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About the Royal Flying Doctor Service (RFDS)

The RFDS is one of the largest and most comprehensive aeromedical organisations in the world. Using the 
latest in aviation, medical and communications technology, the RFDS delivers extensive primary health care 
(PHC) and 24-hour emergency service to those who live, work and travel throughout Australia.

Commitment to Indigenous Reconciliation

The RFDS has developed a Reconciliation Action Plan (RAP),1 which commenced in 2016. The RAP 
proposes, among other things, to use research and policy to improve Indigenous health outcomes. RFDS 
research and policy reports include Indigenous data as part of a broader effort to improve health outcomes 
and access to health services for Indigenous Australians as a contribution to the ‘Close the Gap’ campaign.

Royal Flying Doctor Service Research and Policy Unit

In mid-2015, the RFDS established a Research and Policy Unit, located in Canberra. The Unit’s role is to 
gather evidence about, and recommend solutions to, improving health outcomes and health service access 
for patients and communities cared for by RFDS programs. The Research and Policy Unit can be contacted 
by phone on (02) 6269 5500 or by email at enquiries@rfds.org.au.

Notes about this report

Use of the term ‘Indigenous’

The term ‘Aboriginal and Torres Strait Islander peoples’ is preferred in RFDS publications when referring 
to the distinct Indigenous peoples of Australia. However, the term ‘Indigenous Australians’ is used 
interchangeably with ‘Aboriginal and Torres Strait Islander peoples’ in order to assist readability. The use 
of the term ‘Indigenous’ to describe Australia’s Aboriginal and Torres Strait Islander peoples follows the 
Australian Institute of Health and Welfare’s use of the term in their publication, The health and welfare of 
Australia’s Aboriginal and Torres Strait Islander peoples (Australian Institute of Health and Welfare, 2015c).

Throughout this publication, the term ‘Indigenous Australians’ refers to all persons who identify as being 
of Aboriginal, Torres Strait Islander, or both Aboriginal and Torres Strait Islander origin.

Data limitations

Data in RFDS reports come from a number of different administrative datasets and surveys, all of which have 
limitations that should be considered when interpreting the results.

1 The RFDS Reconciliation Action Plan can be viewed here: https://www.flyingdoctor.org.au/first-australians/

https://www.flyingdoctor.org.au/assets/files/RN013_RAP_P1_low-res.pdf
mailto:enquiries%40rfds.org.au.?subject=
https://www.flyingdoctor.org.au/first-australians
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Executive summary 

4.2 million Australian adults (22%) had cardiovascular disease (CVD) in 2014–15. 
In 2015–16, 556,638 Australians were hospitalised for CVD. It is the leading 
cause of mortality worldwide, and was responsible for 27.7% of all mortality in 
Australia in 2016. One person dies every 12 minutes from CVD in Australia.

Coronary heart disease (CHD) kills more Australians than any other disease. In 2013–14, people in 
remote and very remote areas were 1.6 times more likely to be hospitalised for CHD than people in 
major cities, and 1.3 times more likely than people in major cities to die from CHD.

CVD is largely preventable.

Smoking, high blood pressure, high cholesterol and triglyceride levels, poor diet, physical inactivity, 
obesity, harmful alcohol consumption and socioeconomic factors are all factors that increase a person’s 
CVD risk. These factors are also able to be modified through interventions that lower CVD risk. Having 
type 2 diabetes or chronic kidney disease (CKD), diseases that are also largely preventable, are 
additional CVD risk factors.

Other factors cannot be modified: risk of CVD increases with age, males have a greater risk than 
pre-menopausal women, and familial hypercholesterolaemia contributes to overall risk.

