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Foreword – VicHealth Indicators Survey

The VicHealth Indicators Survey is a triennial, local government 
area survey of approximately 25,000 people targeting the 
adult Victorian population. First conducted in 2007, the survey 
collects a wide range of information in relation to the social 
determinants of health.

Topics covered include: wellbeing; alcohol; smoking policy; 
work, life and time; healthy eating and sedentary behaviour; 
green space and safety; community engagement; social 
attitudes that influence health; and arts and new media.

The VicHealth Indicators Survey is designed to support the 
development and use of local community wellbeing indicators 
as a tool for informed, engaged and integrated community 
planning and policy making, to improve health outcomes and 
reduce health inequalities. This information is invaluable for 
local governments developing Municipal Public Health and 
Wellbeing Plans as required by Victorian legislation.

Indicator data can provide social planners with tools to 
monitor and identify emerging trends and issues such as:

•	 the prevalence and distribution of health and wellbeing in 
the general population

•	 trends and patterns in health and wellbeing across 
socio-demographic groups

•	 the relationship between lifestyle and health and 
wellbeing, and

•	 identifying potential areas for action.

Foreword

The VicHealth Indicators Survey complements other 
Victorian population health surveys such as the Victorian 
Government’s Victorian Population Health Survey (VPHS). 
These two datasets enable local government planners to gain 
a comprehensive picture of health and wellbeing in Victoria.

VicHealth welcomes the opportunity to engage and assist 
local councils to use the VicHealth Indicators Survey data to 
strengthen and advance community health and wellbeing, 
building stronger, more resilient communities.

Jerril Rechter
CEO  
VicHealth
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Executive summary

About this report
The VicHealth Indicators Survey is a Victorian community 
wellbeing survey with a focus on the social determinants 
of health. It complements other health and wellbeing survey 
work conducted in Victoria, such as the Victorian Population 
Health Survey, Indicators of Community Strength, and 
Community Indicators Victoria, and specifically targets key 
result areas in the VicHealth Strategy and Business Plan. Survey 
topic areas include: wellbeing; work, life and time; healthy 
eating and sedentary behaviour; use of green space and safety; 
smoking policy; alcohol; use of social networking; participation 
in arts activities and the community; and social attitudes.

This report is divided into chapters by topic areas. Each 
chapter begins with an explanation of why the indicators 
were selected for inclusion in the survey. Next, it outlines 
analysis at a state-wide level, first by age and sex, then by 
demographic groups. Each chapter ends with a summary and 
conclusions section.

Publications from the VicHealth Indicators Survey (including 
this report) have been written primarily to assist local 
government with planning. For this reason, crude rates have 
been presented as they provide an indication of the actual 
situation. Age-standardised rates are more appropriate 
for making comparisons between geographical areas with 
different age profiles. Age-standardised rates are generated 
using a statistical method that adjusts for age variation by 
applying a common (standard) age profile to all populations. 
Age-standardised data is available from VicHealth under 
a licence agreement. See the chapter ‘Introduction and 
Methods’ for more information about using crude vs  
age-standardised rates.

What do the indicators tell us?
The indicators used in this survey were selected and 
developed because they are measurable items that 
elucidate specific attitudes and behaviours related to social 
determinants of health at a population level. This survey 
provides a snapshot of the situation in Victoria at a particular 
time (May to August 2011). When read in conjunction 
with the Victorian Population Health Survey (VPHS)1, 
these two datasets will enable local government to gain a 
comprehensive picture of health and wellbeing in Victoria. 

Several items in the VicHealth Indicators Survey were 
included in the Community Indicators Victoria Survey (CIV) 
in 2007, and the 2011 data will be added in future updates to 
the CIV website. Publications from the VicHealth Indicators 
Survey are intended to complement the CIV resource with 
additional indicators and different types of analysis.

The VicHealth Indicators Survey includes 26 indicators that 
focus on a range of social determinants of health, selected 
health behaviours, and attitudes to specific health-related 
issues across the general population. In general, indicator 
data can provide social planners with tools to monitor and 
identify emerging trends and issues, such as the prevalence 
and distribution of attitudes and behaviours in the general 
population, and in subgroups of the population.

With some notable exceptions (such as alcohol expenditure, 
sedentary behaviour, and time pressure), this survey found a 
clear social gradient in health and wellbeing indicators, with 
the most disadvantaged groups having the least favourable 
outcomes for health. These findings highlight the need for 
continued work addressing the social determinants of health 
and wellbeing, and ongoing efforts to reduce inequalities.

Methods
The VicHealth Indicators Survey is conducted approximately 
every three years. The survey was first undertaken in 2007 (as 
Community Indicators Victoria), and was repeated in 2011.

Data was collected via telephone interviews between May and 
August 2011. The survey was conducted in each of Victoria’s 
79 Local Government Areas (LGAs), and a sample of 25,075 
participants aged 18 years and over was achieved. The survey 
design entailed the conduct of 300 interviews per LGA, with a 
reduced sample size (200) in the 10 least populous LGAs, and 
an increased sample size (550) in four LGAs to facilitate more 
detailed local area-level analysis. This approach was used to 
obtain sufficient numbers to allow LGA-level analysis, while 
minimising participant burden. 

Who will use this report?
This report has been written primarily for and to be used by 
local government and other social planners. Findings from 
the survey will also be used for internal planning purposes 
at VicHealth. Other publications from this dataset, such as 
LGA Profiles, provide area-level information to assist with 
local planning and are available from the VicHealth website. 
Data will be available for independent researchers upon 
application, subject to a licence agreement. 

1  The Victorian Population Health Survey provides prevalence estimates in the Victorian population on a range of indicators of health and disease, including self-rated 
health status, levels of psychological distress, body mass index (to determine weight status), the presence of chronic diseases, nutrition, physical activity, smoking  
and alcohol consumption, and participation in screening for bowel cancer, cervical cancer, breast cancer, high blood pressure, cholesterol and high blood sugar.  
Also included are indicators of social support, connections with others and community participation.
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Executive summary – VicHealth Indicators Survey

Wellbeing

One indicator
1. Subjective wellbeing (range 0–100)

Overall, Victorians had an average wellbeing score of 77.5 
[95% Confidence Interval (CI*) 77.3, 77.8], which is higher 
than a 2011 Australian population estimate using the same 
measure (75.9, CI not published) (Australian Unity 2012). 
Males and females in the oldest and youngest age groups 
(aged 65 years and over, or 18–24 years) had significantly 
higher wellbeing averages compared to the Victorian average. 
Those aged between 45 and 54 years had significantly lower 
wellbeing scores. 

Socioeconomic status was positively associated with 
subjective wellbeing. Higher levels of wellbeing were reported 
by those who had completed a university degree, had no 
reported disability and earned an annual income of $100,000 
or more. In contrast, lower levels of wellbeing were reported 
by those who were unemployed, had a disability, spoke a 
language other than English at home, had an annual income 
of less than $60,000 and lived in single-person or share 
households.

Those living in peri-urban and regional areas had significantly 
higher than average wellbeing scores.

Alcohol

Three indicators
1. Purchased alcohol in the last 7 days
2. 7 day $ spend on packaged liquor 

(of those purchasing)
3. 7 day $ spend at a licensed premises 

(of those purchasing)

This survey showed that about a third (36.3% [35.3, 37.3]) 
of respondents had bought alcohol in the seven days prior 
to the telephone interview. Of this group, 87.1% [85.8, 88.3] 
had purchased package liquor (e.g. at a bottle shop or 
supermarket) and 50.5% [48.7, 52.3] had purchased alcohol at 
a licensed premises (e.g. at a pub or restaurant). On average, 
those who had purchased packaged liquor in the previous 
week spent $45 [42, 47] and those who had purchased alcohol 
at licensed venues (pubs and clubs) spent $45 [41, 48]. 

Men (43.7% [42.1, 45.4]) were significantly more likely to have 
purchased alcohol during the past seven days than were 
women (29.1% [27.9, 30.3]). Those aged 65 or over (27.2% 
[25.9, 28.6]) were less likely to have purchased alcohol than 
those from other age groups. 

The purchase of alcohol was associated with higher levels 
of income and education, employment, and not being from 
a culturally and linguistically diverse (CALD) background. 
Those living in inner metropolitan areas were more likely to 
report purchasing alcohol in the past week than those from 
the rest of Victoria. 

*  See p20 for a full explanation of Confidence Intervals.
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Smoking policy

One indicator
1. Support for smoking ban in 

outside dining areas

Since 1 July 2007, smoking has been banned in Victoria in 
most enclosed workplaces (including restaurants, cafes and 
shopping centres), on covered train platforms, at bus and 
tram stops, and at underage music/dance events. Smoking on 
government school grounds has been banned since 1 July 2009. 
Smoking is, however, generally still allowed in outdoor dining 
areas. While there is currently no state-wide ban on smoking in 
outdoor dining areas, 41% of LGAs have introduced some form 
of outdoor smoke-free policy within their local area (Heart 
Foundation (Victoria) and Quit Victoria 2011).

The findings of this survey show widespread support for 
extending the ban to outdoor dining areas, with just under 
seven in 10 participants supporting the ban. This is similar to 
the proportion of Victorians (70%) who reported disapproving 
of smoking in alfresco dining areas in a 2010 survey (Quit 
Victoria et al. 2012). The VicHealth Indicators Survey found 
significantly higher levels of support for a ban on smoking in 
outdoor dining areas among non-smokers, those on higher 
incomes, those with higher levels of education, and those from 
homes in which the main language spoken was not English.

Work, life and time

Five indicators
1. Long commute (>2 hours per day)
2. Inadequate sleep 

(<7 hours per weekday)
3. Lack of time for friends/family 
4. Time pressure
5. Adequate work-life balance

This survey found that many Victorians struggle with work 
and time pressures. One in 10 participants commute more 
than two hours per day, and nearly one-third sleep less than 
seven hours per night. More than a quarter of participants say 
they don’t have enough time to spend with family and friends, 
and four in 10 always or often feel rushed or pressed for time. 
Just over half of respondents report not having issues with 
balancing work and family life. 

Geographic factors play an important role in people’s capacity 
for achieving balance between work, family (and other) 
responsibilities, and leisure. Residents of outer metropolitan 
areas and growth areas reported spending more time 
commuting than other respondents. Those from growth areas 
were significantly more likely to agree they lacked time for 
family and friends, and were the geographical group most 
likely to report getting insufficient sleep. 

The survey shows that for many, the middle decades of life 
are the most challenging in terms of achieving a satisfying 
work-life balance. People in these age groups (25–54) were 
the most likely to report poor work-family balance, a lack of 
time for family and friends, and being under time pressure. 
Males aged between 35 and 44 were the group most likely to 
report poor work-life balance, with only four in 10 indicating 
adequate balance, while females between 35 and 44 were 
most likely to experience time pressure (61.0% [58.2, 63.7]). 
Males between 45 and 54 years old were more likely to report 
inadequate sleep than those in other age and gender groups. 

Contrary to other indicators, those with lower incomes had 
better outcomes for indicators relating to work and time 
pressure, with those reporting incomes of <$40,000 per 
annum significantly less likely to report poor work-family 
balance, a lack of time for family and friends, and that they 
often felt rushed.



  11

Executive summary – VicHealth Indicators Survey

Healthy eating and 
sedentary behaviour

Three indicators
1. Shares a meal with family 

(>5 days per week)
2. Sedentary behaviour 

(sitting >7 hours per day)
3. Daily soft drink consumption

The survey shows that about two-thirds of Victorians share 
meals five days or more per week, with the proportion 
dropping to about half in young adults aged between 18 and 
24. Residents of inner and middle metropolitan LGAs are less 
likely to share meals than those in other areas. Lower rates 
of meal sharing were also reported by those with disabilities 
and those on lower incomes.

More than one-third of males (37.2% [35.6, 38.9]) and more 
than one-quarter of females (28.0% [26.7, 29.3]) reported 
sitting for seven hours or more per day, a level that has been 
associated with an increase in precursors to type 2 diabetes 
and cardiovascular disease (Thorp et al. 2010). Participants 
more likely to be sedentary included those living in inner and 
middle metropolitan areas, on higher incomes, educated to 
university level, and aged between 18 and 54.

Comparatively high rates of daily soft drink consumption 
were seen among respondents aged between 25 and 34 
(20% [17.2, 23.1]). Consumption levels decreased with age 
in both men and women after this peak. In every age group 
surveyed, the proportion of men drinking soft drink every 
day was higher than the proportion of women. The survey 
also found an association between soft drink consumption 
and socioeconomic status, with a greater likelihood of daily 
consumption among unemployed respondents, those with 
some high school education only, having a disability, and living 
in growth areas or in a regional city.

Green space and safety

Three indicators
1. Visit to green space 

(> once per week)
2. Perceptions of safety – 

walking alone during day
3. Perceptions of safety – 

walking alone during night

This survey found that one in two Victorians had visited green 
spaces in their local areas weekly or more often in the three 
months prior to the survey (50.7% [49.7, 51.8]). Females aged 
between 35 and 44 (60.0%, [57.2, 62.7]) were the age and 
gender group most likely to visit green spaces weekly.

When compared with the state average, people living in 
growth or other regional areas were least likely to have 
reported visiting local green spaces in the three months prior 
to the survey.

Overall, almost all respondents felt safe walking around  
their local area during the day compared to just seven in  
10 respondents who felt safe at night. Younger people were 
more likely than older people to report feeling safe both 
during the day and at night. Males reported feeling safer than 
females, by day and night; the difference was most apparent 
for safety at night, with more than eight out of 10 males 
surveyed feeling safe compared to a little over half of females. 

The findings from this survey suggest that socioeconomic 
status plays an important role in how active and safe people 
feel in their local neighbourhoods. Factors associated with 
more frequent visits to green spaces and with feeling safe 
walking alone in the local area were: having a university 
education, being employed, having an annual income over 
$100,000, and not being from a CALD background. 

Those residing in growth areas had the poorest outcomes 
for green space use and perceived safety during the day 
and at night relative to other geographical areas.
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Community engagement

Two indicators
1. Volunteering (> once per month)
2. Participation in citizen engagement 

(in the last year)

Overall, more than a third of the Victorians surveyed reported 
volunteering on at least a monthly basis (34.3% [33.4, 35.3]. 
Among females, those aged between 35 and 44 were most 
likely to volunteer (40.7% [38.0, 43.4]), while those aged 
25–34 were the least likely to volunteer (28.7% [24.9, 32.8]). 
Among males, those aged 65 and over reported a higher rate 
of volunteering (37.5% [35.3, 39.8]) than those in any other 
age group.

Approximately half of the Victorians surveyed (50.5% [49.4, 
51.5]) had participated in citizen engagement over the past 
12 months. Such action was defined as doing one or more of 
the following: 

•	 attending a town meeting, public hearing or public affairs 
discussion group

•	 meeting with, calling or sending a letter or email to any 
local politician

•	 joining a protest or demonstration

•	 signing a petition. 

Younger respondents (aged between 18 and 24) (44.9% 
[40.7, 49.2]) and those aged 65 and over (46.2% [44.7, 47.7]) 
were significantly less likely to have participated than other 
Victorians.

Rates of participation in citizen engagement activities 
were similar for males and females but showed a clear 
socioeconomic gradient, with participants who were 
employed, university educated, on higher incomes ($60,000+ 
per annum), speaking English at home, and not from CALD 
backgrounds having significantly higher rates of participation 
than the average Victorian. There were also geographical 
associations, with those living in inner metropolitan, regional 
and peri-urban areas having significantly higher rates 
of participation than those residing in growth and outer 
metropolitan areas. 

Social attitudes that 
influence health

Two indicators
1. Community acceptance of diverse cultures
2. Prepared to intervene in a situation of 

domestic violence

In this survey, indicators measuring social attitudes are 
exploratory in nature, and can be used to assess attitudes 
and intentions rather than actual behaviour. Often, in surveys, 
intentions are overstated and should be treated as indicative 
only.

It is acknowledged that one measure cannot capture the 
full complexity of attitudes towards cultural diversity. The 
question selected for inclusion in the VicHealth Indicators 
Survey was chosen because it is able to detect variations in 
the responses of different population subgroups, at different 
points in time.

As measured by this indicator, a little over half of Victorians 
(50.6% [49.6, 51.7]) support cultural diversity in Australia. Those 
aged between 18 and 44 were significantly more supportive of 
cultural diversity than the Victorian average. Viewing by age 
and sex, the group indicating the highest level of support for 
cultural diversity were females aged 18 to 24, and the group 
least supportive of it were those aged 65 and over. 

Significantly higher levels of support for cultural diversity 
were seen among participants who were university educated, 
students or currently employed, spoke languages other 
than English at home, were from CALD backgrounds, lived 
in inner or middle metropolitan areas, had annual incomes 
over $60,000, lived in households with children or had been 
residing in their neighbourhoods for less than 11 years. 

The majority of respondents (93.1% [92.6, 93.6]) indicated that 
they would be likely to intervene if a family member or close 
friend was in a situation of domestic violence. Respondents 
aged between 35 and 54 years were significantly more likely 
to say they would intervene, and those aged 65 and over were 
less likely to intervene, compared to the Victorian average. 
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Arts and new media

Six indicators
1. Attended arts activities or events 

(in the last 3 months) 
2. Made or created art or crafts 

(in the last 3 months)
3. Internet access at home 
4. Social networking used to organise time 

with friends/family 
5. Agree social networking helps spend 

more time with friends
6. Agree social networking helps spend 

more time with family

Nearly two-thirds of survey respondents reported attending 
some sort of arts activity or event in the three months prior to 
the survey (63.6% [62.6, 64.5]), while approximately one-third 
(34.9% [33.9, 35.9]) were involved in creating arts or crafts. 

Younger people were more likely to be involved in the arts, 
as both consumers and creators. Those least likely to attend 
arts activities or participate in creating arts or crafts were 
males and females aged 65 and over. Respondents living 
in inner and middle metropolitan areas were more likely to 
report attending arts events. However, with the exception 
of those in inner metropolitan areas, those in regional 
areas were no less likely to make or create art than those in 
metropolitan areas.

Almost nine in 10 survey respondents (88.8% [88.3, 89.3]) 
reported having internet access at home. Younger people were 
more likely to have such access, with nearly all of those aged 
between 18 and 24 reporting having access, compared to six in 
10 of those aged 65 and over. People in inner metropolitan and 
growth areas reported higher levels of home internet access 
compared with people in regional areas.

While around one-third of respondents (35.1% [34.0, 36.2]) 
reported using social networking sites to organise spending 
time with friends and family, younger people were far more 
likely to do so. The use of such sites for this purpose was less 
common in those in peri-urban and regional areas. 
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The World Health Organization defines health as “a state of 
complete physical, mental, and social well-being and not 
merely the absence of disease or infirmity” (WHO 1948). In line 
with this definition, the VicHealth Indicators Survey emphasised 
social determinants of health. It collected information on a 
range of factors known to influence individual and community 
wellbeing, such as life satisfaction, participation in the 
community, use of parks and open space, perceptions of safety, 
work-life balance, time pressures, sedentary behaviour, sleep, 
attitudes toward smoking, and consumption of soft drinks and 
alcohol expenditure. The indicators used in this survey were 
selected and developed because they are measurable items 
that elucidate specific attitudes and behaviours related to 
social determinants of health at a population level.

This survey provides a snapshot of the situation in Victoria 
at a particular point in time (May to August 2011). The aim of 
the survey is to provide information at both state and local 
government area (LGA) levels to assist with Municipal Public 
Health and Wellbeing Plans, strategic planning and policy 
development, and to help community leaders make informed 
decisions and plan more effectively for the future.

This survey will complement other major public health 
surveys conducted in Victoria (for example, the Victorian 
Population Health Survey [VPHS]) to provide an evidence 
base for prevention planning and health service provision 
in Victoria. When read in conjunction with the VPHS, this 
dataset will enable local government planners to gain a 
comprehensive picture of health and wellbeing in Victoria.

Several items in the VicHealth Indicators Survey were 
included in the Community Indicators Victoria (CIV) Survey 
in 2007, and the 2011 data will be added in future updates to 
the CIV website. Publications from the VicHealth Indicators 
Survey are intended to complement the CIV resource with 
additional indicators and different types of analysis.

Purpose of this report
The purpose of this report is to provide information at 
a state level. A breakdown of each indicator is given by 
age and sex, and a state-wide demographic analysis is 
presented (see the next section for a full list of demographic 
variables). Survey estimates are provided within the context 
of 95% confidence intervals.

The report is divided into a number of topic areas, each 
containing one or more indicators. A summary of the 
topic areas and their associated indicators is provided in 
Table 1.1. For each indicator, information about the survey 
question and construction of the derived variable can be 
found within the relevant chapter (see the Appendix for a 
summary of this information).

1 Introduction and methods

The VicHealth Indicators Survey is a Victorian-focused population level survey conducted 
approximately every three years. This survey provides a resource for public health research 
and knowledge translation activities across Victoria. The survey was first undertaken in 2007 
and was repeated in 2011. 
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Table 1.1  Summary of topic areas and associated indicators included in the VicHealth Indicators Survey 2011

Topic area Indicators

Wellbeing •	Subjective wellbeing (range 0–100) 

Alcohol •	Purchased alcohol in the last 7 days
•	7 day $ spend on packaged liquor (of those purchasing)
•	7 day $ spend at a licensed premises (of those purchasing) 

Smoking policy •	Support for smoking ban in outside dining areas 

Work, life and time •	Long commute (>2 hours per day)
•	 Inadequate sleep (<7 hours per weekday)
•	Lack of time for friends/family 
•	Time pressure 
•	Adequate work-life balance

Healthy eating and 
sedentary behaviour

•	Shares a meal with family (>5 days per week)
•	Sedentary behaviour (sitting >7 hours per day)
•	Daily soft drink consumption 

Green space and safety •	Visit to green space (> once per week)
•	Perceptions of safety – walking alone during day 
•	Perceptions of safety – walking alone during night

Community engagement •	Volunteering (> once per month)
•	Participation in citizen engagement (in the last year)

Social attitudes that 
influence health

•	Community acceptance of diverse cultures
•	Prepared to intervene in a situation of domestic violence 

Arts and new media •	Attended arts activities or events (in the last 3 months)
•	Made or created art or crafts (in the last 3 months)
•	 Internet access at home 
•	Social networking used to organise time with friends/family 
•	Agree social networking helps spend more time with friends 
•	Agree social networking helps spend more time with family 
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Victoria

Structure of this report
Each topic area is reported as a chapter in the results 
section of this report. A chapter is made up of a general 
overview of the topic area, an explanation of the importance 
of each indicator and how it relates to health and wellbeing, 
and the survey results. The first part of the survey results 
section details analysis of each indicator at a state-wide 
level according to age and gender. Differences among age 
groups are analysed for males and females separately, then 
for all persons. Next, each chapter outlines a demographic 
analysis of all indicators contained within that chapter. The 
demographic analysis includes the following:

•	 gender

•	 education (highest level completed)

•	 labour force status

•	 main language spoken at home (English or another 
language)

•	 culturally and linguistically diverse (CALD) background 
(defined as those either being born or having one parent 
born in a country of CALD background)

•	 self-reported disability

•	 Aboriginal status (refers to all persons who identify 
as being of Aboriginal, Torres Strait Islander, or both 
Aboriginal and Torres Strait Islander origin)

•	 geographical region (local government areas [LGAs] are 
grouped into the following regions: inner metropolitan, 
middle metropolitan, outer metropolitan, growth areas, 
peri-urban, regional city and regional other; see Figure 1.1 
for detail)

•	 annual income (the income category used for analysis 
differs depending on household structure: for couple 
households and households with children, household 
income was used; for single-person and share households, 
personal income was used)

•	 household structure

•	 neighbourhood tenure (length of time living in the 
suburb/area).

Each chapter ends with a summary and conclusions.

Figure 1.1  Summary of geographical regions used for data analysis

Colour Key

Inner metropolitan

Middle metropolitan

Outer metropolitan

Growth areas

Peri-urban areas

Regional cities

Regional – other

Melbourne metropolitan

Melbourne metropolitan



18

Victorian Health Promotion Foundation

Methods
Data collected for the VicHealth Indicators Survey was 
completed through computer-assisted telephone interviews 
(CATI) by The Social Research Centre, an experienced research 
organisation contracted by VicHealth.

The participation rate2, defined as the proportion of completed 
interviews divided by the sum of completed interviews and 
refusals, was 53.5%. The rate of participation varied across 
geographical regions, being lower in metropolitan areas 
and higher in regional areas (49.6% vs 56.3%, respectively). 
Fieldwork was conducted over a total of 15 weeks between May 
and August 2011. On average, each interview was 14.4 minutes 
in length. Respondent selection within a household was done 
using the ‘next birthday’ method to ensure random selection 
of participants.

The survey was approved by the Melbourne University Human 
Research Ethics Committee (1034347.1).

Survey implementation
The VicHealth Indicators Survey included participants from 
every LGA in Victoria, with a sample size of approximately 
300 in most LGAs, and a reduced sample size of 200 in the 
10 least populous LGAs. This sampling approach was used to 
obtain sufficient numbers to allow LGA-level analysis while 
minimising participant burden. An increased sample size of 
550 was allocated to four LGAs to allow for more detailed 
analysis of those areas. These four LGAs were chosen 
because VicHealth has significant program investments in 
these areas. The City of Ballarat independently commissioned 
an additional 1,200 interviews within its LGA. This design 
brought the total number of target interviews to 24,900.

A summary of the survey design is provided in Table 1.2. 
Some controls were put in place to monitor the distribution of 
interviews by postcode within LGAs, such as sub-LGA quotas 
where postcodes straddled more than one LGA, to ensure that 
data was collected in proportion to the population distribution 
within the LGA. A total sample size of 25,121 was achieved. 
During the data analysis, exact addresses were mapped 
to LGAs, and the final allocation of LGA was based on this 
process. A number of participants were excluded from further 
analysis after this process. A final sample size of 25,075 was 
available for analysis.

2 American Association for Public Opinion Research outcome rate calculator, Version 2.1, May 2003.

Table 1.2  Summary of VicHealth Indicators Survey design

LGA Number of LGAs Number of respondents

LGAs with target sample 
size (of 300)

64 19,200

LGAs with reduced target 
sample size (of 200)

Ararat (RC), Buloke (S), Hindmarsh (S), 
Loddon (S), Pyrenees (S), Queenscliffe (B), 
Strathbogie (S), Towong (S), West Wimmera (S), 
Yarriambiack (S)

10 2,000

LGAs with increased target 
sample size (of 550)

Brimbank (C), Casey (C), 
Greater Geelong (C), Mildura (RC)

4 2,200

LGA with boosted target 
sample size (of 1,500)

Ballarat (C)
1 1,500

Total target sample size 24,900

Total achieved sample size 25,121

Final sample available 
for analysis

25,075

LGA status types – (B) = Borough, (C) = Council, (RC) = Rural City, (S) = Shire
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Sample frame
Participants were chosen from a list of randomly generated 
landline telephone numbers. To establish the sample list, all 
available numbers within each telephone exchange across 
Victoria were generated and tested to determine if they were 
working telephone numbers. Based on the location of the 
exchange that generated the telephone number, an initial 
LGA selection and postcode was allocated to each sample 
record to guide sample loading and ensure that sufficient 
sample records were generated. The final allocation of LGA 
was based on postcode and locality information provided by 
the respondent during the interview process.

All Victorian residential landline telephone numbers were 
considered in-scope. Accordingly, certain groups within the 
Victorian population were unable to participate in the survey. 
These groups included those without landlines (including 
the ‘mobile-only’ population); those living in facilities such 
as aged-care homes, prisons or hospitals; and homeless 
persons. Further, anyone who stated that they were unable to 
participate in a telephone survey due to their health or other 
reasons was excluded from the survey.

Design of survey
This survey was developed based on consideration of a 
number of factors. The first step was to review the items 
included in the CIV Survey in 2007. Several items, including 
those measuring wellbeing, citizen engagement, perceptions 
of safety and work-life balance, were included in the 2011 
survey in their original format to allow time-series analysis. 
Other indicators from CIV 2007 were replaced with revised 
questions that were more suited to organisational needs. 
Next, additional indicators were chosen based on three 
considerations: 1) a clear evidence base for inclusion, 
based on public health significance and/or importance as a 
social determinant of health; 2) addressing a gap in existing 
population health datasets; and 3) providing data to assist 
VicHealth in its program and project planning. Finally, survey 
items were pilot tested, with a number of items (for example, 
questions on barriers to physical activity and personal 
experience of discrimination) excluded from the survey after 
they piloted poorly. 
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Survey strategies
A number of different strategies were used to boost 
participation in the VicHealth Indicators Survey, including:

•	 primary approach letter mailing, in which ‘approach’ letters 
were sent to sample records for which addresses could 
be matched by washing the generated sample file against 
the 2004 White Pages directory (the washing procedure 
involves removing known business numbers, and matching  
randomly generated numbers to address listings)

•	 an extended call regime, where up to six calls were placed 
to establish contact with a given household and a further 
nine calls, if needed, were placed to secure an interview 
with the selected household member

•	 conducting interviews in Italian, Greek, Mandarin, 
Cantonese, Vietnamese, Arabic, Macedonian and Turkish 
upon request3

•	 soft refusal conversion activity, where initial contact with 
the household was identified as a refusal and the reason 
provided was ‘just hung up’, ‘not interested’ or ‘too busy’.

No interviewing took place on public holidays or other days of 
significance (e.g. Mother’s Day).

Data analysis
A variety of standard techniques was used to prepare the 
dataset and analyse the data, consistent with those used 
with other population surveys (e.g. VPHS). Survey data was 
analysed using STATA statistical software package (Version 11). 
A description of how indicators were derived has been 
included in the chapters containing individual indicators, and 
in the Appendix.

Confidence intervals
A confidence interval specifies a range of values that we 
would expect would contain the true value of an estimate, to 
a stated level of probability (for example, 95%). Confidence 
intervals of 95% have been calculated for each indicator 
estimate presented in this report. Lower and upper 
confidence intervals have been provided for each estimate 
within tables and, additionally, within text in square brackets 
following any estimate (for example, 45.5% [44.5, 46.5]).

Relative standard error
The relative standard error of an estimate provides an 
indication of how reliable the estimate is for general use. 
Relative standard errors were calculated for each estimate 
published in this report. Estimates with a relative standard 
error of 25% or less are generally accepted as being reliable. 
In this report, estimates with a relative standard error of 
between 25 and 50% have been highlighted as estimates to 
be interpreted with caution. Estimates with relative standard 
errors of greater than 50% have not been reported because 
they are not considered reliable.

