 64 years to qualify.  

In 2016, unemployment benefits include Newstart and Youth allowance paid by Centrelink. 

Compared with Victoria, CGS has a higher proportion of people on unemployment benefits, 

for all categories including long term unemployed and people aged 16-24 years (Table 29).  

 

Table 29. Unemployment benefits, for people in CGS and Victoria, June 2016 

 CGS Victoria 

Unemployment recipient beneficiaries number % % 

People aged 16 - 64 years 908 13.2 4.9 

People aged 16 - 64 years , unemployed for more than 6 
months 

767 11.2 4.1 

Young people aged 16 - 24 years  118 12.3 2.7 

Source: Public Health Information Development Unit (PHIDU) Torrens University Australia, 2017 
 

http://www.rdv.vic.gov.au/information-portal/home
http://www.rdv.vic.gov.au/information-portal/home
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3.7 Education 

3.7.1 Educational level attained 

The adverse impact of lower school retention rates on future health and wellbeing has been 

well documented. It is important to address the reasons and consequences of and solutions 

to lower retention rates for young people, their families and the community in CGS. 

Completion of school has increased from 2011 (27.0%) to 2016 (30.2%) for CGS residents 

(Table 30). However, the school completion rate is much lower (nearly half) that of the state 

in 2016. Females were more likely to have completed Year 12 in each case (Figure 10).  

Table 30. Highest Year of School Completed (aged 15 years and over who are no longer 

attending primary or secondary school) on CGS and Victoria 

 CGS Victoria 

Year of school or 
equivalent 

2016 2011 2016 

M (%) F (%) 
Persons 

(%) 
Persons 

(%) 
M (%) F (%) 

Persons 
(%) 

Year 12 27.1 33.0 30.2 27.0 55.0 58.0 56.5 

Year 11 14.9 15.7 15.1 15.5 11.5 10.4 10.9 

Year 10 24.7 21.1 22.9 22.0 13.6 11.6 12.5 

Year 9 11.6 10.3 10.9 12.8 5.3 4.6 4.9 

Year 8 or below 10.7 9.3 10.1 12.6 5.1 5.8 5.5 

Did not go to 
school 

0.4 0.3 0.4 0.5 1.1 1.3 1.2 

Not stated 10.0 10.8 10.6 9.6 8.5 8.4 8.4 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011 and 2016  
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Figure 9. Highest Year of School Completed (aged 15 years and over who are no longer 

attending primary or secondary school) by gender in CGS 

 
Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011 and 2016 

 

There is also a trend of increased rates of school completion with decreasing age. For 

example, in 2016, 55.9% of CGS residents aged 20-24 years had completed year 12, and 

54.0% of those aged 25-34 years. In contrast, 24% of 55-64 year olds and 20.3% of 65-74 

year olds.  

3.7.2 School completion and Indigenous status 

In 2011, the Indigenous population in CGS was equally likely (27.2%) as the non-Indigenous 

population (27.0%) to have completed Year 12 at school. Twice the number of Indigenous 

females (16, 36.4%), than males (9, 18.8%) completed Year 12. Because numbers are 

small, it is not possible to generalise beyond this group of people. 

In 2016, the proportion of the Indigenous population aged over 15 years in CGS to complete 

Year 12 decreased slightly in 22.9% (25 people); the proportion of non-Indigenous people 

completed year 12 increased slightly to 31.9%. The proportion of the CGS Indigenous 

population completing year 12 remains lower than that of the Victorian Indigenous population 

(36.5%)15. 

3.7.3  Non-school qualif ication 

In 2016, of all residents who completed higher non-school qualifications, compared with 

Victoria, CGS had a lower percentage of people completing postgraduate and bachelor 

degrees and graduate diploma, graduate certificates, advanced diploma and diploma but a 

higher percentage of people completing certificates at all levels. The difference between 

                                                

15 Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011, 2016 
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level of educational attainment for CGS and the state was most apparent with post graduate 

degrees (more than 4.7 times less in CGS), bachelor degrees (2.5 times less in CGS), 

Certificate III and IV (1.7 times more in CGS) and total certificates (1.9 times more in CGS). 

The state trend of more females than males completing Graduate Diplomas and Bachelor 

Degrees is seen in CGS. 

Table 31. Non School Qualifications by level, gender and year in CGS and Victoria 

 2016 2016 2011 

 CGS Victoria CGS 

 M (%) F (%) P (%) M (%) F (%) P (%) M (%) F (%) P (%) 

Postgraduate Degree  1.9 1.8 1.9 8.8 8.9 8.9 1.3 1.4 1.3 

Grad. Diploma & Grad. 
Certificate  

1.4 2.7 2.1 2.8 5.3 4.1 1.2 3.6 2.3 

Bachelor Degree  6.8 15.9 11.1 24.1 30.5 27.3 3.6 15.6 11.3 

Advanced Diploma & 
Diploma  

8.0 16.5 12.0 13.1 17.5 15.3 7.5 14.6 10.8 

Certificate III & IV (c) 53.7 26.1 40.4 32.2 15.3 23.7 53.9 25.0 40.5 

Certificate I & II (d) 2.2 3.5 2.8 1.1 1.9 1.5 2.8 4.9 3.5 

Certificate Level, nfd 2.9 5.0 3.7 2.1 3.3 2.7 1.7 3.9 2.7 

Total Certificate  58.7 34.3 46.9 35.4 20.6 25 57.9 33.8 46.8 

Missing data 
(inadequate or not 
reported) 

23.3 29.1 26.1 15.8 17.3 16.6 24.6 30.9 27.5 

Total 100 100 100 100 100 100 100 100 100 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011, 2016  
(a) Excludes schooling up to Year 12.; b) Excludes persons with a qualification out of the scope of the Australian Standard Classification of 
Education (ASCED); (c) Includes 'Certificate III & IV Level, nfd';  
(d) Includes 'Certificate I & II Level, nfd'.   nfd = not further defined 
 
 

3.7.4  Days absent from school 

School absenteeism can result in adverse consequences and/or be a marker of other 

difficulties students are experiencing both at and away from school.  

In 2014, compared to the Victorian average, government schools in CGS recorded higher 

numbers of average absence days for all years, from Prep-12 (including ungraded). There 

was an increase in absenteeism across all years, Prep-12 (including ungraded) from 2013 to 

2014. 

The significance of the differences cannot be quantified with this data, but the results warrant 

further investigation. 
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Table 32. Average number of days absent per full-time equivalent (FTE) student for 

government schools, CGS and Victoria 

 Prep Year 1 Year2 Year 3 Year 4 Year 5 Year 6 

CGS, 2013 12.7 9.7 10.9 9.1 9.4 12.0 11.8 

CGS, 2014 18.4 16.5 15.7 17.1 19.0 16.5 17.3 

Victoria (2014) 14.7 14.5 14.0 13.9 13.8 14.2 14.7 

Source: Victorian Child and Adolescent Monitoring System (VCAM) 

 

Table 33. Average number of days absent per full-time equivalent (FTE) student for 

government schools, CGS and Victoria 

 Year 7 Year 8 Year 9 Year 10 Year 11 Year 12 Ungraded 

2013 20.4 21.7 28.1 24.7 32.3 34.3 12.3 

2014 30.1 34.7 38.6 40.9 35.9 36.5 36.5 

Victoria (2014) 16.6 20.1 22.1 20.1 17.5 15.1 25.9 

Source: Victorian Child and Adolescent Monitoring System (VCAM) 

 

Figure 10. Average number of days absent per full-time equivalent (FTE) student for 

government schools, CGS and Victoria 2014 

 
Source: Victorian Child and Adolescent Monitoring System (VCAM) 
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3.8 Housing 

3.8.1  Private dwellings 

In CGS, of all households, 61.7% were family households, 36.0% were single person 

households and 3.2% were group households. 

Table 34. All private dwellings, 2016 

 CGS (2016) CGS (2011) Victoria (2016) 

Average number of people per household 2.2 2.2 2.6 

Median monthly mortgage repayment 975 867 $1,728 

Median weekly rent 195 150 $325 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2011 & 2016  

3.8.2  Dwelling tenure 

In 2016, 73.0% of occupied private dwellings (separate houses, townhouses/ semi-detached 

dwellings, flats or apartments etc) in CGS were predominantly owned or being purchased 

(Table 35). A smaller proportion was rented (22%) and 3.3% (of all dwellings) were being 

rented from the Victorian government housing authority. 

Table 35. Type of tenure for residents of CGS and Victoria, 2016 

Tenure type CGS Victoria 

Owned outright 44.6 32.3 

Owned with mortgage 28.7 35.3 

Rented  22.0 38.7 

Other 1.2 0.8 

Not stated 3.9 2.8 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016  

3.8.3  Median rent & mortgage 

In 2016, the highest median rent and mortgage repayments within CGS were in Carisbrook. 

Bealiba had the most affordable housing in the shire.  
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Table 36. Median weekly rent and mortgage repayments, 2016 

CGS Districts (SSC) 
Median weekly rent 

($) 
Median monthly rent 

($) 

Median Monthly 
mortgage 

repayments ($) 

Bealiba 80 347 596 

Carisbrook 165 715 1,083 

Dunolly 153 663 794 

Maryborough 200 867 995 

Talbot 123 533 780 

CGS (LGA) 195 845 975 

Victoria 325 1,408 1,728 

Source: Australian Bureau of Statistics, Census of Population and Housing, Basic Community Profiles, 2016 

3.8.4 Affordable letting 

The assessment of affordable supply is based on the number of suitably sized properties 

that are within 30 per cent of gross income. Lower income households are those receiving 

Centrelink benefits16. Affordable housing in CGS has decreased in the last 10 years, 

however the rental market is small and consequently small changes to available rental 

properties can have a large effect on the figures.  

Figure 11. Percentage of housing that is affordable in CGS and Victoria 2000-2017 

 

Source: Rental Report March 2017, Office of Housing Department of Human Service, https://www.dhhs.vic.gov.au/march-2017-affordable-
lettings-local-government-area 
 
 
 

                                                

16 https://www.data.vic.gov.au/data/dataset/rental-report-quarterly-affordable-lettings-by-lga  

https://www.dhhs.vic.gov.au/march-2017-affordable-lettings-local-government-area
https://www.dhhs.vic.gov.au/march-2017-affordable-lettings-local-government-area
https://www.data.vic.gov.au/data/dataset/rental-report-quarterly-affordable-lettings-by-lga
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3.8.5 Rental & mortgage stress 

Nearly twice the proportion of CGS households experience mortgage stress and more than 

three times experience rental stress in comparison to the state figures. 

Rental Stress: this refers to households in the bottom 40% of the income distribution, which 

spend more than 30% of their income on rent, as a proportion of rented private dwellings. 

Mortgage stress: this refers to households in the bottom 40% of income distribution, which 

spend more than 30% of income on mortgage repayments, as a proportion of mortgaged 

private dwellings. 

Table 37. Rental and mortgage stress in 2016 

 CGS Victoria 

% households in dwellings receiving rental assistance 20.4 15.7 

% Dwellings rented from the government housing authority (2011) 3.3 2.8 

% Mortgage stress 12.6 7.5 

% Rental Stress 36.1 10.4 

% Low income households* experiencing financial stress from 
mortgage or rent 

16.6 30.6 

Source: Social Health Atlas of Australia Victoria 2011, Public Health Information Development Unit, 2016 
*Low income households are defined as households in bottom 40% of income distribution 

3.8.6 Homelessness 

When a person does not have suitable accommodation alternatives they are considered 

homeless if their current living arrangement: 

• is in a dwelling that is inadequate; or 

• has no tenure, or if their initial tenure is short and not extendable; or 

• does not allow them to have control of, and access to space for social relations  

There is, however, no single variable in the Census which can accurately inform on 

homelessness. Data item categories such as 'improvised home, tents, sleepers out' and 'no 

usual address' will include both people who were homeless on Census Night and people 

who were unlikely to be homeless. Such variables need to be considered along with other 

data collected in the Census to assist in determining whether a person was likely to have 

been homeless on Census Night17. 

On 2011 census night, of the 11,641 people in staying CGS, 112 people in CGS were living 

in a caravan or a cabin, improvised home, tent or sleeping out. On 2016 census night, there 

                                                

17 http://www.abs.gov.au/websitedbs/censushome.nsf/home/factsheetsh?opendocument&navpos=450 

http://www.abs.gov.au/websitedbs/censushome.nsf/home/factsheetsh?opendocument&navpos=450
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were 80 people living in such structures of 11,858 people staying in the shire (Bealiba - 0, 

Carisbrooke - 3, Dunolly - 22, Maryborough - 49, Talbot - 11).  

3.9 Safety 

3.9.1 Perception of safety  

The VicHealth Indicator Survey from 2015 reports that almost all (97.7%) of CGS’s residents 

surveyed agreed that they felt safe walking alone during the day. This is significantly more 

than the Victorian estimate of 92.5%. Just over six out of 10 (61.6%) CGS residents agreed 

that they felt safe walking alone in their local area after dark, which is similar to the Victorian 

estimate (55.1%)18.  

There has been no significant change in perceptions of safety for CGS residents between 

the VicHealth Indicator Surveys 2007, 2011 and 2015.  

3.9.2 Crime rates 

Criminal incident rates for CGS have been very similar or slightly greater than the Victorian 

rates for the ten year period 2008-2017. There is a trend in both CGS and Victoria for 

increase in the incidence rate of crime since 2008 (Figure 12). More detailed data on types 

of crime and offences with a breakdown of number and rates are available from the Victorian 

Crime Statistics Agency19. Only criminal data has been presented here. 

Table 38. Criminal incident rate/100,000 for CGS and Victoria 2008-2017 

Year CGS Victoria 

2008 6209 6068 

2009 5879 5851 

2010 5873 5729 

2011 6026 5632 

2012 5556 5896 

2013 6561 5896 

                                                

18 VicHealth Indicator Survey, 2015 https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-
profiles-2015 

19 https://www.crimestatistics.vic.gov.au/crime-statistics/latest-crime-data/recorded-criminal-incidents The information outlined 

in this section represents all criminal incidents recorded in the Victoria Police Law Enforcement Assistance Program (LEAP), 

where Victoria Police have recorded a crime prohibited by criminal law. These include crimes that have been reported to police 

as well as those identified by police. 

https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-profiles-2015
https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-profiles-2015
https://www.crimestatistics.vic.gov.au/crime-statistics/latest-crime-data/recorded-criminal-incidents
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2014 6361 5929 

2015 6617 6051 

2016 7740 6772 

2017 6941 6352 

Source: Crime Statistics Agency 

Though not presented in this table, the number of crimes reported has increased in both 

CGS and Victoria over this period.  

Figure 12. Criminal incident rate/100,000 for CGS and Victoria 2008-2017 

 
Source: Crime Statistics Agency https://www.crimestatistics.vic.gov.au/crime-statistics/latest-crime-data/recorded-criminal-incidents  

3.9.3 Family incidents 

A family incident is any situation involving a family, where the police are requested to attend. 

Compared with Victoria, there was a higher rate of reported family incidents, incidents where 

charges were laid, a family violence safety notice issued or an intervention order (IVO) 

sought. The rates were approximately double in all areas compared with the Victorian data. 

https://www.crimestatistics.vic.gov.au/crime-statistics/latest-crime-data/recorded-criminal-incidents
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Table 39. Rate per 100,000 of family violence incidents recorded in CGS and Victoria - October 

2015 to September 2017 

Victorian Crime Statistics Data  

CGS Victoria 

Oct 2015 to 
Sept 2016 

Oct 2016 to 
Sept 2017 

Oct 2015 to 
Sept 2016 

Oct 2016 to 
Sept 2017 

Incidents where child/children were present 956.7 763.2 426.3 378.0 

Incidents where Family Violence Safety Notice 
issued by Victoria Police 

379.5 333.9 191.5 183.7 

Incidents where Family Violence Intervention 
Orders sought by Victoria Police 

474.4 659.9 194.2 193.8 

Incidents where charges laid by Victoria Police 1375.7 1129.0 585.6 541.7 

Total family violence incidents recorded 2577.5 2583.9 1298.5 1224.1 

Source: Victorian Crime Statistics Agency. Commissioned data, February 2018 

These figures only represent the reported cases. Family violence is vastly underreported. 

The Australian Bureau of Statistics Personal Safety Survey 201620 reports that police were 

not contacted by women who had experienced violence from a current or previous partner in 

82.1% or 64.7% of cases respectively. Support or advice was sought by women who had 

experienced violence from current partners in 46.1% of cases and from previous partners in 

36.9% of cases. The main reasons for not seeking advice were: 

1. ‘felt could deal with it myself’ 

2. ‘not serious enough to seek help’ 

3. ‘did not want or need help’ 

4. ‘shame or embarrassment’21 

Table 40. Family incidents recorded and family incident rate per 100,000 of population, 2012-

2017 (October-September) for CGS and Victoria 

Year CGS (number) CGS (rate/100,000) 
Victorian  

(rate/100,000) 

2012 -2013 211 1,671.9 1,089.2 

2013 -2014 263 2,085.8 1,130.7 

2014 - 2015 276 2,189.8 1,217.1 

2015 - 2016 326 2,577.5 1,298.5 

2016 - 2017 325 2,583.9 1,224.1 

% change 2016 - 2017 -0.3% 0.2% -5.7% 

Source: Crime Statistics Agency, https://www.crimestatistics.vic.gov.au/ 

                                                

20 Australia Bureau of Statistics Personal Safety, Australia, 2016 
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4906.02016?OpenDocument 

21 Australia Bureau of Statistics Personal Safety, Australia, 2016 
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4906.02016?OpenDocument 

https://www.crimestatistics.vic.gov.au/
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4906.02016?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4906.02016?OpenDocument
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Figure 13. Rate of Family violence incidents recorded in CGS and Victoria, 2012-2017 

 
Source: Crime Statistics Agency, https://www.crimestatistics.vic.gov.au/ 

 

3.10 Transport 

3.10.1  Method of travel to work 

Outside the larger urban areas, some towns have limited or no public transport available and 

population density, locations of places of employment and proximity to employment centres 

like Melbourne also have a substantial impact upon modes of transport.  

Availability of public transport is essential when considering the importance of social, 

educational and employment opportunities to shire residents. However, of those residents 

aged 15 years or more who work only 0.3% (13) travel on public transport22 (3 people by 

train, 4 people by bus and 3 by ferry23). The vast majority of CGS residents who work, travel 

to work by car, either as driver (68.3%) or passenger (5.0%). 5.6% of residents walked (214) 

or cycled (31) to work.  

The duration of time spent commuting to work was similar or more favourable for workers 

living in CGS (9.3%) than the state (11.6%). 

                                                

22 2016, Census of Population and Housing, Basic Community Profiles, ABS. 

23 This is a curious finding – there is no public ferry service in CGS  

https://www.crimestatistics.vic.gov.au/
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3.10.2 Transport Limitations 

Transport and access to services and social and personal activities in rural areas are 

continuing issues and a barrier to maintaining or improving health and wellbeing. 

Compared with the state, there is a similar proportion of dwellings in CGS without a motor 

vehicle (CGS 6.8%; Victoria 8%)24. 52% of dwellings have more than one motor vehicle; the 

figure is similar across Victoria (55%). 

In 2014, of residents aged 18 years and over in CGS, 4.3% stated they often have difficulty, 

or cannot get to places needed with transport, including those who were housebound25. The 

Victorian figure is 4.2%. 

Transport limitations were measured in the 2011 VicHealth Indicators Survey26. 

Respondents were asked if their day-to-day travel had been limited or restricted in the 

previous 12 months. The result from residents of CGS who had experienced transport 

limitations in the previous year (26.4%), was similar to that from the Loddon Mallee Region 

(26.5%) and slightly higher than the Victorian figure (23.7%).  

 

3.11 Community Connection 

Connected communities are resilient communities because they are ready to look after each 

other in times of crisis, whether that is a flood, bushfire or economic challenges. Studies 

have shown that social capital is an important resource for supporting communities to take 

collective action on issues of concern to them, contributing to social and economic growth.  