Adults living in remote and rural communities, Indigenous Australians, adults living in the lowest 
socioeconomic areas, and people from culturally and linguistically diverse backgrounds are also 
at increased risk of CVD:

 > In 2014–15 rates of CVD were highest in inner regional areas (25%), followed by outer regional 
and remote areas (22%), and followed by major cities (21%);

 > Indigenous Australians were 1.7 times more likely than non-Indigenous Australians to die from 
CHD in 2016, and CVD occured at much younger ages among non-Indigenous Australians;

 > Australians living in the lowest socioeconomic areas are more than twice as likely to have 
CHD, compared to those living in the highest socioeconomic areas. Educational attainment, 
an indicator of socioeconomic status, correlated with increased CVD risk in the ‘45 and Up’ 
study. The study demonstrated that adults, aged 45–64 years, with no educational 
qualifications, were 1.62 times more likely to have a major CVD event and 2.31 times more 
likely to have a heart attack than those with a university education.

People living in remote and rural Australia are more exposed than city people to CVD risk behaviours; 
country people have higher rates of smoking, alcohol consumption, obesity, high blood pressure and 
low physical activity, as well as poorer diets, including lower levels of adequate fruit intake.

The Royal Flying Doctor Service (RFDS) provides primary health care and specific CVD prevention 
and management programs in hundreds of remote and rural communities. It also provides 
aeromedical transport of people from remote areas requiring definitive tertiary hospital care. 
Between July 2013 and December 2016, the RFDS conducted 95,723 aeromedical transports. 
Of these, 20,379 (21.3%) were for CVD, the most common reason for a transport.

This report provides analysis of RFDS aeromedical transport data for the period July 2013 to 
December 2016. This analysis revealed:

 > An average of 112 patients per week or 16 patients per day were transported for CVD; 

 > On average, per day, 10.1 (63%) were male and 5.9 (37%) were female, a ratio of 1.7 males 
for every female;

 > All age groups were represented; the mean age group was 55–59 years, more than one-third 
(35.3%) were aged 60–74 years, and 1% were children under the age of 5 years.
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More than half (52.5%) of all CVD transports were for CHD. The two main CHDs that lead to a 
patient requiring an aeromedical transport were ‘acute myocardial infarction’ (heart attack) (38.9%) 
and ‘angina pectoris’ (angina) (9.4%). Almost one-quarter (22.2%) of CVD transports were for 
patients experiencing other forms of heart disease; the two main other forms of heart disease 
were ‘heart failure’ (4.6%) and ‘atrial fibrillation and flutter’ (4.0%).

This report’s purpose is to detail the CVD burden on remote and rural Australia, and to propose 
action to ameliorate CVD impacts. Many CVD events are preventable. Increased investment in, 
and access to, evidence-based, culturally appropriate prevention and early intervention for people 
at increased risk of CVD, and those who have experienced a CVD event, is required.

Similarly, better treatment options for remote and rural Australians are also required. For example, 
between 2001 and 2008 the South Australian integrated Cardiovascular Clinical Network (iCCNet) 
established a support program for remote and rural primary care services to manage heart attacks 
by providing expert risk stratification, point-of-care troponin testing and cardiologist-supported 
decision making. The program’s evaluation demonstrated a 22% improvement in 30-day survival 
rates for remote and rural patients, which closed the mortality disparity that had previously existed 
between city and country hospitals.
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1.0 Introduction and background

The Royal Flying Doctor Service (RFDS) plays an important role in the provision 
of services to remote and rural2 Australians with diseases of the circulatory 
system.3 Diseases of the circulatory system are also known as cardiovascular 
disease (CVD)4 and refer to diseases that affect the heart, arteries, veins and 
capillaries. Common types of CVD include coronary heart disease (CHD)5—also 
known as ischaemic heart disease (IHD), stroke, hypertensive disease, heart 
failure, cardiomyopathy, peripheral vascular disease, rheumatic heart disease 
and congenital heart disease (Australian Institute of Health and Welfare, 2017i; 
Department of Health, 2016).

In 2015–16, 556,638 Australians were hospitalised for CVD (Australian Institute of Health and 
Welfare, 2017a). Self-reported data established that around 4.2 million Australian adults (22%) 
experienced one or more CVDs in 2014–15 and that Australians living in inner regional areas 
(25%) and outer regional and remote areas (22%) demonstrated higher rates of CVD than 
people living in major cities (21%) (Department of Health, 2016).