Statistical significance
Statistical significance is an indication of the likelihood that 
a difference between figures is due to chance. Statistically 
significant differences between groups were deemed to exist 
when confidence intervals of estimates did not overlap. To 
determine statistical significance, estimates for one group of 
the population (for example, those with a university education) 
were compared with the estimate for all survey respondents 
(with the exception of analysis within subgroups, such as age 
groups for males only, when estimates were compared to the 
total estimate for that subgroup (e.g. males) only). When the 
confidence intervals of estimates did overlap, the estimates 
were deemed similar. This approach is consistent with that 
used in other population health surveys (such as VPHS).

The precision of the estimate affects the ability to detect 
statistically significant differences. When confidence intervals 
are small and estimates have sizable numerical differences, 
statistical differences will be found; when confidence intervals 
are wide, a difference may exist but the sample size is not 
sufficient to enable us to make such a distinction. 

The reporting of differences between categories is noted only 
when such differences are statistically significant (based on 
non-overlap of 95% confidence intervals). If this criterion is 
not met, no difference is noted.

Crude rates vs age-standardised rates
This report (and additional products from the VicHealth 
Indicators Survey) has been written primarily for local 
government to assist with planning. For this reason, crude 
rates have been presented, as they provide an indication 
of the actual situation. Crude rates are not appropriate for 
comparisons between geographic localities (for example, 
between individual LGAs), as estimates have not been age 
standardised and differences may be due, in part, to differing 
age profiles. Age standardisation is a statistical method that 
adjusts for age variation by applying a common (standard) age 
profile to all populations.

As crude rates are reported in this publication, differences 
between localities with differing age profiles may be due, at 
least in part, to differences in age distribution. For example, 
regional LGAs tend to have older age profiles than LGAs 
in growth areas and inner metropolitan Melbourne. So for 
indicators that tend to show strong associations with age (for 
example, safety indicators), higher rates will be attributable 
partly to the age structure of the inhabitants.

Age-standardised rates (not provided here) are available from 
VicHealth upon application. 

3  Where the preferred language of interview at household screening or respondent selection was identified as Italian, Greek, Mandarin, Cantonese, Vietnamese, Arabic, 
Macedonian or Turkish, a call-back was arranged for a bi-lingual interviewer to conduct the interview. Interviews were carried out using the English language version 
of the questionnaire while key words and concepts were translated into other languages by the bi-lingual interviewer. The CATI system was also set up to monitor 
demand for interviews in other community languages. Where the language could not be established at the initial contact, additional calls were placed to confirm the 
preferred language of interview. LGAs with a high proportion of interviews conducted in a language other than English included Greater Dandenong (17.1%), Brimbank 
(15.6%), Darebin (14.1%), Moreland (13.4%), Maribyrnong (13.3%) and Whittlesea (10.1%).
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Profile of survey respondents
The unweighted respondent profile was compared against ABS 
population data to determine representativeness. As can be 
seen in Table 1.3, the survey sample is biased towards females, 
older respondents and those with a university education (not 
shown here). This is consistent with other population surveys 
using a landline random digit dialling (RDD) sample frame.

Survey weighting was applied to the data prior to analysis  
to ensure representativeness at both the LGA and state level.

Survey weighting
The weighting applied to the VicHealth Indicators Survey 
consisted of two steps. First, a pre-weight was applied which 
reflected the respondent’s chance of selection within the 
household. This is because while only one respondent was 
randomly selected from each household, a household may 
contain any number of eligible individuals (aged over 18). 
Second, a population weight was applied, which was based 
on the age and gender structure within each LGA4. A six 
group matrix approach was used within each LGA: males 
18–34 years; males 35–54 years; males 55+ years; females 
18–34 years; females 35–54 years; females 55+ years. For 
35 LGAs, the effective base was unacceptably low when the 
six group matrix approach was used, so a four group matrix 
approach (males 18–44; males 45+; females 18–44; females 
45+) was used in these areas.

VicHealth Indicators Survey

4 Based on Estimated Residential Population data published by the ABS (catalogue 3235.0, 30 June 2010).

Table 1.3  Summary of VicHealth Indicators Survey respondent profile

VicHealth Indicators 
Survey respondent profile 

%

Victorian population 
estimates 

%

Gender

Male 39.6 49.1

Female 60.4 50.9

Age

18–24 years 3.4 13.3

25–34 years 5.8 18.9

35–44 years 14.4 18.5

45–54 years 20.1 17.3

55–64 years 23.1 14.3

65+ years 32.6 17.6

Refused 0.5
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Strengths and limitations of this survey
All telephone surveys have strengths and weaknesses. 
Strengths include the capacity to:

•	 obtain data from large samples quickly and more cost-
effectively than other methods of data collection (for 
example, in-person interviews or mailed questionnaires), 
maintaining a high level of quality control 

•	 include individuals with low levels of literacy

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

However, bias is associated with the participation restrictions 
on those without landlines, which includes the estimated 19% 
of Australians who only have mobile phones (Pennay 2012). 
Members of this ‘mobile-only’ population are more likely 
to be younger than average, from non-English speaking 
backgrounds, and renting their homes.

Other strengths of this survey include the large sample size 
(ensuring a representative sample within each LGA), and the 
inclusion of several exploratory indicators, which will provide 
data on a range of social determinants of health for which 
information at a population level is currently limited. 

References
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2 Wellbeing

Wellbeing is a subjective measure of an individual’s quality of life. Wellbeing is a measure of 
a deep and enduring sense of satisfaction, as opposed to a momentary burst of happiness 
(Australian Unity 2012).

Many factors influence wellbeing: they include stress, pain, 
and personal resources (such as income, and the presence or 
absence of a partner). Low personal resources, particularly 
low income, are associated with health inequalities (Marmot 
& Wilkinson 2006).

Where people live can also affect their personal wellbeing: 
living in an isolated community, an area of high population 
density or an area with high costs of living can have a negative 
impact on wellbeing. People in rental accommodation tend to 
have lower levels of personal wellbeing than those who own 
their own homes (Mead & Cummins 2010).

Short-term disruptions to wellbeing are normal, as 
individuals face the many challenges in life. When such 
disruptions become prolonged, however, people can become 
depressed (Cummins 2010). Resilience relates to an 
individual’s system of attitudes and behaviours associated 
with adapting to situations that might be stressful or negative 
(Burns et al. 2011). Research has shown that people are 
more resilient if they are connected with family and friends, 
have financial security, are involved in their communities (for 
example by getting to know their neighbours or volunteering), 
participate in activities that provide a sense of achievement, 
find a good work-life balance, and stay healthy by eating well 
and exercising regularly (Mead & Cummins 2010). 

Within the VicHealth Indicators dataset there is one indicator 
of wellbeing:

•	 Subjective wellbeing (range 0–100).

Data and analysis
Wellbeing is measured in the VicHealth Indicators Survey 
using the Australian Unity Personal Wellbeing Index 
(Australian Unity 2012). The Index includes ratings across 
seven domains: standard of living; health; achievements in 
life; community connection; personal relationships; safety; 
and future security. The average scores in all seven domains 
are combined into a Personal Wellbeing Index score and 
converted into a scale maximum score with a range of 0 
(completely dissatisfied) to 100 (completely satisfied).

Normative data from the Australian Unity Wellbeing Index 
indicates that the average Personal Wellbeing Index score 
for Australians is approximately 75 (Cummins et al. 2003). 
At this score, most Australians are satisfied with their 
own lives (OECD 2010). Typically, individual scores vary 
significantly but are usually between 55 and 95 points. 
Personal wellbeing scores below 50 can be an indicator of 
depression (Cummins et al. 2003).

A small number of survey respondents – 5.1% of the weighted 
survey estimates across Victoria – did not know or refused to 
answer at least one of the applicable survey questions. These 
respondents have been excluded from the data analysis.

Overall, Victorians had an average wellbeing score of 77.5 
[77.3, 77.8] (see Table 2.1). Those aged 65 years and over 
(79.1 [78.7, 79.5]) and those aged between 18 and 24 years 
(79.3 [78.4, 80.3]) were significantly more likely to have higher 
wellbeing averages. Those aged between 45 and 54 years were 
significantly more likely, on average, to have lower wellbeing 
scores (76.0 [75.5, 76.5]). This pattern was repeated among 
both males and females.

There were no differences in average wellbeing score 
between males and females.
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Demographic analysis
Typically, those with higher than average wellbeing scores 
include:

•	 those who have completed at least one university 
qualification (78.5% [78.1, 78.8])

•	 employed persons (78.1% [77.8, 78.4]) and retirees 
(78.4% [78.0, 78.8]

•	 those not from a culturally and linguistically diverse 
(CALD) background (78.2% [77.9, 78.5])

•	 those without a self-reported disability (78.5% [78.3, 78.7])

•	 those living in peri-urban areas (79.4% [78.8, 80.0]), 
regional cities (78.8% [78.3, 79.4]) and other regional areas 
(80.0% [79.6, 80.3])

•	 those with annual incomes of $100,000 or more (79.7% 
[79.3, 80.1])

•	 those living in couple households (79.2% [78.8, 79.5]).

Those with lower than average wellbeing scores tend to:

•	 be unemployed (69.1% [66.7, 71.4]) 

•	 speak a language other than English at home 
(74.7% [73.7,75.6])

•	 be from a CALD background (76.2% [75.7, 76.7])

•	 report having a disability (68.6% [67.7, 69.6])

•	 live in growth areas (75.9% [75.2, 76.6]) or an outer 
metropolitian area (76.7% [76.1, 77.3])

•	 have incomes of less than $60,000

•	 live in single-person (74.2% [73.6, 74.7]) or share 
households (72.5% [70.7, 74.2]).  

There was little variation in results among respondents 
depending on their neighbourhood tenure.

The results are presented in Table 2.2.

Table 2.1  Average wellbeing score, by age and gender

Average wellbeing score (range 0–100)

Males Females Persons

Age group (years) Score
Lower 
95% CI

Higher 
95% CI

Score
Lower 
95% CI

Higher 
95% CI

Score
Lower 
95% CI

Higher 
95% CI

18–24 78.8 77.5 80.1 80.0 78.7 81.4 79.3 78.4 80.3

25–34 76.4 75.2 77.7 77.7 76.8 78.6 77.1 76.3 77.9

35–44 76.5 75.7 77.3 77.8 77.2 78.4 77.2 76.6 77.7

45–54 75.7 75.0 76.5 76.3 75.6 76.9 76.0 75.5 76.5

55–64 76.5 75.8 77.3 77.8 77.3 78.4 77.2 76.8 77.7

65+ 78.7 78.1 79.3 79.5 79.0 80.1 79.1 78.7 79.5

Total# 77.0 76.7 77.4 78.0 77.7 78.3 77.5 77.3 77.8

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option).
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Table 2.2  Summary of the wellbeing indicator, by demographics

Average wellbeing score 
(range 0–100)

Score
Lower 
95% CI

Higher 
95% CI

Victoria 77.5 77.3 77.8

Gender

Male 77.0 76.7 77.4

Female 78.0 77.7 78.3

Education

Some high school or less 76.6 76.1 77.2

Completed high school 77.6 77.0 78.3

TAFE/Certificate/Diploma 76.8 76.3 77.4

University 78.5 78.1 78.8

Labour force status

Currently employed 78.1 77.8 78.4

Unemployed 69.1 66.7 71.4

Student 76.9 75.5 78.3

Home duties 76.5 75.6 77.4

Retired 78.4 78.0 78.8

Main language spoken at home

English 77.8 77.6 78.1

Other 74.7 73.7 75.6

CALD background

CALD background 76.2 75.7 76.7

Not from CALD background 78.2 77.9 78.5

Self-reported disability

Reported disability 68.6 67.7 69.6

No disability reported 78.5 78.3 78.7

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

74.5 72.1 77.0

Non-Aboriginal 77.6 77.3 77.8

Geographic region 

Inner metropolitan 77.5 76.7 78.3

Middle metropolitan 77.4 77.0 77.9

Outer metropolitan 76.7 76.1 77.3

Growth area 75.9 75.2 76.6

Peri-urban 79.4 78.8 80.0

Regional city 78.8 78.3 79.4

Regional other 80.0 79.6 80.3

(continued)
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Average wellbeing score 
(range 0–100)

Score
Lower 
95% CI

Higher 
95% CI

Victoria 77.5 77.3 77.8

Annual income 

<$20,000 75.0 74.2 75.9

$20,000–<$40,000 75.7 75.0 76.3

$40,000–<$60,000 76.4 75.7 77.1

$60,000–<$100,000 77.9 77.4 78.3

$100,000+ 79.7 79.3 80.1

Household structure

Single-person household 74.2 73.6 74.7

Couple household 79.2 78.8 79.5

Household with children 77.7 77.3 78.0

Share or group household 72.5 70.7 74.2

Neighbourhood tenure

Less than 5 years 77.1 76.5 77.7

6–10 years 77.4 76.9 77.9

11 or more years 77.8 77.4 78.1

Estimates that differ significantly from the corresponding estimate for Victoria are identified by colour as follows:  

 less favourable  /  more favourable  than average.

Table 2.2  Summary of the wellbeing indicator, by demographics (continued)
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Summary and conclusions
Overall, Victorians had an average wellbeing score of 
77.5 [CI 77.3, 77.8], which is higher than a 2011 Australian 
population estimate made using the same measure 
(75.9, CI not published) (Australian Unity 2012) and 
slightly higher than the estimate from the CIV 2007 
survey (76.4, CI not published). Males and females in 
the oldest and youngest age groups surveyed (i.e. those 
aged 65 years and over, or between 18 and 24 years) had 
significantly higher wellbeing averages than the Victorian 
average. Those aged between 45 and 54 years had 
significantly lower wellbeing scores. 

Socioeconomic status was associated with higher 
subjective wellbeing, with higher levels of wellbeing 
reported by those who had completed university degrees, 
had no reported disabilities, and had annual incomes of 
$100,000 or more. In contrast, lower levels of wellbeing 
were reported by those who were unemployed, reported 
disabilities, spoke languages other than English at home, 
had annual incomes of less than $60,000 and lived in 
single-person or share households.

Those living in peri-urban and regional areas had 
significantly higher than average wellbeing scores.
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3 Alcohol

Alcohol expenditure data provides an account of alcohol spending, per capita, at the 
local level. This data shows the varying alcohol spending patterns occurring among 
different sections of the community. 

While many Australians drink alcohol at low risk levels, 
a proportion of drinkers consume alcohol at levels that may be 
harmful to their health and to others. The harms associated 
with alcohol use are well established and include both short-
term and long-term health consequences (Donath et al. 2011, 
Laslett et al. 2002). 

Short-term health consequences may arise from drinking 
alcohol above low risk levels, generally defined for both men 
and women as consuming more than four standard drinks 
on any day (NHMRC 2009). In this context, alcohol intake is 
associated with an increase in risk-taking and antisocial 
behaviours and can lead to delayed reaction time, impaired 
coordination and accidents. Loss of consciousness, heart 
problems, stroke, gut irritation, inflammation of the pancreas, 
sexual problems, suicidal behaviour and the aggravation 
of sleep disorders are also associated with the short-term 
misuse of alcohol (Donath et al. 2011). 

Long-term health consequences have been shown to arise from 
drinking more than two standard drinks per day on a regular 
basis (NHMRC 2009). These include cirrhosis of the liver, 
cancer, heart and blood vessel disease, stroke, problems with 
the nerves of the limbs, harm to unborn babies, impotence and 
other sexual problems, alcohol addiction, acquired brain injury, 
and problems with memory and reasoning (Laslett et al. 2002).

Purchase of alcohol in the last 7 days
Research indicates that different age groups have different 
alcohol purchasing habits. Data from the Victorian Youth 
Council Alcohol and Drug Survey (2010) has shown that 
while respondents aged 18–19 were more likely to drink 
alcohol at onsite outlets, including pubs and clubs, younger 
respondents (aged 16–17) were more likely to have obtained 
alcohol indirectly, from offsite sources such as bottle shops 
and through friends and family.

Within the VicHealth Indicators dataset there are three 
indicators representing alcohol expenditure:

•	 Purchased alcohol in the last 7 days

•	 7 day $ spend on packaged liquor (of those purchasing; 
for example, a slab of beer purchased at a shop and 
consumed elsewhere)  

•	 7 day $ spend at a licensed premises (of those purchasing; for 
example, alcoholic beverages consumed in pubs and clubs). 

The expenditure measures included in this survey should be 
interpreted with a level of caution for the following reasons. 
Firstly, the questions are exploratory; secondly, the items 
measure self-reported expenditure rather than individual 
consumption of alcohol; and thirdly, there are biases inherent 
in self-reported data for sensitive questions, and although 
self-reported alcohol consumption measures have been 
demonstrated to have reasonable reliability and validity (Del 
Boca & Darkes 2003), it is not known whether this is true for 
self-reported expenditure measures. Nevertheless, this data will 
be useful when interpreted alongside population data on alcohol 
consumption and related harm, as well as socioeconomic status.

Data and analysis
This data is presented as the percentage of people who 
reported that they had purchased any alcohol in the 
previous seven days. Respondents who did not know or 
refused to answer the question (0.1% of the weighted survey 
respondents) were excluded from this variable. 

Overall, 36.3% [35.3, 37.3] of respondents reported having 
purchased alcohol within the previous seven days. As shown 
in Table 3.1, men (43.7% [42.1, 45.4]) were significantly more 
likely than were women (29.1% [27.9, 30.3]) to have purchased 
alcohol during that period.

Respondents aged 65 and over (27.2% [25.9, 28.6]) were less 
likely to have purchased alcohol than those in other age groups. 
This trend was also evident within genders, with males aged 
65 years or older (36.9% [34.7, 39.2]) less likely than other 
males to have purchased alcohol in the past week, and females 
aged 65 years or older (18.2% [16.7, 19.7]) less likely than 
younger females to have purchased alcohol during that period. 

The results are presented in Table 3.1.
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Average amount spent, if any, at packaged 
liquor outlets and at licensed premises
The terms ‘off-premise sale of alcohol’ and ‘packaged liquor’ 
refer to purchases in which alcohol is taken away from the 
point of sale to be consumed elsewhere. Harms associated 
with the sale of packaged liquor include public and residential 
assault and alcohol-related chronic disease (Livingston 2011, 
Liang & Chikritzhs 2011). Strategies to influence alcohol 
consumption patterns by targeting packaged liquor sales 
include regulating the type, strength and packaging of the 
alcohol, as well as the availability through opening hours, cost 
and location of alcohol sales. 

Alcohol consumption at onsite outlets (also known as 
‘licensed premises’), such as restaurants and pubs, has been 
associated with a number of harms, including drink driving, 
alcohol-related injury and assault (Livingston 2011, Chikritzhs 
& Stockwell 2006).

There is significant scope to influence what happens during 
and after the purchase of alcohol at licensed premises. 
Regulations may include limiting drink sizes, prohibiting 
discounting, requiring staff to undertake training in responsible 
service of alcohol, regulating the design and furnishing of 
premises, and placing requirements on food service and/or 
entertainment outlet proprietors (Babor et al. 2010).

Data and analysis
Overall, 36.3% [35.3, 37.3] of the respondents reported that 
they had purchased alcohol within the past seven days. Of 
this group, 87.1% [85.8, 88.3] had purchased packaged liquor 
(e.g. at a bottle shop or supermarket) and 50.5% [48.7, 52.3] 
had purchased alcohol at an onsite outlet (e.g. at a pub or 
restaurant).

This data reports the average amount of money spent ($) by 
any person who had purchased alcohol in the last seven days, 
for two sources: separately packaged liquor, and at licensed 
premises. For each category, respondents who reported 
spending no money on that source, or who didn’t know or 
refused to answer the question, have been excluded [regarding 
the purchase of packaged liquor, 14.3% were excluded (12.7% 
responded $0 and 1.6% responded ‘don’t know’ or refused to 
answer) and for purchase at licensed premises, 50.1% of the 
weighted survey respondents were excluded (48.8% responded 
$0 and 1.3% responded ‘don’t know’ or refused to answer)].

Among those who had purchased packaged liquor during the 
previous seven days, the average expenditure was $45 [42, 47]; 
the average expenditure of liquor at licensed premises was also 
$45 [41, 48]. Respondents aged 65 years and over spent less on 
packaged liquor and on liquor at licensed premises, on average, 
than those in any of the other age groups surveyed.

For the purchase of packaged liquor, females ($39 [36, 42]) spent 
less on average than males ($48 [45, 52]), and for males and 
females combined, those aged 65 years and over had a lower 
than average spend than those in younger age groups ($35 [32, 
37]). This finding was consistent for both genders, with males 
aged 65 years and over ($39 [35, 42]) and females aged 65 years 
and over ($28 [25, 31] spending less on packaged liquor than 
those in other age groups.

At licensed premises, those aged between 18 and 24 years  
had the highest average spend ($65 [54, 76]), with males  
in the same age group reporting an average of $67 [54, 79]) 
spent. Older respondents reported lower than average  
spends, with those aged between 55 and 64 years spending  
$30 [24, 35] on average, and those aged 65 years and over 
reporting spending $22 [19,25] on average. This finding was 
consistent for both males and females, with those aged  
55 years and over reporting a lower than average spend on 
alcohol at licensed premises. 

The results are presented in Table 3.2.

Table 3.1  Percentage of respondents who had purchased alcohol within the last 7 days, by age and gender

% who purchased alcohol in the last 7 days

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 47.1 41.1 53.1 33.2 27.9 39.0 41.1 36.9 45.4

25–34 45.1 39.6 50.7 33.5 29.5 37.8 39.1 35.7 42.6

35–44 44.3 40.8 47.9 32.8 30.2 35.5 38.3 36.1 40.6

45–54 46.0 42.8 49.1 31.8 29.5 34.1 38.6 36.7 40.6

55–64 43.3 40.5 46.1 26.1 24.1 28.1 34.3 32.6 36.0

65+ 36.9 34.7 39.2 18.2 16.7 19.7 27.2 25.9 28.6

Total# 43.7 42.1 45.4 29.1 27.9 30.3 36.3 35.3 37.3

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).
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Table 3.2  Average spent on packaged liquor and on liquor at licensed premises, by age and gender

Average spent on packaged liquor

Males Females Persons

Age group (years) $
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

18–24 51 36 66 45 33 58 49 38 60

25–34 45 37 53 38 32 44 42 37 47

35–44 50 44 56 39 34 43 45 41 49

45–54 48 43 52 42 37 48 45 42 49

55–64 55 48 63 39 32 45 49 44 54

65+ 39 35 42 28 25 31 35 32 37

Total# 48 45 52 39 36 42 45 42 47

 Average spent at licensed premises

Males Females Persons

Age group (years) $
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

18–24 67 54 79 63 40 85 65 54 76

25–34 71 49 93 37 29 44 56 43 69

35–44 50 39 60 35 30 41 43 37 50

45–54 38 32 44 35 25 45 37 31 42

55–64 35 27 43 21 19 23 30 24 35

65+ 25 21 29 14 12 17 22 19 25

Total# 49 44 54 37 32 43 45 41 48

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows:  

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).  
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Demographic analysis
People who reported purchasing alcohol in the last seven 
days were significantly more likely to:

•	 be university educated (39.3% [37.5, 41.1])

•	 be currently employed (41.5% [40.1, 42.9])

•	 not be from culturally and linguistically diverse (CALD) 
backgrounds (40.7%) [39.5, 41.9]

•	 live in the inner metropolitan area (48.4% [44.4, 52.4])

•	 have higher incomes (46.3% [44.0, 48.7]) had incomes 
over $100,000)

•	 live in shared or group households (46.4% [39.4, 53.5]).  

There was little variation in purchase of alcohol among 
respondents when looking at length of neighbourhood tenure 
and Aboriginal status. 

Those least likely to report purchasing alcohol in the last 
seven days tended to:

•	 speak a language other than English at home (19.3% 
[16.2, 22.9])

•	 be from CALD backgrounds (27.5% [25.6, 29.4])

•	 have a self-reported disability (26.1% [23.7, 28.6])

•	 have lower incomes (25.7% [23.1, 28.5] had incomes 
<$20,000)

•	 have some high school or less education (31.4% [29.7, 33.2])

•	 be studying (25.4% [19.3, 32.6]), retired (26.6% [25.3, 27.9]) 
or engaged in home duties (22.1% [19.2, 25.2])

•	 live in a growth corridor (27.9% [25.4, 30.5]).

The majority of those who had purchased alcohol in the last 
week (87.1% [85.8, 88.3]) had purchased packaged liquor, 
e.g. from a bottle shop or supermarket. Among those who 
did, the average spent was significantly higher in people who 
reported incomes over $100,000 ($53 [49, 57]). There was little 
variation in expenditure on packaged liquor when looking at 
level of education, language spoken at home, CALD or non-
CALD background, disability, Aboriginal status, geographical 
location and neighbourhood tenure. Expenditure on packaged 
liquor was lower among students ($28 [23, 34]), retirees ($36 
[34, 39]), those with lower incomes (<$20,000 spent $32 [28, 
36] and $20,000–<$40,000 spent $33 [30, 35]) and those who 
reported living in shared or group households ($33 [27, 39]).

Just over half (50.5% [48.7, 52.3]) of those who had purchased 
alcohol in the last seven days had purchased alcohol at 
a licensed premises such as a restaurant or pub. Among 
those who had done so, average expenditure on alcohol 
over the week was lowest among retirees ($22 [19, 25]) and 
those engaged in home duties ($28 [22, 34]). There were 
no differences evident by education, language spoken at 
home, CALD background, self-reported disability, Aboriginal 
status, geographical area, income, household structure or 
neighbourhood tenure. 

An analysis of demographic characteristics across the alcohol 
indicators shows the following trends:

•	 Purchase of alcohol appears to be linked to income and 
labour force status, with students, retirees and those 
engaged in home duties less likely to have bought alcohol 
recently and reporting generally lower levels of alcohol 
expenditure.

•	 People from CALD backgrounds and those who speak 
languages other than English at home were less likely to 
report purchasing alcohol in the last week.

•	 Those living in inner metropolitan areas were more 
likely to report purchasing alcohol in the last week. Their 
expenditure on packaged liquor and liquor at licensed 
premises appeared to be somewhat higher than average, 
but not significantly so.

The results are presented in Table 3.3.  
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Table 3.3  Summary of alcohol indicators, by demographics

% who purchased alcohol 
in the last 7 days

Average spent on 
packaged liquor

Average spent on 
liquor at licensed premises

%
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

Victoria 36.3 35.3 37.3 45 42 47 45 41 48

Gender

Male 43.7 42.1 45.4 48 45 52 49 44 54

Female 29.1 27.9 30.3 39 36 42 37 32 43

Education

Some high school or less 31.4 29.7 33.2 45 39 51 46 36 56

Completed high school 37.4 34.8 40.1 43 38 48 50 42 58

TAFE/Certificate/Diploma 35.9 33.8 38.1 41 38 44 41 32 50

University 39.3 37.5 41.1 48 43 52 43 38 49

Labour force status

Currently employed 41.5 40.1 42.9 46 44 49 47 43 51

Unemployed 35.5 28.4 43.2 53 39 67 113* 47 179

Student 25.4 19.3 32.6 28 23 34 35 24 46

Home duties 22.1 19.2 25.2 41 34 48 28 22 34

Retired 26.6 25.3 27.9 36 34 39 22 19 25

Main language spoken at home

English 38.2 37.1 39.3 45 42 47 44 40 47

Other 19.3 16.2 22.9 43 33 53 66 40 92

CALD background

CALD background 27.5 25.6 29.4 43 38 48 51 42 59

Not from CALD background 40.7 39.5 41.9 45 43 48 43 38 47

Self-reported disability

Reported disability 26.1 23.7 28.6 38 34 43 44 24 64

No disability reported 37.5 36.4 38.6 45 43 48 45 41 48

Aboriginal status

Aboriginal and/or  
Torres Strait Islander

41.9 31.3 53.3 37 27 47 44* 17 70

Non-Aboriginal 36.3 35.3 37.3 45 42 47 45 41 48

Geographic region

Inner metropolitan 48.4 44.4 52.4 53 46 61 53 45 61

Middle metropolitan 36.4 34.3 38.4 45 41 49 40 34 46

Outer metropolitan 36.5 34.0 39.1 44 37 51 42 33 52

Growth area 27.9 25.4 30.5 45 36 54 60 43 78

Peri-urban 37.5 35.1 40.0 40 36 43 37 28 45

Regional city 38.1 35.9 40.4 43 39 46 42 33 50

Regional other 36.5 34.9 38.0 40 37 44 40 28 52

(continued)



32

Victorian Health Promotion Foundation

% who purchased alcohol 
in the last 7 days

Average spent on 
packaged liquor

Average spent on 
liquor at licensed premises

%
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

$
Lower 
95% CI

Higher 
95% CI

Victoria 36.3 35.3 37.3 45 42 47 45 41 48

Annual income

<$20,000 25.7 23.1 28.5 32 28 36 39 21 56

$20,000–<$40,000 29.5 27.3 31.9 33 30 35 34 24 43

$40,000–<$60,000 35.3 32.6 38.0 47 37 57 47 35 60

$60,000–<$100,000 40.6 38.5 42.8 45 40 50 47 38 55

$100,000+ 46.3 44.0 48.7 53 49 57 44 40 49

Household structure

Single-person household 32.5 30.6 34.4 39 36 43 39 31 48

Couple household 36.5 35.0 38.1 45 42 49 37 31 42

Household with children 36.5 35.1 37.9 46 42 49 49 43 54

Share or group household 46.4 39.4 53.5 33 27 39 41 30 52

Neighbourhood tenure

Less than 5 years 36.2 33.7 38.7 42 38 46 43 35 51

6–10 years 38.7 36.4 41.0 43 39 47 49 39 58

11 or more years 35.5 34.3 36.8 46 43 49 44 39 48

Estimates that differ significantly from the corresponding estimate for Victoria are identified by colour as follows: 

 less favourable  /  more favourable  than average.

* Should be interpreted with caution; relative standard error is between 25 and 50%.

Table 3.3  Summary of alcohol indicators, by demographics (continued)
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Summary and conclusions
After tobacco smoking, alcohol is the largest cause of drug-
related deaths in Australia (AIHW 2004). The social use of 
alcohol is widely accepted, but alcohol misuse is associated 
with a range of adverse impacts, including:

•	 public intoxication 

•	 alcohol-fuelled violence 

•	 property damage 

•	 workplace absenteeism 

•	 road injury 

•	 diseases such as liver cirrhosis, cancer (mouth, throat, 
bowel, liver, oesophagus, breast), obesity, liver failure, 
brain damage, stroke and dementia. 