At an individual level social support and good social relations give people the emotional and 

practical resources they need for resilience and good health. Building resilient communities 

fosters good health, prevents illness and benefits everyone. All the community connection 

indicators show that CGS residents connect to the community at higher rates than residents 

across Victoria. Membership of community or action groups is an area where engagement 

varies for different groups and the results cannot be confidently compared.  

                                                

24 2016, Census of Population and Housing, Basic Community Profiles, ABS. 

25 Social Atlas of Australia 2017 http://www.phidu.torrens.edu.au/social-health-atlases/maps#social-health-atlases-of-australia-
local-government-areas  

26 VicHealth Indicators Survey 2011 http://www.communityindicators.net.au/wellbeing_reports/central_goldfields 

http://www.phidu.torrens.edu.au/social-health-atlases/maps#social-health-atlases-of-australia-local-government-areas
http://www.phidu.torrens.edu.au/social-health-atlases/maps#social-health-atlases-of-australia-local-government-areas
http://www.communityindicators.net.au/wellbeing_reports/central_goldfields
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Table 41. Selection of community connection indicators for CGS 

 CGS (%) Victoria (%) Year 

Feels part of the community27 78.5 72 2011 

People are willing to help each other28 80.2 74.1 2014 

This is a close-knit neighbourhood – agree29 71.0 61 2014 

Adults who volunteer30 24.0 23.2 2014 

Membership of a community/action group31 

• Sports 

• Religious 

• School 

• Professional 

• Other  

 

30.8 

15.0 

9.5 

10.1 

27.9 

 

25.7 

18.6 

13.7 

23.7 

19.4 

2014 

Attendance at a local community event within 
the past six months32 

66.9 58.7 2014 

3.11.1 Social isolation 

Social isolation is an important health risk factor for both mental and physical health. To be 

socially isolated is to be deprived of social connectedness, its features are described as 

loneliness and lack of social support. A composite indicator has been developed to measure 

social isolation using questions regarding social support and trust33. In a ranking of social 

capital indicators and lifestyle risk factors, social isolation had the strongest relationship to 

high or very high psychological distress34. 

Research has also shown that social isolation varies inversely with socioeconomic status – 

the higher the annual income, the less likely adults are to be socially isolated. Similarly, 

levels of social isolation are inversely related to levels of mental and physical health35. 

                                                

27 VicHealth Indicator Survey, 2011 http://www.communityindicators.net.au/wellbeing_reports/central_goldfields  

28 Victorian Population Health Survey 2015 

29 ibid 

30 ibid 

31 ibid 

32 ibid 

33  Victorian Population Health Survey, Inequalities in the social determinants of health and what it means for the health of 
Victorians(2014) 

34 ibid. 

35 ibid 

http://www.communityindicators.net.au/wellbeing_reports/central_goldfields
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Table 42. Level of social isolation among adults in CGS, rural Victoria and Victoria 2014 

 High or very high 

(%) 
Low (%) Very low (%) No response (%) 

CGS 25.5 28.0* 37.6 8.8^ 

Loddon Mallee 18.5 31.3 41.1 9.1 

Victoria 17.3 36.1 36.3 10.3 

 
*Estimates that are (statistically) significantly lower than the corresponding estimate for Victoria  
^ Interpret with caution 

In contrast to the higher levels of community connection seen in CGS presented earlier, 

CGS residents are more socially isolated than other Victorians. They report higher levels of 

high social isolation (25.5%) than residents of Victoria and the Loddon Mallee region, and 

significantly lower levels of low social isolation than Victoria.  

3.11.2 Internet connection 

Much has been written about the ’digital divide’ and its impact on those affected. Research 

tells us that there a range of factors that contribute to this digital divide along racial, 

economic, ethnic, and educational lines. There is also geographical divide, where access to 

the internet is considerably lower in regional and remote areas compared to major cities36.  

In CGS, the internet is accessed from 68.2% of private dwellings (and from elsewhere in 

28.1%). This is lower than the Victorian figure of 83.7%37. This impacts on social, 

educational, economic and business and professional aspects of CGS residents’ lives. 

                                                

36 Lavery, S. (2015). Rural Social Inclusion: The Evidence. Loddon Mallee Region Primary Care Partnerships. Victoria. 

37 Social Health Atlas of Australia 2017 http://www.phidu.torrens.edu.au/social-health-atlases/data#social-health-atlases-of-
australia-local-government-areas  

http://www.phidu.torrens.edu.au/social-health-atlases/data#social-health-atlases-of-australia-local-government-areas
http://www.phidu.torrens.edu.au/social-health-atlases/data#social-health-atlases-of-australia-local-government-areas
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4 HEALTH 

4.1 Self-Reported Health Status and Wellbeing 

The Australian Bureau of Statistics38 describes self-assessed health status as a commonly 

used measure of overall health which reflects a person's perception of his or her own health 

at a given point in time. It is a useful measure of a person's current health status and 

provides a broad picture of a population's overall health and can be a reliable predictor of 

some health outcomes and service usage39. 

Results from the National Health Survey (NHS) results 2014-15, indicate over half (56.2%) of 

all Australians aged 15 years and over considered themselves to be in excellent or very 

good health, while 14.8% rated their health as fair or poor. These results are similar to those 

of 2011-12 and 2007-0840.  

Table 43. Self-reported summary 

Health Characteristic summary Table/Figure 

CGS residents that report their health as excellent/very good, good, fair/poor in 

similar proportions to Victorian residents 

Table 44 - 47 

Residents of CGS report similar barriers to accessing health services as other 

Victorians 

Table 48 

 

The data presented in the following table are drawn from the NHS 2014-15 (ABS). 

Respondents aged 15 years and over were asked to assess their health on a scale from 

‘poor' to ‘excellent' (the scale was ‘poor', ‘fair', ‘good', ‘very good', or ‘excellent'). The data 

reported are the sum of responses categorised as ‘poor' or ‘fair'41. 

                                                

38 http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/4364.0.55.001~2014-15~Main%20Features~Self-

assessed%20health%20status~6 
39 http://www.sciencedirect.com/science/article/pii/S0277953614006534, 

http://www.sciencedirect.com/science/article/pii/S0277953609002925, https://www.business.unsw.edu.au/research-

site/centreforappliedeconomicresearch-site/newsandevents-site/workshops-site/Documents/Does%20self-

assessed%20health%20measure%20health.pdf (Burstrom & Fredlund 2001; Idler & Benyamini 1997; Miilunpalo et al. 1997) 
40 See footnote 1. 
41 PHIDU http://www.phidu.torrens.edu.au/current/data/sha-aust/notes/phidu_data_sources_notes.pdf 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/4364.0.55.001~2014-15~Main%20Features~Self-assessed%20health%20status~6
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/4364.0.55.001~2014-15~Main%20Features~Self-assessed%20health%20status~6
http://www.sciencedirect.com/science/article/pii/S0277953614006534
http://www.sciencedirect.com/science/article/pii/S0277953609002925
https://www.business.unsw.edu.au/research-site/centreforappliedeconomicresearch-site/newsandevents-site/workshops-site/Documents/Does%20self-assessed%20health%20measure%20health.pdf
https://www.business.unsw.edu.au/research-site/centreforappliedeconomicresearch-site/newsandevents-site/workshops-site/Documents/Does%20self-assessed%20health%20measure%20health.pdf
https://www.business.unsw.edu.au/research-site/centreforappliedeconomicresearch-site/newsandevents-site/workshops-site/Documents/Does%20self-assessed%20health%20measure%20health.pdf
http://www.phidu.torrens.edu.au/current/data/sha-aust/notes/phidu_data_sources_notes.pdf
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Table 44. Estimated rate of people aged 15 years and over with fair or poor self-assessed 

health (modelled estimates) (2014-15) for CGS, regional Victoria42 and Victoria. 

 
Rate (%) 

Rate (%) (95% lower 
confidence limit) 

Rate (%) (95%upper 
confidence limit) 

CGS 19.3 16.2 22.5 

Regional Victoria 17.0 16.7 17.4 

Victoria 15.6 15.4 15.8 
Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 

For the Victorian Population Health Survey 2015, respondents were asked to rank their 

current health status by indicating whether, in general, they would say their health was 

excellent, very good, good, fair or poor. The proportion of residents of CGS which describes 

its health as excellent/very good, good or fair/poor is not significantly different from the 

proportion of responses from residents of Loddon Mallee region or the entire state.  

Table 45. Self-reported health status, 2014/15 

 Excellent/very good Good Fair/poor 

CGS 37.9(14) 38.6(14) 23.5(14) 

Loddon Mallee Region 37.8(14) 41.3(15) 38.7(14) 39.7(15) 23.2(14) 18.6(15) 

Victoria 40.2(14) 41.5(15) 39.1(14) 37.5(15) 20.3(14) 20.4(15) 
Source:Victorian Population Health Survey 2014(14) and Victorian Population Health Survey 2015(15) 
**Estimates that are (statistically) significantly higher than the corresponding estimate for Victoria 
*Estimates that are (statistically) significantly lower than the corresponding estimate for Victoria 
Data were age-standardised to the 2011 Victorian population 

When considering wellbeing, data from a range of sources confirms the VicHealth Indicator 

survey 201543 that showed CGS residents reported greater wellbeing than all Victorians. For 

the purpose of this survey, subjective wellbeing considers an individual’s experience of their 

life, as well as a comparison of their life circumstances with social norms and values, the 

results highlight social connections (personal and community), economic considerations and 

a sense of purpose as core elements of overall life satisfaction. 

CGS residents reported significantly greater wellbeing than all Victorians (see Table 34). 

General life satisfaction and perceptions of safety at night are similar to the rest of Victoria; 

perceptions of daytime safety are significantly greater for CGS residents. There has been 

change in subjective wellbeing or perceptions of safety for the CGS between the 2011 and 

2015 surveys. As the data are not age standardised, differences may be due to variations in 

age profiles. 

 

                                                

42 Regional Victoria includes all Victoria except Melbourne 
43 https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-profiles-2015 

https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-profiles-2015
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Table 46. Indicators of wellbeing for residents, 2015 (crude rate – not age standardised) 

Indicator Measure 
CGS 

estimate 
Victorian 
estimate 

Subjective wellbeing (range 0-100) average 77.9 77.3 

Satisfaction with life as a whole (range 1-10) average 8.0 7.8 

Perceptions of safety-walking alone during the day % agree 97.7** 92.5 

Perceptions of safety-walking alone after dark % agree 61.1 55.1 

Source: VicHealth Indicators Survey 2015 CGS LGA profile 
**Estimates that are (statistically) significantly higher than the corresponding estimate for Victoria 

The Victorian Population Health Survey 2014 defines subjective wellbeing as a multifaceted 

concept that incorporates both a person’s affective and cognitive evaluations of his or her 

life. Its findings seem to support those from the VicHealth Indicators Survey (though not 

reported as significant) that CGS residents are more satisfied with life than other Victorians, 

and less dissatisfied with life than Loddon Mallee residents. 

Table 47. Satisfaction with life, 2014 

 

Very satisfied/satisfied Dissatisfied/ very dissatisfied 

CGS 93.4 6.3* 

Loddon Mallee 90.9 8.2 

Victoria 92.4 6.6 

Source: VPHS 2014, data were age-standardised to the 2011 Victorian population 
Relative standard error (RSE) = standard error/point estimate  
*RSE between 25 and 50 per cent; point estimate (%) should be interpreted with caution. 
 
 

4.2 Access to Health Services 

Nationally, service access is affected by a wide range of factors, geography and service 

existence, transport, cost and timely appointment availability. From the modelled data 

presented below, the residents of CGS experience similar barriers to accessing health 

services as other Victorians.  
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Table 48.Estimated number and rate* of people aged 18 years and over who experienced a 

barrier to accessing healthcare, when it was needed, in the last 12 months, with main reason 

being cost of service (modelled estimates) (2014) 

 Number Rate (%) Rate (%) (95% lower 
confidence limit) 

Rate (%) (95%upper 
confidence limit) 

CGS 117 1.5 0.6 2.4 

Regional Victoria - 1.7 1.6 1.9 

Victoria - 1.6 1.6 1.7 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
*Age standardised rate (per 100) 

4.2.1 Bulk billing  

Bulk billing is available at all general practices in the CGS. Usually this is extended to 

patients on benefits, and sometimes to children under 16 years (see Table 37).  

4.2.2 General Practice availability and services provided  

The following table provides a summary of features of local general practices in the CGS. 

Maryborough District Health Service (MDHS)44 is an integrated health service providing 

primary care health (allied health) and community services as well as hospital care. MDHS 

has two campuses in the shire and one at Avoca.  

Table 49. General Practices in CGS45 

Practice location Hours Bulk billing Doctors 
Languages 

spoken 
Services 
provided 

Maryborough 
M-F: 9 - 5 
Sat: 9 – 12 
Sun: 10 - 11 

Available 
Male and 
female 

English, 
Afrikaans 

Not specified. 

Maryborough M-F: 9-5 Available 
Male and 
female 

English, 
Mandarin, 
Sinhalese 

Not specified. 

Dunolly M-F: (various) Available Male  
English, Sindhi, 
Punjabi 

Not specified. 

Source: Maryborough District Health Service http://www.mdhs.vic.gov.au/ 

 

                                                

44 http://www.mdhs.vic.gov.au/  

45 https://about.healthdirect.gov.au/nhsd Accessed March 2018 

http://www.mdhs.vic.gov.au/
http://www.mdhs.vic.gov.au/
https://about.healthdirect.gov.au/nhsd
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4.2.3 General Practice services delivered 

There is no more recent data for general practice services provided in the CGS (2009-10). 

The results are significantly greater than national figures and appear higher than those for 

Victoria and regional Victoria (although no tests of significance are reported). 

Table 38: Rates* of GP services (MBS** and DVA***) by gender and location 2009-10 

 
Males Females All 

CGS 524,437 694,167 609,733 

Regional Victoria 404,336 562,339 483,686 

Victoria 457,270 619,755 539,074 

Source: Social Atlas of Australia Local Government Areas 2011, PHIDU 2011 
*Age standardised per 100,000 
**Medicare Benefits Schedule (MBS) 
***Dept. of Veterans’ Affairs (DVA) 
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5 HEALTH BEHAVIOURS 

Table 50. Health behaviours summary 

Health behaviour characteristics Table/Figure 

No. 

CGS residents report a significantly lower rate of NO chronic conditions than 

the rest of Victoria. They have significantly higher rates of stroke, 

depression/anxiety, type 2 diabetes and arthritis. 

Table 51 

The rate of current smokers In CGS is higher than the rate for Victoria. Daily 

smoking rates are significantly higher. There is a frequently seen gender 

difference with smoking behaviour: 27% of adult males smoke compared 

with16.8% of adult females in CGS 

Table 52 -55 

A significantly higher proportion of CGS residents did not eat the 

recommended daily fruit and vegetable intake. 

Table 56-58 

The proportion of residents who never eat takeaway food is significantly lower 
than the state estimate.  

Table 61 

Overall, 16.9% of CGS residents reported consuming sugar-sweetened drinks 

on a daily basis, this is higher than  residents from LMR (12.5%) and all 

Victorians (11.2%). 

Table 62 

The proportion of the respondents in CGS that met the activity guidelines was 

less than that reported in 2008 (39.0% vs 61.8%), although the measures were 

effectively unchanged. 

Table 63-67 

There is no significant difference in the rates of adults in CGS who are of 

normal weight, overweight or obese compared with the state rates. 

Table 69-72 

Cancer screening rates for CGS are comparable to Victoria. Table 73-79 

Cervical screening outcomes: low and high-grade abnormality for females 

aged 20 to 69 years, was significantly higher than the Victorian rate. 

Table 77 

There were no statistically significant differences between the rates of 

biomedical screening (blood pressure, cholesterol and blood sugar) in CGS, 

the Loddon Mallee and Victoria. 

Table 80 
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The admission rates for chronic and acute ACSCs in 2015-16 were similar for 

CGS, the Loddon Mallee and Victoria. The rates of admission for vaccine 

preventable ACSC admissions in CGS were greater, although numbers in 

CGS were small.  

Table 81 

The highest admission rates for ACSC in CGS were for iron deficiency 

anaemia, dental conditions and Chronic Obstructive Pulmonary Disease 

(COPD). These rates were higher than those for the LMR and the state. 

Table 82-83 

In CGS, the longest average hospital bed days are for gangrene, 

bronchiectasis, and other vaccine preventable conditions. These bed stays are 

relatively longer than those of the state. 

Table 84 

For the period 2010-14, CGS has a significantly higher rate of avoidable 

mortality for all people, males and females aged 0-74 years compared with 

national data. The rates are higher than those of regional Victoria and Victoria 

(significance not provided). 

Table 85 

In CGS the leading causes of avoidable deaths for 2010-14 were all circulatory 

system diseases, all cancers and other external causes of mortality (accidental 

drowning, submersion). 

Table 86 

The life expectancy at birth for males and females born in the CGS in 2007 

was significantly lower than the Victorian average. 

Table 87 

In 2016-17, kidney and urinary tract disorders were the highest ranking 

diagnostic category for hospital separations for CGS residents. Males (1317) 

are nearly double the number of females (679). 

Table 88  

 

CGS has a higher rate of separations than the Victorian rate in most major 

diagnosis categories except for female reproductive disorders and pregnancy, 

childbirth and the puerperium diagnosis. The higher rates may be influenced 

by the relative small population of CGS. 

Table 89 

Death from all cancer is significantly higher in CGS residents compared to the 

Victorian rate, 2014-2016. 

Table 93 

In 2015-16, the rate of potentially preventable admissions for dental conditions 

in the CGS was greatest for 0-19 year-olds. These rates were much higher 

than for the region and the state, although numbers were small.  

Table 106 
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5.1 Burden of disease  

The Australian Institute of Health and Welfare (AIHW) contends that it is important for health 

planners to have a strong appreciation of the concept of ‘burden of disease’ as well as 

understanding patterns of mortality and morbidity of various conditions46. Burden of disease 

analysis quantifies the gap between a well person’s quality of life and death and that of a 

person with a particular condition suffering ill health and premature death. A comprehensive 

presentation of the data from the AIHW report, which analyses the impact of nearly 200 

diseases and injuries in terms of living with illness (non-fatal burden) and premature death 

(fatal burden) is beyond the scope of this profile, but there are some significant points to 

emphasise: 

• Overall, in 2011 there were 201 years of healthy life lost due to dying or living with 

disease or injury for every 1,000 people in Australia. This is equivalent to 4.5 million 

Disability-Adjusted Life Year (DALY)47 in total.  

• The overall disease burden increases with age 

• Males experienced more burden than females, but the age distribution of burden is 

very similar for males and females 

• Chronic conditions are the leading cause of illness, disability and death in Australia 

• Chronic conditions, with injury contributed the most burden in Australia in 2011 

• Almost one third of the overall disease burden could be prevented by removing 

exposure to risk factors such as tobacco use, high body mass, alcohol use, physical 

inactivity and high blood pressure. 

5.2 What are chronic conditions? 

Chronic conditions are prolonged in duration, rarely resolve spontaneously, and are unlikely 

to be cured completely. They are complex and varied in terms of their nature, how they are 

caused and the extent of their effect on the community. Some chronic diseases make large 

contributions to premature death (cancer and coronary heart disease); others contribute 

more to disability (musculoskeletal conditions). Common features include: 

• complex causality, with multiple factors leading to their onset  

• a long development period, for which there may be no symptoms  

• a prolonged course of illness, perhaps leading to other health complications and a 

gradual deterioration of health and loss of independence 

• associated functional impairment or disability48 

• not usually being immediately life threatening, they are the most common and 

leading cause of premature mortality.  

Nationally, based on self-reported data49 the most common chronic conditions are: 

                                                

46 Australian Institute of Health and Welfare 2016. Australia's Health 2016. Australia's health no. 15. Cat. no. AUS 199. 