CVDs accounted for 15% of the burden of disease in Australia in 2011 (Australian Institute of 
Health and Welfare, 2016c). Of all the CVDs, CHD is the most common in Australia and kills 
more people than any other disease (Department of Health, 2016). In 2013–14, people in remote 
and very remote areas were 1.6 times as likely as people in major cities to be hospitalised for 
CHD and 1.3 times as likely as people in major cities to die from CHD (Australian Institute of 
Health and Welfare, 2016a).

Between July 2013 and December 2016, the RFDS transported 20,379 patients from remote and 
rural Australia to receive definitive care6 for CVD—which was the main reason for an aeromedical 
transport by the RFDS. In addition to aeromedical transports for people with CVD, the RFDS 
provides primary health care (PHC) services, early intervention and prevention services, and 
chronic disease management services to people from remote and rural Australia with CVD.

The RFDS collects data on the services it provides, and the demographics of the population 
who receive these services. The current report presents detailed data on CVD amongst people 
from remote and rural Australia served by the RFDS.

This information will enable governments, policymakers and service delivery organisations to 
better target services for people from remote and rural Australia with CVD. Along with other data 
from remote and rural Australia, RFDS service data can be used to underpin the development of 
evidence-based solutions to improve long-term health outcomes for people from remote and 
rural Australia with CVD.

2 The term ‘remote and rural’ is used to encompass all areas outside Australia’s major cities. This includes areas classified as inner 
regional (RA2), outer regional (RA3), remote (RA4) and very remote (RA5) under the Australian Statistical Geography Standard 
(ASGS). For more information on how the RFDS defines remote and rural Australia, go to  
https://www.flyingdoctor.org.au/what-we-do/research/defining-rural-remote/.

3 Diseases and injuries are classified under one of 22 chapter headings in the International Statistical Classification of Diseases and 
Related Health Problems (ICD). ‘Diseases of the circulatory system’ include all diseases described in Chapter 9 of the ICD.

4 The terms ‘cardiovascular disease’ (CVD) and ‘diseases of the circulatory system’ are used interchangeably throughout this report.
5 The terms ‘chronic heart disease’ (CHD) and ‘ischaemic heart disease’ (IHD) are used interchangeably throughout this report.
6 Definitive care: Care that is provided in a medical facility equipped to handle a patient with a serious illness or injury  

(https://www.flyingdoctor.org.au/nswact/our-services/).

https://www.flyingdoctor.org.au/what-we-do/research/defining-rural-remote/
https://www.flyingdoctor.org.au/nswact/our-services/
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Accordingly, the RFDS produced this research and policy paper to describe the impact of CVD on 
people from remote and rural Australia that access services provided by the RFDS. Detailed RFDS 
aeromedical transport data describing CVD is presented for the first time in the current report. 
The report presents both quantitative data about people from remote and rural Australia who are 
transported by the RFDS to receive medical care in a tertiary hospital for CVD, and descriptive 
and quantitative data around the other services provided to people with CVD by the RFDS. It 
presents key statistics describing international, national and remote and rural CVD. It considers 
options to address CVD, and provides the platform for discussions between service delivery 
organisations, researchers, policymakers, corporate and private sectors, and philanthropic 
organisations, to identify collaborative and innovative approaches to improving the health 
status of people from remote and rural Australia experiencing CVD.