This survey showed that about a third (36.3% [35.3, 37.3]) 
of Victorians bought alcohol in the previous week. Of those 
purchasing alcohol, 87.1% [85.8, 88.3] spent money on 
packaged liquor and 50.5% [48.7, 52.3] spent money at 
licensed premises. On average, Victorians who purchased 
packaged liquor in the previous week spent $45 [42, 47] and 
those who purchased alcohol at licensed venues (pubs and 
clubs) spent $45 [41, 48]. It is worth noting that the average 
$45 that respondents spent on packaged liquor potentially 
represents a higher number of standard drinks than the $45 
spent at licensed venues.

Broadly speaking, the purchase of alcohol and the amount 
spent on alcohol were associated with higher levels of 
income and education, employment, and not being from 
a CALD background. This suggests that a social gradient 
exists for alcohol purchasing. While people living in 
the inner metropolitan area were more likely to report 
purchasing alcohol in the last week, there was no strong 
or consistent difference in levels of alcohol expenditure 
between those in metropolitan and regional areas. 
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4 Smoking policy

Recognition of the harmful effects of smoking and passive smoking has led to public 
awareness campaigns, taxation, restrictions on the sale and marketing of tobacco products, 
and bans on smoking in public places.

In 2008, the state government released the Victorian Tobacco 
Control Strategy 2008–2013 (Department of Health 2011), with 
the aim of reducing the burden of tobacco-related disease in 
Victoria. Building on this, in 2011, Federal Parliament passed 
legislation making it compulsory to sell tobacco products 
in logo-free plain packaging in Australia. This law is due to 
come into effect in December 2012. 

Since 1 July 2007, smoking has been banned throughout 
Victoria in most enclosed workplaces (including restaurants, 
cafes and shopping centres), covered train platforms, bus and 
tram stops and at underage music/dance events. Smoking 
on government school grounds has been banned since 1 July 
2009; however, smoking is generally still allowed in outdoor 
dining areas. While there is currently no state-wide ban on 
smoking in outdoor dining areas, 41% of Local Government 
Areas (LGAs) have introduced some form of outdoor smoke-
free policy at within their local area (Heart Foundation 
(Victoria) & Quit Victoria 2011). 

Within the VicHealth Indicators dataset, there is one indicator 
relating to attitudes towards smoking: 

•	 Support for smoking ban in outside dining areas.

Support for creating smoke-free 
outdoor dining areas
Exposure to second-hand smoke (also called passive smoking) 
occurs when individuals inhale other people’s tobacco smoke. 
Second-hand smoking is known to cause premature death 
and poor health in non-smokers, including heart disease 
and lung cancer. The health risk to children includes Sudden 
Infant Death Syndrome (SIDS), lower birth weight, lung 
and respiratory infections, asthma and ear problems (U.S. 
Department of Health and Human Services 2006). There is 
no safe level of passive smoking: exposure to even small 
amounts of second-hand smoke is potentially harmful.

Maintaining a smoke-free environment is the best way to 
prevent the harms of second-hand smoke. Over the past two 
decades, Australia has introduced a number of restrictions 
on public locations in which people are allowed to smoke, 
including banning smoking in workplaces, on public transport, 
and in restaurants, pubs and clubs. Smoking is still allowed 
in outdoor dining areas across most of the country, however: 
currently, only the Australian Capital Territory has introduced 
compulsory smoke-free outdoor dining areas. There are also 
plans in place for the introduction of smoke-free outdoor 
dining areas in New South Wales by 2015. There is growing 
evidence to suggest that smoking in outdoor locations impacts 
on air quality and can be similarly harmful to health as 
inhaling second-hand smoke in indoor environments  
(Repace 2000, Boffi et al. 2006, Klepeis et al. 2007).

Smoke-free environments also help to de-normalise 
smoking, as they mean people are exposed less frequently 
to visible smoking behaviour. This is particularly important 
with young people, as studies show that if young people are  
exposed to seeing others smoke less often, they’re less likely 
to take up smoking themselves (The Cancer Council 2012).

Data and analysis
This data reports on the percentage of people who ‘support’ 
or ‘strongly support’ creating smoke-free outdoor dining 
areas. Respondents who didn’t know or refused to answer 
the question (0.8% of the weighted survey respondents) have 
been excluded from this variable. 

Overall, 69.8% [68.8, 70.8] of Victorians supported creating 
smoke-free outdoor dining areas (Table 4.1). There was 
little difference in the level of support between males and 
females, or between different age groups. The only significant 
differences were increased support in the 35–44 age group 
(74.5% [72.4, 76.4]), particularly in females (76.2% [73.8, 
78.5]), and less support in females aged 65 and over (68.3% 
[66.4, 70.2]).
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Table 4.1  Percentage of respondents who support creating smoke-free outdoor dining areas, by age and gender

% who support creating smoke-free outdoor dining areas

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 61.9 55.9 67.6 69.3 63.5 74.5 65.1 60.9 69.1

25–34 64.9 59.3 70.1 76.4 72.5 79.9 70.9 67.5 74.1

35–44 72.6 69.2 75.7 76.2 73.8 78.5 74.5 72.4 76.4

45–54 70.7 67.8 73.5 68.8 66.4 71.1 69.7 67.9 71.5

55–64 68.4 65.8 71.0 69.1 66.9 71.3 68.8 67.1 70.5

65+ 67.5 65.1 69.7 68.3 66.4 70.2 67.9 66.4 69.4

Total# 68.1 66.5 69.6 71.5 70.3 72.6 69.8 68.8 70.8

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows:  

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).

Demographic analysis 
Demographic analysis of respondents who supported  
creating smoke-free outdoor dining areas (Table 4.2)  
showed no significant differences from the Victorian  
average (69.8% [68.8, 70.8]) according to geographical  
location, cultural and linguistic background, Aboriginal status 
or neighbourhood tenure. Respondents who reported that  
they smoked were less likely to support smoke-free outdoor 
dining areas (36.3% [33.6, 39.1]) than were non-smokers  
(75.9% [74.9, 76.8]. Lower levels of support were seen in 
those currently unemployed (55.6% [47.7, 63.2]), living in 
share or group households (57.9% [50.8, 64.7]) or in single-
person households (64.4% [62.6, 66.2]), or with self-reported 

disabilities (62.9% [60.1, 65.6]). Increasing levels of education 
were associated with increased support for smoke-free 
outdoor dining areas. Those with university education reported 
rates of 77.0% [75.4, 78.5] compared to those with high school 
education or less (64.4% [62.6, 66.1]). Higher annual income 
was also associated with increased support for creating 
smoke-free outdoor dining areas, with 76.4% [74.2, 78.4] of 
those on annual incomes of more than $100,000 indicating 
support compared with 64.9% [62.0, 67.6] of those on annual 
incomes of less than $20,000. A significantly higher level of 
support (76.9% [73.2, 80.2]) for smoke-free outdoor dining 
areas was reported by those from households in which the 
main language spoken was not English.
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Table 4.2  Summary of the smoking policy indicator, by demographics

% who support creating 
smoke-free outside 

dining areas

%
Lower 
95% CI

Higher 
95% CI

Victoria 69.8 68.8 70.8

Smoking status

Currently smokes 
tobacco products 36.3 33.6 39.1

Does not smoke 75.9 74.9 76.8

Gender

Male 68.1 66.5 69.6

Female 71.5 70.3 72.6

Education

Some high school or less 64.4 62.6 66.1

Completed high school 66.1 63.5 68.6

TAFE/Certificate/Diploma 67.1 64.9 69.2

University 77.0 75.4 78.5

Labour force status

Currently employed 70.6 69.3 71.9

Unemployed 55.6 47.7 63.2

Student 72.7 65.3 79.1

Home duties 73.4 70.2 76.3

Retired 67.9 66.5 69.3

Main language spoken at home

English 69.0 68.0 70.0

Other 76.9 73.2 80.2

CALD background

CALD background 70.6 68.6 72.5

Not from CALD background 69.6 68.5 70.7

Self-reported disability

Reported disability 62.9 60.1 65.6

No disability reported 70.6 69.5 71.6

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

59.5 48.2 69.9

Non-Aboriginal 69.9 68.9 70.9

Geographic region

Inner metropolitan 70.5 66.7 74.0

Middle metropolitan 70.7 68.7 72.6

Outer metropolitan 70.9 68.4 73.2

Growth area 66.6 63.8 69.2

Peri-urban 68.9 66.6 71.2

Regional city 71.0 68.9 73.0

Regional other 68.1 66.6 69.5 (continued)
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% who support creating 
smoke-free outside 

dining areas

%
Lower 
95% CI

Higher 
95% CI

Victoria 69.8 68.8 70.8

Annual income

<$20,000 64.9 62.0 67.6

$20,000–<$40,000 65.9 63.5 68.3

$40,000–<$60,000 66.3 63.5 69.0

$60,000–<$100,000 70.4 68.3 72.4

$100,000+ 76.4 74.2 78.4

Household structure

Single-person household 64.4 62.6 66.2

Couple household 69.4 67.9 70.9

Household with children 71.2 69.9 72.6

Share or group household 57.9 50.8 64.7

Neighbourhood tenure

Less than 5 years 71.9 69.6 74.2

6–10 years 72.1 69.9 74.1

11 or more years 68.3 67.1 69.6

Estimates that differ significantly from the corresponding estimate for Victoria are identified by colour as follows:  

 less favourable  /  more favourable  than average.

Table 4.2  Summary of the smoking policy indicator, by demographics (continued)

Summary and conclusions
The findings of this survey show widespread support for 
extending the ban on smoking in public places to outdoor 
dining areas, with just under seven in 10 participants 
supporting the ban. This is similar to the proportion of 
Victorians (70%) who were found to disapprove of smoking 
in alfresco dining areas in a 2010 survey (Quit Victoria 

et al. 2012). The VicHealth Indicators Survey found 
significantly higher levels of support among those on 
higher incomes, with higher levels of education, and from 
those households in which the main language spoken was 
not English. Current smokers and those unemployed were 
the least likely to support the introduction of smoke-free 
outdoor dining areas.
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The characteristics of people’s jobs, the type of work 
performed, and the conditions and regulation under which 
individuals are employed all have a significant influence 
on households and the communities in which people live. 
Generally, we tend to fit the rest of our lives around our 
working hours.

From a health perspective, there is a need to consider the 
ways in which work, home and community life intersect with 
time, place (geography), gender and socioeconomic differences 
over a person’s life cycle. Long commuting times and/or long 
working hours mean there is less time for physical activity and 
for preparing healthy, nutritious food, a consequent reduction 
in hours of sleep to accommodate work and family life, and 
a lack of time to connect with family, friends and the broader 
community. All these factors have both long- and short-term 
consequences for the health and wellbeing of individuals, their 
families and their communities (Williams et al. 2009).

Within the VicHealth Indicators dataset, there are five 
indicators representing work, life and time:

•	 Long commute (>2 hours per day)

•	 Inadequate sleep (<7 hours per weekday)

•	 Lack of time for friends/family

•	 Time pressure

•	 Adequate work-life balance.

Commute time
More than nine million Australians commute on a daily basis 
(Pocock and Masterman-Smith 2006), spending an average 
of 3.7 hours travelling to and from work each week (Wilkins 
et al. 2009). Around 10% of workers spend 10 or more hours 
commuting each week, with longer commute times associated 
with working regular full-time hours, having a highly skilled 
occupation and living in a major city (Wilkins et al. 2009).

Commuting is associated with negative health effects. 
Perceived stress during or immediately after commuting 
increases with commute time, lack of predictability or 
control associated with commuting, and crowding during the 
commute journey (Evans & Wener 2007, Hansson et al. 2011). 
Commuting is also linked with negative health outcomes not 
directly related to the commute itself, such as short sleeping 
times and low self-reported health (Hansson et al. 2011).

Time spent commuting can also mean that there is less time 
available for health-promoting behaviours such as physical 
activity and relaxation. Not all commuting is detrimental to 
health, however: active forms of commuting, such as walking 
or cycling, have beneficial impacts, such as reduction in 
obesity and improved emotional state (Lindström 2008).

Longer commute time is linked to lower life satisfaction 
(Stutzer and Frey 2008) and increased absenteeism from the 
workplace (Hansson et al. 2011, Costa et al. 1988). Individuals 
who have long commutes are less likely to have strong links 
with their communities (Besser et al. 2008), to spend time 
socialising, or to belong to a sporting group or community 
organisation (Kelly et al. 2012).

A long commute time also impacts on family life. It is a 
recognised determinant of work-family conflict (Pocock 
and Masterman-Smith 2006), since it decreases the time 
available for parents to spend with their families. One study 
found that more than 10% of working parents spend more 
time commuting than they do with their children (Flood & 
Barbato 2005).

Commuting, by car or public transport, imposes financial as 
well as time costs on households – and where money is short, 
these impacts will be greater. Both these modes of transport 
also incur an environmental cost in the form of carbon dioxide 
emissions and the air quality in our major cities (Kelly et al. 
2012).

Work affects employees beyond their workplaces. The parameters of work are no longer 
confined to the standard working time model of eight hours a day, 9.00 am to 5.00 pm, 
Monday to Friday. Information and communications technology such as smartphones, 
internet and email means that work now intrudes into many people’s private lives and some 
people are never ‘off duty’. 

5 Work, life and time
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Data and analysis
The data is presented as the proportion of employed  
and unemployed respondents who reported travelling  
120 minutes or more to and from work or mutual obligation 
activity each day (i.e. 60 minutes or more one way). A small 
number of survey respondents (0.9% of the weighted survey 
estimates across Victoria who worked or participated in 
mutual obligation) did not know or refused to answer the 
survey question. These respondents have been excluded 
from the data analysis.

Overall, 11.6% [10.7, 12.5] of Victorians spent two or more 
hours travelling to and from work (or mutual obligation) 
each day. There were no significant differences by age or 
gender (see Table 5.1).

Table 5.1  Percentage of respondents who commute, on average, 60 minutes or more one way to work (or mutual obligation), 
by age and gender

% who commute on average 60+ minutes one way

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 12.1 8.2 17.3 9.5 6.0 14.7 10.9 8.2 14.5

25–34 13.6 9.9 18.3 14.3 10.6 19.0 13.9 11.2 17.2

35–44 12.9 10.6 15.7 8.4 6.8 10.4 10.8 9.3 12.5

45–54 15.6 13.1 18.5 8.8 7.3 10.5 12.2 10.7 13.9

55–64 13.1 10.8 15.8 7.6 6.1 9.5 10.5 9.1 12.2

65+ 8.4 5.6 12.4 7.9* 4.6 13.2 8.2 5.9 11.2

Total# 13.4 12.1 14.9 9.5 8.4 10.7 11.6 10.7 12.5

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

* Should be interpreted with caution: relative standard error is between 25 and 50%.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).
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Inadequate sleep
Many people experience inadequate sleep, insufficient quality 
of sleep or disruption to the sleep-wake cycle, resulting in a 
‘sleep debt’ (Bonnet & Arand 1995). Although individual needs 
for sleep vary, most adults require between seven and nine 
hours of sleep each night for optimal functioning (Bonnet 
& Arand 1995, Ferrara & De Gennaro 2001). Performance 
decreases in people who have less than six hours of sleep 
each night (Lamberg 2002). Limited sleep can result in 
sleeplessness and fatigue, and is associated with impaired 
judgement, poor decision-making, and an increased risk  
of occupational and road accidents (Killgore et al. 2006, 
Lamond et al. 2004).

Good-quality sleep is a public health issue. Sleep is essential 
for maintaining elevated mood, optimal health and wellbeing, 
as well as for the consolidation of learning, and for memory 
tasks (Stickgold et al. 2001). Adequate sleep is also needed 
for normal functioning of the body’s endocrine and immune 
systems (Spiegel et al. 1999), and insufficient sleep has been 
linked to the development of a number chronic diseases 
and conditions including type 2 diabetes, cardiovascular 
disease, obesity and depression. It is known to interfere with 
the management of these conditions (Unruh et al. 2008), 
compounding the problem.

Individuals who have insufficient sleep are at risk of accidents 
in the home, at work and while driving (Swanson et al. 
2011, Horne & Reyner 1999). Driving while sleep-deprived 
is particularly dangerous: sleep deprivation of only 24 hours 
leads to a reduction of hand-to-eye coordination similar to 
that resulting from having a blood-alcohol content of 0.10 
(Lamond et al. 2004, Horne & Reyner 1999).

Inadequate sleep can have a number of social consequences, 
including decreased productivity and increased absenteeism 
from school and work (Swanson et al. 2011).

Individuals have inadequate sleep for a number of reasons. 
Parents of young children experience poor-quality and 
inadequate sleep (Meltzer & Mindell 2007). People working 
more than 60 hours each week also experience poor sleep, 
even on days when they don’t work (Salamien et al. 2010, 
Eisenmann et al. 2006). In the general population, late-night 
activities such as television viewing, using mobile phones  
and playing computer games are largely to blame for  
later bedtimes, resulting in poorer-quality or less sleep  
(Sivertsen et al. 2011).

Data and analysis
The data is presented as a percentage of those who sleep less 
than seven hours, on average, on a typical weekday. A small 
number of survey respondents (0.6% of the weighted survey 
estimates across Victoria) didn’t know or refused to answer 
the survey question. These respondents have been excluded 
from the data analysis.

There was no significant difference between males and 
females with respect to the percentage of those who sleep 
less than seven hours a night.

Age, however, was significantly associated with amount 
of sleep, with those in the group aged between 18 and 24 
reporting the lowest percentage of people who slept less 
than seven hours a night (20.3% [17.2, 23.9]); males in this 
age group were the least likely of all groups to have slept 
less than seven hours a night (18.4% [14.3, 23.3]). Those in 
the group aged between 45 and 54 showed a significantly 
higher percentage (34.7% [32.8, 36.7]), with males in this 
group (36.6% [33.6, 39.8]) the most sleep-deprived of all age 
groups surveyed.

The results are presented in Table 5.2.

Table 5.2  Percentage of respondents who sleep less than 7 hours, on an average weekday, by age and gender

% who sleep less than 7 hours on average weekday

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 18.4 14.3 23.3 22.9 18.2 28.3 20.3 17.2 23.9

25–34 32.2 27.2 37.6 32.0 28.2 36.2 32.1 29.0 35.4

35–44 35.3 31.9 38.8 31.5 29.0 34.2 33.3 31.2 35.5

45–54 36.6 33.6 39.8 32.9 30.6 35.4 34.7 32.8 36.7

55–64 32.4 29.8 35.2 34.5 32.2 36.8 33.5 31.7 35.3

65+ 28.2 26.1 30.4 35.5 33.6 37.5 32.0 30.6 33.5

Total# 31.0 29.6 32.5 32.0 30.8 33.2 31.5 30.6 32.5

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option). 
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Use and impact of time on work and life
Lack of time, or time pressure, has been identified as an 
important social determinant of health (Roxburgh 2004). 
Like income, time is a finite resource with a price attached to 
it. It is a limited commodity, which has become more precious 
because of changes in the nature of work, where people live, 
and how they spend their leisure time. Many people cite time 
pressure as a reason why they do not exercise, shop and 
prepare healthy meals, get enough sleep, and spend time 
with friends or family (Jabs & Devine 2006). Being harried 
may also contribute to increased levels of stress, anxiety 
and depression in some people. Pressure on a person’s time 
can reduce connections and friendships within the local 
community, and diminishes people’s ability to undertake 
voluntary work (Roxburgh 2004). Factors that affect how much 
‘free’ time people have include public transport scheduling, 
retail hours, school hours, neighbourhood safety, traffic 
congestion and parking restrictions.

When work time dominates, it tends to shape all other time 
commitments. The single most significant influence on time 
pressure over the past 30 years has been the increased 
participation of women in the labour market (Maher 2009). 
In 2011, women’s participation rate in the Australian labour 
market was 59.1% (ABS 2011). As women take larger roles 
in the workforce, and people work longer hours, the amount 
of free time that can be devoted to healthy activities reduces. 
The result is less available time for physical activity and for 
preparing healthy food, the latter leading, in many instances, 
to a greater reliance on fast food and convenience foods. Food 
and drink manufacturers have recognised these issues in our 
community and have developed products that are quick, easy 
and convenient to prepare. However, these foods are often 
processed, pre-packaged, and high in salt, fat and sugar  
(Gill 2008).

Time usage is often dictated by stages in the life cycle, 
consumption habits, family types, income and geography 
(Williams et al. 2009). For example:

•	 The time demands on families with pre-school children 
and primary-school children are quite different to those 
on families with teenagers (Pocock 2006), and the time 
pressures experienced by sole parents are different from 
those of two-parent families.

•	 Those who reside in the outer suburbs may have a 
different perception of time pressure from those who live 
in other areas.

•	 Full-time students and retirees have different time 
demands from those of full-time workers.

•	 Those who are long-term unemployed have different 
perceptions of time from those who work long hours.

•	 Caring responsibilities contribute significantly to the 
rushed home environment because they require juggling 
numerous individual schedules. This may mean that carers 
trade their own leisure time (and time for physical activity) 
for time spent meeting the requirements of their families.

•	 People in low-income groups often have more rigid 
work hours as well as dispersed employment locations, 
making their schedules less flexible (Strazdins et al. 2011). 
In contrast, higher-income workers are more likely to live 
in areas serviced by good public transport and to have 
shorter travel times between work and home. They also 
tend to have more flexible employment, meaning that they 
can travel outside peak periods or find work schedules 
that accommodate their responsibilities as carers. 

Table 5.3  Percentage of respondents who said a lack of time always or often prevents them spending time with family and 
friends, by age and gender

% who said a lack of time always or often prevents them spending time with family and friends

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 27.9 22.7 33.7 26.0 21.0 31.8 27.1 23.4 31.2

25–34 41.0 35.5 46.6 32.3 28.2 36.6 36.4 33.1 39.9

35–44 39.2 35.8 42.8 32.1 29.5 34.7 35.5 33.3 37.7

45–54 31.9 29.0 35.0 28.5 26.3 30.8 30.2 28.3 32.1

55–64 19.1 16.9 21.4 19.8 17.9 21.9 19.5 18.0 21.0

65+ 15.1 13.4 16.9 12.8 11.5 14.2 13.9 12.9 15.1

Total# 29.4 27.8 30.9 25.4 24.3 26.7 27.4 26.4 28.4

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option).
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Data and analysis

Lack of time for family and friends
The data is presented as a percentage of those who said that 
lack of time always or often prevents them from spending the 
time they would like with family and friends. A small number 
of survey respondents (0.8% of the weighted survey estimates 
across Victoria) didn’t know or refused to answer the survey 
question. These respondents have been excluded from the 
data analysis.

Age was significantly related to the percentage of respondents 
reporting that lack of time prevented time with family 
and friends, with those aged between 25 and 44 showing 
significantly higher rates of agreement than those in the other 
age groups. Those aged between 25 and 34 recorded the 
highest rate (36.4% [33.1, 39.9]), with males in this age group 
showing the highest rate overall (41.0% [35.5, 46.6]). Those aged 
55 and over showed significantly lower rates, with the lowest 
rate recorded by females aged 65 and over (12.8% [11.5, 14.2]). 

The results are presented in Table 5.3.

Time pressure
The data is presented as a percentage of those who said that 
they always or often felt rushed or pressed for time. A small 
number of survey respondents (0.2% of the weighted survey 
estimates across Victoria) didn’t know or refused to answer 
the survey question. These respondents have been excluded 
from the data analysis.

The extent to which people felt rushed or pressed for time 
was associated with age, with significantly higher rates of 
time pressure reported by those aged between 25 and 54  
and significantly lower rates reported by those aged over 
54 (see Table 5.4). Those recording the highest rates were 
females aged between 35 and 44 (61.0% [58.2, 63.7]). The 
lowest rates were reported by males aged 65 years and over 
(14.1% [12.5, 15.8]).

Females (44.5% [43.2, 45.9]) reported feeling more rushed or 
pressed for time than males (37.9% [36.3, 39.6]). 

Table 5.4  Percentage of respondents who always or often feel rushed or pressed for time, by age and gender

% who always or often feel rushed or pressed for time

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 36.9 31.2 43.0 41.9 36.1 48.0 39.1 35.0 43.4

25–34 48.4 42.8 54.0 54.3 50.0 58.7 51.5 48.0 55.0

35–44 53.5 49.9 57.1 61.0 58.2 63.7 57.4 55.1 59.6

45–54 43.6 40.5 46.8 52.1 49.6 54.5 48.0 46.0 50.0

55–64 27.5 25.1 30.1 34.0 31.8 36.4 30.9 29.3 32.7

65+ 14.1 12.5 15.8 18.9 17.3 20.6 16.6 15.4 17.8

Total# 37.9 36.3 39.6 44.5 43.2 45.9 41.3 40.3 42.3

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option).
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Adequate work-life balance
The data is presented as a percentage of employed people 
who disagreed that their work and family life often interfere 
with each other. A small number of survey respondents 
(0.2% of the weighted survey estimates) didn’t know or 
refused to answer the survey question. These respondents 
have been excluded from the data analysis. Note that this 
indicator is reported in a positive frame (i.e. adequate work-
life balance rather than poor work-life balance), in line with 
reporting from CIV 2007; however, other indicators in this 
chapter are reported in a negative frame.

As can be seen in Table 5.5, there was a significant 
relationship between age and work-life balance. People in 
the youngest and the two oldest age groups (under 25, and 
over 54) were more likely to disagree with the proposition that 
work and family life often interfere with each other (indicating 
adequate work-life balance). The age group most likely to 
disagree was those over 65 (75.5% [71.3, 79.2]), with little 
difference between males and females. This was followed by 
the 18–24 age group (71.3% [66.6, 75.5]) and the 55–64 age 
group (60.7% [58.3, 63.0]). Those aged between 35 and 44 
were the least likely to disagree with the statement (42.1% 
[39.7, 44.6]); that is, they were most likely to report poor 
work-life balance. Less than half of those aged 45–54 years 
disagreed with the statement (48.4% [46.2, 50.6]).  

Table 5.5  Percentage who disagree work and family life often interfere with each other, by age and gender

% who disagree work and family life often interfere with each other

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 69.4 62.6 75.5 73.7 67.4 79.1 71.3 66.6 75.5

25–34 50.3 44.4 56.3 50.1 44.7 55.4 50.2 46.2 54.3

35–44 39.3 35.7 43.0 45.3 42.1 48.5 42.1 39.7 44.6

45–54 43.8 40.5 47.2 53.1 50.4 55.9 48.4 46.2 50.6

55–64 57.0 53.5 60.3 65.0 61.8 68.1 60.7 58.3 63.0

65+ 75.4 69.9 80.2 75.6 69.0 81.2 75.5 71.3 79.2

Total# 50.9 48.9 52.9 55.7 53.9 57.5 53.1 51.8 54.5

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).
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Demographic analysis

Commute time
As can be seen in Table 5.6, those who reported more time 
spent commuting included people who spoke languages 
other than English at home (the highest recorded proportion 
spending two or more hours a day commuting, at 18.9%  
[14.9, 23.7]) and those with a university education (14.1%  
[12.6, 15.7]). Less time spent commuting was reported  
by those with some high school education or less (7.3%  
[5.9, 9.0]) and those earning between $20,000 and $40,000  
per year (6.8% [4.7, 9.7]). Not surprisingly, geographical  
factors were important. Residents of outer metropolitan  
areas (15.3% [13.0, 18.0]) and growth areas (17.7% [15.1, 20.6]) 
showed significantly longer commuting time; shorter times 
were reported by residents of inner metropolitan areas  
(4.2% [2.7, 6.6]), regional cities (4.5% [3.3, 6.1]) and other 
regional areas (4.2% [3.4, 5.2]).

Inadequate sleep
Respondents who were least likely to report inadequate 
sleep were those who had a university education (28.7% 
[27.1, 30.3]), were students (22.8% [17.2, 29.6]) and earned 
high incomes (over $100,000 per year) (27.9% [25.8, 30.0]). 
Those more likely to report sleeping less than seven hours 
included those carrying out home duties (40.2% [36.7, 43.8]), 
and those from a culturally and linguistically diverse (CALD) 
background (35.0% [33.1, 36.9]), with a self-reported disability 
(43.7% [41.0, 46.5]), some high school education (35.6%  
[34.0, 37.4]) and from single-person households (35.4%  
[33.6, 37.2]). Again, geographical factors were important, with 
inner metropolitan residents the least likely to report sleeping 
less than seven hours a night (25.0% [21.9, 28.5]) and those 
living in growth areas most likely to report having less than 
seven hours sleep a night (39.0% [36.3, 41.8]).

Lack of time for family and friends
Those most likely to agree that lack of time prevents them 
from spending time with family and friends included those with 
a university education (31.1% [29.4, 32.9]), currently employed 
(32.3% [31.0, 33.6]), from CALD backgrounds 
(31.7% [29.8, 33.7]), earning an annual income of between 
$60,000 and $100,000 (30.9% [28.9, 33.0]) or over $100,000 
(32.3% [30.1, 34.7]), and from households with children 
(30.7% [29.4, 32.1]). Aboriginal and Torres Strait Islanders were 
the most likely (40.1% [29.6, 51.7]) to agree with the statement. 
Low rates of agreement were reported by those with some 
high school education or less (23.1% [21.5, 24.7]), who had 
completed high school 23.9% [21.7, 26.3], carrying out home 
duties (21.5% [18.6, 24.6]) or retired (13.4% [12.4, 14.6]), with an 
annual income of under $20,000 (20.4% [17.9, 23.1]) or between 
$20,000 and $40,000 (21.1% [18.9, 23.4]), and from single-
person households (19.0% [17.5, 20.7]) and couple households 
(20.2% [18.8, 21.7]). Higher rates of agreement were seen in 
those living in growth areas (32.0% [29.4, 34.8]) and lower rates 
in those living in other regional areas (24.8% [23.3, 26.3]).