Canberra: AIHW https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-

illness-and-death-in-australia-2011/contents/highlights  

47 One DALY is one year of ‘healthy life’ lost due to illness and/or death—the more DALY associated with a disease or injury, 
the greater the burden 
48 Australian Institute of Health and Welfare 2012. Risk factors contributing to chronic disease. Cat No. PHE 157. Canberra: 
AIHW https://www.aihw.gov.au/getmedia/74121d1b-69ca-4a34-a08a-51b741ea26b2/12724.pdf.aspx?inline=true 

https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-illness-and-death-in-australia-2011/contents/highlights
https://www.aihw.gov.au/reports/burden-of-disease/australian-burden-of-disease-study-impact-and-causes-of-illness-and-death-in-australia-2011/contents/highlights
https://www.aihw.gov.au/getmedia/74121d1b-69ca-4a34-a08a-51b741ea26b2/12724.pdf.aspx?inline=true
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• cardiovascular disease, such as coronary heart disease and stroke (18%) 

• mental health (and substance use) conditions, such as depression (18%) 

• back pain and problems (16%). 

 

Prevalence of these conditions varies by gender and age group. A detailed presentation of 

data for disease prevalence is found later in this chapter. The rates of common chronic 

conditions are presented in the table below (VPHS 2014). There are significantly higher 

rates of stroke, depression/anxiety, type 2 diabetes and arthritis in the residents of CGS and 

Victoria. CGS residents report a significantly lower rate of NO chronic conditions than the 

rest of Victoria. 

Table 51. Rates of chronic conditions 

 CGS Victoria 

Heart disease 8.2 7.2 

Stroke  4.9** 2.4 

Cancer 6.3 7.4 

Osteoporosis 4.9 5.2 

Depression/anxiety 33.7** 24.2 

Type 2 diabetes 10.2** 5.3 

Arthritis 26.7** 19.8 

No chronic disease 40.3* 52.9 

Source: VPHS 2014 
Data were age standardised to the 2011 Victorian population 
* significantly lower than the state estimate 
** significantly higher than the state estimate 
 

5.3 Chronic disease modifiable risk factors 

Table 52 summarises the rates of a selection of modifiable risk factors for chronic disease. 

They are modifiable through changes to lifestyle or by treatment. The rate of fruit 

consumption by CGS residents is significantly lower and the rate of high blood pressure is 

significantly higher than all Victorians. Otherwise, although there is an appearance of higher 

rates of modifiable risk factors in the other areas for CGS residents, these are not significant. 

 

                                                                                                                                                  

 

49 Australian Institute of Health and Welfare 2016. Australia’s health 2016. Australia’s health series no. 15. Cat. no. AUS 199. 
Canberra: AIHW. https://www.aihw.gov.au/getmedia/9844cefb-7745-4dd8-9ee2-f4d1c3d6a727/19787-
AH16.pdf.aspx?inline=true  

https://www.aihw.gov.au/getmedia/9844cefb-7745-4dd8-9ee2-f4d1c3d6a727/19787-AH16.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/9844cefb-7745-4dd8-9ee2-f4d1c3d6a727/19787-AH16.pdf.aspx?inline=true
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Table 52. Modifiable risk factors for chronic disease 

Risk factor CGS (%) Victoria (%) 

Obese (BMI ≥30 kg/m2) 23.6 18.8 

Sedentary behaviour 2.5 3.6 

Met NHMRC# (2013) vegetable consumption guidelines 9.6^ 6.4 

Met NHMRC (2013) fruit consumption guidelines 35.4* 47.8 

Daily consumer of sugar sweetened soft drink 16.9 11.2 

Current smoker 20.8 13.1 

At increased risk of alcohol related harm on a single occasion, 
either yearly, monthly or weekly 

45.3 42.5 

High, or very high, level of psychological distress 20.3 12.6 

High blood pressure 34.4** 25.9 

Source: Victorian Population Health Survey 2014. Data were age standardised to the 2011 Victorian population 
^RSE between 25 and 50%; point estimate (%) should be interpreted with caution 
*significantly lower than the state estimate 
** significantly higher than the state estimate 
#National Health and Medical Research Council (NHMRC) 

5.3.1 Smoking 

Smoking is a modifiable behavioural risk factor and is causally related to: 

• Ischaemic heart disease 

• Stroke 

• Type 2 diabetes 

• Kidney disease 

• Arthritis (rheumatoid) 

• Osteoporosis 

• Lung cancer 

• Chronic obstructive pulmonary disease (COPD) 

• Asthma 

• Poor oral health. 

 

The smoking status for residents of CGS, Loddon Mallee and all Victoria from the Victorian 

Population Health Survey 2014, is presented in Table 53. It shows that the rates of current 

smokers and ex-smokers in CGS are higher than in the Loddon Mallee Region and across 

Victoria. The rate of non-smokers is lower in CGS than in the Loddon Mallee and Victoria. 

None of these differences are statistically significant.  
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At a state level there were associations between higher levels of smoking and lower total 

annual household income and not completing high school. 

Table 53.Smoking status by proportion, CGS, Loddon Mallee and Victoria, 2014 

 Current smoker (%) Ex-smoker (%) Non-smoker (%) 

CGS 20.8 26.8 52.3 

LMR 15.1 23.3 60.6 

Victoria 13.1 24.8 61.5 
Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 

Smoking frequency is also reported in the Victorian Population Health Survey 2014, the rate 

for people who smoke daily is significantly higher in CGS than for Loddon Mallee and 

Victoria. There are insufficient data to report on the rate of occasional smokers in the shire. 

Occasional smoking is not defined in the survey; however, it could be assumed that it 

indicates non-daily smoking and includes some-day smokers and intermittent smokers. The 

purpose of describing smoking patterns is to define various risks, such as toxin exposure, 

addiction or disease; these factors operate along a continuum50 

Table 54. Rate smoking frequency, CGS, Loddon Mallee and Victoria, 2014 

 Daily (%) Occasional (%) 

CGS 20.1** ^^ 

Loddon Mallee 12.6 2.4^ 

Victoria 9.8 3.4 
Source: Victorian Population Health Survey 2014, data were age-standardised per 100 persons to the 2011 Victorian 
population 
** Estimate is statistically significantly higher than the corresponding estimate for Victoria 
^ point estimate (%) should be interpreted with caution. 
^^ point estimate (%) is unreliable, hence not reported. 

Modelled estimates from the Social Atlas of Australia (Victoria) reporting on rates of current 

smokers interviewed in 2014-15 (Table 55) indicate that the rate of current smokers (22.8%) 

in CGS is greater than Victoria (15.6%) and regional Victoria (19.5%). Statistical significance 

is not provided. A gender breakdown is provided: in CGS, current smoking by males over 18 

years (27.0%) is much higher than for women over 18 years (19.0%). This gender difference 

in smoking behaviour is commonly reported. The state gender ratio of smokers aged 18 

years and over is M:F =18.4%:12.7%51. 

 

 

 

                                                

50 How should we define light or intermittent smoking? Does it matter? Husten C Nicotine Tob Res 2009 11(2). 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2658911/ (accessed March 2018) 
51 Social Health Atlases of Australia. Victoria. Published by Local Government Area 2018. March 2018 
http://www.phidu.torrens.edu.au/social-health-atlases/data#social-health-atlases-of-australia-local-government-areas  
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2658911/
http://www.phidu.torrens.edu.au/social-health-atlases/data#social-health-atlases-of-australia-local-government-areas
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Table 55.Estimated number and rate of males, females and people aged 18 years and over who 

were current smokers2014-15 (modelled estimates)* 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 
Indirectly age-standardised rate per 100 of population 
*Users of these modelled estimates should note that they do not represent data collected in administrative or other data sets. 
As such, they should be used with caution, and treated as indicative of the likely social dimensions present in an area with 
these demographic and socioeconomic characteristics. The numbers are estimates for an area, not measured events as are, 
for example, death statistics. As such, they should be viewed as a tool that, when used in conjunction with local area 
knowledge and taking into consideration the prediction reliability, can provide useful information that can assist with decision 
making for small geographic regions. Of particular note is that the true value of the published estimates is also likely to vary 
within a range of values (not presented here)  

5.3.2 Nutrition 

This section considers compliance with recommended daily guidelines for fruit and vegetable 

intake and the consumption of takeaway meals or snacks, which are known to be high 

energy and fat foods and consumption of high energy, sugary drinks. 

Inadequate consumption of fruit, vegetables and consumption of whole milk is causally 

related to: 

• Ischaemic heart disease 

• Stroke 

• Type 2 diabetes 

• Kidney disease 

• Osteoporosis 

• Colorectal cancer 

• Oral health. 

 

Obesity to which the consumption of high energy foods is a contributor is causally related to: 

• Ischaemic heart disease 

• Stroke 

• Type 2 diabetes 

 Number Rate (%) 

Males>18 years 

CGS 1,026 27.0 

Regional Victoria 106,436 23.2 

VIC 400,742 18.4 

Females>18 years 

CGS 841 16.8 

Regional Victoria 80,878 15.9 

VIC 293,215 12.7 

People>18 years 

CGS 12,304 22.8 

Regional Victoria 188,850 19.5 

Victoria 699,505 15.6 
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• Kidney disease 

• Arthritis 

• Colorectal cancer 

• Depression. 

5.3.2.1 Current Australian guidelines for fruit and vegetable consumption 

Current Australian guidelines52 recommend that adults eat 5-6 standard servings of 

vegetables a day. A standard serve of vegetables is approximately 75g (100-350kJ), for 

example:  

• ½ cup cooked green or orange vegetables 

(for example, broccoli, spinach, carrots or 

pumpkin 

• ½ cup cooked, dried or canned beans, 

peas or lentils* 

• 1 cup green leafy or raw salad vegetables 

• ½ cup sweet corn  

• ½ medium potato or other 

starchy vegetables (sweet 

potato, taro or cassava)  

• 1 medium tomato 

 

The guidelines also recommend that adults eat 2 standard servings of fruit each day 

A standard serve of fruit is about 150g (350kJ) or:  

• 1 medium apple, banana, orange or pear  

• 2 small apricots, kiwi fruits or plums  

• 1 cup diced or canned fruit (with no added sugar)  

Or only occasionally:  

• 125ml (½ cup) fruit juice (with no added sugar)  

• 30g dried fruit (for example, 4 dried apricot halves, 1½ tablespoons of sultanas). 

 

Data from the Victorian Population Health Survey 2014 shows that the proportion of adults 
who did not comply with either set of guidelines for recommended daily intake of vegetables 
and fruit was 48.6% among all Victorian adults and 59.4% among CGS adults.  

Table 56. Proportion (%) of the population complying with fruit and vegetable consumption 

guidelines (2013), 2014 

 Recommended 
intake for both 
veg and fruit met 

Recommended 
intake met for 
vegetable only  

Recommended 
intake met for fruit 
only 

Did not meet 
recommended 
intake of fruit 
and vegetable  

CGS 5.7^ 9.6^ 35.4* 59.4** 

LMR 5.5 8.2 40.8 55.3 

Victoria 4.4 6.4 47.8 48.6 
Source: Victorian Population Health Survey 2014, Indirectly age-standardised rate per 100 of population 
^ point estimate (%) should be interpreted with caution. 
*Estimates that are (statistically) significantly lower than the corresponding estimate for Victoria 
**Estimates that are (statistically) significantly higher than the corresponding estimate for Victoria 

                                                

52 https://www.eatforhealth.gov.au/ and 
https://www.eatforhealth.gov.au/sites/default/files/content/The%20Guidelines/n55g_adult_brochure.pdf  

https://www.eatforhealth.gov.au/
https://www.eatforhealth.gov.au/sites/default/files/content/The%20Guidelines/n55g_adult_brochure.pdf
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Approximately 5% of adults in the CGS met the recommended daily intake for fruit and 

vegetables, this is similar to the regional and state figures, however, the numbers are small 

and should be interpreted with caution. A significantly higher proportion of CGS residents 

(59.4%) did not meet the recommended daily intake of fruit and vegetables compared with 

the state (48.6%). Only 10% of CGS adults consumed the recommended 5+ servings of 

vegetables/day which is comparable with the region and the state (although numbers are 

low). 

Table 57. Proportion of the population aged 18 years and over consuming vegetables 

(serves/day), 2014 

 <1 serve/day 
(%) 

1-2 serves/day 
(%) 

3-4 serves/day 
(%) 

5+ serves/day 
(%) 

CGS 6.8^ 57.3 24.8 10.5^ 

LMR 3.6* 57.6 28.3 9.0 

Victoria 5.8 59.1 26.2 7.4 
Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 
^ point estimate (%) should be interpreted with caution 
*Estimates that are (statistically) significantly lower than the corresponding estimate for Victoria 

Slightly more than a third of all people surveyed consumed the recommended 2 or more 
serves of fruit a day in CGS and 63.2% consumed less than the recommended guidelines. 
These differences were statistically significantly different from the state figures, which show 
approximately half of the population meeting recommended daily fruit intake guidelines and 
half not. 

Table 58. Proportion of the population aged 18 years and over consuming fruit (serves/day), 

2014 

 <2 serves/day (%) 2+ serves/day (%) 

CGS 63.2** 35.4* 

LMR 58.5* 40.8* 

Victoria 51.2 47.8 
Source: Victorian Population Health Survey 2014. Data were age-standardised to the 2011 Victorian population. 
*Estimates that are (statistically) significantly lower than the corresponding estimate for Victoria 
**Estimates that are (statistically) significantly higher than the corresponding estimate for Victoria 

There is a trend across the state not to meet recommended minimum guidelines53 for fruit 

and vegetable intake in Victoria (VPHS 2014). 

A gender difference was reported across Victoria, where a significantly higher proportion of 

men did not comply with either set of guidelines (54.0%) compared with women (43.4%). 

The proportion of women who did not meet fruit and vegetable consumption guidelines was 

significantly higher among women 35–44 years of age compared with all Victorian women. 

By contrast the proportion who did not meet fruit and vegetable consumption guidelines was 

significantly lower among women and adults 65–84 years of age compared with all Victorian 

women and adults, respectively. There is no data by LGA. 

                                                

53 Applying 2003 (before 2013) and 2013 (after 2013) Australian Nutritional Guidelines 
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The Social Health Atlas of Australia, Victoria, by Local Government Area, 2017 reports on 

fruit intake only for adults aged over 18 years and children aged 4-17 years. The modelled 

estimates of adequate daily fruit intake are similar for residents of CGS, regional Victoria and 

all Victoria. However, fewer than half of all adults in the shire, the region and the state, meet 

the daily requirements, and only two thirds of children. 

Table 59. Estimated number of people aged 18 years and over with adequate fruit intake 

(modelled estimates) 2014-15 

 Number Rate (%) 

CGS 4,333 43.7 

Regional Victoria 2,165,320 48.3 

Victoria 483,710 46.4 
Source: Social Health Atlas of Australia, Victoria 2087 Public Health Information Development Unit 2018, 
Indirectly age-standardised rate per 100 of population 

Table 60. Estimated number of people aged 4-17 years and over with adequate fruit intake  

(modelled estimates) 2014-15 

 Number Rate (%) 

CGS 1,365 61.7 

Regional Victoria 640,890 64.5 

Victoria 174,820 65.6 
Source: Social Health Atlas of Australia, Victoria 2087 Public Health Information Development Unit 2018, 
Indirectly age-standardised rate per 100 of population 

5.3.2.2 Consumption of takeaway meals or snacks 

Respondents to the Victorian Population Health Survey 2014 were asked about their 

frequency of consuming take-away meals or snacks in the week preceding the survey. Take-

away meals or snacks included burgers, pizza, chicken or chips from fast food stores or local 

take-away places. 

Table 61. Proportion (%) of the adult population who eat take-away meals or snacks, by 

frequency, 2014 

 
Never 

>0 to <1 
time/week 

>1 to <3 
times/week 

>3 times/week 

CGS 8.7* 71.3 15.3^ ^^ 

LMR 12.8* 76.0 7.0 3.6* 

Victoria 16.6 71.2 9.9 1.9 
Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 
^point estimate (%) should be interpreted with caution. 
^^point estimate (%) is unreliable, hence not reported 
*Estimate is (statistically) significantly lower than the corresponding estimate for Victoria 

The number of residents who never eat takeaway food more in CGS is significantly lower 
than the state estimate. The proportion of residents eating takeaway 1-3 times/week appears 
higher than the regional and state figures, but the sample is small and may not reflect the 
population’s behaviour. 
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Across Victoria, 16.6% of people reported not consuming take-away meals or snacks during 
the preceding week. The proportion of women who did not consume takeaway was 
significantly higher compared with the proportion of men.  

Men consumed take-away meals or snacks more than three times in the preceding week at 
a significantly higher proportion than women. The proportion of younger people (men and 
women) aged 18-24 years who consumed takeaway food more than three times during the 
preceding week was significantly higher compared with the respective Victorian proportions. 

5.3.2.3 Consumption of sugar-sweetened soft drinks 

Consumption of sugar-sweetened soft drinks has significantly contributed to the obesity 

epidemic54 Recent public health interest has focused on the associations between 

consumption of added sugars and adverse health outcomes. The consumption of sugar-

sweetened beverages is not only associated with weight gain but also with increased risk of 

other health problems such as dental caries, high blood pressure, type 2 diabetes and 

cardiovascular disease – this is a good example of the multiple effects of a single risk factor. 

In 2011–12, for the first time, the Victorian Population Health Survey included questions to 

measure the consumption of sugar-sweetened soft drinks in Victoria. The term ‘sugar-

sweetened soft drinks’ refers to any beverage with added sugar, and includes carbonated 

drinks, flavoured mineral water, cordial, sports drinks and energy drinks. Ready-to-drink 

alcoholic beverages were also included as sugar-sweetened beverages as they are mixed 

with other flavours such as fruit juice or soft drink. All clear, non-flavoured mineral water and 

soda water were excluded. 

Survey participants were asked how often they consumed cordial, soft drinks, flavoured 

mineral water, energy drinks or sports drinks. Overall, 16.9% of CGS residents reported 

consuming sugar-sweetened drinks on a daily basis, this is comparable with residents from 

LMR (12.5%) and all Victorians (11.2%). Across Victoria, daily consumption of soft drinks 

was significantly higher in 25–34-year-old men and women compared with all Victorian men 

and women respectively; and significantly lower in men and all people over 55 years and 

women aged 55-74 years. 

Table 62. Proportion (%) of adult population who consumed, or did not consume, sugar-

sweetened soft drinks daily, 2014 

 
Consumed sugar-sweetened soft 

drinks daily (%) 

Did not consume sugar-
sweetened soft drinks daily 

(%) 

CGS 16.9 81.7 

LMR 12.5 85.4 

Victoria 11.2 87.6 
Source: Victorian Population Health Survey 2014. Data were age-standardised to the 2011 Victorian population 
 
 
 

                                                

54 Victorian Population Health Survey 2014  
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5.3.3 Physical inactivity 

Physical inactivity is a major modifiable risk factor for a range of conditions (VPHS 2014): 

• ischaemic heart disease  

• stroke  

• type 2 diabetes  

• falls in the elderly 

• some cancers  

• osteoporosis  

• depression and anxiety 

Physical activity also improves cognitive function in the elderly, prevents weight gain and 

together with a low-calorie diet, promotes weight loss. The evidence suggests that health 

benefits accrue with increasing levels of physical activity and that this protective effect 

occurs even if adopted in middle and later life. Therefore, physical activity is an obvious 

target for health promotion (VPHS 2014).  

The national guidelines 55recommend meeting goals in each of the areas below, depending 

on age: 

• time spent walking (for more than 10 minutes at a time) for recreation or exercise, or 

to get to and from places 

• time spent doing vigorous household chores (excluding gardening) 

• time spent doing vigorous activities other than household chores and gardening (for 

example, tennis, jogging, cycling or keep-fit exercises) 

• number of muscle-strengthening physical activities (for example, free weights, using 

weight machines, exercises like push-ups/situps, lifting, carrying or digging). 