To achieve this, the research and policy paper comprises six chapters. The current chapter 
introduces the report and describes the purpose of the report. Chapter two describes CVD, 
explores the risk factors for CVD, considers the impact of co-morbid health conditions on CVD, 
and considers the role of the social determinants of health in the development of CVD. Chapter 
three presents data on the prevalence of CVD throughout the world, within Australia, in remote 
and rural regions of Australia and amongst Aboriginal and Torres Strait Islander (Indigenous) 
Australians. Chapter four outlines the role of the RFDS in remote and rural Australia and 
describes the breadth of healthcare services it provides. It describes RFDS services provided to 
people with CVD through the RFDS PHC platform. Chapter five presents detailed RFDS 
aeromedical transport data for remote and rural Australians transported to a tertiary hospital to 
receive medical care for CVD, including data around the number of patients transported, their 
gender, Indigenous status, age and the state from which they were transported. Chapter six 
provides a summary of best practice principles for effective prevention, early intervention and 
treatment of Australians with current CVD, or at risk of a CVD event, and concludes the report. 
Evidence-based and emerging interventions are briefly reviewed.

1.1 Purpose statement

The RFDS provides health care, such as aeromedical transport, PHC services, telehealth,7 oral 
health services, and medical chests to around 300,000 Australians annually (Royal Flying Doctor 
Service of Australia, 2016). Clinical data around these services are routinely collected by the 
RFDS, but until recently, have not been publicly reported.

In mid-2015, the RFDS established a Research and Policy Unit, whose role is to gather evidence 
about, and recommend solutions to, improving health outcomes and health service access for 
patients and communities cared for by RFDS programs. The Unit is committed to giving voice to, 
and responding to, health outcome and clinical service needs of country Australians. An important 
method of communicating our findings is through the development and dissemination of research 
and policy reports, informed by RFDS clinical data, and other sourced evidence. The current 
research paper contributes to these aims by providing, for the first time, a consolidated description 
of the different ways CVD is managed within the RFDS. It describes the PHC services, and early 
intervention and prevention services the RFDS provides to remote and rural Australians to assist 
them in managing their heart health. It presents RFDS service data around aeromedical transport 
for CVD, also for the first time.

Reporting RFDS service data confers the additional benefit of providing a more comprehensive 
and complete picture of the heart health of people from remote and rural Australia. For example, 
RFDS CVD data may augment current data held by the Heart Foundation to facilitate more 
comprehensive mapping of cardiovascular events in remote and rural Australia. Consideration 
of RFDS data, along with other national data, can be used to inform the implementation of 
appropriate services in areas served by the RFDS.

7 The term ‘telehealth’ refers to telephone consultations between RFDS clinicians and other clinicians, first aiders or patients.
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RFDS research and policy reports also include data describing Indigenous Australians 
as part of a broader effort to improve health outcomes and access to health services for 
Indigenous Australians as a contribution to the ‘Close the Gap’ campaign. The RFDS 
formalised this commitment through the development and implementation of its Reconciliation 
Action Plan (RAP),8 which was ratified in 2016. Given that around one-third of face-to-face 
RFDS PHC services, and more than one-quarter of aeromedical transports, are for Indigenous 
patients, this is vital (Centre for International Economics, 2015).

The RFDS holds a mature aeromedical transport database, which includes clinical information for 
CVD, and these quantitative data underpin the current report. Quantitative data on CVD services 
delivered through the RFDS’s PHC platform are not currently consistent across all of the remote 
and rural areas serviced by the RFDS. Consequently, comprehensive quantitative PHC data are 
not presented in the current report. However, descriptive information around PHC services and 
quantitative and descriptive data around specific heart health programs delivered by PHC 
healthcare services to people from remote and rural Australia are presented.

The current paper was also developed for internal use, including to:

a. Facilitate better targeting of the RFDS PHC programs;

b. Facilitate service planning for future programs to support communities with high rates of CVD;

c. Identify areas where the RFDS could implement targeted preventative strategies to reduce the 
impacts of CVD;

d. Identify regions in remote and rural Australia where early intervention programs could be 
implemented by the RFDS, or by the RFDS in partnership with other organisations serving 
these areas;

e. Review aeromedical transport data to identify where services are being delivered in accordance 
with best practice, where there are any gaps in service provision, and what, if any, 
improvements in service provision should be implemented; and

f. Identify areas for improvement in the reporting and collection of CVD service data.