Time pressure
People who reported feeling the most rushed or pressed for 
time were those earning over $100,000 (50.9% [48.6, 53.3]). 
Other groups who often felt rushed or pressed for time 
included those with a university education (48.2% [46.4, 50.0]), 
employed (48.6% [47.2, 49.9]), earning annual incomes of 
between $60,000 and $100,000 (47.5% [45.3, 49.7]), from 
households with children (48.3% [46.8, 49.8]) and with 
neighbourhood tenures of less than five years (45.2%  
[42.6, 47.8]) or between six and 10 years (45.9% [43.6, 48.3]). 
Significantly lower rates were reported by those with  
some high school education or less (32.7% [31.0, 34.5]),  
the unemployed (29.6% [22.9, 37.4]) and retirees (16.5%  
[15.3, 17.7]), those with a self-reported disability (32.3%  
[29.6, 35.2]), those who speak languages other than English  
at home (33.8% [30.3, 37.5]), earn incomes of less than 
$20,000 per year (27.7% [24.9, 30.6]) or between $20,000  
and $40,000 a year (28.7% [26.5, 31.1]), are from single-person 
(23.1% [21.4, 24.8]) or couple households (29.3% [27.8, 30.9]), 
and those with neighbourhood tenures of more than  
11 years (38.4% [37.2, 39.7]). The lowest rates of time  
pressure were recorded by those who were retired (16.5% 
[15.3, 17.7]). Residents of inner metropolitan areas (48.4% 
[44.4, 52.4]) felt significantly more rushed or pressed for time 
while those living in other regional areas felt significantly less 
rushed (36.1% [34.6, 37.7]).

Adequate work-life balance
High rates of disagreement that work and family life often 
interfered with each other (indicating adequate work-life 
balance) were seen in respondents who had incomes of 
less than $20,000 per year (67.6% [61.3, 73.4]) or $20,000 to 
$40,000 per year (60.7% [56.0, 65.2]), completed high school 
(62.9% [59.5, 66.1]), or were from single-person households 
(61.8% [58.1, 65.3]) or couple households (57.2% [54.5, 59.7]). 
Low rates of disagreement (indicating poor work-life balance) 
were seen in those with TAFE/Certificate/Diploma education 
(48.8% [46.0, 51.7]) and in those earning over $100,000 per 
year (47.8% [45.3, 50.3]). Residents in peri-urban (48.0%  
[44.6, 51.4]) and other regional areas (48.3% [46.1, 50.5]) 
reported significantly lower rates of disagreement than  
the Victorian average.
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Table 5.6  Summary of work, life and time indicators, by demographics

% who commute on average 
60 minutes or more one way 
to work (mutual obligation)

% who sleep less than 
7 hours on average weekday

% who said a lack of time 
always or often prevents 
them spending time with 

family and friends

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 11.6 10.7 12.5 31.5 30.6 32.5 27.4 26.4 28.4

Gender

Male 13.4 12.1 14.9 31.0 29.6 32.5 29.4 27.8 30.9

Female 9.5 8.4 10.7 32.0 30.8 33.2 25.4 24.3 26.7

Education

Some high school or less 7.3 5.9 9.0 35.6 34.0 37.4 23.1 21.5 24.7

Completed high school 9.2 7.3 11.6 28.7 26.5 31.0 23.9 21.7 26.3

TAFE/Certificate/Diploma 11.9 10.1 14.0 34.5 32.4 36.6 29.2 27.1 31.4

University 14.1 12.6 15.7 28.7 27.1 30.3 31.1 29.4 32.9

Labour force status

Currently employed 11.6^ 10.7 12.6 30.8 29.6 32.1 32.3 31.0 33.6

Unemployed 29.8 23.7 36.8 20.3 14.4 27.8

Student 22.8 17.2 29.6 24.0 18.2 31.0

Home duties 40.2 36.7 43.8 21.5 18.6 24.6

Retired 31.3 30.0 32.8 13.4 12.4 14.6

Main language spoken at home

English 10.9 10.0 11.8 31.0 30.1 32.0 27.1 26.1 28.1

Other 18.9 14.9 23.7 35.6 32.1 39.3 30.0 26.5 33.8

CALD background

CALD background 14.2 12.4 16.2 35.0 33.1 36.9 31.7 29.8 33.7

Not from CALD background 10.2 9.3 11.3 29.8 28.7 30.8 25.3 24.2 26.5

Self-reported disability

Reported disability 11.8 8.6 16.0 43.7 41.0 46.5 25.3 22.7 28.0

No disability reported 11.6 10.7 12.6 30.2 29.2 31.2 27.6 26.6 28.7

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

18.9* 9.3 34.6 34.8 25.3 45.6 40.1 29.6 51.7

Non-Aboriginal 11.5 10.6 12.5 31.4 30.5 32.4 27.3 26.3 28.3

Geographic region

Inner metropolitan 4.2 2.7 6.6 25.0 21.9 28.5 25.3 21.8 29.2

Middle metropolitan 12.5 10.8 14.5 29.1 27.3 30.9 25.6 23.8 27.6

Outer metropolitan 15.3 13.0 18.0 33.1 30.7 35.5 30.0 27.6 32.7

Growth area 17.7 15.1 20.6 39.0 36.3 41.8 32.0 29.4 34.8

Peri-urban 13.3 11.2 15.7 30.6 28.3 32.9 26.7 24.5 29.1

Regional city 4.5 3.3 6.1 31.2 29.1 33.4 25.1 23.0 27.2

Regional other 4.2 3.4 5.2 30.2 28.7 31.6 24.8 23.3 26.3

(continued)
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% who commute on average 
60 minutes or more one way 
to work (mutual obligation)

% who sleep less than 
7 hours on average weekday

% who said a lack of time 
always or often prevents 
them spending time with 

family and friends

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 11.6 10.7 12.5 31.5 30.6 32.5 27.4 26.4 28.4

Annual income

<$20,000 9.6 6.0 15.0 31.4 28.9 33.9 20.4 17.9 23.1

$20,000–<$40,000 6.8 4.7 9.7 32.8 30.5 35.2 21.1 18.9 23.4

$40,000–<$60,000 11.8 9.3 14.8 31.9 29.4 34.6 27.5 24.8 30.4

$60,000–<$100,000 11.3 9.7 13.0 33.5 31.4 35.5 30.9 28.9 33.0

$100,000+ 13.0 11.4 14.8 27.9 25.8 30.0 32.3 30.1 34.7

Household structure

Single-person household 13.2 10.7 16.1 35.4 33.6 37.2 19.0 17.5 20.7

Couple household 10.7 9.1 12.5 28.7 27.3 30.2 20.2 18.8 21.7

Household with children 11.4 10.3 12.6 32.0 30.6 33.3 30.7 29.4 32.1

Share or group household 13.7 8.7 20.9 32.7 26.4 39.6 31.9 25.2 39.5

Neighbourhood tenure

Less than 5 years 14.4 12.2 16.9 30.2 27.9 32.5 30.7 28.3 33.2

6–10 years 12.9 11.0 14.9 32.4 30.3 34.6 30.0 27.8 32.2

11 or more years 10.0 8.9 11.2 31.7 30.5 32.9 25.4 24.2 26.6

Table 5.6  Summary of work, life and time indicators, by demographics (continued)

(continued)
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% who always or often feel 
rushed or pressed for time

% who disagree work and 
family life often interfere 

with each other

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 41.3 40.3 42.3 53.1 51.8 54.5

Gender

Male 37.9 36.3 39.6 50.9 48.9 52.9

Female 44.5 43.2 45.9 55.7 53.9 57.5

Education

Some high school or less 32.7 31.0 34.5 51.1 48.2 54.0

Completed high school 39.4 36.8 42.1 62.9 59.5 66.1

TAFE/Certificate/Diploma 41.1 38.9 43.3 48.8 46.0 51.7

University 48.2 46.4 50.0 51.8 49.6 53.9

Labour force status

Currently employed 48.6 47.2 49.9 53.1^ 51.8 54.5

Unemployed 29.6 22.9 37.4

Student 45.5 37.9 53.4

Home duties 43.6 40.1 47.2

Retired 16.5 15.3 17.7

Main language spoken at home

English 42.1 41.0 43.2 52.6 51.2 54.0

Other 33.8 30.3 37.5 58.8 53.3 64.1

CALD background

CALD background 43.2 41.2 45.3 56.9 54.3 59.5

Not from CALD background 40.4 39.2 41.6 51.3 49.7 52.9

Self-reported disability

Reported disability 32.3 29.6 35.2 50.2 44.3 56.2

No disability reported 42.3 41.2 43.4 53.3 51.9 54.7

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

50.0 39.0 60.9 42.6 29.5 56.9

Non-Aboriginal 41.2 40.2 42.3 53.2 51.9 54.6

Geographic region

Inner metropolitan 48.4 44.4 52.4 53.8 48.9 58.7

Middle metropolitan 41.2 39.1 43.3 56.3 53.5 59.0

Outer metropolitan 40.3 37.7 42.9 56.4 52.9 59.7

Growth area 44.9 42.1 47.7 49.5 46.0 53.1

Peri-urban 39.4 36.9 42.0 48.0 44.6 51.4

Regional city 38.6 36.4 40.9 49.4 46.4 52.5

Regional other 36.1 34.6 37.7 48.3 46.1 50.5

Table 5.6  Summary of work, life and time indicators, by demographics (continued)

(continued)
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% who always or often feel 
rushed or pressed for time

% who disagree work and 
family life often interfere 

with each other

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 41.3 40.3 42.3 53.1 51.8 54.5

Annual income

<$20,000 27.7 24.9 30.6 67.6 61.3 73.4

$20,000–<$40,000 28.7 26.5 31.1 60.7 56.0 65.2

$40,000–<$60,000 41.3 38.4 44.2 55.0 51.3 58.6

$60,000–<$100,000 47.5 45.3 49.7 50.6 48.2 53.1

$100,000+ 50.9 48.6 53.3 47.8 45.3 50.3

Household structure

Single-person household 23.1 21.4 24.8 61.8 58.1 65.3

Couple household 29.3 27.8 30.9 57.2 54.5 59.7

Household with children 48.3 46.8 49.8 51.5 49.8 53.2

Share or group household 43.5 36.5 50.7 48.9 40.2 57.7

Neighbourhood tenure

Less than 5 years 45.2 42.6 47.8 50.2 47.0 53.4

6–10 years 45.9 43.6 48.3 51.4 48.5 54.3

11 or more years 38.4 37.2 39.7 55.0 53.2 56.8

Estimates that differ significantly from the corresponding estimate for Victoria are identified by colour as follows: 

 less favourable  /  more favourable  than average.

* Should be interpreted with caution; relative standard error is between 25 and 50%. 
^ Question asked only of participants who were employed. Significance testing could not be conducted.

Table 5.6  Summary of work, life and time indicators, by demographics (continued)
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Summary and conclusions
This survey found that many Victorians struggle with work 
and time pressures. One in 10 participants commute more 
than two hours per day and nearly one-third sleep less than 
seven hours per night. More than a quarter of participants 
say they don’t have enough time to spend with family 
and friends, and four in 10 always or often feel rushed or 
pressed for time. Just over half of respondents report not 
having issues with balancing work and family life. 

The survey shows that for many, the middle decades of life 
are the most challenging in terms of achieving a satisfying 
work-life balance. People in these age groups (25–54) were 
the most likely to agree that work and family life interfered 
with each other, that a lack of time prevented them from 
spending time with family and friends, and that they always 
or often feel rushed or pressed for time. Males aged 
between 35 and 44 were the group most likely report poor 
work-life balance, with only four in 10 indicating that they 
had adequate work-life balance, while females between 35 
and 44 were most likely to feel rushed or pressed for time 
(61.0% [58.2, 63.7]). Males between 45 and 54 years old 
were more likely to report inadequate sleep than the other 
age and gender groups. 

Unsurprisingly, employed participants were more likely to 
feel time pressure and that they lacked time for family and 
friends than those who were not in paid employment.  
These findings on work and time pressures are similar to 
the findings of other surveys. For example, the proportion 
of employed participants in this survey reporting feeling 
rushed or pressed for time is slightly lower than the 
estimate from a 2010 survey of Australian workers  
(48.6% vs 53.5%, respectively) (Pocock et al. 2010), and 
slightly higher than 2007 estimates for females published 
by the ABS (44.5% vs 42.4%, respectively) (ABS 2011).

Geographic factors play an important role in people’s 
capacity for achieving balance between work, family (and 
other) responsibilities, and leisure. Residents of outer 
metropolitan areas and growth areas reported spending 
more time commuting than other respondents. Those 

from growth areas were significantly more likely to agree 
they lacked time for family and friends, and were the 
geographical group most likely to report insufficient sleep 
(less than seven hours) on an average weekday.

While much of the media attention has focused on the 
demands placed on working mothers, it was striking to note 
that in almost every age group more females than males 
reported adequate work/life balance, and more males 
than females reported that a lack of time prevented them 
spending time with family and friends. Males are more likely 
than females to be working full-time and consequently 
have less time to spend with family. In contrast, females 
typically reported feeling more rushed or pressed for time 
than males, possibly because of the greater amount of 
time they spend on caring responsibilities, juggling paid 
employment with unpaid work, and managing the schedules 
of household members. Similarly, those engaged in home 
duties were more likely to report shorter hours of sleep.

As expected, perceptions of balance between work, family 
(and other) responsibilities, and leisure appear to be better 
both before and after the decades of peak demands from 
work and family.

Socioeconomic factors play a role in achieving balance. 
While these factors may sometimes be protective (those 
with a university education and incomes above $100,000 
were among the least likely to report less than seven 
hours sleep), higher incomes were also more likely to be 
associated with difficulty in achieving a balance. Those 
earning over $100,000 were least likely to report adequate 
work-life balance, and felt the most rushed or pressed for 
time, possibly due to the demands of their work and the 
encroachment of work into family time via information and 
communication technologies. Contrary to other indicators, 
respondents with lower incomes had better outcomes 
for indicators relating to work and time pressure, with 
those reporting incomes of less than $40,000 per annum 
significantly less likely to agree they lacked time for family 
and friends and that they often felt rushed. People in this 
income band were also significantly more likely to disagree 
that work and family life often interfered with each other.
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6 Healthy eating and sedentary behaviour

The prevalence of obesity in Australia has more than doubled in the past 20 years (ABS 2008).
This large and rapid increase in the level of obesity has the potential to erode many recent 
health gains.

According to the 2007–08 National Health Survey, 61.4% of 
the Australian population are either overweight or obese, with 
42.1% of adult males and 30.9% of adult females classified as 
overweight and 25.6% of males and 24% of females classified 
as obese (ABS 2008). Aboriginal and Torres Strait Islander 
adults are 1.9 times as likely as non-Aboriginal Australians to 
be obese. The same survey found that 24.9% of children aged 
between five and 17 years (25.8% of boys and 24.0% of girls) 
are either overweight or obese (ABS 2008).

Obesity is associated with premature death and a wide 
range of chronic and debilitating illnesses such as diabetes, 
heart disease, some cancers, hypertension, hernias, 
urinary incontinence, sleep apnoea and osteoarthritis 
(AIHW 2010, WHO/FAO 2003, National Preventative Health 
Taskforce 2009, WHO 2000). Excessive body weight is also 
frequently associated with psychosocial problems, many 
of which appear to result from the negative cultural bias 
and prejudice directed against obese people in Australia 
(Catford & Caterson 2003). It has been estimated that more 
than one-third of all premature deaths in Australia are the 
result of chronic preventable diseases, many associated with 
overweight and obesity (AIHW 2010).

Obesity is associated with individual behaviours such as eating 
a diet high in energy-dense, nutrient-poor foods (for example, 
snack foods and unhealthy takeaway meals) and low in 
nutrient-dense foods (for example, fruits and vegetables); 
a lack of physical activity; and other sedentary behaviours, such 
as spending more than two hours a day in front of screens. 

Within the VicHealth Indicators dataset there are three 
indicators representing behaviours relating to healthy eating 
and sedentary behaviour:

•	 Shares a meal with family (>5 days per week)

•	 Sedentary behaviour (sitting >7 hours per day)

•	 Daily soft drink consumption.

Sharing meals with family
When families eat meals together, the evidence suggests that 
they consume more nutritious food than when each family 
member eats alone. Family meals tend to include more fruits 
and vegetables, and less fried food and sugar-sweetened 
beverages – meals that contain less saturated and trans 
fats, and more fibre, vitamins and minerals (Rockett 2007, 
Story & Neumark-Sztainer 2005). Planned family meals also 
promote regular meal times and routines that encourage less 
snacking between meals. 

The family plays an important role in shaping children’s eating 
and physical activity patterns. Sharing family meals has 
been associated with having a healthy body weight and the 
consumption of healthy foods (Videon & Manning 2003). Shared 
meal times also provide opportunities to teach children about 
manners, nutrition and healthy eating, and should be seen as 
a special time for families to connect and share the day’s or 
week’s events (Fiese & Schwartz 2008).

It is important for children to develop good eating habits 
because habits developed during childhood are typically 
maintained throughout life. Studies have found that family 
members tend to share eating habits, exercise routines, 
food preferences, blood pressure levels, weight and physical 
activity levels (Gruber & Haldeman 2009, Hammons & Fiese 
2011, Lee et al. 2009).

The benefits of shared meal times are not isolated to evening 
meals, but can include family breakfasts and weekend 
lunches (Larson et al. 2007).

Shared family meals may act as a protective factor for many 
nutrition-related health problems during childhood and 
adolescence. Children and adolescents in families who share 
meals three or more times per week are more likely to be in a 
normal weight range and to have healthier eating patterns than 



54

Victorian Health Promotion Foundation

those who share family meals less frequently (Hammons & 
Fiese 2011). Evidence further suggests that the health benefits 
for families that share a meal at least five times each week 
include less tobacco, alcohol and marijuana use and fewer 
depressive symptoms (Story & Neumark-Sztainer 2005).

Many families find scheduling and planning family meals 
difficult because of conflicting schedules. When there are 
no ingredients in the house or little time to prepare the 
family meal, eating together is less likely to happen. Without 
adequate planning, the temptation to purchase convenience 
foods and fast foods (that are often high in salt, fat and sugar) 
can increase, reducing some of the benefits of the shared 
meal (Fulkerson et al. 2008). 

Data and analysis
Data from the VicHealth Indicators Survey reports on the 
percentage of people who said they shared a meal with their 
family at least five days in the average week. A small number 
of survey respondents (0.7% of the weighted survey estimates 
across Victoria) didn’t know or refused to answer the survey 
question. These respondents have been excluded from the 
data analysis. 

Overall, 66.3% [65.3, 67.3] of Victorians reported sharing a 
meal with family five days or more per week (Table 6.1). Those 
aged between 18 and 24 were least likely to share meals 
with family (50.8% [46.5, 55.1]). The age group most likely to 
share meals with family were those aged between 35 and 44 
(73.1% [71.0, 75.1]). This age group is the most likely to have 
dependent children.  

Males aged 65 and over were most likely to share meals 
with family (75.2% [73.2, 77.2]). Interestingly, the high rate of 
sharing among males aged 65 and over was not reported by 
females of the same age group (55.3% [53.3, 57.2). 

Table 6.1  Percentage of respondents who share a meal with family 5 days or more per week, by age and gender

% who share a meal 5 days or more per week

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 52.2 46.1 58.2 49.0 43.0 55.0 50.8 46.5 55.1

25–34 60.0 54.3 65.5 72.1 67.9 75.9 66.4 62.9 69.7

35–44 72.7 69.4 75.8 73.5 70.9 75.9 73.1 71.0 75.1

45–54 67.9 64.8 70.8 66.8 64.4 69.1 67.3 65.4 69.2

55–64 72.5 69.8 75.0 69.6 67.4 71.8 71.0 69.3 72.6

65+ 75.2 73.2 77.2 55.3 53.3 57.2 65.0 63.6 66.4

Total# 67.3 65.7 68.9 65.4 64.1 66.7 66.3 65.3 67.3

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option). 
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Sedentary behaviour
Compared to the experience of previous generations, 
modern life for many is increasingly sedentary (inactive, 
with prolonged sitting time). Together with an increased 
reliance on cars for transportation, leisure activities have 
become more sedentary in nature, and many workplaces 
require people to sit for long periods. Sedentary behaviour 
may contribute to excess weight gain and chronic diseases 
such as type 2 diabetes, heart disease and certain types of 
cancers (Owen et al. 2009, Owen et al. 2010). 

Sedentary behaviour, combined with a lack of physical 
activity, is a public health concern (Owen et al. 2009, Owen 
et al. 2010). A typical office worker whose job involves sitting 
for long periods can sit for up to eight hours per day. This 
includes time spent sitting in front of computer screens, in 
meetings, while commuting to and from work, and during 
leisure activities such as watching TV in the evening.

A large population study that examined the health impact of 
prolonged TV viewing reported a greater risk of premature 
death in adults who watched more than four hours of TV per 
day (Dunstan et al. 2010). The authors of the study concluded 
that in addition to engaging in the recommended amount 
of moderate to vigorous physical activity, people need to be 
mindful of how much time they spend sitting throughout 
the day. An additional study found self-reported sedentary 
behaviour of more than seven hours a day was associated 
with a significant increase in negative cardiometabolic risk 
biomarkers (independent of waist circumference), including 
BMI, systolic blood pressure and fasting triglycerides in men 
and women, and HDL cholesterol and systolic blood pressure 
in men (Thorp et al. 2010). 

Self-reported sitting time (a useful measure of overall 
sedentary behaviour) has been identified as a predictor of 
weight gain in Australian women, even after adjustment for 
energy intake and leisure time physical activity (Brown et 
al. 2005). Even though a person may be physically active (by 
running, walking, going to the gym, playing sport, swimming 
and so on), there is a possibility that long periods of sedentary 
time may offset the benefits of physical activity (Owen et 
al. 2010). This means that even those who are physically 
active may be at risk of developing chronic disease. It is 
recommended that, in addition to reducing overall sitting 

time, people accumulate more body movement throughout 
the day via incidental activity breaks. These might involve 
walking to the shops instead of driving, taking the stairs 
instead of the lift and walking over to a colleague’s desk 
instead of sending them an email.

The National Physical Activity Guidelines recommend the 
following for adults:

•	 Think of movement as an opportunity – not an 
inconvenience.

•	 Be active every day in as many ways as you can.

•	 Put together at least 30 minutes of moderate-intensity 
physical activity on most, and preferably all, days.

•	 Where possible, enjoy some regular, vigorous activity for 
extra health and fitness. 

For people from five to 18 years old, the Guidelines recommend 
60 minutes of moderate to vigorous activity each day.

Data and analysis
The data is presented as the proportion of people who sit for 
seven hours or more on an average weekday. A small number 
of survey respondents (2.9% of the weighted survey estimates 
across Victoria) didn’t know or refused to answer the survey 
question. These respondents have been excluded from the 
data analysis. 

Overall, 32.6% [31.5, 33.6] of Victorians reported sitting for 
seven hours or more on an average weekday (Table 6.2). 
Significantly higher rates were seen in those aged between 
18 and 54, particularly males; those most likely to spend seven 
hours or more sitting on an average weekday were males 
between 25 and 34 years (47.9% [42.3, 53.6]). 

Males (37.2% [35.6, 38.9]) were more likely to sit for seven 
hours or more on an average weekday than females (28.0% 
[26.7, 29.3]) across all except the 18–24 age group. 

Possibly contrary to expectations, increasing age was not 
associated with an increased number of hours spent sitting 
on an average weekday. Those least likely to spend seven 
hours or more on an average weekday sitting were aged 55 
and over, with the lowest rate of sitting reported by females 
aged 65 and over (14.9% [13.5, 16.4]).



56

Victorian Health Promotion Foundation

Soft drink consumption
Australians are among the biggest consumers of sugar-
sweetened beverages in the world (Allman-Farinelli 2009). 
Sugar-sweetened beverages include fruit drinks, cordials, 
sports drinks, energy drinks, vitamin waters and sweetened 
ice tea, as well as soft drinks. Soft drinks account for most of 
the consumption of sugar-sweetened beverages for adults and 
children (Nielsen & Popkin 2004, Wang et al. 2008, McLennan 
& Podger 1997). Soft drinks are typically high in energy 
(kilojoules), with a 375 millilitre can of soft drink containing 
about 10 teaspoons of sugar and 640 kilojoules (Hector 
et al. 2009). Australians are also drinking an increasing number 
of caffeinated soft drinks. As caffeine is known to suppress 
sweetness, caffeinated soft drinks must contain more sugar 
than non-caffeinated soft drinks to attain equivalent sweetness 
(Keast et al. 2011). Consumption records from the late 1990s 
(based on supply) indicate that Australians consume an 
average of 113 litres of regular and diet soft drink annually, 
or approximately 300 millilitres per person, per day (Hector 
et al. 2009). Adolescents have increased their consumption 
of kilojoules from sugar-sweetened beverages continuously 
since the 1970s (Malik et al. 2010). Adolescent males consume, 
on average, almost one litre of it per day, accounting for 10% 
of an adolescent’s daily energy needs. Adults also consume 
large quantities of soft drink, with males aged between 18 and 
44 drinking the most. High soft drink consumption in adults 
is associated with lower socioeconomic status and working in 
non-professional occupations (Hector et al. 2009). 

Over the past 50 years, average soft drink containers have 
increased in size from 200 millilitres to 600 millilitres (Hector 
et al. 2009). This is problematic as the larger the container 
of soft drink, the more liquid energy people may consume 
without correspondingly reducing the amount they eat (Hu & 
Malik 2010). Drinking sugar-sweetened beverages, specifically 
‘soft drinks,’ may actually lead people to increase their energy 
intake from other foods due to the effects of these drinks on 
appetite and satiety (Vartanian et al. 2007). 

Disproportionate pricing strategies that may lead to increased 
consumption are also common: strategies at point of sale 
such as upsizing and ‘buy one get one free’ deals can mean a 
large increase in the volume sold for a small increase in price 
(Harker et al. 2007). 

The consumption of high energy, nutrient-poor, sugar-
sweetened beverages such as soft drinks is associated with 
an increased risk of weight gain and asthma (NHMRC 2011, 
Hu & Malik 2010), and, at the population level, increasing soft 
drink consumption is linked with increasing obesity (Brown 
et al. 2005, NHMRC 2011). High (i.e. daily) consumption has 
also been linked with a number of health issues including 
metabolic syndrome, type 2 diabetes, higher blood cholesterol 
levels, osteoporosis and bone fractures, and dental caries 
(cavities). One of the newly introduced guidelines in the recent 
draft Australian Dietary Guidelines (2011) is to limit sugar-
sweetened drinks (such as soft drinks).

Data and analysis
This data is presented as the percentage of people who 
reported consuming fizzy soft drinks “every day” over the last 
week. A small number of survey respondents (0.3% of the 
weighted survey estimates across Victoria) didn’t know or 
refused to answer the survey question. These respondents 
have been excluded from the data analysis.

Overall 12.4% [11.7, 13.2] of Victorians surveyed reported 
drinking soft drink every day (Table 6.3) with the highest rates 
reported in the 25–34 age group (20.0% [17.2, 23.1) and the 
lowest rates in those aged 65 and over (6.4% [5.7, 7.2]). 

Males (14.6% [13.4, 15.8]) were more likely than females (10.3% 
[9.5, 11.2]) to consume soft drink on a daily basis, with the 
highest rate reported being in males in the 25–34 age group 
(24.5% [19.9, 29.9]).

Table 6.2  Percentage of respondents who spend 7 hours or more on an average weekday sitting, by age and gender

% who spend 7 hours or more on average per day sitting

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 33.5 28.0 39.4 44.0 38.0 50.2 38.0 33.9 42.3

25–34 47.9 42.3 53.6 30.5 26.4 34.8 38.9 35.4 42.5

35–44 45.9 42.3 49.5 28.8 26.3 31.5 37.0 34.8 39.3

45–54 43.0 39.8 46.2 30.0 27.8 32.3 36.3 34.4 38.4

55–64 31.4 28.8 34.1 24.0 21.9 26.2 27.6 25.9 29.3

65+ 19.8 17.9 21.8 14.9 13.5 16.4 17.3 16.2 18.6

Total# 37.2 35.6 38.9 28.0 26.7 29.3 32.6 31.5 33.6

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option). 
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Table 6.3  Percentage of respondents who drink soft drink every day, by age and gender

% who drink soft drink every day

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 14.6 10.9 19.4 13.7 9.8 18.8 14.2 11.4 17.6

25–34 24.5 19.9 29.9 15.8 12.8 19.4 20.0 17.2 23.1

35–44 16.8 14.3 19.6 11.6 10.0 13.4 14.1 12.6 15.7

45–54 13.9 11.9 16.1 9.7 8.3 11.2 11.7 10.5 13.0

55–64 10.9 9.3 12.7 8.0 6.7 9.5 9.4 8.4 10.5

65+ 7.9 6.7 9.2 5.0 4.2 6.0 6.4 5.7 7.2

Total# 14.6 13.4 15.8 10.3 9.5 11.2 12.4 11.7 13.2

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option). 

Demographic analysis

Sharing meals with family
Demographic analysis of those who share meals with 
family five days or more per week (Table 6.4) showed no 
significant differences from the Victorian rate according to 
education level, the main language spoken at home, diversity 
of cultural and linguistic background, Aboriginal status or 
neighbourhood tenure. Respondents who were unemployed 
reported significantly lower rates (53.1% [45.2, 60.8]) than the 
overall Victorian average (66.3% [65.3, 67.3]), while those with 
home duties reported significantly higher rates (79.1% [76.0, 
81.9]). Lower than average rates were also reported by those 
with self-reported disabilities (61.8% [59.0, 64.4]), earning 
annual incomes of less than $20,000 (52.5% [49.6, 55.4]), 
living in share or group households (36.0% [29.6, 42.9]) and, 
not surprisingly, living in single-person households (7.4% 
[6.4, 8.6]). Among the demographic factors considered, the 
highest rate of sharing meals five days or more per week  
was reported by couple households (83.0% [81.6, 84.3]).  
When geographical factors were considered, the lowest  
rates of family meal sharing were seen in respondents 
residing in metropolitan areas, the lowest in those from  
inner metropolitan areas (59.9% [55.9, 63.8]) and the highest 
in respondents living in peri-urban areas (73.8% [71.6, 75.9]) 
and other regional areas (73.2% [71.8, 74.6]).