 

For example, adults should aim to: 

• Be active on most, preferably all, days every week.  

• Accumulate 150 to 300 minutes (2 ½ to 5 hours) of moderate intensity physical 
activity or 75 to 150 minutes (1 ¼ to 2 ½ hours) of vigorous intensity physical activity, 
or an equivalent combination of both moderate and vigorous activities, each week.  

• Do muscle strengthening activities on at least 2 days each week. 

In the 2014 Victorian Population Health Survey, respondents reported the following levels of 

activity. There was no statistically significant difference between the activity levels of 

residents of CGS, the Loddon Mallee region or Victoria. A small proportion of all was 

sedentary (2.5% - 3.6%) and approximately 40% of all met the national activity guidelines. 

The proportion of the respondents in CGS that met the activity guidelines was less than that 

reported in 2008 (39.0% vs 61.8%), although the measures were effectively unchanged. 

 

                                                

55 Australia’s physical activity and sedentary behaviour guidelines (Commonwealth Department of Health 2014) 

http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-phys-act-guidelines  

http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-phys-act-guidelines
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Table 63. Proportion of physical activity in people, 2014 

 
Sedentary (%) 

Insufficient time <150 
min) and sessions (<2) 

per week (%) 

Sufficient time (≥150 
min) and sessions 
(≥2) per week (%) 

CGS 2.5 49.5 39.0 

LMR 2.7 50.4 41.3 

Victoria 3.6 50.4 41.4 

Source: Victorian Population Health Survey 2014, data were age-standardised to the 2011 Victorian population. 

Data from the Social Atlas of Australia, Victoria 2017 show that residents of CGS were more 

likely to have little or no exercise in the week before interview than other Victorians. 

Table 64. Estimated number of people aged 18 years and over who undertook no or low 

exercise in the previous week (modelled estimates) 

 Number Rate (%) 

CGS 7,050 71.6 

Regional Victoria 714,887 68.6 

Victoria 2,352,855 67.9 

Source: Social Health Atlas of Australia, Victoria 2017 Public Health Information Development Unit 2017 
Indirectly age-standardised rate per 100 of population 

In the work place, respondents from CGS were significantly less sedentary than their state 

counterparts. They did less standing and more walking and undertook more heavy labour, 

but the difference between CGS and Victorian residents was not significant and numbers 

were small, to be interpreted/generalised with caution. 

Table 65. Proportion of work related physical activity in people, 2014 

 Sitting Standing Walking Heavy labour~ 

CGS 22.6* 16.2^ 24.0^ 23.3^ 

LMR 36.8* 16.5 21.5 20.5** 

Victoria 49.6 18.4 16.0 12.8 

Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 
~heavy labour or physically demanding work 
* Estimate is significantly lower than Victorian estimate 
** Estimate is significantly higher than Victorian estimate 
^point estimate (%) should be interpreted with caution 

Respondents were asked about the time they spent sitting while at work, while at home, 

while doing study and during leisure time during the week. This included time spent sitting at 

a desk, in the car, reading or sitting or lying down to watch television. A significantly smaller 

proportion of residents of CGS and Loddon Mallee spent more than 8 hours a day sitting 

than all Victorians. The figures suggest that CGS residents are more active in their working 

days than all Victorians (but this is not significant, and in some areas, numbers are small).  
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Table 66. Proportion (%) of adult population sitting on an average weekday, 2014 

 < 2 hrs 2 - 4 hrs 4 - < 6 hrs 6 - < 8 hrs 8+ hours 

CGS 9.8^ 29.1 32.2 12.5^ 13.1* 

LMR 6.3 31.5 25.3 14.8 16.7* 

Victoria 5.9 27.0 24.7 14.4 23.8 

Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 
^ point estimate should be interpreted with caution 
* Estimate is significantly lower than Victorian estimate 

Respondents were asked about the number of days they walked for transport for trips longer 

than 10 minutes during the preceding week (VPHS 2014). The numbers are small for the 

CGS and should be interpreted with caution.  

Table 67. Proportion (%) of adult population who walked for transport for trips longer than 10 

minutes during the preceding week, by frequency, 2014 

 
1 day/week 2 – 3 days/week 

4 or more 
days/week 

None 

CGS 10.1^ 16.7 13.8^ 58.5 

LMR 6.8 8.5* 15.1* 72.1** 

Victoria 7.3 16.8 18.1 57.4 

Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 
^ point estimate (%) should be interpreted with caution. 
* Estimate is significantly lower than Victorian estimate 
** Estimate is significantly higher than Victorian estimate 

5.3.4 Obesity and Body Weight Status 

Obesity is an excess accumulation of body fat and is a significant risk factor for: 

• Hypertension 

• cardiovascular disease  

• type 2 diabetes 

• gallbladder disease 

• musculoskeletal disorders (especially osteoarthritis) 

• some cancers (endometrial, breast and colon) 

• psychosocial disorders and breathing difficulties (WHO 2013).  

Obesity contributes to physical, psychological and social disability and premature, avoidable 

death. 

At the population level, a common indicator of excess weight (approximating body fat) is the 

body mass index (BMI). This measure is a poor indicator of the percentage of body fat as it 

cannot distinguish between body fat and muscle, leading for example to incorrect diagnoses 

of obesity in the very muscular, with a high BMI. Nevertheless, self-reported data still has a 

place in monitoring the health of a population because such data are relatively inexpensive 

and easy to collect and can be used to track changes over time. Such self-assessed data 

are used in the VPHS (VPHS 2014). 
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Table 68. World Health Organization classification for adult body weight (2000, 2013) and 

health consequences56 

BMI score Weight category Health consequences 

<18.5 Underweight Low 

18.5-24.9 Normal Average 

25.0-29.9 Overweight (pre-obese) Increased 

30.0-34.9 Obese class I Moderate 

35.0-39.9 Obese class II Severe 

> 40.0 Obese class III Very severe 
Source: Obesity: Preventing and Managing the Global Epidemic, 2000, WHO, Geneva.  

The VPHS 2014 reports on the proportion of the population falling into various obesity 

categories defined by their BMI. There is no significant difference in the rates of adults in 

CGS who are of normal weight, overweight or obese compared with the state rates.  

Table 69. Proportion (%) of adult population by BMI category, 2014 

 Underweight Normal Overweight (pre-
obese) 

Obese 

CGS ^^ 41.3 25.8 23.6 

LMR 1.1 36.0 28.6 24.2** 

Victoria 1.8 36.0 31.2 18.8 

Source: Victorian Population Health Survey 2014. Data were age-standardised to the 2011 Victorian population. 
^ point estimate (%) should be interpreted with caution 
^^ point estimate is unreliable, hence not reported 
** Estimates are significantly higher than the Victorian estimate 

There are no available trend data on BMI for CGS. Victorian data, using age-adjusted 

prevalence of underweight, normal weight, pre-obesity (overweight) and obesity, show that 

the proportion of underweight women and people, but not men, significantly declined 

between 2003 and 2014. The proportion of normal weight men and women also significantly 

declined. By contrast the prevalence of obesity significantly increased in both men and 

women. However, the prevalence of pre-obesity (overweight) remained unchanged in both 

men and women. 

The data from the Social Atlas of Australia Victoria 2018 present a slightly different picture. 

These modelled estimates are based on the 73.2% of adults in the sample who had their 

height and weight measured. They show that the rates of being overweight were similar in 

the CGS and all Victoria; and the rates of obesity were higher for men, women and all 

people in CGS compared with regional Victoria and all the state (significance not provided). 

                                                

56 http://libdoc.who.int/trs/WHO_TRS_894.pdf 

http://libdoc.who.int/trs/WHO_TRS_894.pdf
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Table 70. Estimated proportion of males, females and all people aged 18 years and over who 

were overweight (but not obese) (modelled estimates) 2014-15 

 Males (%) Females (%) All people (%) 

CGS 41.3 29.5 35.1 

Regional Victoria 41.4 29.9 35.4 

Victoria 45.6 29.5 37.4 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 
Indirectly age-standardised rate per 100 of population 

 

Table 71. Estimated number of males, females and all people aged 18 years and over who were 

obese (modelled estimates) 2014-15 

 Males (%) Females (%) All people (%) 

CGS 34.8 36.7 36.1 

Regional Victoria 31.9 32.7 24.8 

Victoria 26.3 26.7 26.7 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 
Indirectly age-standardised rate per 100 of population 

These findings are somewhat corroborated by measurement of waist circumference. Waist 

circumference is a commonly used measure of whether a person is of a healthy weight or 

not. In particular, it provides a good estimate of body fat, and can indicate a person's 

potential risk of developing chronic diseases such as heart disease and Type 2 diabetes57. 

These modelled estimates are based on the 71.2% of adults in the sample who had their 

waist circumference measured. Rates of “risky” waist measure is greater for males, females 

and all people of CGS than for the same population across the state and slightly lower than 

for regional Victorians. 

Table 72. Estimated number of males, females and all people aged 18 years and over with a 

waist measurement indicating an increased or substantially increased risk of developing 

chronic diseases (modelled estimates) 2014-15 

 Males (%) Females (%) All people (%) 

CGS 63.3 66.5 65.0 

Regional Victoria 64.7 67.9 66.4 

Victoria 57.7 64.7 61.3 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 
Indirectly age-standardised rate per 100 of population 
 
 
 

                                                

57 World Health Organisation, 2000, Obesity: preventing and managing the global epidemic. Report of a WHO Consultation, 

2000, http://libdoc.who.int/trs/WHO_TRS_894.pdf Accessed November 2017 

http://libdoc.who.int/trs/WHO_TRS_894.pdf
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5.4 Health screening 

A screening test is done to detect potential health disorders or diseases in people who do 

not have any symptoms of disease. The goal is early detection and lifestyle changes or 

surveillance, to reduce the risk of disease, or to detect it early enough to treat it most 

effectively. Screening tests are not considered diagnostic; they are used to identify a subset 

of the population that requires additional testing to determine the presence or absence of 

disease.58  

5.4.1 Breast cancer 

Breast cancer is a major health issue for females and the most common cause of cancer 

and the second most common cause of cancer related death, after lung cancer in Australian 

females (AIHW 201259). The lifetime risk of females developing breast cancer before the age 

of 75 years is one in 11 (AIHW 201460). For women, increasing age is one of the strongest 

risk factors for breast cancer with about 75% of cases found in women aged 50 years and 

older61. Benefits of early detection include increased survival, increased treatment options 

and improved quality of life. It is recommended that women aged 50–69 years attend the 

BreastScreen Australia Program every 2 years for screening mammograms. Women should 

be aware that a recommendation for clinical breast examination is not possible because 

there is insufficient evidence that this offers benefits to women of any age (RACGP 

guidelines62)  

Results from the VPHS 2014 show that the rates of women who have ever had a 

mammogram in CGS, LMR and across the state are not significantly different.  

Table 73. Proportion of women who had ever had a mammogram, 2014 

 Had a mammogram Never had a mammogram 

CGS 83.8 16.2 

Loddon Mallee 91.2 8.8^ 

Victoria 90.0 9.9 

Source: Victorian Population Health Survey 2014. Data were age-standardised to the 2011 Victorian population. 
^ estimate should be interpreted with caution 

The proportion of respondents who had had a mammogram in the past 2 years was not 

significantly different for residents of the CGS (64.4%), LMR (76.1%) or Victoria (73.0%). 

                                                

58 Johns Hopkins University 
https://www.hopkinsmedicine.org/healthlibrary/conditions/pathology/screening_tests_for_common_diseases_85,P00965 
Accessed December 2017 
59 Australian Institute of Health and Welfare 2016 Breast cancer in Australia: an overview 2012 
https://www.aihw.gov.au/reports/cancer/breast-cancer-in-australia-an-overview/formats  
60 Australian Institute of Health and Welfare 2014. Cancer in Australia: an overview 2014. Cancer series No 90. Cat. no. CAN 
88. Canberra: AIHW https://www.aihw.gov.au/getmedia/79c940b1-2438-45c8-99e2-a4b593253ccd/18114.pdf.aspx?inline=true  
61 https://canceraustralia.gov.au/publications-and-resources/position-statements/early-detection-breast-cancer Accessed 
November 2017 
62 https://www.racgp.org.au/download/Documents/Guidelines/Redbook8/redbook8.pdf 

https://www.hopkinsmedicine.org/healthlibrary/conditions/pathology/screening_tests_for_common_diseases_85,P00965
https://www.aihw.gov.au/reports/cancer/breast-cancer-in-australia-an-overview/formats
https://www.aihw.gov.au/getmedia/79c940b1-2438-45c8-99e2-a4b593253ccd/18114.pdf.aspx?inline=true
https://canceraustralia.gov.au/publications-and-resources/position-statements/early-detection-breast-cancer
https://www.racgp.org.au/download/Documents/Guidelines/Redbook8/redbook8.pdf
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BreastScreen Victoria was by far the most popular screening service that women in CGS 

attended ever (76.6%) or in the last 2 years (85.5%). The alternatives were within a public or 

private hospital; estimates of rates of attendance at these sites had a relative standard error 

suggesting they should be interpreted with caution. 

Data from PHIDU shows slightly lower screening rates and presents a measure of the 

screening outcomes (breast cancer detection). 

Table 74. Breast screening participation and breast screening outcomes: cancer for females 

aged 50 to 69 years (2013- 2014) 

 Screening rate (per 100)# 
Cancer detection rate (age 
standardised per 10,000)## 

CGS 49.1 45 (0.45%) 

Regional Victoria 49.3 36.4 (0.364%) 

Victoria 54.9 35.3 (0.353%) 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 
Indirectly age-standardised rate per 100 of population 
# based on the average of a 2-year population  
## based on women screened over a 2-year period 

5.4.2 Cervical cancer 

Cervical cancer screening63 

Cervical cancer develops from the tissues of the cervix. It is also called cancer of the uterine 

cervix. It is the third most commonly diagnosed gynaecological cancer in Australian women. 

The cervix is part of the female reproductive system, which also includes the uterus, ovaries, 

fallopian tubes, vagina and vulva. The cervix is the lower part of the uterus that connects to 

the vagina. It is sometimes called the neck of the uterus64. 

Cervical cancer is one of the few cancers where screening can detect pre-cancerous lesions 

that can be effectively treated. The most common type of cervical cancer (squamous) 

usually takes more than 10 years to develop (VPHS 2014). 

Human Papilloma Virus (HPV) is found in about 99% of cervical cancers and scientific 

evidence has found that screening women for HPV – the virus that causes cervical cancer – 

is a more effective way of preventing cervical cancer. For this reason, in 2017, an HPV test 

replaced the Pap test as part of the National Cervical Screening Program.  

The results presented below are about Pap smear testing for women, they show patterns of 

behaviour about cervical screening which are likely to be as applicable to the target 

population of women after the test itself has changed.  

                                                

63 The Renewed National Cervical Screening Program has commenced. The two-yearly Pap test for women aged 18 to 69 will 
change to a five yearly human papillomavirus (HPV) test for people aged 25 to 74. The evidence shows that a primary HPV test 
every five years will save more lives and that females will need fewer tests than with the current two-yearly Pap test program. 
http://www.cervicalscreen.health.gov.au/internet/screening/publishing.nsf/Content/future-changes-cervical  
64 Commonwealth Department of Health https://cervical-cancer.canceraustralia.gov.au/ Accessed December2017 

http://www.cervicalscreen.health.gov.au/internet/screening/publishing.nsf/Content/future-changes-cervical
https://cervical-cancer.canceraustralia.gov.au/
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Table 75. Rates of Pap smear testing in women, 2014 

 Ever had a Pap test Never had a Pap test 

CGS 92.3 ^^ 

LMR 86.1 13.7 

Victoria 83.1 16.2 

Source: Victorian Public Health Survey, 2014 
^^Estimate unreliable and not reported 

In Victoria in 2014, 83.1% of females had ever had a Pap test, while 16.2% had not. The 

percentage of females 18–24 years and 85 years or older who responded ‘yes’ was 

significantly lower than the percentage of all Victorian females (VPHS 2014). 

The main reasons for Victorian women having Pap smears were because they were invited 

or reminded by their GPs or by the Victorian Cytology Service. These accounted for nearly 

65% of all tests (VPHS 2014). 

The main reasons for Victorian women (~60%) not having Pap smears were: because it 

didn’t apply to them; for no particular reason; for no reason or because they neither needed 

nor wanted one (VPHS 2014). 

Pap smear testing is recommended at a frequency of 2 years. The vast majority of CGS 

women aged 18 years and over are reported to have had a Pap smear. Although a higher 

rate, it was not significantly different from all Victoria women. There was no significant 

difference in the rates of women from CGS that had cervical screening less 2 years, 

between 2-5 years or more than 5 years ago and the women of the Loddon Mallee region 

and all of the state.  

Table 76. Rates for the time since last Pap test for women aged 18 years and over~, 2014 

 Within last 2 years 2 – 5 years ago More than 5 years 
ago 

CGS 70.3 9.0 14.7 

LMR 72.7 11.1 12.7 

Victoria 72.1 12.7 11.9 

Source: Victorian Public Health Survey, 2014; data age-standardised rate per 100 of population 
~ survey respondents were able to select ‘not applicable’ as a response to this question. They have been excluded from the 
denominator when calculating estimates 

Data from PHIDU (2018) suggest that cervical screening results appear lower for women in 

the CGS (54.6%), regional Victoria (62.3%) and Victoria (60.4%); no results of significance 

are provided. 
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Table 77. Cervical screening participation, cervical screening outcomes: low and high-grade 

abnormality for females aged 20 to 69 years (2013 and 2104) 

 
Participation rate 

(%)# 

Screening outcome – 
low grade abnormality 

ASR (per 1,000) 

Screening outcome 
– high grade 

abnormality ASR 
(per 1,000) 

CGS 54.6 35 (3.5%)** 10.3 (1.03%)** 

Regional Victoria 62.3 48.2 (4.82%)** 11.9 (1.19%)** 

Victoria 60.4 44.2 (4.42%) 12.5 (1.25%) 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 
Indirectly age-standardised rate per 100 of population 
# Based on average of 2 years’ population 
**significantly different from the Victorian figure 

5.4.3 Bowel cancer 

Bowel cancer is one of the most common forms of cancer in Australia, and around 80 

Australians die each week from the disease. Bowel cancer can be treated successfully if 

detected in the early stages, but currently fewer than 40 per cent of bowel cancers are 

detected early (DoH 2015a). 

Currently, people who hold a Medicare or Department of Veterans’ Affairs card and are 50, 

55, 60, 65, 70 and 75 years old are eligible for the program and receive a written invitation in 

the mail to complete an NBCSP FOBT (National Bowel Cancer Screening Program Faecal 

Occult Blood Test), which they can return by mail to a designated pathology laboratory for 

analysis (VPHS 2014). 

In 2014, respondents to the Victorian Population Health Survey who were 50 years or over 

were asked whether they had received an NBCSP FOBT kit in the mail in the previous two 

years. The percentage of Victorians who had completed and returned the kit for testing 

increased with age, with the highest percentage observed for Victorians 75 years or over 

(74.4 per cent). The participation rates for bowel cancer screening in the past 2 years for 

residents of CGS was similar to Victoria, but lower than the Loddon Mallee. 

Table 78. Respondents 50 years and over who completed and returned the NBCSP FOBT kit 

for testing, 2014 in the past 2 years# 

 Completed and returned FOBT kit Did not complete and return FOBT kit 

CGS 62.8 35.7 

LMR  66.9** 32.7* 

Victoria 59.9 39.4 

Source: Victorian Population Health Survey, 2014 

* estimate is significantly lower than the corresponding Victorian estimate 

** estimate is significantly higher than the corresponding Victorian estimate 

In Victoria, the most common reasons for participating in the NBCSP were concerns about 

risk of cancer/bowel cancer, followed by having a general health check/check-up. The most 

common reasons for not participating were: already had another bowel test(s) then lack of 

time/too busy. There is no LGA level data available. Results from the Social Atlas of 
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Australia (Victoria) (PHIDU 2018) confirm that participation and cancer detection rates are 

higher in men, women and all people in CGS compared with those populations across the 

state (significance not given). 