Sedentary behaviour
Demographic analysis of those who spend seven hours or 
more on an average weekday sitting (Table 6.4) showed no 
significant differences from the Victorian average  
(32.6% [31.5, 33.6]) according to the main language spoken 
at home, diversity of cultural and linguistic background, 
Aboriginal status or self-reported disability. Those educated 
to university level reported higher amounts of time spent 
sitting (42.0% [40.2, 43.9]) whereas those educated to high 
school levels or less reported rates of 22.2% [20.7, 23.9]. 
Lower than average rates were reported by those describing 
themselves as carrying out home duties (6.8% [5.2, 8.9]) or 
retired (16.3% [15.2, 17.5]). Those on lower incomes reported 

lower amounts of time sitting – 26.5% [23.6, 29.5] of those 
with incomes of less than $20,000 reported spending seven 
hours or more sitting in a typical weekday – whereas 47.8% 
[45.4, 50.2] of those on annual incomes of over $100,000 
reported spending seven hours or more a day sitting. When 
geographical factors were considered, the highest rates of 
sitting were seen in respondents living in inner and middle 
metropolitan areas, the highest being among those living in 
inner metropolitan areas (44.2% [40.1, 48.2]) and the lowest 
rates of sitting in those from peri-urban areas (25.1% [22.9, 
27.5]) and other regional areas (21.1% [19.8, 22.5]).

Soft drink consumption
Demographic analysis of those who consume soft drink every 
day (Table 6.4) showed no significant differences from the 
Victorian average (12.4% [11.7, 13.2]) according to the main 
language spoken at home, diversity of cultural and linguistic 
background, Aboriginal status, income or neighbourhood 
tenure. Only 9.0% [7.9, 10.1] of those educated to university 
level reported consuming soft drinks every day compared to 
15.6% [14.1, 17.2] of those educated to high school level or 
less. Lower than average rates were also reported by those 
describing themselves as retired (7.4% [6.6, 8.3]), or in single-
person households (9.6% [8.5, 10.9]) or couple households 
(9.5% [8.5, 10.6]). The demographic factor associated with 
the highest rate of soft drink consumption was unemployed 
status (23.4% [16.9, 31.6]), followed by self-reported disability 
(19.5% [17.1, 22.1]). When geographical factors were 
considered, the lowest rates of soft drink consumption  
were seen in those from middle metropolitan areas (8.8% 
[7.6, 10.2]) and the highest rates in people living in growth 
areas (16.8% [14.8, 19.1]).
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Table 6.4  Summary of healthy eating and sedentary behaviour indicators, by demographics

% who share a meal 
5 days or more per week

% who spend 
7 hours or more on 

average per day sitting

% who drink soft 
drink every day

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 66.3 65.3 67.3 32.6 31.5 33.6 12.4 11.7 13.2

Gender

Male 67.3 65.7 68.9 37.2 35.6 38.9 14.6 13.4 15.8

Female 65.4 64.1 66.7 28.0 26.7 29.3 10.3 9.5 11.2

Education  

Some high school or less 67.1 65.4 68.7 22.2 20.7 23.9 15.6 14.1 17.2

Completed high school 63.9 61.2 66.4 31.6 29.0 34.3 14.3 12.5 16.4

TAFE/Certificate/Diploma 66.6 64.4 68.7 28.6 26.5 30.8 13.2 11.7 15.0

University 67.0 65.2 68.8 42.0 40.2 43.9 9.0 7.9 10.1

Labour force status

Currently employed 65.7 64.4 67.1 39.4 38.1 40.8 13.5 12.5 14.5

Unemployed 53.1 45.2 60.8 29.5 22.8 37.3 23.4 16.9 31.6

Student 60.4 52.5 67.8 41.2 33.5 49.2 10.5 6.6 16.5

Home duties 79.1 76.0 81.9 6.8 5.2 8.9 12.6 10.4 15.2

Retired 66.9 65.6 68.2 16.3 15.2 17.5 7.4 6.6 8.3

Main language spoken at home

English 66.3 65.3 67.4 32.7 31.6 33.8 12.7 11.9 13.5

Other 66.4 62.6 70.1 31.0 27.3 35.0 10.2 7.6 13.5

CALD background

CALD background 66.7 64.6 68.7 34.1 32.0 36.2 10.5 9.2 12.0

Not from CALD background 66.3 65.2 67.5 31.9 30.7 33.1 13.4 12.5 14.3

Self-reported disability

Reported disability 61.8 59.0 64.4 30.2 27.6 32.9 19.5 17.1 22.1

No disability reported 66.8 65.7 67.9 32.8 31.7 33.9 11.7 10.9 12.5

Aboriginal status

Aboriginal and/or  
Torres Strait Islander

74.1 63.9 82.2 33.2 23.1 45.1 13.9* 8.3 22.3

Non-Aboriginal 66.3 65.3 67.3 32.6 31.5 33.6 12.4 11.7 13.2

Geographic region

Inner metropolitan 59.9 55.9 63.8 44.2 40.1 48.2 9.8 7.4 12.9

Middle metropolitan 62.7 60.6 64.8 37.5 35.4 39.7 8.8 7.6 10.2

Outer metropolitan 66.0 63.4 68.4 29.7 27.2 32.2 12.9 11.0 15.1

Growth area 68.3 65.6 70.9 31.4 28.8 34.2 16.8 14.8 19.1

Peri-urban 73.8 71.6 75.9 25.1 22.9 27.5 12.8 11.1 14.7

Regional city 69.8 67.6 71.9 29.3 27.1 31.7 16.1 14.4 18.0

Regional other 73.2 71.8 74.6 21.1 19.8 22.5 12.9 11.8 14.1

(continued)
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% who share a meal 
5 days or more per week

% who spend 
7 hours or more on 

average per day sitting

% who drink soft 
drink every day

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 66.3 65.3 67.3 32.6 31.5 33.6 12.4 11.7 13.2

Annual income

<$20,000 52.5 49.6 55.4 26.5 23.6 29.5 12.3 10.2 14.8

$20,000–<$40,000 68.6 66.2 70.9 20.1 18.1 22.3 13.2 11.3 15.3

$40,000–<$60,000 67.3 64.4 70.1 25.7 23.2 28.3 13.6 11.6 15.9

$60,000–<$100,000 69.6 67.5 71.7 33.7 31.6 35.9 13.3 11.9 14.9

$100,000+ 67.2 64.9 69.5 47.8 45.4 50.2 11.9 10.4 13.6

Neighbourhood structure

Single-person household 7.4 6.4 8.6 31.2 29.3 33.2 9.6 8.5 10.9

Couple household 83.0 81.6 84.3 27.6 26.0 29.2 9.5 8.5 10.6

Household with children 68.6 67.1 70.0 34.2 32.8 35.7 13.3 12.3 14.3

Share or group household 36.0 29.6 42.9 39.1 32.2 46.4 17.2 12.0 24.0

Neighbourhood tenure

Less than 5 years 68.0 65.4 70.5 37.5 34.9 40.2 14.2 12.3 16.4

6–10 years 66.8 64.5 69.1 35.3 33.0 37.7 13.0 11.5 14.7

11 or more years 65.6 64.3 66.9 30.1 28.8 31.4 11.6 10.7 12.5

Estimates that are significantly different to the corresponding estimate for Victoria are identified by colour as follows: 

 less favourable  /  more favourable  than average.

* Should be interpreted with caution; relative standard error is between 25 and 50%.

Table 6.4  Summary of healthy eating and sedentary behaviour indicators, by demographics (continued)
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Summary and conclusions
Overweight, obesity and the chronic diseases associated 
with them have become a major public health problem 
in Australia. 

Sharing meals with family
About two-thirds of Victorians share meals with family 
five days or more per week, with the proportion dropping 
to about half in young adults aged between 18 and 
24. Residents of inner and middle metropolitan Local 
Government Areas (LGAs) are less likely to share meals 
than those in other areas. Lower rates of meal sharing were 
also reported by those with disabilities and those on lower 
incomes. A 2008 online survey of Australian parents found 
that more than three-quarters (77%) of Australian families 
ate together five nights a week or more (Huntley 2008), which 
is higher than the proportion of households with children 
that reported eating five or more meals together weekly in 
the current survey (68.6% [67.1, 70.0]). 

There is evidence to suggest that members of families 
who share meals three or more times per week are more 
likely to be within a normal weight range. Research also 
shows, however, that around nine in 10 Victorians do not 
consume adequate amounts of vegetables and almost 
five in 10 Victorians do not consume adequate amounts of 
fruit according to the guidelines set by the National Health 
and Medical Research Council (NHMRC) (Department of 
Health 2011). Therefore, efforts to encourage Victorians 
to increase the amount of healthy foods they eat (and 
encouraging them to stay within a normal weight range) 
could perhaps emphasise the health benefits of sharing 
nutritious household meals.

Sedentary behaviour
Sedentary behaviour may contribute to excess weight gain 
and chronic diseases such as type 2 diabetes, heart disease 
and certain types of cancers (Owen et al. 2009, Owen et 
al. 2010). More than one-third of men (37.2% [35.6, 38.9]) 
and more than one-quarter of women (28.0% [26.7, 29.3]) 

report sitting for seven hours or more a day, a level that 
has been associated with an increase in cardiometabolic 
risk biomarkers (Thorp et al. 2010). The survey findings 
indicate that a higher percentage of respondents from 
inner and middle metropolitan areas, on higher incomes, 
with a university education and in age groups from 18 to 
54 report sitting for seven hours or more a day. While the 
current research does not indicate how much exercise, if 
any, these groups do, evidence suggests that the benefits of 
exercise may be undone by sedentary behaviour. Therefore, 
strategies aimed at encouraging people to be more active 
throughout the day, such as increasing incidental physical 
activity, would help to decrease sedentary behaviour.

The higher rates of sedentary behaviour reported by male 
respondents indicate the need for programs to encourage 
men to be more active during the work day, and to look at 
ways of changing the nature of work so that fewer people 
need to sit for most of the day.

Soft drink consumption
High rates of soft drink consumption were reported by 
those aged between 25 and 34 (20.0% [17.2, 23.1], with 
consumption levels decreasing as age increased in both 
men and women. The proportion of men drinking soft 
drink every day was higher than that of women in every age 
group surveyed. The same trend is seen in other Australian 
data, although the highest frequency of consumption (as 
measured by volume of soft drink consumed per day) 
has previously been found in males aged between 19 and 
24 (Hector et al. 2009). As did other research (Hector et 
al. 2009), this survey found an association between soft 
drink consumption and socioeconomic status, with a 
greater likelihood of daily consumption in those who are 
unemployed (23.4% [16.9, 31.6]) and those with some 
high school education or less (15.6% [14.1, 17.2]. Various 
approaches to reducing soft drink consumption are 
possible. One is to reduce availability by removing them 
from vending machines in government-owned public 
spaces such as schools and railway stations.
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The neighbourhoods in which people live can influence their physical and mental health. 
High levels of physical activity are positively associated with the availability and use of 
green space. 

Green spaces are public areas that are free, local and can 
be used by most people in the community. Those who live 
in safe neighbourhoods and near green spaces tend to be 
more physically active (through activities such as walking, 
jogging and cycling) and are less likely to be overweight and 
obese. This means that active neighbourhoods are integral 
to combating rising levels of lifestyle-related diseases, such 
as type 2 diabetes and heart disease. Further, the presence 
of green vegetation in neighbourhoods is linked with creating 
feelings of safety for residents (Di Nardo et al. 2010). 

Within the VicHealth Indicators dataset there are three 
indicators of green space and safety:

•	 Visit to green space (> once per week)

•	 Perceptions of safety – walking alone during day 

•	 Perceptions of safety – walking alone during night.

Visited green space
Globally, more than half of the world’s population lives in urban 
areas (UNFPA 2007). In Australia, the vast majority of people 
(almost 98%) live in major cities or regional areas, with most 
of the current growth in Australia’s population occurring in 
the major cities (ABS 2008). The increasing number of people 
residing in urban areas means that more people face the 
prospect of living in residential environments with poorer 
quality or quantity of green space (Maas et al. 2006), where 
green space is defined as an area within an urban environment 
that is dedicated to nature and can be used as a space for play, 
recreation and socialisation. Green space can take a number of 
forms, including urban wetlands or forest canopy, parks, public 
gardens, playing fields, children’s play areas, foreshore areas, 
bushland and linear reserves, national parks, state forests and 
conservation reserves. 

The benefits of green space for health and wellbeing have 
long been recognised (Maller et al. 2006, Mitchell & Popham 
2008, Groenewegen et al. 2006). While the positive link 
between green space and health and wellbeing is most 
apparent among the elderly, people who spend most of their 

time at home, and those from lower socioeconomic groups 
(De Vries et al. 2003), people of all ages and socioeconomic 
status can benefit from exposure to green space and views of 
nature (Groenewegen et al. 2006). 

Residents of neighbourhoods with abundant green space 
tend to enjoy better general health (Maas et al. 2006), while 
living in a neighbourhood with comparatively more walkable 
green space has been correlated with a lower mortality 
risk (Takano et al. 2002). The percentage of green space in 
people’s living environments, and its proximity to people’s 
homes, are positively associated with self-perceived health 
(Maas et al. 2006). Contact with green space has been found 
to be ‘restorative’, both psychologically and physiologically, 
reducing blood pressure and stress levels (Pretty et al. 2005, 
Hartig et al. 2003) and potentially promoting faster healing 
from surgery (Ulrich 1984). 

Increased green space can also promote physical activity 
(Kaczynski & Henderson, 2007), and undertaking physical 
activity in the natural environment may have greater 
psychological and physiological benefits than physical activity 
in other settings (Pretty et al. 2005).

Too much time spent in artificial environments may lead to 
fatigue and a reduction in vitality and health (Katcher & Beck 
1987, Maller et al. 2006). Deskbound workers who can see 
nature from their desks experience less time off sick and 
greater job satisfaction than those who cannot (Wolf 1998). 
Increased green space can also improve perceptions of 
neighbourhood safety and lead to an actual reduction in crime 
rates as measured by police reports (Kuo & Sullivan 2001).

Data and analysis
This data shows the percentage of respondents who reported 
visiting green space in their local area (local park, garden, 
oval or green space) at least weekly in the previous three 
months. Respondents who didn’t know or refused to answer 
the question have been excluded from this variable (0.2% of 
the weighted survey respondents). 

7 Green space and safety
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Those aged between 35 and 44 (59.5% [57.3, 61.7]) were most 
likely to have visited green space weekly in the three months 
prior to the survey, compared to the Victorian average (50.7% 
[49.7, 51.8]). The group most likely to have visited green 
spaces at least weekly in the three months prior to the survey 
were females in this age group (60.0% [57.2, 62.7]). A higher 
proportion of males aged between 35 and 44 reported visiting 
green spaces at least weekly in the previous three months 
(59.1% [55.5, 62.5]) than males in other age groups. Those 
aged between 25 and 34 also showed higher than average 
visitation rates (55.7% [52.2, 59.2]).

Those least likely to report having visited green space at least 
weekly in the previous three months were aged 65 and over 
(42.4% [40.9, 44.0]), and females in this age group (38.8% [36.9, 
40.8]) had a significantly lower rate of green space visits.

The results are presented in Table 7.1.

Perceptions of safety – walking in local area 
alone during the day and night
Feelings of neighbourhood safety and security are important 
determinants of the health and wellbeing of individuals and 
communities (Baum et al. 2009). When individuals feel safe 
within their communities, they are more likely to experience 
greater levels of social connection and trust, and are more 
likely to become engaged with other members of the 
community (Baum et al. 2009).

Perceptions of neighbourhood safety are linked with health 
outcomes (Macintyre & Ellaway 2000, Baum et al. 2009). When 
individuals perceive their neighbourhoods as unsafe, they are 
less likely to engage in outdoor activities and exercise, and are 
more likely to experience increased anxiety (Middleton 1998), 
poor health outcomes (Macintyre & Ellaway 2000) and poor 
self-rated health (Chandola 2001). 

Individuals’ sense of neighbourhood safety is associated 
with their participation in and interaction with their 
communities (Sampson 2003a). When individuals perceive their 
neighbourhoods to be unsafe as a result of social disorders 
such as drug use or dealing, graffiti, or the presence of young 
people ‘hanging out’, interaction between community members 
can become more limited, and individuals in this context can 
become socially isolated. In contrast, individuals who feel safe 
in their communities are more likely to use local amenities and 
services to exercise (for example, walking, jogging or cycling) 
in their local neighbourhoods (Chandola 2001). Neighbourhood 
safety also plays a role in other aspects of health and wellbeing; 
for example, how people feel about the areas in which they 
live, the amount of time they spend in green space, the length 
of time they spend living in their neighbourhoods, and how 
they socialise with other local residents. Individuals who 
perceive their neighbourhoods as safe are more likely to report 
increased social cohesion and decreased social isolation 
(Sampson 2003b).

Data and analysis
This data reports on the percentage of people who feel ‘safe’ 
or ‘very safe’ walking alone in their local area during the day 
or after dark. Respondents who didn’t know or refused to 
answer the question have been excluded from this variable 
(0.3% of the weighted survey respondents for during the day 
and 0.5% of the weighted survey respondents for at night). 
Respondents who said they were never alone in that situation 
were also excluded from analysis. For feeling safe during 
the day, those never alone in the situation represented 1.6% 
of respondents (weighted estimates), and for feeling safe at 
night, those never alone in the situation represented 15.2% 
of respondents (weighted estimates). The safety questions 
were sourced from the Australian Bureau of Statistics 2006 
General Social Survey; however, analysis has been conducted 
in the same manner as for CIV 2007. It should be noted that 

Table 7.1  Percentage of respondents who had visited green space at least weekly in previous 3 months, by age and gender

% who visited green space at least weekly in previous 3 months

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 53.9 47.9 59.8 43.2 37.3 49.2 49.3 45.0 53.6

25–34 54.6 49.0 60.2 56.7 52.3 61.0 55.7 52.2 59.2

35–44 59.1 55.5 62.5 60.0 57.2 62.7 59.5 57.3 61.7

45–54 49.7 46.5 52.8 48.6 46.1 51.1 49.1 47.1 51.1

55–64 48.2 45.4 51.0 45.9 43.5 48.2 47.0 45.2 48.8

65+ 46.4 44.0 48.7 38.8 36.9 40.8 42.4 40.9 44.0

Total# 52.1 50.5 53.7 49.4 48.1 50.7 50.7 49.7 51.8

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option).
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the question measuring perceived safety – walking alone at 
night is different to the question used in VPHS 2008, so the 
results should not be directly compared.

This indicator showed marked differences in feelings of safety 
between males and females, and between day and night.

The percentage of respondents who reported feeling safe 
walking during the day (97.0% [96.6, 97.3]) was much higher 
than the percentage who felt safe walking at night (70.3% 
[69.3, 71.4]). Younger people were more likely to report feeling 
safe during the day. Those aged between 18 and 24 were most 
likely to report feeling safe during the day (97.8% [96.4, 98.7]), 
while those aged 65 and over were significantly less likely to 
report feeling safe (95.4% [94.7, 96.0]).

Overall, males (98.5% [98.1, 98.8]) felt significantly safer 
walking during the day than females (95.5% [95.0, 96.0]). The 
group who felt safest walking during the day were males aged 
between 18 and 24 (99.6% [98.4, 99.9]), though the difference 
was not statistically significant. Females aged between 35 and 
44 reported feeling safer than females in other age groups 
(96.6% [95.4, 97.4]), though the difference was not statistically 
significant. Those aged 65 and over were significantly less likely 
to feel safe during the day than the Victorian average among 
both males (97.3% [96.4, 97.9] and females (93.6% [92.4, 94.6].

At night, a similar pattern emerged. Again, males (83.1% 
[81.8, 84.4]) felt significantly safer than females (55.5% [54.0, 
57.1]), and younger people felt safer than older people, with 
those in the oldest age group significantly less likely to feel 
safe walking at night among both males (75.2% [72.7, 77.6]) 
and females (40.4% [37.7, 43.3]).

The results are presented in Table 7.2.

Table 7.2  Percentage of respondents who feel safe walking in local area alone during day and night, by age and gender

% who feel safe walking in local area alone during day

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 99.6 98.4 99.9 95.4 92.5 97.3 97.8 96.4 98.7

25–34 98.2 95.7 99.2 96.0 93.9 97.4 97.0 95.6 98.0

35–44 98.7 97.6 99.3 96.6 95.4 97.4 97.6 96.8 98.2

45–54 99.0 98.3 99.4 96.2 95.1 97.1 97.6 96.9 98.1

55–64 98.0 96.9 98.7 95.0 93.7 96.0 96.4 95.6 97.1

65+ 97.3 96.4 97.9 93.6 92.4 94.6 95.4 94.7 96.0

Total# 98.5 98.1 98.8 95.5 95.0 96.0 97.0 96.6 97.3

% who feel safe walking in local area alone during night

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 82.0 76.8 86.2 61.4 55.3 67.2 73.2 69.2 76.8

25–34 85.8 81.2 89.3 59.7 55.1 64.2 73.0 69.7 76.1

35–44 86.1 83.3 88.5 56.6 53.6 59.6 71.6 69.5 73.7

45–54 83.9 81.3 86.1 56.0 53.2 58.7 70.7 68.7 72.6

55–64 83.8 81.5 85.9 54.6 51.7 57.5 70.4 68.5 72.3

65+ 75.2 72.7 77.6 40.4 37.7 43.3 61.0 59.0 62.9

Total# 83.1 81.8 84.4 55.5 54.0 57.1 70.3 69.3 71.4

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option).
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Demographic analysis
The respondents most likely to have visited green spaces 
at least weekly in the three months prior to the survey 
included those with a university education (59.8% [58.0, 61.6]), 
currently employed (53.5% [52.1, 54.8]), with annual incomes 
of over $100,000 (61.8% [59.5, 64.1]), not from culturally and 
linguistically diverse (CALD) backgrounds (53.9% [52.7, 55.1]) 
and with neighbourhood tenure of less than five years (55.4% 
[52.7, 57.9]) or between six and 10 years (55.1% [52.8, 57.5]). 
Geographic factors appeared to play an important role, with 
the highest green space visitation rate by those from inner 
metropolitan areas (68.5% [64.6, 72.1]), a rate considerably 
higher than the Victorian average (50.7% [49.7, 51.8]). Those 
in middle metropolitan areas were also more likely to visit 
green space (55.4% [53.3, 57.4]).

Those who were significantly less likely to have visited green 
space at least weekly in the previous three months tended 
to have a lower level of education (some high school or less)
(40.1% [38.3, 42.0]), be unemployed (40.4% [32.9, 48.4]) or 
retired (43.7% [42.3, 45.2]), from CALD backgrounds (44.8% 
[42.7, 46.8]), Aboriginal and/or Torres Strait Islanders (37.1% 
[27.6, 47.7]), with self-reported disabilities (37.2% [34.5, 
39.9]), with incomes of less than $20,000 (40.5% [37.6, 43.4]) 
or between $20,000 and $40,000 (43.2% [40.8, 45.7]), living 
in single-person (42.7% [40.8, 44.6]) or couple (47.6% [46.0, 
49.2]) households and having neighbourhood tenure of more 
than 10 years (47.8% [46.5, 49.1]). The lowest rate (34.3% 
[30.7, 38.1]) of green space visits was seen among those 
where languages other than English were spoken at home. 
Again, geographic factors played a role, with significantly 
lower rates of green space visitation reported by those living 
in growth areas (41.7% [39.0, 44.5]) and other regional areas 
(45.1% [43.6, 46.7]).

Those who reported feeling significantly safer walking in their 
local area during the day, relative to the Victorian average 
of 97.0% [96.6, 97.3], included respondents with a university 
education (98.1% [97.5, 98.5]), currently employed (97.8% 
[97.4, 98.1]), not from CALD backgrounds (98.0% [97.7, 98.3]), 
and those earning incomes over $100,000 (98.6% [98.0, 99.1]). 
Those from peri-urban (98.5% [97.9, 99.0]), regional cities 
(98.0% [97.4, 98.5]) and other regional areas (98.8% [98.3, 
99.1]) reported higher rates of perceived safety.

The results were similar with regard to feeling safe walking 
locally at night: those who felt significantly safer than the 
Victorian average (70.3% [69.3, 71.4]) included respondents 
with a university education (75.2% [73.6, 76.8]), currently 
employed (74.3% [73.1, 75.5]), those not from culturally and 
linguistically diverse (CALD) backgrounds (72.8% [71.6, 73.9]), 
with annual incomes between $60,000 and $100,000 (74.1% 
[72.0, 76.0]) or over $100,000 (79.2% [77.2, 81.0]) and with 
neighbourhood tenure of between six and 10 years (73.7% 
[71.5, 75.7]). Geographic factors appeared to play a bigger 
role in relation to feeling safe at night. While those from inner 
metropolitan (77.9% [74.3, 81.0]) and other regional areas 
(81.0% [79.6, 82.4]) reported high levels of perceived safety, 
the highest rate reported was by those from peri-urban areas 
(84.8% [82.8, 86.5]).

The lowest rate recorded for feeling safe at night was among 
those with home duties (53.6% [49.5, 57.6]). The lowest rate of 
perceived safety by day was found in those speaking a language 
other than English at home (91.7% [89.9, 93.3]), followed by 
those with a self-reported disability (92.9% [91.3, 94.3]).

There were a number of trends across all three indicators, 
with those more likely to visit green space and feel safe (both 
by day and at night) in their local areas being:

•	 university educated

•	 currently employed

•	 not from a CALD background

•	 living in a household with an annual income of more than 
$100,000.

Respondents less likely to visit green space and to feel safe 
(both by day and at night) in their local area tended to be those:

•	 with some high school or less education

•	 who were retired

•	 who speak a language other than English at home

•	 from CALD backgrounds

•	 reporting disabilities

•	 of Aboriginal and/or Torres Strait Islander backgrounds

•	 living in growth areas

•	 with annual household incomes of less than $40,000

•	 living in single-person households.

The results are presented in Table 7.3.
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Table 7.3  Summary of green space and safety indicators, by demographics

% who had visited green 
space at least weekly in the 

previous 3 months

% who feel safe 
walking in their local area 

alone during day

% who feel safe 
walking in their local area 

alone during night

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 50.7 49.7 51.8 97.0 96.6 97.3 70.3 69.3 71.4

Gender

Male 52.1 50.5 53.7 98.5 98.1 98.8 83.1 81.8 84.4

Female 49.4 48.1 50.7 95.5 95.0 96.0 55.5 54.0 57.1

Education

Some high school or less 40.1 38.3 42.0 94.9 94.1 95.7 62.8 60.7 64.9

Completed high school 48.7 46.0 51.4 97.0 96.2 97.7 70.2 67.5 72.7

TAFE/Certificate/Diploma 49.3 47.1 51.6 97.3 96.6 97.9 69.0 66.7 71.2

University 59.8 58.0 61.6 98.1 97.5 98.5 75.2 73.6 76.8

Labour force status

Currently employed 53.5 52.1 54.8 97.8 97.4 98.1 74.3 73.1 75.5

Unemployed 40.4 32.9 48.4 97.6 93.6 99.1 69.4 60.9 76.8

Student 49.6 41.8 57.5 96.9 93.6 98.5 69.8 62.1 76.5

Home duties 51.4 47.9 55.0 94.4 92.7 95.8 53.6 49.5 57.6

Retired 43.7 42.3 45.2 95.2 94.5 95.8 59.0 57.1 60.9

Main language spoken at home

English 52.6 51.5 53.7 97.6 97.2 97.9 71.5 70.4 72.5

Other 34.3 30.7 38.1 91.7 89.9 93.3 59.9 55.6 64.0

CALD background

CALD background 44.8 42.7 46.8 94.9 94.0 95.6 65.5 63.4 67.6

Not from CALD background 53.9 52.7 55.1 98.0 97.7 98.3 72.8 71.6 73.9

Self-reported disability

Reported disability 37.2 34.5 39.9 92.9 91.3 94.3 56.7 53.2 60.1

No disability reported 52.3 51.2 53.4 97.4 97.1 97.7 71.6 70.5 72.7

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

37.1 27.6 47.7 93.2 87.4 96.5 57.4 45.5 68.5

Non-Aboriginal 50.9 49.8 51.9 97.0 96.7 97.3 70.5 69.5 71.5

Geographic region

Inner metropolitan 68.5 64.6 72.1 96.9 95.3 98.0 77.9 74.3 81.0

Middle metropolitan 55.4 53.3 57.4 97.5 96.9 97.9 72.4 70.4 74.3

Outer metropolitan 47.5 44.9 50.1 95.9 95.0 96.7 62.7 59.8 65.4

Growth area 41.7 39.0 44.5 95.0 93.7 96.1 61.7 58.6 64.7

Peri-urban 49.7 47.2 52.2 98.5 97.9 99.0 84.8 82.8 86.5

Regional city 48.8 46.5 51.1 98.0 97.4 98.5 69.5 67.2 71.7

Regional other 45.1 43.6 46.7 98.8 98.3 99.1 81.0 79.6 82.4

(continued)
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% who had visited green 
space at least weekly in the 

previous 3 months

% who feel safe 
walking in their local area 

alone during day

% who feel safe 
walking in their local area 

alone during night

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 50.7 49.7 51.8 97.0 96.6 97.3 70.3 69.3 71.4

Annual income

<$20,000 40.5 37.6 43.4 95.5 94.4 96.4 60.2 56.6 63.7

$20,000–<$40,000 43.2 40.8 45.7 95.1 94.0 96.1 60.6 57.6 63.4

$40,000–<$60,000 49.8 46.9 52.7 96.8 95.6 97.6 69.6 66.6 72.5

$60,000–<$100,000 52.3 50.1 54.4 98.0 97.3 98.5 74.1 72.0 76.0

$100,000+ 61.8 59.5 64.1 98.6 98.0 99.1 79.2 77.2 81.0

Neighbourhood structure

Single-person household 42.7 40.8 44.6 96.0 95.2 96.6 64.8 62.5 67.0

Couple household 47.6 46.0 49.2 96.7 96.2 97.2 68.9 67.1 70.6

Household with children 52.9 51.4 54.3 97.3 96.8 97.7 71.5 70.1 72.9

Share or group household 53.8 46.7 60.6 97.7 95.5 98.9 73.5 66.6 79.4

Neighbourhood tenure

Less than 5 years 55.4 52.7 57.9 97.2 96.3 97.9 70.6 67.9 73.1

6–10 years 55.1 52.8 57.5 97.8 97.1 98.3 73.7 71.5 75.7

11 or more years 47.8 46.5 49.1 96.6 96.1 97.0 69.0 67.7 70.3

Estimates that differ significantly from the corresponding estimate for Victoria are identified by colour as follows: 

 less favourable  /  more favourable  than average.

Table 7.3  Summary of green space and safety indicators, by demographics (continued)
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Summary and conclusions
This survey found that one in two Victorians had used green 
spaces in their local areas weekly or more often in the three 
months prior to the survey (50.7% [49.7, 51.8]). Females 
aged between 35 and 44 (60.0% [57.2, 62.7]) were the age 
and gender group most likely to visit green space weekly.