Table 79. Participation and cancer detection rates in the National Bowel Cancer Screening 

Program, 2014/15 

 Male Female All people 

 Screened 
(%) 

Positive 
screening 
result (%) 

Screened 
(%) 

Positive 
screening 
result (%) 

Screened 
(%) 

Positive 
screening 
result (%) 

CGS 38.0 11.6 43.2 9.5 40.6 10.5 

Victoria 35.7 7.7 40.5 6.2 38.1 6.9 

Source: Social Health Atlas of Australia, Victoria 2018 Public Health Information Development Unit 2018 

5.4.4 Biomedical checks 

A variety of tests may be done by a health professional during a routine physical 

examination, depending on the patient’s age, family history of disease and state of health. 

5.4.4.1 Blood pressure levels 

Hypertension, commonly known as ‘high blood pressure (BP)’, is a chronic medical condition 

in which the blood pressure in the arteries is elevated. It is defined as measured systolic BP 

of 140 mmHg or more or diastolic BP of 90 mmHg or more, irrespective of the use of BP 

medication. Hypertension is an important risk factor for cardiovascular and kidney disease, 

and the risk of these increases with increasing blood pressure levels. There are several 

modifiable causes of high blood pressure including poor nutrition (especially a diet high in 

salt), low levels of physical activity, obesity and high levels of alcohol consumption. 

Hypertension is an important modifiable risk factor rating second only to tobacco use. 

5.4.4.2 Blood cholesterol levels 

Cholesterol is a fatty substance produced by the liver and carried by the blood to supply the 

rest of the body. Its natural function is to supply material for cell walls and for steroid 

hormones, but if levels in the blood become too high this can lead to atherosclerosis 

(hardening of the blood vessels because they become lined with inelastic cholesterol 

compounds) and heart disease and stroke. A diet high in saturated fats can contribute to the 

development of abnormal blood lipids. 

5.4.4.3 Blood sugar levels 

Diabetes mellitus is a common chronic condition characterised by high blood sugar (glucose) 

levels. The two main types of diabetes mellitus are type 1 (insulin-dependent) and type 2 

diabetes. Type 2 diabetes accounts for around 85 per cent of all cases of diabetes mellitus 

(Diabetes Australia 2015). 
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Complications of Type 2 Diabetes are: heart disease and stroke, kidney disease, eye 

disease (leading to visual problems) nerve damage, small blood vessel disease (particularly 

in the lower limb), problems with wound healing, problems with oral health and hearing.  

Type 2 Diabetes shares a number of common risk factors with cardiovascular and kidney 

disease, including: insufficient physical activity, poor diet and failing to maintain a healthy 

abdominal weight. Major risk factors associated with type 2 diabetes that cannot be modified 

include advancing age, genetic predisposition, ethnicity, and family history65 

Table 80. Biomedical check in the previous two years, 2014 

 Blood pressure check (%) Cholesterol check (%)  Blood sugar check (%) 

CGS 80.7 52.4 56.3 

LMR 79.3 55.6 53.9 

Victoria 79.9 59.5 53.1 

Source: Victorian Population Health Survey 2014, Data were age-standardised to the 2011 Victorian population. 

There were no statistically significant differences between the rates of screening for these 

three conditions in CGS, the Loddon Mallee and Victoria. 

5.5 Prevalence of health conditions 

In this chapter comparative data for the CGS and Victoria are presented about certain health 

conditions, such as Ambulatory Care Sensitive Conditions (ACSCs) and other selected 

conditions with general and specific mortality and related hospital separation. 

5.5.1 Ambulatory Care Sensitive Conditions 

ACSCs describe conditions which theoretically should be avoidable by providing public 

health interventions and early disease management, usually delivered in ambulatory 

(walking rather than in bed) settings such as primary care. This has led to the concept of 

preventable or avoidable hospitalisation as an indicator of health outcomes to evaluate 

quality of primary care. High rates of hospital admissions for ACSCs may provide indirect 

evidence of problems with patient access to primary healthcare, inadequate skills and 

resources, or disconnection with specialist services (Victorian Department of Human 

Services66). A range of factors, including disease prevalence in a community, personal 

choices, socio-economic factors and hospital admission and coding practices can also 

influence these rates. 

The prevalence of ACSCs in the CGS, the Loddon Mallee Region and Victoria is considered 

in this section. 

 

                                                

65 Commonwealth Department of Health http://www.health.gov.au/internet/main/publishing.nsf/Content/chronic-diabetes 

 November 2017 
66https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=10 Accessed March 2018 

http://www.health.gov.au/internet/main/publishing.nsf/Content/chronic-diabetes
https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=10


75 | P a g e  

 

5.5.2 Overall ACSC admission rates 

The admission rates for chronic and acute ACSCs in 2015-16 were similar for CGS, the 

Loddon Mallee and Victoria. The rates of admission for vaccine preventable ACSC 

admissions in CGS were greater, although numbers in CGS were small.  

Table 81. Rates of admission for chronic, acute and vaccine preventable ACSCs 

 Chronic ACSC^ Acute ACSC^ Vaccine preventable ACSCs 

CGS 16.46 12.83 0.68 

Loddon Mallee 15.09 13.96 1.08 

Victoria 13.81 12.23 1.90 

SourceVictorian Health Information Surveillance System, accessed online March 2018  
^ASR per 1,000 people Victorian population 2011 

5.5.3 Most common ACSCs 

The three most common ACSCs in the CGS in 2015-16 were: 

a) Iron deficiency anaemia 

b) Dental conditions  

c) Chronic Obstructive Pulmonary Disease (COPD). 

Admission rates for all these conditions were higher in the CGS than the Loddon Mallee and 

Victoria (there are no data about significance of these differences). The admission rates for 

pneumonia and influenza and other vaccine preventable conditions are lower than the state 

rates. 

Table 82. Rates of admission for highest ranked ASCSs, 2015-16 

Rank ACSC 
Rate of 

admission* 
CGS  

Rate of 
admission* 

Loddon Mallee 

Rate of 
admission* 

Victoria 

1. Iron deficiency anaemia 6.02 3.06 3.19 

2. Dental conditions 4.90 3.70 2.75 

3. 
Chronic Obstructive 
Pulmonary Disease (COPD) 

4.31 3.51 2.54 

4. Cellulitis 2.79 3.35 2.91 

5. Diabetes complications 2.14 2.08 2.00 

6. 
Urinary tract infections, 
including pyelonephritis 

1.56 2.78 2.61 

7. Convulsions and epilepsy 1.52 1.54 1.39 

8. Congestive cardiac failure 1.49 2.36 2.59 

9. Angina 1.20 1.89 1.45 

10. Gangrene 0.67 0.71 0.65 
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11. Asthma 0.66 1.46 1.24 

12. Ear, nose and throat infections 0.57 1.35 1.49 

13. Pelvic inflammatory disease 0.57 0.32 0.19 

14. Perforated/bleeding ulcer 0.43 0.21 0.23 

15. Bronchiectasis 0.36 0.20 0.25 

16. Pneumonia and influenza 0.34 0.55 0.80 

17. 
Other vaccine preventable 
conditions 

0.34 0.53 1.11 

Source: Victorian Health Information Surveillance System, accessed online March 2018 
https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=15  
*ASR per 1,000 people Victorian population 2011. Note if there are fewer than 5 admissions for a condition, the data is not 
provided 

5.5.4 ACSCs by gender 

There is a difference in admission rates by gender in the CGS. More females are admitted 

than males (224 males to 274 females). The highest ranking ACSCs causing admission in all 

people and women are, in descending order, iron deficiency anaemia, dental conditions and 

chronic obstuctive pulmonary disease (COPD) (by rate). The order is changed for males with 

dental conditions being the most common, followed by COPD and iron deficiency anaemia. 

Table 83. Number and rates of admissions for Ambulatory Care Sensitive Conditions for 

males, females and all people in CGS 2015-16 (ranked by rate of admission for all people) 

ACSC Rate of admission* Number of admissions 

 All 
people 

Male Female 
All 

people 
Male Female 

1. Iron deficiency anaemia 6.02 3.09 8.60 95 30 65 

2. Dental conditions 4.90 5.02 4.79 61 33 28 

3. 
Chronic Obstructive Pulmonary 
Disease (COPD) 

4.31 4.71 4.07 96 50 46 

4. Cellulitis 2.79 2.56 2.90 51 23 28 

5. Diabetes complications 2.14 2.25 2.06 28 16 12 

6. 
Urinary tract infections, including 
pyelonephritis 

1.56 NR 2.77 27 NR 24 

7. Convulsions and epilepsy 1.52 1.92 1.23 23 14 9 

8. Congestive cardiac failure 1.49 1.42 1.62 36 15 21 

9. Angina 1.20 1.75 0.70 24 17 7 

10. Gangrene 0.67 0.74 0.63 13 6 7 

11. Asthma 0.66 NR 0.58 9 NR 6 

https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=15
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12. Ear, nose and throat infections 0.57 NR NR 6 NR NR 

13. Pelvic inflammatory disease 0.57 NA 1.04 5 NA 5 

14. Perforated/bleeding ulcer 0.43 NR 0.56 7 NR 5 

15. Bronchiectasis 0.36 NR NR 6 NR NR 

16. Pneumonia and influenza 0.34 NR NR 6 NR NR 

17. Other vaccine preventable conditions 0.34 NR NR 5 NR NR 

Source: Victorian Health Information Surveillance System, accessed online March 2018 
*ASR per 1,000 people Victorian population 2011. Note if there are fewer than 5 admissions for a condition, the data is not 
provided (NR) 

5.5.5 Bed days for ACSC admissions 

This data looks at the use of hospital beds for potentially preventable conditions for the ten 

most common ACSCs in the CGS (average and total bed days) and compares them to 

average bed days in the Loddon Mallee and Victoria. In the CGS, the longest average bed 

days are for gangrene, bronchiectasis, other vaccine preventable conditions, perforated or 

bleeding ulcer and congestive cardiac failure (CCF). ACSCs contributing to the highest total 

bed days are COPD, cellulitis, CCF, gangrene and urinary tract infections. There is a 

variation in the ranking, and comparative admission lengths of average bed stays between 

the CGS, Loddon Mallee and Victoria. A range of factors could contribute to this including 

case severity, resources and community supports after discharge. Results from tests of 

significance are not provided. Dental conditions, though the most common reason for a 

person with an ACSC to be admitted to hospital, are ranked 15th for average bed stays and 

10th of total bed stays in the CGS. 

Table 84. Average and total bed stays for ACSC, 2015-16 

ACSC 
Average bed 

days CGS 
Total bed 
days CGS 

Average bed 
days LMR 

Average bed 
days VIC 

Gangrene 14.77 192 10.9 13.98 

Bronchiectasis 11.67 70 7.83 7.66 

Other vaccine-preventable 
conditions 

10.40 12 6.32 5.09 

Perforated/bleeding ulcer 7.14 50 7.07 6.59 

Congestive cardiac failure 5.97 215 6.62 7.21 

Urinary tract infections, 
including pyelonephritis 

4.93 133 4.02 3.99 

Cellulitis 4.86 248 4.91 4.59 

Chronic Obstructive Pulmonary 
Disease (COPD) 

4.66 447 5.53 5.76 
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Diabetes complications 3.64 102 5.17 5.48 

Convulsions and epilepsy 3.48 102 3.28 2.93 

Asthma 3.11 28 2.13 2.04 

Pneumonia and influenza 2.00 12 8.04 7.74 

Angina 1.46 35 2.27 2.5 

Ear, nose and throat infections 1.33 8 1.69 1.5 

Dental conditions 1.15 70 1.08 1.17 

Iron deficiency anaemia 1.11 105 1.31 1.35 

Pelvic inflammatory disease 1.00 5 2.16 2.38 

Source: Victorian Health Information Surveillance System, accessed online March 2018 
*ASR per 1,000 people Victorian population 2011.  

5.6 Avoidable mortality 

Avoidable mortality is a simple and practical population-based method of counting untimely 

and unnecessary deaths from diseases for which effective public health and medical 

interventions are available. Avoidable Mortality is linked to common risk factors such as 

tobacco use, harmful use of alcohol, unhealthy diet, physical inactivity and environmental 

carcinogens. Risk factors for avoidable mortality, including diseases such as cancer, 

cardiovascular disease, diabetes, chronic respiratory conditions, and musculoskeletal 

conditions, are the number one cause of death and disability for women and men globally 

and in Australia, with increasing recognition that women and men experience those 

conditions differently.67  

Potentially avoidable deaths comprise potentially preventable deaths and potentially 

treatable deaths. Potentially preventable deaths are those which are amenable to screening 

and primary prevention, such as immunisation, and reflect the effectiveness of the current 

preventive health activities of the health sector. Deaths from potentially treatable conditions 

are those which are amenable to therapeutic interventions and reflect the safety and quality 

of the current treatment system. Potentially avoidable deaths may be influenced by a 

person's level of access to medical and other services, which may in-turn be influenced by 

their place of usual residence68. 

 

 

                                                

67
http://victorianwomenshealthatlas.net.au/#!/   

68http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/3303.0~2014~Main%20Features~Potentially%20Avoidable
%20Mortality%20~10043  

http://victorianwomenshealthatlas.net.au/#!/
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/3303.0~2014~Main%20Features~Potentially%20Avoidable%20Mortality%20~10043
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/3303.0~2014~Main%20Features~Potentially%20Avoidable%20Mortality%20~10043
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5.6.1 Avoidable mortality rates 

For the period 2010-14, CGS had a significantly higher rate of avoidable mortality compared 

with national data. When the data is delineated by gender, both males and females also 

have significantly higher avoidable mortality rates than the national data. 

Table 85. Death rates from all avoidable causes by gender aged 0 to 74 years (2010-2014) 

 All people Males Females 

CGS 192.2** 235.3** 147.2** 

Regional Victoria 134.1 167.7 73.5 

Victoria 107.3 137.6 79.5 

Australia 120.2 152.1 87.9 

Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
Age-standardised rate per 100,000 of population 
** 99% statistically significant difference compared with national results 

5.6.2 All causes of avoidable mortality 

In CGS the leading causes of avoidable deaths for 2010-14 were all circulatory system 

diseases (61.2/100,000), ischaemic heart disease which includes heart attacks and angina 

(as a subset of all circulatory disease, 42.7/100,000), all cancers (40.4/100,000) and other 

external causes of mortality (accidental drowning, submersion) (31.5/100,000).  

Colorectal (13.3/100,000) and breast cancer (24.4/100,000) were the most common causes 

of avoidable cancer deaths. COPD (13.0/100,000) was the major cause (12 deaths) of all 

avoidable deaths due to respiratory system disease (13.3/100,000). 

In regional Victoria and Victoria, the most commonly reported avoidable deaths were due to 

all cardiovascular disease, cancer and transport accidents. 

The death rates for all circulatory system disease, ischaemic heart disease, diabetes, other 

external causes of death and transport accidents are all significantly higher than the national 

figures. 

Table 86. Number and rates of avoidable deaths by cause in persons aged 0-74 years (2010-

2014) 

 CGS Regional Victoria Victoria 

Cause Number Rate Number Rate Number Rate 

Cancer (all) 35 40.4 2,372 31.6 7,501 28.6 

Colorectal cancer 12 13.3 767 10.1 2,492 9.5 

Breast cancer 10 24.4 617 17.0 2,161 16.4 

Diabetes 13 14.18** 474 6.2 1,340 5.1 

Circulatory system disease (all)^ 55 61.2** 3,001 39.5** 8,827 33.7** 

Ischaemic heart disease 38 42.7** 1,945 25.6** 5,626 21.5** 
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Cerebrovascular diseases 10 10.9 689 9.0* 2,110 8.0 

Respiratory system diseases (all) 13 13.3 854 11.0** 2,109 8.0** 

Chronic obstructive pulmonary 
disease 

13 13.0 782 9.9** 1.913 7.3** 

Selected external causes of mortality~ 12 19.8 946 14.8** 3,051 11.5** 

Suicide and self-inflicted injuries 9 16.0 776 12.4** 2,540 9.6** 

Other external causes of mortality# 18 31.5** 1,264 20.2** 3,598 13.6** 

Transport accidents 8 14.1* 597 9.5** 1,341 5.1** 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
Age-standardised rate per 100,000 of population 
^cardiovascular diseases 
~ falls; fires, burns suicide and self-inflicted injuries etc. 
# accidental drowning, submersion, transport accidents etc 
* 95% statistically significant difference compared with national results 
** 99% statistically significant difference compared with national results 

 

5.6.3 Life expectancy at birth 

The life expectancy at birth for males and females born in the CGS in 2007 was significantly 

lower than the Victorian average. Nationally, life expectancy for Aboriginal males and 

females is considerably less. No more recent data is available (ABS 2008)69. 

Table 87. Life Expectancy at Birth (2007) 

 Male Female 

CGS 77.5* 82.2* 

Regional Victoria 79.1 83.5 

Victoria 80.4 84.5 

Source: Department of Health – accessed online April 201870  
*significantly lower than the state estimate 
 
 
 

5.6.4 Hospital separations 

Hospital separation is defined as the process by which an episode of care for an admitted 

patient ceases through discharge or death. Usually a single diagnostic category describes a 

separation. 

Data was provided on 23 major diagnostic categories for CGS and Victoria. 

The overall rate (crude rate not age standardised71) of hospital separations for CGS was less 

than Victoria: /100 of population to 48.1/100 of population. 

                                                

69 http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/7D8412A354CC1FEECA2573EE00754E1F?opendocument  
70 https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-victorians/administrative-data-and-

reports-health-of-victorians/life-expectancy-estimates-and-tables  

http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/7D8412A354CC1FEECA2573EE00754E1F?opendocument
https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-victorians/administrative-data-and-reports-health-of-victorians/life-expectancy-estimates-and-tables
https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-victorians/administrative-data-and-reports-health-of-victorians/life-expectancy-estimates-and-tables
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The 5 highest ranking Major Diagnostic Categories (MDC) for CGS were: 

1. disorders/diseases of the kidney and urinary tract  

2. disorders/diseases of the digestive system 

3. neoplastic disorders 

4. disorders/diseases of the musculoskeletal system and connective tissue 

5. disorders/diseases of the circulatory system 

This is relatively unchanged from 2015 to 2017. For the state, disorders/diseases of the 

kidney and urinary tract ranked highest, followed by disorders/diseases of the digestive 

system, disorders/diseases of the musculoskeletal system and connective tissue, neoplasia 

and disorders/diseases of the circulatory system.  

This data for the CGS is presented in Table 88 below with additional information about 

separations by gender and the proportion each MDC contributes to all separations. 

Table 88. Number of hospital admission separations for CGS for 2015-2017 by gender  

Major diagnostic category 
(MDC) 

2015-16 2016-17 

 Female Male Total Female Male Total 

Kidney and Urinary Tract 840 832 1672 679 1317 1996 

Digestive System 490 445 935 476 501 977 

Neoplastic Disorders** 348 398 746 381 459 840 

Musculoskeletal System and 
Connective Tissue 

398 350 748 375 387 762 

Circulatory System 181 282 463 205 271 476 

Respiratory System 152 211 363 201 195 396 

Nervous System 148 155 303 178 163 341 

Disorders of the eye 160 152 312 169 138 307 

Skin, Subcutaneous Tissue and 
Breast 

152 117 269 144 136 280 

Ear, Nose, Mouth and Throat 148 150 298 140 135 275 

Blood disorders, blood forming 
organs, immunological  

177 78 255 151 
78 229 

Pregnancy, Childbirth and the 
Puerperium 

219 n/a 219 184 
n/a 

184 

Female reproductive system 180 n/a 180 173 n/a 173 

                                                                                                                                                  

 

71 Using ABS 2016 figures for CGS and Victoria 
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Source: Victorian Admitted Episode Dataset (VAED) 2015-16 commissioned April 2018 
*rate per 100 of population based on ABS 2016 census data 
**Haematological & Solid Neoplasms 

Table 89 compares data for CGS and Victoria about total numbers of separations, 

population rate of separations and MDC proportion of all separations. The population rates 

are very similar with the exception of admissions for kidney and urinary tract disease. This 

may be a reflection of the availability of tertiary services (for example dialysis) outside the 

shire. 

Table 89. Hospital separations for CGS and Victoria as a population rate, 2016-17 

Major diagnostic category (MDC) CGS Victoria 

 Total Rate/1000pop* Rate/1000pop* 

Kidney and Urinary Tract 1996 153.6 75.7 

Digestive System 977 75.2 64.8 

Neoplastic Disorders** 840 64.6 36.5 

Musculoskeletal System and Connective 
Tissue 

762 58.6 41.2 

Circulatory System 476 36.6 30.1 

Respiratory System 396 30.5 22.9 

Nervous System 341 26.3 22.4 

Disorders of the eye 307 23.6 19.5 

Skin, Subcutaneous Tissue and Breast 280 21.5 19.4 

Ear, Nose, Mouth and Throat 275 21.2 20.3 

Blood disorders, blood forming organs, 
immunological  

229 
17.6 11.4 

Pregnancy, Childbirth and the Puerperium 184 27.9** 42.1** 

Female reproductive system 173 26.3** 30.7** 

Source: Victorian Admitted Episode Dataset (VAED) 2015-16 commissioned March 2018 
*rate per 1000 of population based on ABS 2016 census data (place of usual residence) 
** rate per 1000 of female population based on ABS 2016 census data (place of usual residence) 
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5.7 Selected health conditions 

5.7.1 Diabetes (type 2) 

The prevalence of type 2 diabetes increased significantly between 2003 and 2014 in both 

males and females across Victoria (VPHS 2014). Recent data from the Public Health 

Information Development Unit and the Victorian Public Health Survey both show that the rate 

of diabetes in CGS is less than that of Victoria and regional Victoria, but the difference is not 

reported as significant.  

Across the state, the prevalence of type 2 diabetes decreased significantly with increasing 

total annual household income for both males and females. Respondents (to the VPHS 

2014) were asked about their age when diagnosed with type 2 diabetes. The median age at 

diagnosis in 2014 was 53 years in males and 56 years in females, prevalence increased with 

age and was highest in males and females aged 55 years or more. There was no difference 

in the prevalence of diabetes between men and women across Victoria, or whether they 

lived in rural or metropolitan Victoria. The estimated rates of people with diabetes in CGS is 

similar to rates in the region and the state. However, the data from the Victorian Population 

Health Survey (2014) indicates that the rate of type 2 diabetes in CGS (10.3%) is 

significantly – nearly double the state rate (5.2%). 

Table 90. Estimated number of people aged 18 years and over with diabetes mellitus, 2011-12 

(modelled estimates)* 

 Number Rate (%) 

CGS 565 4.1 

Regional Victoria 47,331 3.9 

Victoria 201,196 4.7 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
Age-standardised rate per 100 of population 
* The prevalence of diabetes mellitus was measured by a glycosylated haemoglobin test (commonly referred to as HbA1c), 
derived from tests on blood samples from volunteering participants selected as part of the AHS: people with an HbA1c level of 
greater than or equal to 6.5% were recorded as having diabetes mellitus (6.5% is the World Health Organization’s 
recommended diagnostic cut-off point for diabetes mellitus). 

Table 91. Type 2 diabetes prevalence, 2014 

 Diabetes prevalence (%) 

CGS 10.2** 

Loddon Mallee 5.3 

VIC 5.3 
Source: VPHS (2014) ** significantly higher estimate than the Victorian estimate 

Diabetes closely co-exists with cardiovascular disease and chronic kidney disease, with 

these three diseases accounting for around a quarter of the entire disease burden in 

Australia. Accordingly, diabetes shares a number of common risk factors with these other 
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chronic diseases, including: insufficient physical activity, poor diet and failing to maintain a 

healthy abdominal weight72.  

Major risk factors associated with type 2 diabetes that cannot be modified include advancing 

age, genetic predisposition, ethnicity, and family history.73 

5.7.2 Cancer 

5.7.2.1 Prevalence of all cancers 

The number of prevalent cases is the total number of cases of disease existing in a 

population (pre-existing cases plus newly diagnosed or incident cases). There are 772 

persons alive who were diagnosed with cancer, while residing in CGS (see Table 92).  

Table 92. Cancer prevalence (case numbers) for individuals alive at January 2017 with a 

diagnosis between 1stJan 1882 and 31st Dec 2016, by gender 

 

CGS 
Loddon-Mallee 

(Integrated Cancer 
Services) 

Victoria 

Males 408 9,351 134.777 

Females 365 8,308 136,567 

Persons 772 17,430 271,344 

Source: Commissioned data Cancer Council of Victoria March 2018 

5.7.2.2 Cancer mortality 

The rate of death from all cancers in CGS for males and females was higher than for LMR 

and Victoria. The difference was greater for males than females. However, the total deaths 

from cancer was statistically higher in CGS compared to the Victorian rate.  

Table 93. Death from all cancer by number and rate by gender, 2014-2016 (3 years) 

 Male Female Total 

 

Deaths Rate* Deaths Rate* Deaths Rate* 

CGS 88 124.5 53 86.5 141 104** 

Loddon Mallee 
(Integrated Cancer 
Services) 

1,332 110.8 993 81.1 2,189 94.8 

Victoria 18,181 102.2 14,673 73.3 32,854 86.3 

Source: Commissioned data Cancer Council of Victoria March 2018 Deaths=deaths in 3-year period 
*Age-standardised rate per 100,000 men, women 
** Statistically higher than the Victorian rate. 

                                                

72 Commonwealth Department of Health http://www.health.gov.au/internet/main/publishing.nsf/Content/chronic-diabetes 
73 Commonwealth Department of Health http://www.health.gov.au/internet/main/publishing.nsf/Content/chronic-diabetes  

http://www.health.gov.au/internet/main/publishing.nsf/Content/chronic-diabetes
http://www.health.gov.au/internet/main/publishing.nsf/Content/chronic-diabetes
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Avoidable deaths from all cancers and bowel and breast cancer are presented below. 

Deaths rates are higher in the shire for all and specific cancers than for regional Victoria and 

all Victoria (no test of significance provided). 

Table 94. Number and rates of avoidable deaths from cancer, 2010-14 

 CGS Regional Victoria Victoria 

Cause Number Rate^ Number Rate^ Number Rate^ 

Cancer (all) 0-74 35 40.4 2,372 31.6 7,501 28.6 

Colorectal cancer 12 13.3 767 10.1 2,492 9.5 

Breast cancer 10 24.4 617 17.0 2,161 16.4 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
^Average annual ASR/100,000 

5.7.2.3  Incidence of specific cancers 

The incidence (diagnosis) of all cancers in CGS is slightly higher in females. Prostate cancer 

is statistically significantly lower in CGS compared to the Victorian average and statistically 

significantly higher for bowel cancer in males. Bowel cancer was the highest number of new 

cases in CGS (55 cases). The highest age group of new cancer cases was 60-79 years 

(54%).  

Table 95. Incidence of all cancer and the leading cancers, 2014-2016 (3 years) by gender 

 
Male Female Total 

 
Number Rate* Number Rate Number Rate 

All Cancer  

CGS 183 352.7 158 332.8 341 341.9 

LMR 3,615 363.9 2,736 292.3 6,351 326.8 

Victoria 44,438 287.4 44,438 287.4 95,976 313.1 

Prostate (male)  

CGS 37 57.7** - - - - 

LMR 993 96.3 - - - - 

Victoria 13,287 88.8 - - - - 

Bowel  

CGS 33 74.2** 22 30.5 55 52.5** 

LMR 433 42.4 345 30.5 778 36.4 

Victoria 6,234 39.9 5,211 29.6 11,445 34.5 

Breast (female)  

CGS - - 42 87.4 - - 

LMR - - 769 87.8 - - 

Victoria - - 12,864 91.4 - - 

Melanoma  

CGS 18 42.2 8 20.4 26 30.8 
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LMR 353 38 245 30.7 598 34.2 

Victoria 4,518 31.2 3,501 24.0 8,019 27.3 

Lung  

CGS 22 31.1 18 27.6 40 29.1 

LMR 333 28.7 226 20.5 559 24.4 

Victoria 4,809 28.6 3,716 21.0 8,525 24.5 

Source: Numbers=incidence tumours diagnosed in 3-year period 
* Age-standardised rate per 100,000 men, women 
** Statistically significantly different than Victorian average 
Commissioned data Cancer Council of Victoria March 2018 

5.7.2.4  Prevalence of specific cancers 

In the CGS, prostate (18.4%) and breast (18.3%) cancer and melanoma (18.3%), followed 

by bowel (11.6%) and lung (2.25%). 

5.7.2.5  Specific cancer mortality 

The leading causes of cancer deaths in the CGS are lung cancer (29.8%), bowel cancer 

(12.7%), followed by prostate (10%), breast (2.8%) and cancer and melanoma (1.4%). Lung 

cancer in CGS was significantly higher than the Victorian rate.   

Mortality rates are greater for males for all cancers, prostate, bowel and lung. This trend is 

seen in Loddon Mallee (ICS) and across Victoria, where mortality is also greater in males for 

melanoma.  

Table 96. Mortality of all cancer and the leading cancers, 2014-2016 (3 years) 

 
Male Female All 

 
Deaths Rate* Deaths Rate* Deaths Rate* 

All Cancer  

CGS 88 124.5 53 86.5 141 104** 

LM (ICS) 1,332 110.8 993 81.1 2,189 94.8 

Victoria 18,181 102.2 14,673 73.3 32,854 86.3 

Prostate (male)  

CGS 14 15 - - - - 

LM (ICS) 174 11.1 - - - - 

Victoria 2,255 10.2 - - - - 

Bowel  

CGS 11 16.6 7 6.4 18 11.2 

LM (ICS) 164 13.2 145 10.2 309 11.7 

Victoria 2,205 12.4 1,883 8.5 4,088 10.3 

Breast (female)  

CGS - - 4 7.5 - - 

LM (ICS) - - 119 11.3 - - 

Victoria - - 2,189 12.5 - - 
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Melanoma  

CGS 2 3.5 0 0 2 1.6 

LM (ICS) 41 3.6 18 1.7 59 2.6 

Victoria 576 3.4 282 1.5 858 2.4 

Lung  

CGS 28** 42.9 14 24.2** 42 33.4** 

LM (ICS) 280 23.8 169 14.6 449 18.9 

Victoria 3,677 20.9 2,599 13.7 6,276 16.9 

Source: Commissioned data Cancer Council of Victoria March 2018 
Deaths=deaths in 3-year period  
*Age-standardised rate per 100,000 men, women  
** Statistically higher than the Victorian rate 

5.7.3 High cholesterol 

High blood cholesterol levels are a risk factor for the development of cardiovascular disease, 

particularly heart attack and stroke. 

Table 97. Estimated number and rate of people aged 18 years and over with high blood 

cholesterol, 2014-15 (modelled estimates)74 

 Number Rate (%) * 

CGS 3,485 32.9 

Regional Victoria 368,630 34.1 

Victoria 1,432,576 33.4 
Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
*Indirectly age-standardised average annual rate per 100 of the population. 

Data from PHIDU shows that the estimate of high cholesterol levels in adults in CGS is 

similar to the populations of regional Victoria and Victoria. 

5.7.4 Circulatory System Diseases  

Hypertension (high blood pressure), ischaemic heart disease (including heart attack and 

angina), and other problems with the circulation are included here.  

Hypertension is a risk factor for the development of cardiovascular disease. The rate of high 

blood pressure for residents of CGS is slightly similar to those of regional Victoria and 

Victoria. It is not significantly different from the national figure (23.1%). 

 

                                                

74 Total cholesterol results were obtained for selected people aged 12 years and over, who agreed to participate in the NHMS 
component of the AHS and provided a blood sample. The total cholesterol test measures the combined amount of lipid (fat) 
components circulating in the blood at the time of the test. This definition for high serum total cholesterol was used: abnormal 
total cholesterol indicated by levels ≥ 5.5 mmol/L. The data therefore refer to people with a total blood cholesterol level ≥ 5.5 
mmol/L (http://www.phidu.torrens.edu.au/current/data/sha-aust/notes/phidu_data_sources_notes.pdf PHIDU 2017) 

http://www.phidu.torrens.edu.au/current/data/sha-aust/notes/phidu_data_sources_notes.pdf
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Table 98. Estimated number and rates* of people aged 18 years and over with hypertension, 

(modelled estimates) 2014-15 

 Number Rate (%) * 

CGS 2,804 23.9 

Regional Victoria 250,872 22.3 

Victoria 1,067,848 24.1 
Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
*Indirectly age-standardised average annual rate per 100 of the population. 

Participants in the NHS were asked if they had ever been told if they had cardiovascular 

conditions including rheumatic heart disease, heart attack, heart failure, stroke or angina. 

The rates are very similar for all populations presented here. CGS participants are not 

significantly different to all Australians (17.3%). 

Table 99. Estimated number of people aged 2 years and over with circulatory system diseases 

(modelled estimates), 2011-12 

 Number Rate (%) * 

CGS 3,069 18.1 

Regional Victoria 258,228 17.1 

Victoria 900,395 16.6 
Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
* Indirectly age-standardised average annual rate per 100 population 

The rates of avoidable deaths due to circulatory system disease generally and ischaemic 

heart disease in particular were higher in CGS than regional Victoria and Victoria. The 

figures were significantly higher than the national figures (Circulatory disease 37.3% and 

ischaemic heart disease 24.1%).  

Table 100. Number and rate of avoidable deaths from circulatory system disease 2010-14 

 CGS Regional Victoria Victoria 

Cause Number Rate^ Number Rate^ Number Rate^ 

Circulatory system 
disease (all) 

55 61.2** 8,827 39.5** 8,827 42.1** 

Ischaemic heart disease 38 42.7** 5,626 21.5** 1,945 25.6** 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
^Age-standardised rate per 100,000 of population 
**significantly different from national data 

5.7.5 Cerebrovascular disease 

The rate of avoidable deaths from cerebrovascular disease (such as strokes or cerebral 

haemorrhages) in the CGS is higher than those of regional and all of Victoria; there is no 

significant difference when compared with national data (8.3%). 
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Table 101. Number and rate of Avoidable deaths from cerebrovascular disease 2010-14 

 CGS Regional Victoria Victoria 

Cause Number Rate^ Number Rate^ Number Rate^ 

Circulatory system 
disease (all) 55 61.2** 8,827 39.5** 8,827 42.1** 

Cerebrovascular* 
diseases 10 10.9 2,110 9.0* 2,110 8.0 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
^Age-standardised rate per 100,000 of population  
* ICD-10 codes: I60-I69 
**significantly different from national data 

5.7.6 Respiratory Disease 

In 2011-12, the rates of respiratory diseases were comparable with regional Victoria and 

Victoria. 

 

Table 102. Number and rate^ of respiratory system disease, 2011-12 

 CGS Regional Victoria Victoria 

Cause Number Rate^ Rate^ Rate^ 

Respiratory system disease (all) 3,834 30.5 31.8 29.7 

Asthma 1,691 13.4 13.5 10.9 

COPD 362 2.3 2.1 1.9 

Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
^Age-standardised rate per 100 of population 

The number and rate of avoidable deaths due to respiratory system disease are small, and 

similar to those of regional Victoria and Victoria, they should be interpreted with caution. 

Table 103. Number and rate^ of avoidable mortality due to respiratory system disease, 2010-

2014 

 CGS Regional Victoria VIC 

Cause Number Rate^ Rate^ Rate^ 

Respiratory system 
disease (all) 

13 13.3 11.0 8.0 

COPD 13 13.0 9.9 7.3 

Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
^Age-standardised rate per 100,000 of population 

5.7.7 Musculoskeletal System Diseases 

The rates of musculoskeletal disease are similar for CGS residents and those of regional 

Victoria and the state. The rate of self-reported arthritis (17.9%) is approximately 60% of all 

reported musculoskeletal disease, which is similar to proportions for regional Victoria and the 

entire state. 
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Table 104. Estimated number of people with musculoskeletal system diseases (modelled 

estimates), 2011-12 

 Number Rate (%) * 

CGS 4,570 29.7 

Regional Victoria 414,713 27.6 

Victoria 1,482,537 26.6 
Source: Social Health Atlas of Australia, Victoria, data by LGA 2018 Public Health Information Development Unit 2018 
* Indirectly age-standardised average annual rate per 100 population 

5.7.8 Notif iable Conditions 

This data provides a guide only to the patterns of notifiable conditions, primarily infectious 

disease, in our community based on client presentations to doctors and laboratory tests 

undertaken. Hence accurate figures rely on:  

• development of a clinical illness 

• service access 

• clinical suspicion  

• appropriate testing and interpretation of results and  

• notification to authorities.  

Selected examples are presented below and for some, numbers are very small; and 

interpretation of the figures presented is not clear-cut. 

5.7.8.1 Reported Notifiable Infectious Diseases 

Notifiable conditions are classed as infectious disease and non-infectious conditions. In the 

infectious disease class, the main groups are: 

• Blood borne viruses  

• Enteric disease 

• Sexually transmissible infections (STIs) 

• Vaccine preventable disease 

• Vector borne diseases 

• Zoonoses/zoonotic infections 

• Other infections (for example legionella, Tuberculosis) 

Examples of non-infectious conditions include environmental (such as elevated lead levels) 

which is not presented here as there have not been any recent notifications. 

Generally, the rates of notifiable conditions in CGS are lower than the state rates. Numbers 

are low and the figures must be interpreted cautiously, as a result, trends are suggested. 

The gastro-intestinal infection campylobacter, genital chlamydia and influenza were the most 

commonly reported conditions (in descending order) in CGS for the period 2015 – 2017. For 

the state, influenza, chlamydia and campylobacter were most commonly notified (in 

descending order) for the same period. 
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Table 105. Reported Notifiable Conditions by case number, 2014-2016* 

Condition CGS VIC 

 2017 2016 2015 2017 2016 2015 

Blood Borne Viruses 

HBV -unspecified 0 0 2 1755 1823 1797 

HCV – newly acquired 0 0 0 88 123 138 

HCV -unspecified 5 5 4 1912 2415 2158 

Enteric disease 

Campylobacter 12 17 16 6861 8238 8242 

Listeriosis 1 0 0 19 25 22 

Cryptosporidiosis 1 0 2 1183 802 843 

Salmonellosis 6 6 11 3232 4088 3467 

Shigellosis 1 0 0 539 600 442 

Sexually Transmitted Infections  

HIV newly acquired 0 1 0 102 129 144 

HIV - unspecified 0 0 1 201 196 138 

AIDS 0 0 0 22 34 39 

Gonococcal infection 3 0 1 7305 6269 4865 

Chlamydia infection 8 20 33 21,026 22,753 20,480 

Syphilis - infectious 0 1 0 1332 1126 948 

Syphilis - late 1 0 0 816 743 724 

Vaccine Preventable Diseases 

Influenza 45 18 6 48203 12,785 17,277 

Meningococcal infection 0 1 0 22 78 56 

Pertussis 3 0 6 2005 2881 4726 

Pneumococcal infection 
(invasive – IPD) 

0 1 0 505 395 354 

Varicella zoster (chickenpox 
– newly acquired) 

1 1 0 1264 1282 964 

Varicella zoster (shingles – 
reactivation) 

4 2 2 2721 2401 1719 

Varicella zoster - unspecified 5 7 4 6474 5836 4934 

Vector borne diseases       

Ross River virus infection 7 1 0 1964 263 304 

Zoonotic       
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Q Fever 1 0 0 21 48 59 
Source: *Not all conditions included (see footnote)75 

5.8 Oral Health  

Poor oral health can have adverse physical, psychological and social impacts on individuals 

and the overall health and wellbeing of the population. Two major conditions affect teeth – 

caries (decay) and periodontal disease.  