The green space indicator addresses a gap in the literature, 
as there is limited data available on green space use in 
the broader Australian population. International research 
estimates of green space use vary widely. Surveys have 
found that 40.7% of the population living in England visit 
green spaces and parks weekly or more often, with the 
proportion ranging between 33.5% and 48.6% in different 
regions (Commission for Architecture and the Built 
Environment 2010); while 67.7% of the Danish population 
use green spaces, including beaches and lakes, weekly or 
more often (Schipperijn et al. 2010). 

Overall, almost all respondents felt safe walking during the 
day compared to just seven in 10 respondents who felt safe 
walking around their local areas at night. Younger people 
were more likely than older people to report feeling safe 
both during the day and at night. Males reported feeling 
safer than females, by day and night; the difference was 
most apparent for safety at night, with more than eight out 
of 10 males surveyed feeling safe compared to a little over 
half of females. The highest percentage of people feeling 
safe at night was among males aged between 35 and 44 
(86.1% [83.3, 88.5]); the lowest was among females aged 65 
and over (40.4% [37.7, 43.3]). 

The findings from this survey suggest that socioeconomic 
status plays an important role in how active and safe people 
feel in their local neighbourhoods. Factors common to 
those reporting higher than average rates of visiting green 
spaces and of feeling safe in their local areas were having 
a university education, being currently employed, having an 
annual income over $100,000, and not being from a CALD 
background. 

The estimates of perceived safety at night in this survey 
(70.3% [69.3, 71.4]) are higher than those reported in the 
VPHS, using a different question: the VPHS found that 58.9% 
of Victorians felt safe walking alone down their street at night, 
with similar variations across gender and age (Department 
of Health 2011). This survey’s estimate of perceived safety at 
night is also higher than that reported by CIV in 2007 (66.5%), 
using an identical measure; however, it is not clear whether 
the current estimate is a significant increase, given that 
confidence intervals were not reported in 2007. 

Some of the demographic factors associated with low 
utilisation of green space or lower feelings of safety – for 
example, being retired and on a low income – may be age-
related. Respondents aged 65 and over were less likely to 
visit green spaces and to feel safe walking alone in their 
local areas.

Not surprisingly, geographic factors play an important role 
in how active people are and how safe people feel in their 
neighbourhoods. Those living in areas with low population 
density may have less need to seek out public green 
spaces. Compared with the Victorian average, people living 
in growth areas and other regional areas were least likely 
to have visited green spaces regularly in the three months 
prior to the survey. People’s feelings of safety appear to be 
strongly influenced by their environment: those from peri-
urban and other regional areas felt safer than those from 
growth areas.

The findings of this survey suggest that attention 
could be directed towards encouraging people from 
CALD backgrounds and those who speak languages 
other than English at home to become more active in 
their neighbourhoods. Programs designed to increase 
community engagement may have the added benefit of 
increasing active participation in neighbourhoods and 
making residents feel safer.
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In the context of public health, community engagement refers to a person’s involvement 
with his or her social environment. This can take many forms, such as attending a public 
meeting, joining a local choir, participating in a clean-up effort, contacting a politician or 
doing volunteer work.

Involvement in activities that help connect individuals to others 
within the community (community engagement) is an important 
factor in determining health status (Holt-Lunstad et al. 2010).

Community engagement is good for our health because it can 
satisfy a range of human needs, strengthen social networks, 
help build a cohesive community and boost social capital 
(Putnam 2000, Stafford & McCarthy 2006).

The health benefits of community engagement are reported 
to include:

•	 alleviation of social isolation and therefore improved 
general health (Cornwell & Waite 2009)

•	 raised self-esteem (Hall-Lande et al. 2007)

•	 better mental health (Kawachi & Berkman 2001)

•	 reduced risk of mortality (Holt-Lunstad et al. 2010)

•	 improved access to health services (Greiner et al. 2004)

•	 lower levels of psychological distress (Phongsavan 
et al. 2006).

Within the VicHealth Indicators dataset there are two 
indicators of community engagement:

•	 Volunteering (> once per month)

•	 Participation in citizen engagement, designated as doing 
one or more of the following in the last year: attending a 
town meeting, public hearing or public affairs discussion 
group; meeting with, calling or sending a letter or email to 
any local politician; joining a protest or demonstration; or 
signing a petition.

Participation in volunteer work
Volunteers are essential for many aspects of our society, 
and people who volunteer make a valuable contribution in 
both economic and social terms. In 2006–07, the value of 
work contributed by volunteers to non-profit institutions in 
Australia was estimated to be $14,598 million (ABS 2009).

Volunteering takes various forms, including donating 
time to charity or local community groups, contributing to 
environmental management through replanting and clean-
up campaigns, and providing specialised skills not usually 
available to not-for-profit organisations.

Overall, the estimated number of volunteers in Australia 
doubled between 1995 and 2010 (ABS 2002, ABS 2010). 
Individual motivations for volunteering are numerous, and 
include gaining workplace experience, increasing skills and 
networks, gaining personal satisfaction, contributing to the 
community or making a difference, forging friendships and 
having fun. 

The effect of volunteering on the functioning and 
connectedness of a community is increasingly recognised by 
public health practitioners. The contribution of volunteers 
to a variety of organisations helps to build social networks, 
increases shared values and strengthens social cohesion 
(Woolley 1998).

The relationship between volunteering and health is well-
established (Borgonovi 2008). Numerous studies have found 
positive relationships between self-reported health and 
various forms of volunteerism. Volunteering can alleviate 
depression, increase satisfaction with life, lower the 
frequency of hospitalisation and boost a person’s capacity 
to cope with illness (Van Willigen 2000, Black & Living 2004, 
Lum & Lightfoot 2005).

8 Community engagement
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The increased incidence of depression and the decline in 
psychological wellbeing among people living in western 
cultures is a major public health issue (Hamilton 2008). 
In part, this has been attributed to the breaking down 
of traditional social networks. According to the World 
Health Organization (WHO), depression is the fourth 
leading contributor to the burden of disease (WHO 2012). 
By volunteering, individuals can become more outwardly 
focused, leading to a decrease in social isolation, greater 
social inclusion and the promotion of good mental health.

Data and analysis
This indicator yielded information on the percentage of people 
who reported volunteering at least once per month. A small 
number of survey respondents (0.3% of the weighted survey 
estimates across Victoria) didn’t know or refused to answer 
the survey question. These respondents have been excluded 
from the data analysis. It should be noted that the survey 

question that measured volunteering behaviour was different 
to the question on volunteerism used in VPHS 2008, so the 
results should not be directly compared.

Overall, 34.3% [33.4, 35.3] of the Victorians surveyed 
reported volunteering on at least a monthly basis. As can 
be seen in Table 8.1, those aged 65 and over were more 
likely to participate in volunteer work on a monthly or more 
frequent basis (38.5% [37.0, 40.0]). Interestingly, among 
females, those aged between 35 and 44 years were most 
likely to volunteer (40.7% [38.0, 43.4]), while females aged 
between 25 and 34 were the least likely to volunteer (28.7% 
[24.9, 32.8]). Among males, those aged 65 and over reported 
higher levels of volunteerism than any other age group 
surveyed (37.5% [35.3, 39.8]).

Overall, respondents aged between 25 and 34 were the least 
likely to volunteer (27.6% [24.6, 30.8]).

Table 8.1  Percentage of Victorians who report participating in volunteer work at least once a month, by age and gender

% who volunteer at least once a month

Males Females Persons

Age group (years) %
Lower  
95% CI

Higher 
95% CI

%
Lower  
95% CI

Higher 
95% CI

%
Lower  
95% CI

Higher 
95% CI

18–24 28.3 23.2 34.0 34.2 28.7 40.2 30.8 27.0 35.0

25–34 26.4 21.8 31.5 28.7 24.9 32.8 27.6 24.6 30.8

35–44 33.2 30.0 36.6 40.7 38.0 43.4 37.1 35.0 39.3

45–54 33.1 30.2 36.1 36.2 33.8 38.6 34.7 32.8 36.6

55–64 34.0 31.5 36.6 35.8 33.6 38.1 35.0 33.3 36.7

65+ 37.5 35.3 39.8 39.3 37.4 41.3 38.5 37.0 40.0

Total# 32.3 30.8 33.8 36.3 35.1 37.6 34.3 33.4 35.3

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).
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Participation in citizen engagement
Citizen engagement refers to a range of activities and 
affiliations undertaken by people within their communities. 
These can include (but are not limited to) an individual’s 
ties to professional and political associations, church 
organisations, volunteer associations and service clubs 
(Viswanath et al. 2006). The involvement of citizens  
in a community allows for their engagement in decision-
making processes, and is essential for the development  
of appropriate policies and decisions in government, the 
private sector and the community (Reddel & Woolcock 2004). 
In democratic societies, individuals are able to participate in 
decision-making at community level, and local government 
processes are relatively transparent and accountable (Reddel 
& Woolcock 2004). 

Citizen engagement contributes to a strong and cohesive 
community because it helps to create a common vision 
and a sense of belonging, in which the diversity of people’s 
backgrounds and circumstances is appreciated and valued, 
and in which strong positive relationships can be forged. 
Citizen engagement also has the potential to engender 
constructive networks and relationships in a variety of 
settings, particularly where there are common or shared 
interests in relation to a ’burning issue’, a shared vision or an 
agreed outcome (Carpini et al. 2004). 

Those engaged with the democratic process can feel 
empowered, as they have increased personal political efficacy 
and feel more in control of their futures (Carpini et al. 2004). 
Together, these factors contribute to improved population 
health outcomes (Baum et al. 2000). 

The importance of citizen engagement has been well 
documented by researchers, with a number of studies 
highlighting the relationship between the health of individuals 
and participation at the community or neighbourhood level 
(Woolcock 1998, Woolcock & Narayan 2000). For example, 
social cohesion, which refers to social characteristics such 
as trust, reciprocity and participation (Stafford & McCarthy 
2006), is thought to influence health in three ways: 

1. In communities where individual trust is high, people 
participate in local activities and events and have close 
social ties that are likely to encourage healthy behaviours 
(VicHealth 2010).

2. Access to health services is greater in more equal 
societies and in societies with more transparent 
democracies (Wilkinson & Pickett 2009). 

3. A greater capacity to mobilise and advocate for health-
related resources exists in societies where individuals and 
groups are able to readily act (Kawachi & Berkman 2000).

Data and analysis
This data is presented as the percentage of people who 
indicated that they had done any of the following activities 
(measuring citizen engagement) in the last 12 months:

•	 attended a town meeting, public hearing or public affairs 
discussion group

•	 met with, called or sent a letter to any local politician

•	 joined a protest or demonstration

•	 signed a petition.

A small number of weighted survey respondents (0.9%) 
didn’t know or refused to answer one or more of the items. 
Following the analysis approach taken for CIV 2007, these 
respondents have been excluded from this data analysis, 
unless they answered ‘yes’ to any single item, in which case 
they were included in analysis.

Overall, approximately half of Victorians (50.5% [49.4, 51.5]) 
had participated in citizen engagement over the last 12 
months. Younger (aged 18–24 years) (44.9% [40.7, 49.2]) 
and older (those aged over 65 years) (46.2% [44.7, 47.7]) 
respondents were less likely to have participated in citizen 
engagement in the last 12 months. Those aged between 35 
and 64 were significantly more likely to have participated in 
citizen engagement. Among males, those aged 18–24 were 
significantly less likely to participate (41.5% [35.7, 47.6]), while 
those aged 55–64 were significantly more likely to participate 
(54.0% [51.2, 56.8]). Among females, those aged between 35 
and 54 were significantly more likely to participate while those 
aged 25–34 (44.6% [40.3, 48.9]) and over 65 (45.5% [43.6, 47.5]) 
were significantly less likely to participate. The results are 
presented in Table 8.2.
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Demographic analysis
People who volunteer at least once a month tend to be 
university (38.8% [37.1, 40.5]) or TAFE educated (37.6% [35.5, 
39.8]), retired (38.5% [37.1, 40.0]), from non-culturally and 
linguistically diverse (CALD) backgrounds (38.0% [36.8, 39.1]), 
and living in peri-urban areas (43.4% [40.9, 45.9]), regional 
cities (40.1% [37.9, 42.3]) or other regional areas (47.4% [45.8, 
49.0]). Those least likely to volunteer tend to be from CALD 
backgrounds (27.0% [25.2, 28.8]), speak a language other 
than English at home (17.4% [14.6, 20.7]), have some high 
school education or less (28.4% [26.9, 30.0]), have completed 
high school 29.9% [27.5, 32.3], and live in growth corridors 
(28.3% [25.9, 30.8]).

Those participating in one or more citizen engagement 
activities over the last 12 months were more likely to be:

•	 university educated (60.0% [58.1, 61.8])

•	 currently employed (53.2% [51.8, 54.6])

•	 English speakers at home (53.1% [52.0, 54.1])

•	 from non-CALD backgrounds (54.9% [53.7, 56.1])

•	 living in inner metropolitan areas (58.7% [54.7, 62.6]),  
peri-urban areas (64.9% [62.4, 67.3]), regional cities (54.5% 
[52.2, 56.8]) or other regional areas (62.5% [60.9, 64.0])

•	 have household incomes of more than $60,000 annually 
(53.9% [51.6, 56.1] for those earning between $60,000 and 
$100,000; 58.4% [56.0, 60.8] for those earning $100,000 
or more).

Participation in citizen engagement is significantly less likely 
among those with some high school education or less (38.9% 
[37.3, 40.7]) or high school education (45.9% [43.2, 48.6]), 
who speak languages other than English at home (27.4% 
[23.9, 31.1]), are from a CALD background (41.3% [39.3, 43.4]), 
live in growth corridors (42.8% [40.1, 45.6]) or outer 
metropolitan Melbourne (44.1% [41.6, 46.7]), are unemployed 
(36.1% [29.1, 43.7]) or retired (46.0% [44.6, 47.5]), have annual 
household incomes of less than $20,000 per year (43.5% [40.7, 
46.5]) or $20,000–<$40,000 (46.3% [43.8, 48.7]) and live in a 
single-person household (46.7% [44.8, 48.6]).

An analysis of demographic characteristics across the 
community engagement indicators shows some trends:

•	 Community engagement appears to be linked to education, 
with those having completed some level of post-secondary 
school education, particularly a university qualification, 
more likely to participate in both volunteer work and 
citizen engagement.

•	 Those who speak a language other than English at home 
less likely to have taken part in either volunteer work or 
citizen engagement.

•	 People from CALD backgrounds were also less likely to 
have taken part in either activity.

•	 Those living in peri-urban and regional areas (both 
cities and other) were more likely to have participated in 
volunteer work and citizen engagement.

•	 Interestingly, those in inner metropolitan Local 
Government Areas (LGAs) were also more likely to have 
participated in citizen engagement than the Victorian 
average.

•	 Those living in growth area LGAs were less likely to have 
taken part in either activity.

The results are presented in Table 8.3.

Table 8.2  Percentage of Victorians who report participating in citizen engagement in the last 12 months, by age and gender

% who report participating in citizen engagement in the last 12 months

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 41.5 35.7 47.6 49.4 43.4 55.4 44.9 40.7 49.2

25–34 49.8 44.2 55.4 44.6 40.3 48.9 47.1 43.6 50.6

35–44 51.8 48.2 55.4 57.5 54.7 60.2 54.8 52.5 57.0

45–54 51.5 48.3 54.7 55.8 53.3 58.3 53.7 51.7 55.7

55–64 54.0 51.2 56.8 53.5 51.1 55.9 53.7 51.9 55.6

65+ 46.9 44.5 49.3 45.5 43.6 47.5 46.2 44.7 47.7

Total# 49.3 47.7 51.0 51.6 50.3 52.9 50.5 49.4 51.5

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).  
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Table 8.3  Summary of community engagement indicators, by demographics

% who reported 
volunteering at least  

once a month

% who reported 
participating in citizen 

engagement in the 
last 12 months

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 34.3 33.4 35.3 50.5 49.4 51.5

Gender

Male 32.3 30.8 33.8 49.3 47.7 51.0

Female 36.3 35.1 37.6 51.6 50.3 52.9

Education

Some high school or less 28.4 26.9 30.0 38.9 37.3 40.7

Completed high school 29.9 27.5 32.3 45.9 43.2 48.6

TAFE/Certificate/Diploma 37.6 35.5 39.8 51.6 49.4 53.9

University 38.8 37.1 40.5 60.0 58.1 61.8

Labour force status

Currently employed 33.3 32.1 34.6 53.2 51.8 54.6

Unemployed 28.5 21.9 36.2 36.1 29.1 43.7

Student 32.0 25.0 39.9 43.8 36.2 51.6

Home duties 36.9 33.5 40.4 46.6 43.1 50.2

Retired 38.5 37.1 40.0 46.0 44.6 47.5

Main language spoken at home

English 36.2 35.2 37.2 53.1 52.0 54.1

Other 17.4 14.6 20.7 27.4 23.9 31.1

CALD background

CALD background 27.0 25.2 28.8 41.3 39.3 43.4

Not from CALD background 38.0 36.8 39.1 54.9 53.7 56.1

Self-reported disability

Reported disability 32.3 29.8 34.9 47.0 44.3 49.7

No disability reported 34.6 33.5 35.6 51.0 49.8 52.1

Aboriginal status

Aboriginal and/or  
Torres Strait Islander

36.4 26.8 47.3 53.4 42.3 64.1

Non-Aboriginal 34.3 33.4 35.3 50.5 49.4 51.5

Geographic region

Inner metropolitan 31.7 28.2 35.4 58.7 54.7 62.6

Middle metropolitan 31.7 29.8 33.7 49.2 47.1 51.3

Outer metropolitan 32.7 30.3 35.2 44.1 41.6 46.7

Growth area 28.3 25.9 30.8 42.8 40.1 45.6

Peri-urban 43.4 40.9 45.9 64.9 62.4 67.3

Regional city 40.1 37.9 42.3 54.5 52.2 56.8

Regional other 47.4 45.8 49.0 62.5 60.9 64.0

(continued)
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% who reported 
volunteering at least  

once a month

% who reported 
participating in citizen 

engagement in the 
last 12 months

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 34.3 33.4 35.3 50.5 49.4 51.5

Annual income

<$20,000 33.2 30.5 36.0 43.5 40.7 46.5

$20,000–<$40,000 35.0 32.8 37.3 46.3 43.8 48.7

$40,000–<$60,000 34.1 31.5 36.8 50.4 47.6 53.3

$60,000–<$100,000 34.3 32.3 36.4 53.9 51.6 56.1

$100,000+ 36.3 34.1 38.6 58.4 56.0 60.8

Household structure

Single-person household 33.9 32.1 35.7 46.7 44.8 48.6

Couple household 36.5 35.0 38.0 52.2 50.6 53.8

Household with children 33.8 32.4 35.2 50.2 48.7 51.7

Share or group household 35.9 29.4 42.9 57.6 50.5 64.3

Neighbourhood tenure

Less than 5 years 30.3 28.0 32.7 50.0 47.3 52.6

6–10 years 35.1 32.9 37.3 51.5 49.1 53.8

11 or more years 35.4 34.2 36.6 50.3 49.0 51.6

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

Summary and conclusions
Social support, social networks, community engagement 
and participation are key foundations for positive mental 
health (Wilkinson & Marmot 2003). Social networks provide 
individuals with a sense of social inclusion, opportunities 
for social engagement, and access to resources. These 
neighbourhood characteristics have been found to be linked 
with mental health and wellbeing, a sense of safety, and 
social connection.

Overall, more than a third of Victorians reported 
volunteering on at least a monthly basis (34.3% [33.4, 35.3]. 
Those aged 65 years and over were more likely to 
participate in volunteer work on a monthly basis, and those 
aged between 25 and 34 were the least likely (27.6% [24.6, 
30.8]). Among females, those aged between 35 and 44 were 
the most likely to volunteer (40.7% [38.0, 43.4]), while those 
aged between 25 and 34 were the least likely to volunteer 
(28.7% [24.9, 32.8]). Among males, those aged 65 and over 
reported a higher rate of volunteering (37.5% [35.3, 39.8]) 
than any other age group.

Rates of volunteering reported in this survey are very similar 
to 2006 estimates of volunteerism published by the ABS, 
which reported that 34% of Australians had volunteered in 
the previous 12 months. Similar patterns of volunteering 
behaviour were also found by sex and age, with slight 
variations: the ABS survey, like VicHealth Indicators, found 
that females aged between 35 and 44 were the most likely to 
volunteer, but reported a higher proportion doing so (48%); 
and the ABS survey found that males aged between 45 and 
54 were most likely to volunteer in the previous 12 months, 
while VicHealth Indicators found that the oldest males had 
the highest participation rates (ABS 2011). These differences 
are likely to reflect differing classifications of volunteer 
work, as the ABS survey measured any volunteering in the 
previous 12 months, while the current survey measured 
volunteering of an ongoing nature.

Approximately half of the Victorians surveyed (50.5% 
[49.4, 51.5]) by VicHealth had participated in citizen 
engagement over the last 12 months (defined as 
participating in any of the following: attended a town 
meeting, public hearing or public affairs discussion group; 
meeting with, calling or sending a letter or email to any 

Table 8.3  Summary of community engagement indicators, by demographics (continued)
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local politician; joining a protest or demonstration; or 
signing a petition). Younger respondents (aged between 
18 and 24) (44.9% [40.7, 49.2]) and those aged 65 and over 
(46.2% [44.7, 47.7]) were significantly less likely to have 
participated than other Victorians. 

Rates of participation in citizen engagement activities 
were similar for males and females but showed a clear 
socioeconomic gradient, with participants who were 
employed, university educated, on higher incomes 
($60,000+ per annum), speaking English at home, and 
not from CALD backgrounds having significantly higher 
participation rates than the Victorian average. There 
were also geographical associations, with those living in 
inner metropolitan, regional and peri-urban areas having 
significantly higher participation rates than those residing 
in growth and outer metropolitan areas. 

The rates of citizen engagement participation in this survey 
were slightly lower than those found in the 2007 CIV survey 
(50.5% vs 53.8%, respectively) (The McCaughey Centre 
2012). It is unclear whether this is a significant reduction, as 
confidence intervals were not published for CIV 2007 data.

The results of this survey are consistent with international 
research on social inclusion and community engagement. 
The survey findings show that higher levels of community 
engagement are associated with higher levels of education, 
whereas those who are unemployed, on low incomes or 
from CALD backgrounds are the least likely to be actively 
engaged in their communities. 

These lower levels of engagement may be underpinned by 
health inequalities. Research (Levitas et al. 2007) has shown 
that people experiencing health inequalities are less likely 
to be involved in their communities, and are likely to fall into 
one or more of the following demographic groups:

•	 low income earners 

•	 long-term unemployed

•	 early school leavers 

•	 those with limited education and training.

The findings indicate that those living in peri-urban 
and regional areas have higher levels of community 
engagement than those in all metropolitan regions 
except inner metropolitan areas. These communities are 
more likely to have a higher proportion of residents aged 
65 and over, a group distinguished by their high rate of 
volunteerism. People living in smaller communities with 
limited services may be more likely to know each other, to 
be aware of local issues, and to rely on community groups 
such as local sports teams for social interaction. Inner 
metropolitan and peri-urban areas also have higher levels 
of community engagement than growth areas.

Those aged 65 and over, especially women, were the 
most likely to volunteer. Having free time is not the only 
determinant of contributing by volunteering, however; 
the group reporting the highest rate of volunteering was 
women aged between 35 and 44. These women, who may 
be in the workforce, are likely to have school-aged children 
and to respond to the expressed needs of schools and 
sporting clubs.

The low level of community engagement among those from 
CALD backgrounds is a cause for concern, both for the 
health of members of those communities and for overall 
social cohesion and harmony. Encouraging members of 
such groups to become actively engaged in the community 
may help reduce the sense of isolation people from CALD 
backgrounds may feel and make it easier for them to 
integrate into wider society. 
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A number of social attitudes are known to influence health. They operate at two levels: 
societal and individual. At a societal level, people’s health can be affected by policy and 
legislation, the distribution of power and resources, social and cultural beliefs, and social 
structures and institutions. 

At an individual level, health can be influenced by gender, 
available facilities and amenities, living and working 
conditions, opportunities for community participation, social 
networks and family structures, as all these factors can affect 
people’s capacity to access resources they need to be healthy. 

Within the VicHealth Indicators dataset there are two 
indicators of social attitudes that influence health:

•	 Community acceptance of diverse cultures

•	 Prepared to intervene in a situation of 
domestic violence. 

Note that the indicators used to measure social attitudes 
in this survey are exploratory. While a range of items 
are available to measure support for cultural diversity 
and multiculturalism, the item included in the VicHealth 
Indicators Survey was chosen for its potential to elicit wide 
variability in responses among different demographic groups. 
The item measuring bystander behaviour in relation to 
violence against women was included to add to the limited 
data available on this issue. 

Community acceptance of diverse cultures
Victoria has a strong Aboriginal community and a long history 
of supporting ethnic, cultural, religious and racial diversity 
(referred to herein as cultural diversity). More than 43% of 
Victorians were born overseas or have at least one parent 
born overseas (Victorian Multicultural Commission 2006).

Accepting and valuing cultural diversity are important for the 
health of individuals and the community. Generally, people 
from Aboriginal and culturally and linguistically diverse 
(CALD) backgrounds are more likely to enjoy good mental 
health when they find acceptance in the wider community 
and thus feel better able to participate in it, while maintaining 

aspects of their cultural identity and connections to their 
ethnic communities (Sonn & Chiodo, in press). A positive 
ethnic identity and support from one’s ethnic community can 
act as ‘buffers’ against stress (Sonn & Chiodo, in press). This 
makes acceptance of diversity by the mainstream community 
especially important for vulnerable groups such as recent 
arrivals from refugee backgrounds, and Aboriginal children 
and young people. Respect for diversity also contributes to 
good intercultural relations and community cohesion, both of 
which help people build social connections that are important 
for everyone’s health (VicHealth 2010).

Intolerance of diversity can undermine these benefits. 
Intolerant behaviour and organisational practices can lead to 
race-based discrimination. This is a problem that affects three 
in four Aboriginal Victorians and nearly half of all people from 
culturally diverse backgrounds in their lifetimes (VicHealth 
2007). Discrimination can limit access to housing, education 
and employment, leading to poverty and social exclusion. 

For people subjected to it, race-based discrimination is 
associated with a variety of negative outcomes, including 
poor mental health and wellbeing, anxiety, depression, 
stress and poor quality of life. People reporting this form of 
discrimination are also more likely to be at risk of engaging 
in coping behaviours associated with poor health, such 
as smoking and the misuse of alcohol and other drugs. 
There is emerging evidence of a link between race-based 
discrimination and chronic diseases such as heart disease 
(VicHealth 2012). 

Intolerance of diversity may affect intercultural relations, 
increasing the risk of conflict within the community.  
In the workplace, it can undermine morale, lead to high  
staff turnover and absenteeism, and reduce productivity 
(VicHealth 2012).

9 Social attitudes that influence health
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Data and analysis
Previous surveys conducted by VicHealth indicate a very high 
level of support for cultural diversity in Victoria (VicHealth 
2007). The VicHealth Indicators Survey reports the percentage 
of respondents who disagreed or strongly disagreed with the 
statement “Australia is weakened by people from various 
racial, ethnic, cultural and religious backgrounds sticking 
to their old ways”. While agreement with the statement 
suggests an intolerance of cultural pluralism and diversity, 
disagreement with the statement signals a higher level of 
acceptance of people from diverse cultural and linguistic 
backgrounds. It is acknowledged that one measure cannot 
capture the full complexity of attitudes towards cultural 
diversity. The question selected for inclusion in the VicHealth 
Indicators Survey was chosen because it is able to detect 
variations in the responses of different population subgroups, 
at different points in time.

The measure was adapted from the Multicultural Ideology 
Scale (Berry 1984). It was designed to gauge the degree 
of community support for people from culturally diverse 
backgrounds participating in Australian culture while retaining 
aspects of their other cultural identity. 

A number of survey respondents (5.0% of the weighted survey 
estimates across Victoria) did not know or refused to answer 
the survey question, which was the greatest proportion for any 
individual indicator. These participants have been excluded 
from analysis.

A little over half the respondents (50.6% [49.6, 51.7]) disagreed 
with the statement, thus indicating their support for cultural 
diversity in Australia. As can be seen in Table 9.1, those aged 
between 18 and 44 were significantly more supportive of 
cultural diversity than older Victorians, and those indicating 
the highest level of support were females aged 18–24 (60.6% 
[54.5, 66.3] disagreed with the statement). The group least 
supportive of cultural diversity were those aged 65 and over 
(38.5% [37.0, 40.1]), with little difference between males and 
females. People aged between 55 and 64 years were also  
less supportive of diversity (45.3% [43.5, 47.2]) than the 
Victorian average.

Table 9.1  Percentage of respondents who disagree that Australia is weakened by groups sticking to their old ways, 
by age and gender

% who disagree that Australia is weakened by groups sticking to their old ways

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 56.6 50.5 62.6 60.6 54.5 66.3 58.3 54.0 62.6

25–34 55.0 49.3 60.7 59.0 54.6 63.3 57.1 53.5 60.6

35–44 53.8 50.2 57.4 58.4 55.5 61.1 56.2 53.9 58.4

45–54 48.0 44.8 51.3 49.8 47.2 52.3 48.9 46.9 51.0

55–64 45.3 42.4 48.2 45.4 43.0 47.9 45.3 43.5 47.2

65+ 38.6 36.2 41.0 38.5 36.5 40.5 38.5 37.0 40.1

Total# 49.6 47.9 51.2 51.7 50.3 53.0 50.6 49.6 51.7

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option). 
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Prepared to intervene in a situation of 
domestic violence
Violence against women is widely recognised as a global 
health issue. It includes causing physical, sexual and 
psychological harm or suffering to women. Violence against 
women is one of the least visible, yet most common forms 
of violence. In Victoria, intimate partner violence (acts of 
violence that occur within intimate relationships and take 
place in domestic settings, including physical, sexual, 
emotional and psychological abuse) has been found to be the 
leading contributor to death, disability and illness for women 
aged between 15 and 44 years (VicHealth 2004). Research 
has shown that one in three women has experienced physical 
assault and one in five has experienced sexual assault or 
violence since the age of 15 (National Council to Reduce 
Violence against Women and their Children 2009). 