Oral health and general health are related in four major ways76.  

• Poor oral health is significantly associated with major chronic diseases  

• Poor oral health causes disability  

• Oral health issues and major diseases share common risk factors  

• General health problems may cause or worsen oral health conditions. 

Data is compiled from clients accessing public dental services in 2014-16 and from the 

Victorian Population Health Survey 2011-12 and 2014 and the Victorian Health Information 

Surveillance System (VHISS). 

5.8.1 Admission rates by age 

In 2015-16, the rate of potentially preventable admissions for dental conditions in the CGS 

was greatest for 0-19 year-olds. These rates were all much higher than for the same age 

groups across Victoria, however, numbers in CGS were small and must be interpreted 

cautiously. 

Table 106. Number of cases and admission rate* for dental conditions (ACSC) in CGS and 

admission rates for Victoria by age 2015-16 

 CGS Victoria 

Age group Number of Admissions Admission Rate Admission Rate 

0-4 8 11.87 4.75 

5-9 12 16.04 8.44 

10-14 8 10.72 2.59 

15-19 8 11.99 2.56 

20-24 0 0 2.08 

25-29 0 0 1.51 

30-34 0 0 1.51 

35-39 0 0 1.69 

                                                

75 Not all notifiable conditions are included in this table which is based on CGS notifications (for example there were no 
notifications over the 3-year reporting period for diphtheria, Haemophilus influenza type B, measles, mumps, rubella, tetanus 
etc. Figures for TB were not available) 
76 The World Oral Health Report 2003. Continuous improvement of oral health in the 21st century- the approach of the WHO 
Global Oral Health Programme http://www.who.int/oral_health/media/en/orh_report03_en.pdf Accessed online October 2017  

http://www.who.int/oral_health/media/en/orh_report03_en.pdf
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40-44 0 0 1.78 

45-49 5 6.56 1.98 

50-54 0 0 2.28 

55-59 5 5.09 2.79 

60-64 0 0 2.68 

65-69 6 6.08 2.97 

70-74 0 0 2.91 

75-79 0 0 3.13 

80-84 0 0 2.89 

85+ 0 0 2.29 

All 52 4.90 2.75 

Source: VHISS ACSC Reports accessed November 2017 
*ASR per 1,000 Persons 

 

 

Figure 14. Admission rates* to hospital for dental conditions by age 

 
Source: *ASR per 1,000 Persons 

 

https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=15
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5.8.2 Admission rates for dental conditions over time 

Admission rates for dental conditions are consistently higher in CGS, compared with 

Victoria.  

Table 107. Trend rates for dental condition admissions for all people to CGS and Victoria 2011-

16 

Year Victoria CGS 

2015-16 2.75 4.90 

2014-15 2.66 4.27 

2013-14 2.67 4.42 

2012-13 2.60 4.52 

2011-12 2.98 4.60 

Source: VHISS ACSC Reports accessed April 2018 
* Standardised rate per 1,000 Persons 

This is difference is clearly presented in figure 18 below; the rate of admission for all 

Victorians is approximately two thirds that of all residents of CGS over this 5-year period. 

Figure 15. Comparable rates of admission for dental conditions for all people Victoria and 

CGS, 2001-2014 

 
Source: VHISS ACSC Reports accessed April 2018 
* Standardised rate per 1,000 Persons 

5.8.3 Other indicators of dental health problems 

In this section, the rates of presentation for public dental care of children with decayed, 

missing or filled teeth (dmft), preventable hospitalisations for 0-4 year-olds in the CGS and 

Victoria are given. 

5.8.4 Children 

Rates of presentation for management of oral health conditions where children from CGS 

are found to have dmft are variable when compared with the rest of the state (Figure 19). 

The rates for children aged 8 years or less are lower than the state rates; for the 13-17 year-

https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=15
https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=15
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olds it is slightly greater and for the 9-12 year-olds the rate is the same. This variation is 

interesting when considering the ACSC data of much higher rates of admission to hospital 

for dental conditions for the under 20 year-olds in CGS.  

Figure 16. Proportion of children presenting to public dental services with at least ONE dmft* 

or DMFT**, 2014-16 

 
Source: Accessed April 2018 https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf 
*dmft = decayed, missed or filled teeth (baby) 
** DMFT = decayed, missed or filled teeth (adult) 

Based on the data in the figure below the oral health of children aged 9-17 years presenting 

to public dental services, measured by dmft/DMFT is comparable with the rest of the state. It 

appears to be better in 0-8 year-olds from CGS. The reasons for this are unclear. 

Figure 17. Average number of dmft* or DMFT** for children attending public dental services, 

2014-16 

 

Source: Accessed April 2018 https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf 
*dmft = decayed, missed or filled teeth (baby) 
** DMFT = decayed, missed or filled teeth (adult) 

https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf
https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf
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Figure 21 shows that the rate of admission for dental conditions for the 0-4 year-olds in 

CGS. With the exception of a decrease in 20112-13, rates in this group of young children 

remain considerably higher than those of the state. The rate ratio for this in CGS compared 

with Victoria is 2.50 for 2015-16. 

Figure 18. Potentially preventable hospitalisations* due to dental conditions for children aged 

0-4 years, 2011-2016 

  
Source: VHISS ACSC Reports accessed April 2018 
* Standardised rate per 1,000 Persons 

5.8.5 Adults 

No conclusions can be drawn about the state of oral health in adults in CGS, measured by 

presence of at least one DMFT. For 2014-16, there are only data for 45-64 year-olds. Of this 

group, 95% have at least one DMFT, compared with 98% of all Victorians in this age group. 

Similarly, when considering the average number of DMFT in adult residents of CGS, there is 

only data for 45-64 year-olds and the value (21 DMFT) is similar to the Victorian figure (19 

DMFT)77. 

The percentage of residents of CGS that report fair-excellent dental health is similar to all 

Victorians. An approximately twice the proportion of Shire residents report poor dental health 

in contrast to all Victorians.  

                                                

77 Accessed April 2018 https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf 

https://hns.dhs.vic.gov.au/3netapps/vhisspublicsite/ViewContent.aspx?TopicID=1&SubTopicID=15
https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf
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Figure 19. Self-rated dental health (adults), 2011-12 

 
Accessed April 2018 https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf 
(original citation in VPHS 2011) 

The proportion of CGS residents that report visiting dentists is similar to all Victorians. Nearly 

70% have seen a dentist in the past 2 years and only 6% have not visited a dentist in 5-10 

years.  

 

Table 108. Last visit to dental professional (adults), for CGS and Victoria, 2011-12 

 
Accessed April 2018 https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf 

https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf
https://www.dhsv.org.au/__data/assets/pdf_file/0010/28693/Central-Goldfields.pdf
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6 MENTAL HEALTH AND WELLBEING 

Table 109. Mental health characteristics summary 

 

Mental health characteristics Table/Figure 

Rate and number of avoidable deaths from suicide and self-inflicted injuries, persons 

aged 0 to 74 years, 2010-14 is statistically higher than the national rate. Table 110 

In 2014/15, the rate of admission of residents (male, female and all) of CGS to public 

hospitals for mental health reasons was higher than the corresponding rate for regional 

Victoria, Victoria and Australia.  

Table 111 

Admission rates to public and all hospitals for residents residing in CGS, regional Victoria 

and Victoria are higher for females than for males 

Table 112 

CGS residents had similar responses to all Victorians about features contributing to their 

mental wellbeing. A significantly higher proportion believed they lived in a close knit 

community. 

Table 114 

The rates of self-reported mental and behavioural problems, from 2011-12, were similar 

to those for regional Victoria and all of Victoria for males, females and all people. 

However, 2014-15, higher rates of high or very high levels of psychological distress (such 

as anxiety, depression or worry) compared with regional Victoria and Victoria were 

reported. Lifetime prevalence of doctor diagnosed anxiety or depression was also 

relatively higher in CGS. 

Table 115-117 

In 2014, respondents reporting that they had sought professional help for a mental health 

problem, was significantly higher for residents of CGS (28.2%) compared with regional 

(18.5%) and all Victorians (16.0%).  

Table 119 

Self-reported alcohol consumption by residents of the CGS is similar to regional Victoria 

and the state. 

Table 121 

Residents of CGS have similar rates of risk of alcohol-related injury on a single occasion 

and lifetime risk of alcohol-related harm as residents of Loddon Mallee and Victoria 

Table 122,123 

Generalisations cannot be made to the extent of illicit substance use in the CGS, 

compared with Victoria, as evidenced by hospital attendance, ambulance attendance and 

use of specialised treatment services; rates vary with the drug. Numbers are generally 

small and further data is required to provide more robust interpretation. 

Table 125 

Figure 20, 21 

There have been no deaths recorded due to illicit drug use in the shire for the period 

2005/06-2014/15.  

Table 125 
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6.1 Intentional Self Harm 

There is limited shire specific data that has been collected in CGS about intentional self-

harm. This has been commissioned in other shires. The age-sex standardised suicide rate 

was higher for CGS than for Australia as a whole (see table below). This difference is not 

statistically significant. The rates are higher for CGS than for regional Victoria and all Victoria 

– but there is no significance data, and numbers are small. 

Table 110. Rate and number of avoidable deaths from suicide and self-inflicted injuries, 

persons aged 0 to 74 years, 2010-14 

Location Rate* Number 

CGS 16.0 9 

Regional Victoria 12.4 776 

Victoria 9.6 2,540 

Australia 11.2 11,874 
Source: Social Health Atlas of Australia. Victoria, by Local Government Area 2018 Public Health Information Development Unit 
2018 
*Age-standardised rate per 100,000 of population 
 

6.2 Hospital Admissions and Separations 

The diagnoses are made under the International Classification of Diseases (ICD). This group 

comprises a range of mental disorders grouped together on the basis of their having in 

common a demonstrable cause of cerebral disease, brain injury, or other insult leading to 

cerebral dysfunction. The dysfunction may be primary, as in diseases, injuries, and insults 

that affect the brain directly and selectively; or secondary, as in systemic diseases and 

disorders that attack the brain only as one of the multiple organs or systems of the body that 

are involved (PHIDU 2017). Only one Major Diagnostic Criterion (MDC) is recorded against 

any admission. There may be omissions in the data because of this, if patients present with 

more than one condition. 

In 204/15, the rate of admission of residents (male, female and all) of CGS to public 

hospitals for mental health reasons was higher than the corresponding rate for regional 

Victoria, Victoria and Australia. The admission rate of shire residents with a primary mental 

health diagnosis to all hospitals (public and private) was higher than that of regional Victoria 

and lower than Victoria and Australia.  
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Table 111. Rate^ and number of admissions for mental health related conditions, all persons 

to Public hospitals and all hospitals, 2014/15 

 Public hospitals All hospitals 

 Rate^ Number Rate Number 

CGS 
1,083.2 138 1,120.8 145 

Regional Victoria 
830.2 11,292 1,084.0 14,806 

Victoria 
799.2 44,733 1,614.8 90,145 

Australia 
916.6  1,770.9  

Social Health Atlas of Australia. Victoria, by Local Government Area 2018 Public Health Information Development Unit 2018 
^Age-standardised rate per 100,000 of population 

Admission rates due to a primary mental health diagnosis to public and all hospitals for 

residents of the CGS, regional Victoria and Victoria are higher for females than for males. 

Rates are higher for males than females for admissions to public hospitals across Australia. 

Table 112. Rate^ of admissions for mental health related conditions, males and females to 

Public hospitals and all hospitals, 2014/15 

 Public hospitals All hospitals 

 Males Females Males Females 

CGS 908.0 1,255.3 NA NA 

Regional Victoria 761.8 897.2 917.1 1,250.7 

Victoria 739.2 858.2 1,259.4 1,963.4 

Australia 920.0 913.1 1,523.1 2016.3 

Source: Social Health Atlas of Australia. Victoria, by Local Government Area 2018 Public Health Information Development Unit 
2018  
^Age-standardised rate per 100,000 of population 

6.3 Emergency Department Presentations 

Presentations to the hospital emergency departments for intentional self-harm, mental health 

and drug and alcohol related issues are relatively unchanged in the last two years. The 

numbers according to the Victorian Emergency Minimum Dataset are listed in Table 113. 



101 | P a g e  

 

Table 113. Number of presentation of CGS residents to a Victorian hospital emergency 

department 

 2015-16 2016-17 

 Males Females Males Females 

Intentional self harm 8 7 8 9 

Mental health related  

(seen by a mental health 
practitioner) 

50 53 45 50 

Drug & alcohol related 15 14 16 12 

Source: Commissioned data from Victorian Agency for Health Information, Victorian State Government, 2018. Victorian Emergency 
Minimum Dataset (VEMD) 
 

6.4 Self-assessed Mental, Behavioural and Mood Problems 

The World Health Organization (WHO) defines health as ‘a state of complete physical, 

mental and social well-being, and not merely the absence of disease or infirmity’ (WHO 

201578). Mental health includes emotional, psychological and social wellbeing, and it affects 

how we think, feel and act as we cope with life. It also helps determine how we handle 

stress, relate to others and make choices. 

Poor mental health can have a significant negative impact on physical health. There is a 

significant gap in life expectancy between people with mental illness and those who do not 

have mental illness (VPHS 2014). 

Data is drawn from a number of sources to provide a picture of aspects of mental health and 

wellbeing of residents of the CGS. 

6.4.1 Mental wellbeing 

Wellbeing, or positive mental health, improves our quality of life in many ways including: 

better physical health; faster recovery from illness; fewer limitations in daily life; higher 

educational attainment; greater likelihood of employment and earnings; and better 

relationships. 

VicHealth79 (2015) collected data on the mental wellbeing of residents aged 18 years or over 

by phone interview. Indicators of mental wellbeing were: 

• level of resilience, 

• indicators of neighbourhood connection and trust, and 

• attitudes to gender equality in relationships. 

                                                

78 http://www.who.int/mediacentre/factsheets/fs220/en/  Accessed October 2017 
79 VicHealth Indicator Survey 2015 https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-
profiles-2015 

http://www.who.int/mediacentre/factsheets/fs220/en/
https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-profiles-2015
https://www.vichealth.vic.gov.au/media-and-resources/publications/vichealth-indicators-lga-profiles-2015
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Generally, the residents of CGS had similar (slightly higher, but not significantly so) 

responses to all Victorians about features contributing to their mental wellbeing. The only 

significant difference was a higher proportion in the shire (71.0%) compared with Victoria 

(61.0%) who believed they lived in a close-knit community. 

Table 114. Mental wellbeing self-assessed in CGS residents and Victoria 

Indicator CGS Victoria 
Victorian range (least to 

most favourable) 

Resilience [range 0–8]  6.6 6.4 5.5-6.9 

Perceptions of neighbourhood – people are 
willing to help each other (% agree) 

80.2% 74.1% 63.0-96.8 

Perceptions of neighbourhood – this is a 
close-knit neighbourhood (% agree) 

71.0%*  61.0% 45.3-91.9 

Perceptions of neighbourhood – people can 
be trusted (% agree) 

76.3% 71.9% 54.6-96.0 

Low gender equality score^ 29.5 35.7 52.5-18.3 

Source: VicHealth Indicators Survey (2015) https://www.vichealth.vic.gov.au/programs-and-projects/vichealth-indicators-
survey-2015 
*significantly higher than the state figure 
^Gender equality score: the fifth mental wellbeing indicator examines attitudes to gender equality in relationships. 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: “Men should take control in relationships and be the head of the household” and 
“Women prefer a man to be in charge of the relationship” 

6.4.2 Self-reported mental and behavioural problems 

The rates of self-reported mental and behavioural problems, from 2011-12, were similar to 

those for regional Victoria and all of Victoria for males, females and all people. 

Table 115. Estimated rate*and number of people with mental and behavioural problems** 

(modelled estimates) 2011-12 

 CGS Regional Victoria Victoria 

 Rate Number Rate Rate 

Male 13.8 883 12.0 10.8 

Female 18.3 1,160 16.0 14.6 

All people 16.0 2,042 14.0 12.7 

Source: Social Health Atlas of Australia. Victoria, by Local Government Area 2018 Public Health Information Development Unit 
2018 *Age-standardised rate per 100,000 of population 
** Mental health and behavioural problems were identified through self-reported information on long term conditions as part of 
the AHS. When respondents aged 15 years and over reported a long-term mental or behavioural problem, the conditions were 
treated in a similar manner to other long-term conditions, such as diabetes and asthma. Up to six long-term mental and 
behavioural problems could be recorded. Some possible conditions were behavioural or emotional disorders; dependence on 
drugs or alcohol; feeling anxious or nervous; feeling depressed and depression. A long-term condition is defined as a condition 
that is current and has lasted, or is expected to last, for 6 months or more. 

6.4.3 Psychological distress levels 

The Victorian Population Health Survey collects selected data on mental health disorders 

and primarily focuses on the affective disorders of depression and anxiety. These disorders 

https://www.vichealth.vic.gov.au/programs-and-projects/vichealth-indicators-survey-2015
https://www.vichealth.vic.gov.au/programs-and-projects/vichealth-indicators-survey-2015
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were selected as they are the most common mental health disorders, with depression being 

the leading cause of disability in both males and females and, at its worst, leading to suicide. 

Moreover, as mentioned earlier, there is strong and consistent evidence of an association 

between depression and anxiety and the National Health Priority Area conditions of heart 

disease, stroke, diabetes, asthma, cancer, arthritis and osteoporosis (Clarke 2009; Clarke & 

Currie 2009 in VPHS 2014).  

Depression is also associated with poorer health outcomes in those with physical disease. 

While depression and anxiety are, for the most part, highly treatable disorders, continuing 

social stigma about mental illness often prevents people from seeking the help they need. 

In 2014-15, the adult respondents in CGS reported higher rates of high or very high levels of 

psychological distress (such as anxiety, depression or worry) compared with regional 

Victoria and Victoria.  

Table 116. Estimated number and rate* of people aged 18 years and over with high or very high 

psychological distress, based on the Kessler 10 Scale (K10), 2014-15 

 Rate Number 

CGS 17.6 1,622 

Regional Victoria 13.3 135,281 

Victoria 12.5 564,408 

Source: Social Health Atlas of Australia. Victoria, by Local Government Area 2018 Public Health Information Development Unit 
2018  
*Age standardised rate per 100 people 

In the VPHS 2014, respondents were asked if they had ever been diagnosed with 

depression or anxiety by a doctor. The results for these two distinct conditions are combined. 

State data show that older males (>75 years) and females and all people (>65 years) report 

lower rates of lifetime prevalence of anxiety or depression. There is a trend over time for 

increased reporting of both conditions for males and females across the state. Males and 

females who lived in rural Victoria had a significantly higher lifetime prevalence of 

depression and anxiety (28.7%) than their metropolitan counterparts (22.8%). Across the 

state the lifetime prevalence of depression or anxiety decreased significantly with increasing 

total annual household income for both males and females. 

In CGS, the reported lifetime prevalence of anxiety or depression diagnosed by a doctor was 

higher (though not significantly) compared with the Loddon Mallee region and Victoria. 

Table 117. Lifetime prevalence of self-reported doctor diagnosed depression or anxiety 

 Self-reported doctor diagnosed depression or anxiety %* 

CGS 33.7 

LMR 25.8 

Victoria 24.2 

Source: VPHS 2014 *Age standardised rate per 100 persons 
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6.4.4 Health service access  

6.4.4.1 General Practice Mental Health Treatment Plans (the Better Access 

Initiative) 

The purpose of the Better Access Initiative is to improve treatment and management of 

mental illness within the community. The Better Access Initiative is increasing community 

access to mental health professionals and team-based mental health care, with general 

practitioners encouraged to work more closely and collaboratively with psychiatrists, clinical 

psychologists, registered psychologists and appropriately trained social workers and 

occupational therapists80.  

The rates of accessing the Better Access Initiative are lower for CGS than regional Victoria 

and the rest of the state. These data are old (they have not been updated since the previous 

community profile). The relatively lower use of the mental health care plans may be due to a 

range of factors, including poorer access to or a lower number of appropriate providers 

despite higher prevalence of mental health problems (Table 104). 

Table 118. Rate* of professional involvement with the Better Access Program for Mental Health 

2009-10 (DoH) 

 
CGS 

Regional 
Victoria Victoria 

 Rate Number Rate Rate 

Preparation of Mental Health 
Care Plan by GPs 

7,713 905 9,006 9,127 

Psychiatrists 400 48 426 556 

Psychologists 8,282 942 12,299 16,862 

General Psychologists 6,281 718 9,113 11,766 

Clinical Psychologists 1,986 224 3,180 5,097 

Social Workers 2,255 337 1,174 1069 

Occupational Therapists 0 0 132 175 

Social Health Atlas of Australia. Victoria, by Local Government Area 2018 Public Health Information Development Unit 2018  
http://phidu.torrens.edu.au/notes-on-the-data/health-services/better-access-program  
* ASR per 100,000 

6.4.5 Self-reported seeking of professional help for a mental health problem 

Survey respondents were asked: ‘In the last year, have you sought professional help for a 

mental health related problem?’. 

Across Victoria 16.0% of respondents reported that they had sought professional help for a 

mental health problem in the year before the survey. This was significantly higher among 

                                                

80 Commonwealth Department of Health http://www.health.gov.au/mentalhealth-betteraccess Accessed October 2017 

http://phidu.torrens.edu.au/notes-on-the-data/health-services/better-access-program
http://www.health.gov.au/mentalhealth-betteraccess
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females (19.9%) compared with males (12.1%). A significantly higher percentage of younger 

Victorians 18–34 years sought professional help compared with Victorians 35 years or older. 

There was no significant difference between the help seeking behaviour of metropolitan, 

rural or all Victorian residents. The rate also was higher for residents of CGS (28.2%) 

compared with regional (18.5%) and all Victorians (16.0%).  

Table 119. Rates^ of seeking professional help for a mental health problem in the previous 

year, 2014 

 
Rates of seeking professional help for a mental health problem in the 

previous year (%) 

CGS 28.2** 

LMR 18.5 

Victoria 16.0 

Source: VPHS 2014 ^Age- standardised rates to the 2011 Victorian population 
**estimate is significantly higher than that of the state 

Across Victoria, general practitioners are the most commonly accessed service provider for 

mental health problems (60.9%) followed by private psychologists/counsellors (44.4%), 

private psychiatrists (16.0%), public mental health service (4.3%), community health service 

(2.3%) and other (5.9%). Respondents answered yes or no to these options. 

6.4.6 Mental Health Client Figures 

For the years 2015-17, the number of clients in 0-64yrs clinical mental health services has 

remained constant with the exception of aged (+65 years) services which has nearly doubled 

from 2106 to 2017 (see Table 106).  

Table 106: Number of CGS clients in selected clinical mental health services 2015 - 2017 

Client category 2015 2016 2017 

Adult (16-64 years) 205 161 195 

Aged (65+ years) 36 28 41 

CYMHS (up to 18 years) 35 34 37 

Forensic <5 <5 <5 

Specialist <5 <5 5 

Total 269 219 265 

Source:  Mental Health Client Data Cube commissioned October 2017 
Note: Clients can be counted in more than one program client category in the year 
CYMHS (CAMHS): Specialist child and adolescent mental health services are provided for children and adolescents up to the 
age of 18 years with serious emotional disturbance. 
Specialist: A number of specialist services are delivered on a statewide basis. They offer an additional level of expertise or 
service response for people with particular clinical conditions or high level needs. 
http://www.health.vic.gov.au/mentalhealthservices/statewide.htm  
Forensic: inpatient and community services to mentally ill offenders in Victoria. 
Age standardised rates calculated using 2016 ABS data 
 
 
 

http://www.health.vic.gov.au/mentalhealthservices/statewide.htm
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6.5 Alcohol and Substance use 

In this section a range of factors associated with alcohol and drug consumption and related 

harm are presented. 

From national data (National Drug Household Survey 201681) we can observe that compared 

to 2013, fewer people in Australia drank alcohol in quantities that exceeded the lifetime risk 

guidelines in 2016 (17.1%, down from 18.2% in 2013). But there was no change in the 

proportion exceeding the single occasion risk guideline. 

Young adults were drinking less - a significantly lower proportion of 18–24 year-olds 

consumed 5 or more standard drinks on a monthly basis (from 47% in 2013 to 42% in 2016). 

Fewer 12–17 year-olds were drinking alcohol and the proportion abstaining from alcohol 

significantly increased from 2013 to 2016 (from 72% to 82%). 

However, more people in their 50’s were consuming 11 or more standard drinks in one 

drinking occasion in 2016 than in 2013. Fewer people reported being a victim of an alcohol-

related incident; the proportion declined from 26% in 2013 to 22% in 2016. 

6.5.1 Alcohol consumption guidelines  

The National Health and Medical Research Council (NHMRC) is currently reviewing the 

Australian Guidelines to Reduce Health Risks from Drinking Alcohol 200982. It is planned 

they will be released in 2020. They focus on risk reduction over a lifetime, on a single 

occasion of drinking, for children and for pregnant women 

Table 120. NHMRC guidelines to reduce health risks from drinking alcohol (2009) 

Guideline 1: 

Reducing the risk of alcohol 
related harm over a lifetime 

For healthy men and women, drinking no more than TWO standard drinks 
on any day reduces the lifetime risk of harm from alcohol-related disease 
or injury. 

Guideline 2: 

Reducing the risk of injury on 
a single occasion of drinking 

For healthy men and women, drinking no more than FOUR standard 
drinks on a single occasion reduces the risk of alcohol-related injury 
arising from that occasion 

Guideline 3:  

Children and young people 
under 18 years of age 

For children and young people under 18 years of age, not drinking 
alcohol is the safest option. 

• Parents and carers should be advised that children under 15 years 
of age are at the greatest risk of harm from drinking and that for this 
age group, not drinking alcohol is especially important 

• For young people aged 15−17 years, the safest option is to delay 
the initiation of drinking for as long as possible. 

Guideline 4:  

Pregnancy and breastfeeding 
 

Maternal alcohol consumption can harm the developing foetus or 
breastfeeding baby. 

• For women who are pregnant or planning a pregnancy, not drinking 
is the safest option. 

• For women who are breastfeeding, not drinking is the safest option 
Source: Modified from VPHS (2014)83 

                                                

81 National Drug Household Survey 2016 https://www.aihw.gov.au/reports/illicit-use-of-drugs/ndshs-2016-key-
findings/contents/highlights-from-the-2016-survey Accessed March 2018 
82 https://www.nhmrc.gov.au/health-topics/alcohol-guidelines Accessed March 2018 
83 Standard drinks https://www.nhmrc.gov.au/_files_nhmrc/file/your_health/healthy/alcohol/std-drinks.pdf Accessed December 
2017 

https://www.aihw.gov.au/reports/illicit-use-of-drugs/ndshs-2016-key-findings/contents/highlights-from-the-2016-survey
https://www.aihw.gov.au/reports/illicit-use-of-drugs/ndshs-2016-key-findings/contents/highlights-from-the-2016-survey
https://www.nhmrc.gov.au/health-topics/alcohol-guidelines
https://www.nhmrc.gov.au/_files_nhmrc/file/your_health/healthy/alcohol/std-drinks.pdf
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6.5.2 Alcohol consumption 

Self-reported alcohol consumption by residents of the CGS is similar to regional Victoria and 

the state (not statistically different). 

Table 121. Estimated number of people aged 15 years and over who consumed more than two 

standard alcoholic drinks per day on average (modelled estimates) 2014-15 

 Rate* Number 

CGS 16.9 1,673 

Regional Victoria 18.6 - 

Victoria 15.0 - 

Source: Social Health Atlas of Australia. Victoria, by LGA 2018 Public Health Information Development Unit 2018 *ASR per 100 
people 

The VicHealth Indicators Survey 2015 considered factors surrounding alcohol use in the 

CGS and Victoria. These were the risk of short-term harm from alcohol consumption (five 

drinks or more on a single occasion), very high risk of short-term harm from alcohol 

consumption (11 or more drinks on a single occasion) and respondents’ attitude towards 

getting drunk to the point of losing balance. The results are similar to all other Victorians. 

Table 122.  Rates* of alcohol use and opinions about alcohol use, 2015 

 CGS (%) Victoria (%) 

At risk of short-term harm each month 25.2 29.4 

At very high risk of short-term harm each month 9.0 9.2 

Alcohol culture – agreement with statement ‘getting 
drunk every now and then is okay’ 

21.4 27.9 

Source: VicHealth Indicators Survey 2015. *Crude rates (not age standardised) 

6.5.2.1 Risk of alcohol related harm on a single occasion 

Risk of alcohol-related injury on a single occasion refers to the acute effects of excess 

alcohol consumption that can result in death or injury due to road traffic accidents, falls, 

drowning, assault, suicide and acute alcohol toxicity. The risk of alcohol-related injury 

increases with the amount of alcohol consumed on a single occasion (VPHS 2014). There 

are also the indirect costs of acute effects of excess alcohol consumption such as abuse and 

violence within relationships (or with others), poor judgement resulting in unacceptable or 

criminal behaviour, poor work attendance or performance. 

The proportion of the adult population in the CGS at risk of alcohol related harm on a single 

occasion is the same as the rest of the Loddon Mallee and all Victoria.  
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Table 123. Proportion (%) of the adult population at risk of alcohol-related injury on a single 

occasion, by risk category and LGA, 2014 

 
Abstainer or no longer 

drinks alcohol 
Reduced risk 

Increased risk, either 
yearly, monthly or 

weekly 

CGS 19.4 33.4 45.3 

LMR 23.5 30.0* 45.3 

Victoria 20.8 35.8 42.5 

Source: VPHS 2014. Data were age-standardised to the 2011 Victorian population. 
*significantly lower than the corresponding estimate for Victoria 

Across Victoria, VPHS (2014) data show this risk of alcohol related injury on a single 

occasion decreases with age and females have lower rates than males. Significantly higher 

proportions of men and women aged 35–44 years were at increased risk of alcohol-related 

injury on a single occasion on a yearly basis compared with all Victorian men and women, 

respectively. The prevalence of increased risk of alcohol-related injury on a single occasion, 

on a monthly basis, was significantly higher in men and women 18–24 years of age 

compared with all Victorian men and women, respectively. Risk of alcohol related injury to 

males and females on a single occasion is greater for those who live in rural regions 

compared with those who live in metropolitan areas. 

6.5.2.2 Lifetime risk of alcohol-related harm 

Regular, excessive consumption of alcohol over time places people at increased risk of 

chronic ill health and premature death, and episodes of heavy drinking may place the drinker 

(and others) at risk of injury or death. The consequences of heavy, regular use of alcohol 

may include liver disorders, such as cirrhosis and liver failure, gastrointestinal ulcers and 

damage to the pancreas, poor nutrition, cancers, cardiovascular problems and neurological, 

psychological and social problems. 

The proportions of the CGS adult population that abstained from alcohol, that had a reduced 

lifetime risk and had an increased lifetime risk of alcohol related harm was the same as the 

region and the state. 

Table 124. Proportion (%) of the adult population with lifetime risk of alcohol-related harm, by 

risk category, 2014 

 Abstainer or no longer 
drinks alcohol 

Reduced lifetime risk 
Increased lifetime 

risk 

CGS 19.4 15.6 59.4 

LMR 23.5 15.7 58.9 

Victoria 20.8 18.3 59.2 

Source: VPHS 2014. Data were age-standardised to the 2011 Victorian population 

For Victoria, men and women aged 35–44 years had an increased lifetime risk of alcohol-

related harm compared with all Victorian men and women, respectively. A significantly 

higher proportion of women and adults aged 18–24 years were also at increased lifetime risk 
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compared with all Victorian women and adults, respectively. Men had a significantly higher 

proportion of increased lifetime risk than women at every age group except for the 18–24 

years age group, where young women dominated (VPHS 2014). 

Other incident and trend data84 related to alcohol related service use and harm in the CGS 

and Victoria may be found at http://www.aodstats.org.au/  

6.5.3  Drug consumption 

There is little information about levels of drug consumption in the CGS. 

A summary from the National Drug Household Survey 201685 (NDHS) suggests that across 

Australia: 

• the top 4 illegal drugs most likely used in the previous 12 months in 2016 were 

cannabis, ecstasy, cocaine and meth/amphetamines 

• younger people (aged under 30) were smoking less, drinking less and using fewer 

illicit drugs in 2016 than in 2001 

• people in their 40s, 50s and 60s, had little to no change in drug usage behaviours 

over this period but their use of some drugs has increased between 2013 and 2016 

• there were declines in recent use of some illegal drugs in 2016 including 

meth/amphetamines (from 2.1% to 1.4%), hallucinogens (1.3% to 1.0%), and 

synthetic cannabinoids (1.2% to 0.3%) 

• 1 in 8 Australians had used at least 1 illegal substance in the last 12 months 

• About 1 in 20 Australians had misused pharmaceuticals in 2016 (4.8%) 

• Certain groups disproportionately experience drug-related risks 

o Use of illicit drugs in the last 12 months was far more common among 

people who identified as being homosexual or bisexual; ecstasy and 

meth/amphetamines use in this group was 5.8 times as high as 

heterosexual people 

o People who live in remote and very remote areas, unemployed people and 

Indigenous Australians continue to be more likely to smoke daily and use 

illicit drugs than other population groups.  

o The proportion of people experiencing high or very high levels of 

psychological distress increased among recent illicit drug users between 

2013 and 2016 - from 17.5% to 22% but also increased from 8.6% to 9.7% 

over the same period for the non-illicit drug using population (those who had 

not used an illicit drug in the past 12 months) 

• Crystal/ice methamphetamines continued to be the main form of 

methamphetamines used in 2016 (was 57% in 2016; up from 22% in 2010 and 

50% in 2013). There was a significant decline in recent meth/amphetamine users 

who used powder as their main form (from 29% in 2013 to 20% in 2016) 

                                                

84 This includes alcohol related data fields such as: hospital presentation, ambulance attendance, alcohol service contact, 

serious road injury, assault and possible and definite family assault incidents. 
http://aodstats.org.au/Documents/AODstats%20Methods_final%202014.10.02.pdf  
85 Australian Institute of Health and Welfare 2017. National Drug Strategy Household Survey 2016: detailed findings. Drug 
Statistics series no. 31. Cat. no. PHE 214. Canberra: AIHW.https://www.aihw.gov.au/reports-statistics/behaviours-risk-
factors/illicit-use-of-drugs/overview  

http://www.aodstats.org.au/
http://aodstats.org.au/Documents/AODstats%20Methods_final%202014.10.02.pdf
https://www.aihw.gov.au/reports-statistics/behaviours-risk-factors/illicit-use-of-drugs/overview
https://www.aihw.gov.au/reports-statistics/behaviours-risk-factors/illicit-use-of-drugs/overview
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• People’s perceptions of meth/amphetamines changed considerably between 2013 

and 2016. Australians now consider meth/amphetamines to be more of concern 

than any other drug (including alcohol) and a greater number thought of it as the 

drug that caused the most deaths in Australia. For the first time, 

meth/amphetamines was the drug most likely to be nominated as a drug problem. 

• More people reported being a victim of an illicit drug-related incident in 2016, 

increasing from about 1.6 million in 2013 to 1.8 million in 2016. 

The extent to which these findings describe the status of factors related to drug use in the 

CGS is not known. 

The table below provides a snapshot of features of drug use and its consequences in CGS 

compared with Victoria (Turning Point 2017). The numbers related to the use of some 

substances is very low. When the hospital attendance rate is less than 10 for the year, they 

have been omitted (hallucinogens, heroin, inhalants, benzodiazapines, other tranquillisers, 

opioids, analgesics, antidepressants, antipsychotics and steroids). 

Overall, generalisations cannot be made of the extent of illicit substance use in the CGS, 

compared with Victoria, as evidenced by hospital attendance, ambulance attendance and 

use of specialised treatment services; rates vary with the drug. Numbers are generally small 

and further data is required to provide a more robust interpretation. 

Table 125. Number and rate* of drug related activities, (2014-15) 

Event CGS Victoria 

 Number Rate^ Rate* 

Illicits (any) 

Hospital 
presentation 

31 

(M=18, F=13) 

24.6 

(M=28.8 F=20.5 

M:F~3:2 

25-39yo=93.7 

40-64yo=27.4) 

25.2 

(M=30.8, F=19.9 - 
M:F=3:2 

25-39yo=52.9, 

15-24yo=38.1) 

Ambulance 
attendance 

22 4.0 15.5 

Treatment services** 79 

39.0 

(M:F~4:3 

15-24yo=52.2 

25-39yo=35.0) 

38.9 

(M:F~2:1 

15-24yo=112.1 

25-39yo=71.8) 

Deaths 0 0  

Amphetamine 

Hospital 
presentation 

0 0 0.1 

Treatment services** 15 12.0 15.1 

Other stimulants 

Hospital 
presentation 

8 No data 
10.2 

(majority 15-39 years) 
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Cannabis 

Hospital 
presentation 

8 6.4 
8.2 

(32.5 are 15-39 years)  

Treatment services** 34 27 

16 

(M:F=2:1, most between 
15-24 years) 

Source: Turning Point. Accessed March 2018. *Crude rates per 10,000 population, **Episodes of care 

There have been no deaths recorded due to illicit drug use in the shire for the period 

2005/06-2014/15.  

From 2005/06 to 2014/15 there has been an increase in the episodes of care for 

amphetamine use (7.6/10,000/year to 12.0/10,000/year) in CGS. Numbers are low and this 

might not be significant. 

In 2014/15, there were 8 admissions to hospital due to the use of other stimulants. In 

2013/14 there were 6 admissions. Prior to this there were zero. There have been no 

episodes of care for other stimulant use reported since data was recorded in 2005. 

The rate of hospital admission due to cannabis use in the shire ranges from 4.0/10,000 in 

2005/06 to 13.9/10,000 in 2013/14. In 2014/15 the rate was 6.4/10,000. In 2014/15 the rates 

of treatment (episodes of care) for cannabis use were 27/10,000 and ranged from 

24.0/10,000 in 2010/11 to 60.5/10,000 in 2008/09. 

There were no reported admissions or episodes of care reported in CGS for hallucinogen 

use. Treatment for heroin use was reported prior to 2012/13, at comparably low rates for the 

state and other LGAs (<10/10,000). In 2014/15 there were 6.4/10,000 hospital admissions 

due to other opioid use. In Victoria the rate was 0.4/10,000.  

Hospital admissions for all other pharmaceuticals ranged from 17-32/year and was 32 

(25.4/10,000) in 2014/15, the state rate was 16.1/10,000 for 2014/15. Ambulance 

attendance was first reported in 2011/12; the rate was 20.6/10,000 in 2014/15. 

Rates of admission for benzodiazapine (eg Valium) use in 2014/15 was 11.1/10,000 and 

3.5/10,000 for the state. The hospitalisation rate for antipsychotic drug use in 2014/15 was 

9.5/10,000; the state rate was 2.4/10,000. 

The hospitalisation rate for use of other drugs parallels the state figures.  

The graphs below present trend data for the rate of presentation to hospital for all illicit drug 

use 2005-2015 for the CGS and Victoria. For both there is an upward trend. 
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Figure 20. Rates^ of hospital presentation for any illicit drug use CGS 2005-15 

 
Source: Turning Point, 2018, ^crude rates per 10,000 of population 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Turning Point http://www.aodstats.org.au/ Accessed March 2018, ^crude rates per 10,000 of population 

 

 

Figure 21. Rates^ of hospital presentation for any illicit drug use Victoria 2005-15 

http://www.aodstats.org.au/