Attitudes and beliefs about gender and intimate partner 
violence influence the way family members, acquaintances 
and bystanders respond to women who experience violence. 
As most women who experience violence will seek the help 
of family and friends first in preference to other professional 
services or police, their attitudes and knowledge towards 
getting involved are critical. Research has shown that people 
who make negative attributions to victims of intimate partner 
violence (for example, thinking ‘she deserved it’) are also 
less likely to say that they would report violence to the police 
and more likely to recommend lenient or no penalties for the 
offender (Pavlou & Knowles 2001).

Data and analysis
This data is presented as the percentage of people who 
indicated that they would be somewhat likely or very likely to 
intervene in any way at all if they became aware that a family 
member or close friend was currently a victim of domestic 
violence. The term ‘domestic violence’ was not defined in 
the survey. A number of survey respondents (3.9% of the 
weighted survey estimates across Victoria) did not know or 
refused to answer the survey question. These participants 
have been excluded from the data analysis. Note that in other 
surveys (VicHealth 2009) this was the final item in a three-
item measure; comparison with previous survey results is 
not advised due to methodological differences.

Overall, 93.1% [92.6, 93.6] of respondents indicated that 
they would be likely to intervene if a family member or 
close friend was currently a victim of domestic violence. 
Respondents aged between 35 and 54 years were more likely 
to say that they’d intervene than were older respondents, 
with 95.0% [93.9, 96.0] of those aged between 35 and 44, 
and 94.8% [93.8, 95.6] of those aged between 45 and 54 
indicating that they would intervene. Those aged 65 years 
and over, among both males and females, were less likely to 
say they would intervene. The results are presented in Table 
9.2. Note that the indicator assesses intentions, rather than 
actual behaviour. Often, intentions are overstated in surveys; 
therefore, these results should be treated as indicative only. 

Table 9.2  Percentage of respondents who stated that they would be likely to intervene if a family member or close friend was 
currently a victim of domestic violence, by age and gender

% who were likely to intervene if a family member or 
close friend was currently a victim of domestic violence

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 94.6 91.2 96.7 96.9 94.5 98.3 95.6 93.6 97.0

25–34 94.6 91.2 96.7 95.6 93.7 97.0 95.1 93.4 96.5

35–44 94.4 92.3 95.9 95.7 94.3 96.7 95.0 93.9 96.0

45–54 92.8 91.0 94.3 96.6 95.5 97.4 94.8 93.8 95.6

55–64 92.8 91.2 94.1 95.5 94.5 96.4 94.2 93.3 95.0

65+ 83.3 81.3 85.1 84.8 83.3 86.1 84.0 82.8 85.2

Total# 92.1 91.2 92.9 94.1 93.6 94.7 93.1 92.6 93.6

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons represents all survey respondents, including those whose ages were unknown (refused response option). 
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Demographic analysis
Respondents who reported significantly higher levels of 
support for cultural diversity than the Victorian average tend to: 

•	 be university educated (67.7% [65.9, 69.4])

•	 be students (69.5% [61.7, 76.4]) or currently employed 
(53.9% [52.5, 55.3])

•	 speak a language other than English at home (59.9% 
[55.9, 63.7])

•	 be from CALD backgrounds (55.2% [53.1, 57.3])

•	 live in inner (71.1% [67.2, 74.7]) or middle (57.8% 
[55.7, 59.9]) metropolitan areas

•	 have annual incomes between $60,000 and $100,000 
(54.0% [51.8, 56.2] or over $100,000 (61.1% [58.7, 63.4])

•	 live in households with children (53.3% [51.8, 54.7]

•	 have been living in their neighbourhoods for less than five 
years (56.8% [54.2, 59.5]) or for between six and 10 years 
(54.1% [51.7, 56.5]). 

Respondents most likely to report they would intervene in 
situations of domestic violence involving a family member or 
close friend included those who:

•	 are university educated (94.7% [93.8, 95.5])

•	 are currently employed (95.4% [94.8, 95.9])

•	 speak English at home (94.2% [93.7, 94.6])

•	 are not from CALD backgrounds (94.4% [94.0, 94.9])

•	 live in households with children (95.0% [94.3, 95.6])

•	 have annual incomes higher than $60,000 (95.1% 
[94.1, 95.9] for those who earn between $60,000 and 
$100,000 and 97.1% [96.2, 97.7] for those who earn more 
than $100,000). 

Respondents less likely to report they would intervene in 
situations of domestic violence involving a family member or 
close friend:

•	 had some high school education or less 
(88.7% [87.6, 89.8])

•	 were retired (85.0% [83.9, 86.1])

•	 spoke a language other than English at home (82.8% 
[79.7, 85.5])

•	 were from CALD backgrounds (90.5% [89.3, 91.6])

•	 reported having disabilities (87.1% [85.0, 88.9])

•	 were Aboriginal (85.2% [73.5, 92.3])

•	 had lower incomes (87.7% [85.9, 89.4] for those who 
earn <$20,000 and 89.0% [87.6, 90.3] for those who earn 
between $20,000 and $40,000)

•	 live in single-person (86.1% [84.8, 87.4]) or couple 
(91.0% [90.1, 91.8]) households. 

The results are shown in Table 9.3.
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Table 9.3  Summary of the social attitudes indicators, by demographics

% who disagree that 
Australia is weakened by 

groups sticking to 
their old ways

% reporting that they 
would be likely to intervene 
if a family member or close 

friend was currently a 
victim of domestic violence

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 50.6 49.6 51.7 93.1 92.6 93.6

Gender

Male 49.6 47.9 51.2 92.1 91.2 92.9

Female 51.7 50.3 53.0 94.1 93.6 94.7

Education

Some high school or less 32.3 30.6 34.2 88.7 87.6 89.8

Completed high school 50.1 47.3 52.8 94.2 93.0 95.2

TAFE/Certificate/Diploma 41.7 39.4 43.9 94.4 93.4 95.3

University 67.7 65.9 69.4 94.7 93.8 95.5

Labour force status

Currently employed 53.9 52.5 55.3 95.4 94.8 95.9

Unemployed 42.7 35.0 50.8 88.2 80.7 93.1

Student 69.5 61.7 76.4 95.6 91.3 97.8

Home duties 47.2 43.5 50.8 93.7 91.7 95.3

Retired 38.8 37.3 40.4 85.0 83.9 86.1

Main language spoken at home

English 49.6 48.5 50.7 94.2 93.7 94.6

Other 59.9 55.9 63.7 82.8 79.7 85.5

CALD background

CALD background 55.2 53.1 57.3 90.5 89.3 91.6

Not from CALD background 48.5 47.3 49.7 94.4 94.0 94.9

Self-reported disability

Reported disability 33.4 30.7 36.1 87.1 85.0 88.9

No disability reported 52.5 51.4 53.6 93.8 93.3 94.3

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

44.0 33.1 55.6 85.2 73.5 92.3

Non-Aboriginal 50.7 49.6 51.7 93.2 92.7 93.7

Geographic region

Inner metropolitan 71.1 67.2 74.7 95.3 93.6 96.6

Middle metropolitan 57.8 55.7 59.9 93.2 92.2 94.1

Outer metropolitan 47.2 44.5 49.9 92.7 91.3 93.8

Growth area 41.1 38.3 44.0 92.2 90.5 93.5

Peri-urban 44.6 42.1 47.2 93.9 92.6 95.0

Regional city 46.0 43.7 48.4 93.3 92.0 94.4

Regional other 40.9 39.3 42.5 93.1 92.3 93.8

(continued)
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% who disagree that 
Australia is weakened by 

groups sticking to 
their old ways

% reporting that they 
would be likely to intervene 
if a family member or close 

friend was currently a 
victim of domestic violence

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 50.6 49.6 51.7 93.1 92.6 93.6

Annual income

<$20,000 42.9 39.8 46.0 87.7 85.9 89.4

$20,000–$40,000 40.5 38.0 43.1 89.0 87.6 90.3

$40,000–$60,000 44.2 41.3 47.0 92.1 90.1 93.6

$60,000–$100,000 54.0 51.8 56.2 95.1 94.1 95.9

$100,000+ 61.1 58.7 63.4 97.1 96.2 97.7

Household structure

Single-person household 45.7 43.7 47.6 86.1 84.8 87.4

Couple household 45.7 44.1 47.4 91.0 90.1 91.8

Household with children 53.3 51.8 54.7 95.0 94.3 95.6

Share or group household 53.0 45.7 60.1 89.2 83.7 93.0

Neighbourhood tenure

Less than 5 years 56.8 54.2 59.5 93.5 92.2 94.6

6–10 years 54.1 51.7 56.5 93.7 92.4 94.8

11 or more years 47.5 46.1 48.8 92.8 92.2 93.4

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

Table 9.3  Summary of the social attitudes indicators, by demographics (continued)
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Summary and conclusions
Indicators in this survey relating to social attitudes are 
exploratory in nature and measure attitudes and intentions 
rather than actual behaviour. Often, survey respondents 
overstate intentions; therefore, these results should be 
treated as indicative only.

Community acceptance of diverse cultures
Measured by this indicator, a little over half of Victorians 
(50.6% [49.6, 51.7]) support cultural diversity in Australia. 
Those aged between 18 and 44 were significantly more 
supportive of cultural diversity than the Victorian average. 
Viewing by age and sex, the group indicating the highest level 
of support for cultural diversity were females aged 18 to 24, 
and the group least supportive were aged 65 and over. 

Significantly higher levels of support for cultural diversity 
were seen among participants who were university educated, 
students or currently employed, spoke languages other 
than English at home, were from CALD backgrounds, lived 
in inner or middle metropolitan areas, had annual incomes 
over $60,000, lived in households with children or had been 
residing in their neighbourhoods for less than 11 years. 

The proportion of respondents who support cultural 
diversity is higher in this survey than the proportion reported 
in the Challenging Racism survey, which showed that 42.1% 
of Australians supported cultural diversity (measured using 
the same statement that was included in the VicHealth 
Indicators Survey, although there were subtle differences 
in the way the data was analysed) (Dunn 2012). It should be 
noted that although the estimate from the current survey is 
lower than the estimate for the cultural diversity indicator 
published by CIV in 2007, a substantially different question 
was used.

Prepared to intervene in a situation 
of domestic violence
More than nine in 10 Victorians surveyed said that they 
would be likely to intervene in a situation of domestic 
violence involving a family member or close friend. 
This result reflects the proportion of Australians (94%) 
who reported that they would intervene in the same 
circumstances in a 2009 survey (VicHealth 2009). 
Preparedness to intervene in situations of domestic 
violence varied with age: both males and females in the 
older age groups surveyed were less likely to say that they 
would intervene. There were also clear socio-demographic 
associations with intentions: those with lower incomes, 
lower levels of education, with a disability, or from CALD  
or non-English speaking backgrounds were less inclined  
to intervene. 

Recent research has identified the potential of intervention 
to make a difference in the social conditions that lead 
to domestic violence (Powell 2011). The same research 
identifies several enablers of and barriers to intervention. 
Enablers include knowledge of what constitutes violence 
against women, awareness of the harms associated 
with violence against women, perceived responsibility to 
intervene, perceived ability to intervene, desire to educate 
the perpetrator, empathy for and desire to support the 
victim, and personal belief in gender equity. Barriers include 
a lack of knowledge about how to intervene, the perception 
that action would be ineffective, fear of becoming a target 
of the perpetrator, wanting to preserve interpersonal 
relationships, and adherence to traditional gender roles. 

The research conducted by Powell (2011) suggests that while 
people might want to intervene, many are unsure of how to 
do this across a range of settings. By addressing some of the 
barriers, opportunities for increasing people’s awareness 
of what constitutes appropriate intervention in situations of 
violence against women may be opened, and the likelihood of 
community support for intervention will be increased. 
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10 Arts and new media

Mental health and wellbeing is bound up with the quality of the social environment in which 
people live, work and play, and is essential to the social connections people make with their 
communities, neighbourhoods, families and friends.

The quality and diversity of interactions with others can have 
a profound influence on the psychological and physical health 
of individuals. The way in which individuals connect socially 
can contribute in a variety of ways to the wellbeing of the 
community as a whole.

It is well documented that engagement in creative 
endeavours and disciplines (such as the performing and 
visual arts) has positive health benefits for those who partake 
(Barraket et al. 2005, Bygren et al. 2009, Cuypers et al. 2011). 

The use of new media including communication technologies 
and social networking sites has a complex relationship to 
health and wellbeing. The use of social networking sites 
and, more broadly, the internet can positively influence an 
individual’s health and wellbeing through extending their 
social networks and promoting social connection.

Within the VicHealth Indicators dataset, five questions 
explored the extent to which respondents participated in arts-
based activities and used the internet, including new media 
such as social networking sites, to promote social contact 
with family and friends. These questions resulted in six 
indicators relating to arts participation and use of new media:

•	 Attended arts activities or events (in the last 3 months)

•	 Made or created art or crafts (in the last 3 months)

•	 Internet access at home

•	 Social networking used to organise time with friends/family

•	 Agree social networking helps spend more time with friends

•	 Agree social networking helps spend more time with family.

Arts participation
Many Australians are involved in a broad spectrum of 
arts activities, ranging from ‘passive consumption’ (such 
as attending an exhibition, theatre or live music show 
or a literary, screen or cultural event) through to active 
participation (such as playing a musical instrument, dancing, 
painting or writing). Recent estimates suggest that nine in 
10 Australians participate in arts activities (including reading 
literature and listening to music), while four in 10 participate 
creatively in the arts (Australia Council for the Arts 2010). 
The same report stated that most Australians support the 
arts, believing that they contribute to a richer and more 
meaningful life and encourage a better understanding of 
those from culturally diverse backgrounds.

The health benefits of arts participation are well documented. 
Through reducing social isolation and increasing social and 
community connections, arts participation improves mental 
health by decreasing stress, anxiety and depression (Cuypers 
et al. 2011). Research has also found links between arts 
participation and increased longevity, better health (Bygren et 
al. 1996) and higher satisfaction with life (Cuypers et al. 2011). 
Participating in a single arts activity (including watching a 
film, attending a concert or art exhibition, or singing in a choir) 
each week for two months can result in better health, vitality, 
and improved interactions with others (Bygren et al. 2009).

Participation in arts activities is not only good for individuals, 
but for community health and wellbeing. The role of the arts 
in exploring and communicating societal concerns and giving 
voice to hidden issues such as those surrounding sexual 
health, mental health and obesity is a major contributor to 
health (Daykin et al. 2008). As well as providing a unique 
setting in which people come together to create objects or 
performances, the arts create opportunities for people to 
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expand their social networks and develop new friendships 
that can provide social support and impact positively on 
health (Barraket et al. 2005). Arts participation can provide 
the vehicle for individual and collective expression. There 
is evidence that the arts can have an important impact 
on community cohesion and the collective efficacy of a 
community to ‘have its say’ (McQueen-Thomson et al. 2002). 

The Australian Council for the Arts (2010) found that 
arts participation has significant benefits for the whole 
community, including:

•	 a more creative society

•	 a society that is more socially tolerant, engendering a 
sense of belonging and feeling part of the community

•	 helping to define identity and what it means to be 
Australian.

VicHealth Indicators measured respondents’ participation 
in arts and crafts via two questions. The first tapped the 
frequency with which they had attended any arts activities in 
the three months prior to the survey. It asked respondents 
if they had gone to an exhibition, a theatre or live music 
performance, or a literary, screen or cultural event. 
The second question elicited information about whether 
respondents had been involved in making or creating art or 
craft in the last three months, either at home or in a public 
space – for example, through performing, creative writing, 
digital or media arts. 

Attended arts activities or events

Data and analysis
This data reports on the percentage of respondents who 
reported attending any arts activities (regularly or sporadically) 
in the three months prior to the survey. A small number of 
respondents (less than 0.1% of the weighted survey estimates 
across Victoria) didn’t know or refused to answer the survey 
question. These respondents have been excluded from the 
data analysis.

Overall, 63.6% [62.6, 64.5] of the Victorians surveyed reported 
attending arts activities in the last three months on at least 
one occasion. As can be seen in Table 10.1, those aged 
between 18 and 24 were more likely to have attended one or 
more arts activity in the previous three months (71.9% [67.8, 
75.7]). Those most likely to attend arts activities were females 
in the 18–24 age group (76.5% [70.9, 81.2]).

Those aged 65 and over, both males (52.3% [49.9, 54.7]) and 
females (56.6% [54.6, 58.6]), were the least likely to report 
having attended arts activities in the last three months. 

Table 10.1  Percentage of respondents who had attended arts activities or events in the last 3 months, by age and gender

% who attended arts activities or events in the last 3 months

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 68.4 62.5 73.8 76.5 70.9 81.2 71.9 67.8 75.7

25–34 64.9 59.3 70.0 64.2 60.0 68.2 64.5 61.1 67.8

35–44 64.3 60.8 67.6 67.9 65.3 70.3 66.1 64.0 68.2

45–54 60.8 57.6 63.8 64.2 61.8 66.6 62.6 60.6 64.5

55–64 61.2 58.5 63.9 65.8 63.6 68.1 63.6 61.9 65.4

65+ 52.3 49.9 54.7 56.6 54.6 58.6 54.5 53.0 56.1

Total# 61.8 60.2 63.3 65.3 64.1 66.5 63.6 62.6 64.5

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows:  

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).
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Table 10.2  Percentage of respondents who had made or created arts or crafts in the last 3 months, by age and gender

% who made or created arts or crafts in the last 3 months

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 25.7 21.0 31.1 48.8 42.9 54.8 35.7 31.8 39.9

25–34 33.3 28.3 38.7 53.8 49.4 58.1 44.0 40.6 47.5

35–44 32.6 29.3 36.0 51.1 48.3 53.9 42.2 40.0 44.5

45–54 21.0 18.5 23.7 39.5 37.1 41.9 30.6 28.8 32.4

55–64 19.4 17.3 21.8 40.5 38.2 42.8 30.5 28.8 32.1

65+ 16.3 14.7 18.0 37.2 35.3 39.1 27.1 25.8 28.5

Total# 24.7 23.3 26.1 44.8 43.5 46.1 34.9 33.9 35.9

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).

Made or created art or crafts

Data and analysis
This data presents the percentage of people who reported 
being involved in making or creating arts or crafts in the 
three months prior to the survey. A small number of survey 
respondents (less than 0.1% of the weighted survey estimates 
across Victoria) didn’t know or refused to answer the survey 
question. These respondents have been excluded from the 
data analysis.

Overall, 34.9% [33.9, 35.9] of the Victorians surveyed reported 
having being involved in making or creating arts or crafts in 

the last three months. As can be seen in Table 10.2, those 
aged between 25 and 44, among both males and females, 
were significantly more likely to report involvement in making 
or creating arts or crafts. Males aged over 55 were less likely 
to be involved in making arts or crafts, with only 16.3% [14.7, 
18.0] of male respondents aged 65 and over reporting making 
arts or crafts.

On average, females across all age groups surveyed were 
more likely (44.8% [43.5, 46.1]) than males (24.7% [23.3, 26.1) 
to report involvement in making or creating arts or crafts. 
Females aged between 25 and 34 were most likely to report 
active involvement in arts or crafts (53.8% [49.4, 58.1]).
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Internet access and new media
Australia has 11.6 million internet subscribers, and 11 million 
subscriptions to mobile handsets capable of internet connection 
(ABS 2011b). Across Australia, 80% of the population use 
the internet. Most Australians use the internet for personal 
reasons, including shopping, paying bills, and connecting with 
friends and family; however, a growing proportion of Australians 
are using the internet for work and education-related purposes 
(ABS 2011a).

Information communication technologies (ICTs) are playing 
an increasingly important role in people’s social lives, and 
Australians are among the world’s highest users of social 
networking sites (ABS 2011a). Internet access via portable 
handheld devices such as smartphones and tablet devices is 
making it easier to organise time with family and friends and 
to connect with people in other geographic locations.

Data and analysis
The data is presented as the percentage of respondents who 
reported having some kind of internet access at their home. 
A small number of survey respondents (0.7% of the weighted 
survey estimates across Victoria) didn’t know or refused to 
answer the survey question. These respondents have been 
excluded from the data analysis. The survey question was 
adapted from ABS, 8146.0.55.001 – Patterns of internet 
access in Australia, 2006.

Overall, 88.8% [88.3, 89.3] of the Victorians surveyed reported 
having internet access at home. Slightly more males (90.4% 
[89.7, 91.0]) than females (87.3% [86.7, 87.9]) had internet 
access at home. More than nine out of 10 respondents aged 
between 18 and 54 years and eight out of 10 respondents 
aged between 55 to 64 years had internet access in the home. 
Nearly 60% of respondents aged 65 and over had internet 
access at home (59.9% [58.4, 61.4]). Those least likely to have 
access to the internet were females aged 65 and over (53.2% 
[51.2, 55.1]). Males aged 65 and over were also less likely to 
have internet access at home (67.2% [65.0, 69.3]) than others. 

The results are presented in Table 10.3.

Table 10.3  Percentage of respondents who had internet access at home, by age and gender

% who had internet access at home

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 98.0 95.9 99.0 99.0 97.8 99.6 98.4 97.2 99.1

25–34 95.7 93.0 97.4 97.0 95.5 98.0 96.4 95.0 97.4

35–44 96.7 95.3 97.6 96.8 95.8 97.6 96.8 95.9 97.4

45–54 94.9 93.7 95.9 95.0 94.0 95.9 95.0 94.2 95.7

55–64 88.7 87.0 90.3 84.5 82.9 86.1 86.5 85.4 87.6

65+ 67.2 65.0 69.3 53.2 51.2 55.1 59.9 58.4 61.4

Total# 90.4 89.7 91.0 87.3 86.7 87.9 88.8 88.3 89.3

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option). 
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Table 10.4  Percentage of respondents who use social networking to organise spending time with friends and family, 
by age and gender

% who use social networking to organise spending time with friends and family

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 81.1 75.9 85.3 84.9 80.1 88.7 82.7 79.2 85.8

25–34 47.3 41.7 52.9 69.0 65.0 72.7 58.6 55.1 62.1

35–44 30.4 27.1 33.8 39.4 36.7 42.2 35.1 32.9 37.2

45–54 20.5 18.0 23.2 28.1 26.0 30.4 24.4 22.8 26.2

55–64 15.3 13.4 17.5 18.2 16.4 20.1 16.8 15.5 18.2

65+ 7.2 6.1 8.5 7.1 6.1 8.3 7.1 6.4 8.0

Total# 32.5 30.8 34.2 37.6 36.2 39.0 35.1 34.0 36.2

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option). 

Social networking
Online social networking sites allow users to share ideas and 
information about activities, events and interests with other 
individuals and groups. They allow users to ‘chat’ with each 
other via email, instant messaging, video or voice chat, share 
photos and videos, and post comments to online forums, 
blogs and discussion groups. The interactions made possible 
through social networking sites allow users to engage in ‘real 
world’ interactions, online interactions or a combination of 
both. In addition to well-known social networking sites such 
as Facebook (around 10 million Australian users) and Twitter 
(almost two million Australian users), an array of other sites 
cater to general and special-interest users. The number 
of users of social networking sites and their prominence 
are both expected to increase, particularly as technology 
improves and becomes more accessible (Cowling 2012).

While it has been suggested that internet use limits people’s 
participation in their local communities, research into social 
connection through social networking sites suggests that 
most internet activities have either no impact on, or have a 
positive relationship with, local community activity. Internet 
users are as likely as anyone else to visit their neighbours 
in person, while those who use the internet frequently 
at work or who blog are more likely to belong to local 
voluntary associations, such as youth groups and charitable 
organisations (Pew Internet 2009). Social networking enables 
individuals to keep in contact and up to date with what is 
happening in such groups.

The use of the internet and social media is associated with 
participation in discussion networks that are likely to include 
people from different racial and political backgrounds (Pew 
Internet 2009). Participation in traditional social settings, 
such as neighbourhoods, voluntary organisations and public 

spaces, remains the strongest predictor of the overall 
diversity of people’s social networks; however, internet use 
– specifically, the use of social networking services such 
as Facebook – is linked with connecting with people from a 
wider variety of backgrounds. A number of studies have found 
that rather than reducing social skills and increasing people’s 
sense of isolation, social networking sites enable a greater 
number and frequency of connections, and facilitate the time 
people spend socialising with friends and family (Leung 2003).

Use social networking to organise spending 
time with friends and family

Data and analysis
The data is presented as a percentage of those who use 
social networking sites to organise spending time with 
people they already know, such as friends and family. A small 
number of survey respondents (0.3% of the weighted survey 
estimates across Victoria) didn’t know or refused to answer 
the survey question. These respondents have been excluded 
from the data analysis.

Overall, 35.1% [34.0, 36.2] of the Victorians surveyed reported 
using social networking to organise spending time with 
friends and family. As can be seen in Table 10.4, younger 
respondents (aged 18–34), among both males and females, 
were more likely to report using social networking to 
organise spending time with friends and family (82.7% [79.2, 
85.8] of 18–24 year-olds and 58.6% [55.1, 62.1] of 25–34 year-
olds). Those aged 45 and over were less likely to use social 
networking to organise spending time with friends and family 
(24.4% [22.8, 26.2] of the 45–54 years age group, declining to 
7.1% [6.4, 8.0] of those aged 65 and over). This marked age 
gradient occurred in both male and female responses.
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Social networking helps people spend more 
‘face time’ with friends and family

Data and analysis
The data is presented as a percentage of those who agree 
that social networking helps them spend more face-to-face 
time with friends and family, among those who use social 
networking sites to organise seeing people they already know. 
A small number of survey respondents (0.6.% for the question 
relating to friends and 0.8% for the question relating to family, 
among those using social networking sites for this purpose) 
didn’t know or refused to answer the survey question. These 
respondents have been excluded from the data analysis.

Overall, 59.1% [57.0, 61.1] of respondents who use social 
networking sites for this purpose agree that social networking 
helps them spend more time with friends, and 39.9% [37.9, 
42.0] agree that social networking helps them spend more 
time with family. Younger respondents (aged 18–24 years), 
both male (73.6% [67.4, 79.0]) and female (68.0% [61.4, 73.9]), 
were more likely to agree that social networking helps them 
spend more time with friends. Older respondents (those 
aged over 55 years) who use social networking sites for this 
purpose were more likely to report that social networking 
helps them spend more time with family, with males aged 65 
and over most likely to agree (61.5% [52.4, 69.8]). The results 
are presented in Table 10.5.
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Table 10.5  Percentage of respondents who agree social networking helps them spend more face-to-face time with  
friends/family, by age and gender

% who agree social networking helps them spend more time with friends

Males Females Persons

Age group (years) %
Lower  
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 73.6 67.4 79.0 68.0 61.4 73.9 71.1 66.7 75.2

25–34 58.7 50.7 66.4 58.9 53.4 64.2 58.8 54.3 63.2

35–44 45.9 39.3 52.6 56.2 51.7 60.6 51.9 48.1 55.8

45–54 47.7 40.7 54.8 45.6 41.0 50.3 46.5 42.5 50.4

55–64 57.5 50.2 64.6 48.1 42.6 53.7 52.2 47.7 56.7

65+ 57.7 48.5 66.4 55.1 46.7 63.2 56.3 50.1 62.3

Total# 60.7 57.3 64.0 57.7 55.2 60.3 59.1 57.0 61.1

% who agree social networking helps them spend more time with family

Males Females Persons

Age group (years) %
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

18–24 36.6 30.4 43.3 32.9 27.3 39.1 35.0 30.6 39.5

25–34 36.1 28.7 44.2 41.5 36.2 46.9 39.4 35.0 44.0

35–44 39.0 32.7 45.6 41.1 36.8 45.5 40.2 36.6 44.0

45–54 41.2 34.5 48.3 39.6 35.2 44.1 40.2 36.4 44.2

55–64 57.8 50.4 64.9 50.3 44.7 55.8 53.5 49.0 58.0

65+ 61.5 52.4 69.8 57.1 48.7 65.1 59.2 53.1 65.1

Total# 39.8 36.5 43.2 40.0 37.6 42.5 39.9 37.9 42.0

Estimates that differ significantly from the corresponding estimate for total within gender are identified by colour as follows: 

 less favourable  /  more favourable  than average.

# The total value for males/females represents all participating males/females in the survey, including those whose ages were unknown (refused response option). 
Similarly, the total value for persons is all survey respondents, including those whose ages were unknown (refused response option).
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Demographic analysis 

Arts participation
As can be seen in Table 10.6, people who reported attending 
arts activities or events in the three months prior to the 
survey tend to:

•	 be university educated (77.8% [76.2, 79.3])

•	 be currently employed (68.5% [67.3, 69.8])

•	 not be from culturally and linguistically diverse (CALD) 
backgrounds (65.8% [64.7, 66.9])

•	 have no reported disabilities (65.7% [64.6, 66.7])

•	 be living in metropolitan areas (79.3% [75.8, 82.4] 
resided in inner city areas; 69.1% [67.2, 71.0] in middle 
metropolitan areas)

•	 have annual incomes over $100,000 (76.1% [74.0, 78.0]).

Those least likely to have attended arts activities or events in 
the previous three months tend to:

•	 be unemployed (54.3% [46.5, 61.8]), retired (53.8%  
[52.3, 55.3]) or engaged in home duties (50.6% [47.0, 54.1])

•	 have a high school education or less (44.7% [42.9, 46.5])

•	 speak languages other than English at home (48.3% 
[44.4, 52.2])

•	 be from CALD backgrounds (59.4% [57.3, 61.3])

•	 report one or more disabilities (45.2% [42.4, 47.9])

•	 live in growth corridors (55.6% [52.9, 58.3]) or other 
regional areas (53.8% [52.2, 55.4])

•	 have incomes below $40,000 annually

•	 be from single-person households (57.9% [56.0, 59.7]). 

Those who had made or created arts or crafts in the last 
three months were more likely to be university educated 
(42.1% [40.4, 43.9]), engaged in home duties (47.9%  
[44.3, 51.4]), not from CALD backgrounds (37.3%  
[36.1, 38.5]), living in the inner city (41.1% [37.2, 45.1]),  
or have neighbourhood tenure of less than 11 years.

Involvement in creating arts or crafts was least prevalent 
among those with some high school education or less (24.2% 
[22.8, 25.8]), who are retired (28.2% [26.9, 29.5]), speak 
languages other than English at home (19.6% [16.6, 22.9]), are 
from CALD backgrounds (30.3% [28.4, 32.2]), report disabilities 
(31.0% [28.4, 33.7]), or live in single-person (31.2% [29.5, 33.0]) 
or couple households (30.4% [29.0, 31.8]).

Internet access
People who report having internet access at home tend to:

•	 have TAFE certificate or diploma qualifications (91.1% 
[90.1, 91.9]) or a university education (96.8% [96.3, 97.2])

•	 be currently employed (95.9% [95.4, 96.3]) or students 
(96.2% [92.3, 98.1])

•	 speak English at home (89.8% [89.3, 90.2])

•	 have no reported disabilities (90.7% [90.3, 91.2])

•	 live in the inner city (93.4% [91.8, 94.6]) or in growth 
corridors (90.6% [89.3, 91.8])

•	 have annual incomes between $60,000 and $100,000 
(96.5% [95.9, 97.1]) or over $100,000 (98.2% [97.6, 98.6])

•	 live in households with children (95.7% [95.2, 96.1])

•	 have neighbourhood tenure of less than 11 years. 

Those who are less likely to have internet access at home tend to:

•	 be retired (62.8% [61.4, 64.2])

•	 have some high school education or less (73.4% [72.0, 74.7])                

•	 speak a language other than English at home (79.9% 
[77.4, 82.1])

•	 report disabilities (71.5% [69.3, 73.6])

•	 live in regional cities (87.0% [85.8, 88.1]) or other regional 
areas (81.6% [80.5, 82.6])

•	 have low incomes (70.2% [68.1, 72.3] with incomes below 
$20,000; 76.2% [74.4, 77.8] with incomes between $20,000 
and $40,000)

•	 live in single-person (58.7% [56.9, 60.4]) or couple 
households (80.9% [79.8, 82.0])

•	 have neighbourhood tenure of 11 or more years.

Use of social networking sites
Those who use social networking sites to organise spending 
time with friends and family tend to have completed high 
school (48.1% [45.4, 50.8]) or university (38.1% [36.2, 39.9]), 
be students (70.3% [63.0, 76.6]), currently employed (40.3% 
[38.9, 41.7]) or unemployed (44.9% [37.1, 52.9]), be from CALD 
backgrounds (39.1% [37.0, 41.3]), be Aboriginal or Torres  
Strait Islander (51.0% [40.2, 61.8]), reside in growth corridors  
(40.6% [37.8, 43.5]), have an annual income above $60,000, live 
in households with children (42.5% [41.0, 44.0]) or in shared or 
group households (48.8% [41.7, 55.8]), or have neighbourhood 
tenure of less than 11 years. 

Those least likely to use social networking sites to organise 
spending time with friends and family tend to be retired (9.0% 
[8.2, 9.9]), with some high school education or less (22.0%  
[20.2, 23.9]), report disabilities (23.8% [21.2, 26.7]), live in 
regional cities (31.1% [28.8, 33.5]), other regional (26.7% [25.1, 
28.3]) or peri-urban (29.2% [26.7, 31.8]) areas, have incomes 
between $20,000 and $40,000 annually (27.1% [24.6, 29.7]), 
live in single-person (16.5% [14.9, 18.3]) or couple households 
(20.0% [18.6, 21.5]) or have neighbourhood tenure of 11 years  
or more (30.3% [28.9, 31.7]).

Among people who use social networking sites to organise 
spending time with people they know, those who agree that such 
networking helps them spend more time with friends tend to 
have completed high school (66.7% [62.4, 70.7]). Those least likely 
to agree that social networking helps them spend more time with 
friends tend to be university educated (53.6% [50.3, 56.9]) or live 
in shared or group households (41.3% [31.5, 51.8]).

Among people who use social networking sites to organise 
spending time with people they know, those who agree that 
social networking helps them spend more time with family 
tend to have limited education, with some high school or 
less (50.7% [45.6, 55.7]), be retired (58.9% [53.6, 64.0]), speak 
languages other than English at home (49.3% [42.2, 56.5]), 
report disabilities (52.4% [45.4, 59.4]), live in other regional 
areas (51.9% [48.2, 55.6]) or have annual incomes between 
$20,000 and $40,000 (48.2% [42.2, 54.3]). Those least likely 
to agree that social networking helps them spend more time 
with family tend to live in the inner city (29.8% [23.7, 36.6]) or 
have incomes over $100,000 (31.4% [27.8, 35.3]).
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Table 10.6  Summary of arts and new media indicators, by demographics

% who attended arts 
activities or events  
in the last 3 months

% who made or created 
arts or crafts in the 

last 3 months

% who have internet 
access at home

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 63.6 62.6 64.5 34.9 33.9 35.9 88.8 88.3 89.3

Gender

Male 61.8 60.2 63.3 24.7 23.3 26.1 90.4 89.7 91.0

Female 65.3 64.1 66.5 44.8 43.5 46.1 87.3 86.7 87.9

Education

Some high school or less 44.7 42.9 46.5 24.2 22.8 25.8 73.4 72.0 74.7

Completed high school 62.5 59.9 65.0 34.1 31.6 36.7 90.2 89.0 91.3

TAFE/Certificate/Diploma 62.0 59.8 64.1 35.6 33.5 37.7 91.1 90.1 91.9

University 77.8 76.2 79.3 42.1 40.4 43.9 96.8 96.3 97.2

Labour force status

Currently employed 68.5 67.3 69.8 35.5 34.3 36.9 95.9 95.4 96.3

Unemployed 54.3 46.5 61.8 30.4 23.7 37.9 89.2 85.1 92.3

Student 66.3 58.4 73.3 38.5 31.2 46.4 96.2 92.3 98.1

Home duties 50.6 47.0 54.1 47.9 44.3 51.4 90.7 89.0 92.2

Retired 53.8 52.3 55.3 28.2 26.9 29.5 62.8 61.4 64.2

Main language spoken at home

English 65.3 64.3 66.3 36.6 35.6 37.7 89.8 89.3 90.2

Other 48.3 44.4 52.2 19.6 16.6 22.9 79.9 77.4 82.1

CALD background

CALD background 59.4 57.3 61.3 30.3 28.4 32.2 89.4 88.4 90.3

Not from CALD background 65.8 64.7 66.9 37.3 36.1 38.5 88.6 88.1 89.1

Self-reported disability

Reported disability 45.2 42.4 47.9 31.0 28.4 33.7 71.5 69.3 73.6

No disability reported 65.7 64.6 66.7 35.4 34.3 36.5 90.7 90.3 91.2

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

55.0 44.0 65.5 36.6 26.8 47.7 89.8 84.7 93.3

Non-Aboriginal 63.7 62.7 64.7 34.9 33.9 35.9 88.8 88.3 89.3

Geographic region

Inner metropolitan 79.3 75.8 82.4 41.1 37.2 45.1 93.4 91.8 94.6

Middle metropolitan 69.1 67.2 71.0 35.7 33.6 37.7 89.7 88.8 90.6

Outer metropolitan 60.9 58.3 63.4 31.7 29.3 34.0 88.7 87.4 89.8

Growth area 55.6 52.9 58.3 32.1 29.6 34.8 90.6 89.3 91.8

Peri-urban 60.6 58.1 63.0 36.5 34.2 39.0 87.7 86.4 88.9

Regional city 61.8 59.6 64.0 36.6 34.5 38.9 87.0 85.8 88.1

Regional other 53.8 52.2 55.4 35.6 34.1 37.1 81.6 80.5 82.6

(continued)
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Table 10.6  Summary of arts and new media indicators, by demographics (continued)

% who attended arts 
activities or events  
in the last 3 months

% who made or created 
arts or crafts in the 

last 3 months

% who have internet 
access at home

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 63.6 62.6 64.5 34.9 33.9 35.9 88.8 88.3 89.3

Annual income

<$20,000 53.1 50.3 56.0 34.3 31.5 37.2 70.2 68.1 72.3

$20,000–<$40,000 53.0 50.6 55.5 31.8 29.6 34.1 76.2 74.4 77.8

$40,000–<$60,000 61.3 58.5 64.1 34.9 32.2 37.6 90.5 88.9 91.8

$60,000–<$100,000 65.6 63.5 67.7 36.3 34.3 38.5 96.5 95.9 97.1

$100,000+ 76.1 74.0 78.0 36.7 34.4 39.0 98.2 97.6 98.6

Household structure

Single-person household 57.9 56.0 59.7 31.2 29.5 33.0 58.7 56.9 60.4

Couple household 63.0 61.5 64.5 30.4 29.0 31.8 80.9 79.8 82.0

Household with children 64.5 63.1 65.8 37.1 35.7 38.6 95.7 95.2 96.1

Share or group household 68.5 61.9 74.4 37.3 30.7 44.5 87.8 83.7 91.0

Neighbourhood tenure

Less than 5 years 65.4 62.9 67.9 40.9 38.3 43.4 94.8 93.9 95.6

6–10 years 66.4 64.2 68.5 38.9 36.7 41.2 92.9 91.8 93.8

11 or more years 62.0 60.8 63.2 31.7 30.5 32.9 85.5 84.8 86.1

(continued)
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% who use social networking 
to organise spending 

time with family/friends

% who agree social 
networking helps them 

spend more time with friends

% who agree social 
networking helps them 

spend more time with family

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 35.1 34.0 36.2 59.1 57.0 61.1 39.9 37.9 42.0

Gender

Male 32.5 30.8 34.2 60.7 57.3 64.0 39.8 36.5 43.2

Female 37.6 36.2 39.0 57.7 55.2 60.3 40.0 37.6 42.5

Education

Some high school or less 22.0 20.2 23.9 63.8 59.0 68.3 50.7 45.6 55.7

Completed high school 48.1 45.4 50.8 66.7 62.4 70.7 41.8 37.5 46.2

TAFE/Certificate/Diploma 32.9 30.6 35.2 56.2 51.7 60.6 38.6 34.5 43.0

University 38.1 36.2 39.9 53.6 50.3 56.9 35.2 32.1 38.4

Labour force status

Currently employed 40.3 38.9 41.7 58.0 55.6 60.4 37.8 35.5 40.2

Unemployed 44.9 37.1 52.9 69.9 57.6 79.9 52.4 39.3 65.1

Student 70.3 63.0 76.6 68.0 58.7 76.1 33.4 25.0 43.0

Home duties 38.2 34.7 41.8 58.8 52.5 64.9 48.1 41.8 54.4

Retired 9.0 8.2 9.9 56.2 50.9 61.4 58.9 53.6 64.0

Main language spoken at home

English 34.5 33.4 35.7 59.0 56.9 61.2 38.8 36.7 40.9

Other 40.0 36.0 44.0 59.6 52.4 66.4 49.3 42.2 56.5

CALD background

CALD background 39.1 37.0 41.3 58.3 54.6 62.0 41.2 37.6 44.9

Not from CALD background 33.3 32.0 34.6 59.4 56.9 61.8 39.2 36.8 41.7

Self-reported disability

Reported disability 23.8 21.2 26.7 60.5 53.5 67.1 52.4 45.4 59.4

No disability reported 36.3 35.2 37.5 59.1 56.9 61.2 39.1 37.0 41.2

Aboriginal status

Aboriginal and/or 
Torres Strait Islander

51.0 40.2 61.8 60.2 42.1 75.9 46.3 29.3 64.2

Non-Aboriginal 35.0 33.9 36.1 59.1 57.0 61.1 39.9 37.9 41.9

Geographic region

Inner metropolitan 40.0 35.9 44.2 58.2 51.0 65.0 29.8 23.7 36.6

Middle metropolitan 35.8 33.6 38.0 58.0 53.9 62.1 35.7 31.8 39.7

Outer metropolitan 35.3 32.6 38.1 63.9 59.0 68.6 42.3 37.2 47.5

Growth area 40.6 37.8 43.5 56.8 51.9 61.6 41.4 36.7 46.2

Peri-urban 29.2 26.7 31.8 59.0 53.4 64.3 43.4 38.0 49.0

Regional city 31.1 28.8 33.5 56.8 51.9 61.5 45.2 40.4 50.1

Regional other 26.7 25.1 28.3 61.3 57.7 64.8 51.9 48.2 55.6

Table 10.6  Summary of arts and new media indicators, by demographics (continued)

(continued)
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% who use social networking 
to organise spending 

time with family/friends

% who agree social 
networking helps them 

spend more time with friends

% who agree social 
networking helps them 

spend more time with family

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

%
Lower 
95% CI

Higher 
95% CI

Victoria 35.1 34.0 36.2 59.1 57.0 61.1 39.9 37.9 42.0

Annual income

<$20,000 34.8 31.6 38.1 65.4 58.9 71.4 37.2 31.2 43.7

$20,000–<$40,000 27.1 24.6 29.7 64.8 59.1 70.2 48.2 42.2 54.3

$40,000–<$60,000 34.3 31.4 37.3 60.9 55.3 66.2 47.3 41.5 53.1

$60,000–<$100,000 38.4 36.2 40.6 57.5 53.5 61.3 41.1 37.3 45.0

$100,000+ 39.6 37.2 42.0 53.2 49.0 57.4 31.4 27.8 35.3

Household structure

Single-person household 16.5 14.9 18.3 57.4 51.4 63.2 45.7 39.8 51.7

Couple household 20.0 18.6 21.5 52.9 48.6 57.2 44.8 40.8 49.0

Household with children 42.5 41.0 44.0 61.5 59.1 63.9 38.7 36.3 41.2

Share or group household 48.8 41.7 55.8 41.3 31.5 51.8 36.3 27.1 46.7

Neighbourhood tenure

Less than 5 years 45.4 42.8 48.0 56.0 51.8 60.2 40.0 36.0 44.1

6–10 years 39.2 36.8 41.6 57.2 52.9 61.3 38.6 34.5 42.8

11 or more years 30.3 28.9 31.7 61.2 58.3 64.0 40.2 37.4 43.1

Estimates that differ significantly from the corresponding estimate for Victoria are identified by colour as follows: 

 less favourable  /  more favourable  than average.

Table 10.6  Summary of arts and new media indicators, by demographics (continued)
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Summary and conclusions

Arts participation
The arts play a prominent role in the lives of many 
Australians, who are involved either as consumers 
(for example, by attending concerts or exhibitions) or as 
participants (for example, by writing, painting or playing 
music). Health benefits, ranging from reduced levels 
of anxiety, depression and social isolation to increased 
longevity and improved satisfaction with life, have been 
attributed to participation in arts activities. Research also 
suggests that involvement with the arts benefits the health 
and wellbeing of communities because it provides a vehicle 
for exploring and communicating social concerns, expanding 
social networks and strengthening community cohesion.

VicHealth Indicators measured participation in the arts by 
investigating the frequency with which Victorians attend 
arts activities, and asking whether individuals had been 
actively involved in making or creating art or crafts over the 
previous three months.

Nearly two-thirds of survey respondents reported attending 
some sort of arts activity or event in the three months 
prior to the survey (63.6% [62.6, 64.5]), while approximately 
one-third (34.9% [33.9, 35.9]) were involved in making or 
creating arts or crafts. These estimates are lower than 
recent data published by the Australia Council, which 
reported that 89% of Australians ‘receptively’ participated 
in the arts (i.e. attended events and exhibitions), while 40% 
had creatively participated in the arts (Australia Council 
for the Arts 2010). It is likely that the lower figures found 
in the VicHealth Indicators Survey reflect the narrower 
range of activities included in each category (for example, 
the Australia Council survey additionally included listening 
to music and reading literature as examples of receptive 
participation). The lower figures may also reflect the 
different time spans referred to in the survey questions.

The VicHealth Indicators Survey found that younger people 
were more likely to be involved in the arts, as consumers 
and as creators of art. Those aged over 65, both males and 
females, were the least likely to attend arts activities or 
participate in making or creating arts or crafts. People living 
in inner and middle metropolitan areas were more likely to 
report attending arts events, but living in a regional or peri-
urban area had little impact on involvement in making or 
creating arts and crafts.

Education appeared to be a factor influencing participation 
in the arts: respondents with university education were 
more likely to have attended arts events and been involved 
in making or creating art over the three months prior to the 
survey. However, while people with higher incomes were 
more likely to attend arts events, income did not appear to 
influence levels of creative activity.

Those from a CALD background, a self-reported disability, 
or who speak a language other than English at home 
were less likely to be involved with arts activities, either as 
spectators or creators.

Internet access and social networking
Internet access and the use of new media such as social 
networking sites were measured with questions that 
addressed the extent of internet access at home, and 
whether respondents used social networking sites to 
organise spending time with friends or family.

Almost nine out of 10 (88.8% [88.3, 89.3] survey 
respondents had internet access at home. This represents 
a considerable increase on the percentage reported by 
an Australian Bureau of Statistics survey carried out in 
2008–09, which found that 68% of Australians accessed 
the internet from home (ABS 2011a). Not surprisingly, the 
VicHealth Indicators Survey found that younger people 
were more likely to have internet access at home: almost 
all of those aged between 18 and 24 (98.4% [97.2, 99.1]) 
had home internet access. Home access to the internet 
declined with increasing age: only 59.9% [58.4, 61.4] of 
people aged 65 and over had internet access at home. 
People in metropolitan areas reported higher levels of 
home internet access than those in other regional or 
regional areas.

While around one-third (35.1% [34.0, 36.2]) of survey 
respondents reported using social networking sites to 
organise spending time with people they knew, younger 
people were far more likely to do so than those in the older 
age groups. The use of such sites for this purpose was less 
common in peri-urban and regional areas.

As with participation in the arts, education appeared to be a 
factor in both internet access and using social networking to 
organise time with family and friends. Retirees, people with 
disabilities, limited education or low incomes, and those who 
live in regional areas or speak languages other than English 
at home report lower rates of internet access at home.

Programs to encourage participation in arts and new 
media should aim to involve members of groups currently 
disadvantaged with respect to engagement in these types 
of social interactions. In particular, those in older age 
groups and those with disabilities, limited English language 
skills, or living in regional areas may require incentives 
and assistance if they are to partake fully of new media’s 
benefits to health and wellbeing.
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Topic area Indicator Full question Response options Derived variable

Wellbeing Subjective 
wellbeing 
(range 0–100)

Thinking about your own 
life and your personal 
circumstances, how 
satisfied are you with your 
life as a whole?

Scale from 0–10, 
where 0 is completely 
dissatisfied and 10 is 
completely satisfied, 
answered for each 
domain area.

Average score of seven domains is 
combined into a Personal Wellbeing 
Index score, and converted into a 
scale maximum score with a range 
of 0 (completely dissatisfied) to 100 
(completely satisfied). Those who 
refused to answer any individual 
domain were excluded from analysis. 

Turning now to various 
areas of your life...How 
satisfied are you with your 
standard of living?… with 
your health?…with what 
you are currently achieving 
in life?…with your personal 
relationships?…with 
how safe you feel?… 
with feeling part of your 
community?…with your 
future security?

Alcohol Purchased 
alcohol in the 
last 7 days

Did you purchase alcohol 
in the last 7 days?

Yes/No The percentage of people who 
responded ‘yes’ to whether they 
purchased any alcohol in the previous 
7 days. Respondents who didn’t know 
or refused to answer the question 
have been excluded from analysis. 

7 day $ spend 
on packaged 
liquor (of those 
purchasing)

In the last 7 days, how 
much money did you 
spend on alcoholic 
drinks in bottles, cans 
or other containers to 
take away? For example 
from the bottle shop or 
supermarket.

Specify whole dollar 
amount (allowable 
range: 0–1000)

The average amount of money spent 
($) on packaged alcohol (take away) 
for any person who has purchased 
alcohol from this source in the last 
7 days. Respondents who reported 
$0 or who didn’t know or refused 
to answer the question have been 
excluded from analysis.

7 day $ spend 
at a licensed 
premises 
(of those 
purchasing)

In the last 7 days, how 
much money did you 
spend on alcoholic drinks 
which you purchased and 
drank in a restaurant, pub 
or club?

Specify whole dollar 
amount (allowable 
range: 0–1000)

The average amount of money spent 
($) on alcohol at a licensed premises 
for any person who has purchased 
alcohol from this source in the last 
7 days. Respondents who reported 
$0 or who didn’t know or refused 
to answer the question have been 
excluded from analysis.

Appendix: Questions, response options and derived 
variables in the VicHealth Indicators Survey 2011
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Topic area Indicator Full question Response options Derived variable

Smoking 
policy

Support for 
smoking ban in 
outside dining 
areas 

The next question asks 
about what you think about 
smoking in public places. 
Currently in Victoria, 
smoking is only banned 
in outdoor dining areas 
where there is a roof in 
place and walls that cover 
more than 75% of the total 
notional wall area. Would 
you support or oppose a 
COMPLETE smoking ban 
in all outside dining areas?

Strongly support; 
Support; (Neither 
support nor oppose); 
Oppose; or Strongly 
oppose

The percentage of people who ‘support’ 
or ‘strongly support’ a complete 
smoking ban in all outside dining 
areas. Respondents who didn’t know 
or refused to answer the question have 
been excluded from analysis.

Work, life 
and time

Long commute 
(>2 hours 
per day)

On an average day, how 
long does it take you 
to commute TO and 
FROM work/your mutual 
obligation/work for the 
dole placement?

Specify hours and 
minutes

The proportion of employed or 
unemployed respondents who travel 
120 minutes or more to and from 
work each day (i.e. 60 minutes or 
more in one direction). Respondents 
who didn’t know or refused to answer 
the question have been excluded 
from analysis.

Inadequate 
sleep (<7 hours 
per weekday)

On a typical WEEKDAY 
how many hours sleep do 
you get?

Specify hours and 
minutes

The percentage of those who sleep 
less than 7 hours on average on a 
typical weekday. Respondents who 
didn’t know or refused to answer the 
question have been excluded from 
analysis.

Lack time for 
friends/family 

How often does a lack 
of time keep you from 
spending the time you 
would like with family and 
friends?

Always; Often; 
Sometimes; Rarely; 
or Never

The percentage of those who said 
a lack of time ‘always’ or ‘often’ 
prevents them from spending the 
time they would like with family and 
friends. Respondents who didn’t know 
or refused to answer the question 
have been excluded from analysis.

Time pressure Thinking about your life in 
general, how often do you 
feel rushed or pressed for 
time?

Always; Often; 
Sometimes; Rarely; 
or Never

The percentage of those who ‘always’ 
or ‘often’ feel rushed or pressed for 
time. Respondents who didn’t know 
or refused to answer the question 
have been excluded from analysis.

Adequate 
work-life 
balance

To what extent do you 
agree or disagree with the 
following statement: ‘My 
work and family life often 
interfere with each other?’

Strongly agree; 
Agree; (Neither 
agree or disagree); 
Disagree; Strongly 
disagree

The percentage of employed 
people who ‘disagreed’ or ‘strongly 
disagreed’ that their work and family 
life often interfere with each other. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.
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Topic area Indicator Full question Response options Derived variable

Healthy 
eating and 
sedentary 
behaviour

Shares a meal 
with family (>5 
days per week)

In general, how many days 
a week do you and your 
family sit down and share 
a meal at home?

Number of days 
(specify out of 0–7)

The percentage of people who shared 
a meal with their family at least 
5 days in an average week. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Sedentary 
behaviour 
(sitting >7 
hours per day)

On a typical WEEKDAY 
how many hours do you 
spend sitting down? 
This includes things like 
driving, working at a desk 
or computer, reading, 
watching television and 
playing computer games.

Specify hours and 
minutes

The proportion of people who sit for 
7 hours or more per weekday. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Daily soft drink 
consumption

Over the last week how 
often did you consume 
fizzy soft drinks (for 
example, Coke, Diet Coke, 
Solo, and energy drinks 
like Red Bull and V)?

Every day; Every 2–3 
days; Every 4–6 days; 
Once; or, Did not 
consume in the last 
7 days

The percentage of people who 
reported consuming fizzy soft drinks 
‘every day’ over the past 7 days. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Green space 
and safety

Visit to green 
space (> once 
per week)

How often in the last 
3 months would you have 
visited your local park, 
garden, oval or green 
space?

Daily; 4–6 times a 
week; 1–3 times a 
week; 2–3 times a 
month; About once a 
month; Once or twice 
in the past 3 months; 
or Not in the last 3 
months

The percentage of people who have 
visited local green space weekly or 
more often (‘1–3 times a week’,’4–6 
times a week’, ‘daily’). Respondents 
who didn’t know or refused to answer 
the question have been excluded from 
analysis.

Perceptions 
of safety – 
walking alone 
during day

Now a question about 
safety...How safe or 
unsafe do you feel when 
you are in the following 
situations?...Walking in 
your local area alone 
during the day

Very safe; Safe; 
(Neither safe nor 
unsafe); Unsafe; Very 
unsafe; (Never alone 
in this situation)

The percentage of people who feel 
‘safe’ or ‘very safe’ walking alone 
in their local area during the day. 
Respondents who didn’t know or 
refused to answer the question, or 
answered they were never alone in 
that situation, have been excluded 
from analysis.

Perceptions 
of safety – 
walking alone 
during night

How safe do you feel...? 
Walking in your local area 
alone after dark

Very safe; Safe; 
(Neither safe nor 
unsafe); Unsafe; Very 
unsafe; (Never alone 
in this situation)

The percentage of people who 
feel ‘safe’ or ‘very safe’ walking 
alone in their local area after dark. 
Respondents who didn’t know or 
refused to answer the question, or 
answered they were never alone in 
that situation, have been excluded 
from analysis.
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Topic area Indicator Full question Response options Derived variable

Community 
engagement

Volunteering 
(> once per 
month)

How often, if at all, do 
you participate in unpaid 
voluntary work? Would 
you say…

At least once a week; 
At least once a 
month; 3 or 4 times 
a year; At least once 
a year; or Less often 
than once a year; 
(I don’t participate in 
voluntary work)

The percentage of people who 
reported volunteering at least once 
per month (‘at least once a week’, ‘at 
least once a month’). Respondents 
who didn’t know or refused to answer 
the question have been excluded from 
the analysis.

Participation 
in citizen 
engagement 
(in the last 
year)

In the LAST 12 MONTHS 
have you done any of the 
following? 
a) Attended a town 
meeting, public hearing or 
public affairs discussion 
group; b) Met with, called 
or sent a letter to any 
local politician; c) Joined a 
protest or demonstration; 
or d) Signed a petition

Yes/No (for a–d 
individually)

The percentage of people who 
responded ‘Yes’ to any of items a) 
to d). Respondents who didn’t know 
or refused to answer the question 
have been excluded from analysis, 
unless they answered ‘yes’ to any 
single item, in which case they were 
included in analysis (consistent with 
analysis approach used in CIV 2007).

Social 
attitudes that 
influence 
health

Community 
acceptance 
of diverse 
cultures

Do you agree or disagree 
that ‘Australia is 
weakened by people from 
various racial, ethnic, 
cultural and religious 
backgrounds sticking to 
their old ways’?

Strongly agree; 
Agree; (Neither 
agree or disagree); 
Disagree; Strongly 
disagree

The percentage of respondents who 
‘disagreed’ or ‘strongly disagreed’ 
with the statement. A number of 
survey respondents (5.0%) did not 
know or refused to answer the survey 
question. These respondents have 
been excluded from analysis. 

Prepared to 
intervene in 
a situation 
of domestic 
violence

If you were to become 
aware that a family 
member or close friend 
of yours was currently 
a victim of domestic 
violence, how likely would 
you be to intervene IN ANY 
WAY AT ALL?

Very likely; Somewhat 
likely; Somewhat 
unlikely; or Very 
unlikely

The percentage of people who 
indicated that they would be 
‘somewhat likely’ or ‘very likely’ 
to intervene in any way at all. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.
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Topic area Indicator Full question Response options Derived variable

Arts and new 
media

Attended arts 
activities or 
events (in the 
last 3 months)

In the LAST 3 MONTHS how 
often have you been to any 
arts activities; for example, 
gone to an exhibition, 
theatre show, live music 
or some sort of literary, 
screen or cultural event?

Daily; 4–6 times a 
week; 1–3 times a 
week; 2–3 times a 
month; Once a month; 
Once or twice in the 
last 3 months; or Not 
in the last 3 months

The percentage of people who reported 
attending arts activities in the last 3 
months or more often (all responses 
except ‘not in the last 3 months’). 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Made or 
created art or 
crafts (in the 
last 3 months)

In the LAST 3 MONTHS 
have you been involved 
in making or creating art 
including crafts either at 
home or in a public space; 
for example, performing, 
creative writing, digital or 
media arts?

Yes/No The percentage of people who 
responded ‘yes’ to whether they to 
were involved in making or creating 
arts or crafts in the past 3 months. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Internet access 
at home 

Can the internet be 
accessed at your house?

No internet connection; 
Yes, broadband 
(including ADSL, 
cable, wireless and 
satellite connections); 
Yes, dial-up (including 
analogue modem and 
ISDN connections); 
Other (internet access 
through mobile 
phones, etc); or Yes, 
but not sure which

The percentage of those reporting 
having any kind of internet access 
at their house, including ‘other’. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Social 
networking 
used to 
organise time 
with friends/
family 

Some people find that 
they use social networking 
sites like Facebook, 
instant messaging, blogs 
or photo websites to get in 
touch with others. Do you 
use these sites to organise 
spending time with people 
you already know, like 
family and friends?

Yes/No The percentage of those responding 
‘yes’ that they use social networking 
sites to organise spending time 
with people they already know. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Agree social 
networking 
helps spend 
more time with 
friends 

To what extent do you 
agree or disagree that 
using social networking 
sites helps you spend 
more face-to-face time 
with friends?

Strongly agree; 
Agree; (Neither 
agree nor disagree); 
Disagree; or Strongly 
disagree

The percentage of those who ‘agree’ or 
‘strongly agree’ that social networking 
helps them spend more face-to-face 
time with friends, among those who 
use social networking sites to organise 
time with people they already know. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.

Agree social 
networking 
helps spend 
more time with 
family

To what extent do you 
agree or disagree that 
using social networking 
sites helps you spend 
more face-to-face time 
with family?

Strongly agree; 
Agree; (Neither 
agree nor disagree); 
Disagree; Strongly 
disagree

The percentage of those who ‘agree’ or 
‘strongly agree’ that social networking 
helps them spend more face-to-face 
time with family, among those who 
use social networking sites to organise 
time with people they already know. 
Respondents who didn’t know or 
refused to answer the question have 
been excluded from analysis.



106

Victorian Health Promotion Foundation

Notes





Victorian Health Promotion Foundation 
PO Box 154 Carlton South VIC 3053 Australia 
T. +61 3 9667 1333  F. +61 3 9667 1375 
vichealth@vichealth.vic.gov.au
www.vichealth.vic.gov.au

ISBN: 978-1-921822-72-8 
October 2012 
Publication number: K-038-KN