Finally, this research paper will serve as a platform for creating new, and strengthening existing, 
partnerships between the RFDS and other organisations, such as the Heart Foundation and the 
Aboriginal Community Controlled Health Organisations (ACCHOs), who are similarly committed 
to reducing CVDs and improving the heart health of the people from remote and rural Australia.

8 The RFDS Reconciliation Action Plan can be viewed here: https://www.flyingdoctor.org.au/assets/files/RN013_RAP_P1_low-res.pdf.

https://www.flyingdoctor.org.au/assets/files/RN013_RAP_P1_low-res.pdf
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2.0 About CVD

CVD is the collective term used to describe many different conditions affecting 
the heart and blood vessels (Australian Institute of Health and Welfare, 2017b, 
p. 6). Common types of CVD include CHD, stroke, hypertensive disease, heart 
failure, cardiomyopathy, peripheral vascular disease, rheumatic heart disease 
and congenital heart disease (Australian Institute of Health and Welfare, 2017i; 
Department of Health, 2016). “The most common and serious forms of 
cardiovascular disease in Australia are coronary heart disease, stroke, 
and heart failure” (Australian Institute of Health and Welfare, 2017b, p. 6).

2.1 Classifying CVD

The RFDS uses the Australian Modification (AM) of the International Statistical Classification 
of Diseases and Related Health Problems (ICD-10-AM)9 (World Health Organization, 2016) 
to categorise diseases and injuries.

Diseases of the circulatory system, or CVDs, are coded under Chapter 9 of the ICD-10-AM, and 
are indicated by ICD-10-AM codes I00–I99 (Table 2.1). Table 2.1 also lists the 10 sub-chapter 
headings included in Chapter 9 of the ICD-10-AM, provides examples of specific illnesses coded 
under each sub-chapter, and describes the underlying processes causing these diseases.

9 ICD-10 is undergoing a review prior to the next release, which will remove cerebrovascular disease from circulatory disorders and 
assign it its own chapter heading.
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While the CVD process is chronic, when unmanaged or undiagnosed, it can culminate in an 
acute event, requiring immediate treatment (World Health Organization, 2017b).

Notably, there are a number of risk factors for CVD, some of which are modifiable and some 
of which are non-modifiable.

2.2 CVD risk factors

Modifiable risk factors describe the risk factors that can be changed, while non-modifiable risk 
factors cannot be changed (Australian Institute of Health and Welfare, 2014b).

Importantly, CVD “is largely preventable, and many of its risk factors can be modified. 
Controlling risk factors for cardiovascular disease can result in large health gains in the 
population. It reduces the risk of onset of disease, the progression of disease, and the 
development of complications in those people with established disease” (Australian Institute 
of Health and Welfare, 2017b, p. 1).

In order to reduce the impact of CVD, it is first necessary to understand both the modifiable and 
non-modifiable risk factors. These are listed and described in Table 2.2.



16 ROYAL FLYING DOCTOR SERVICE OF AUSTRALIA

T
ab

le
 2

.2
. M

o
d

if
ia

b
le

 a
n

d
 n

o
n

-m
o

d
if

ia
b

le
 C

V
D

 r
is

k
 f

ac
to

rs
 a

n
d

 t
h

e
ir

 im
p

ac
t

C
o

n
tr

ib
u

ti
n

g
 f

ac
to

r
Im

p
ac

t 
o

n
 C

V
D

E
vi

d
en

ce

M
o

d
ifi

ab
le

 C
V

D
 r

is
k 

fa
ct

o
rs

S
m

o
ki

n
g

 s
ta

tu
s

 >
To

ba
cc

o 
sm

ok
in

g 
is

 a
ss

oc
ia

te
d 

w
ith

 a
n 

in
cr

ea
se

d 
ris

k 
of

 C
VD

¹

 
>

D
am

ag
es

 b
lo

od
 v

es
se

ls
 s

up
p

ly
in

g 
th

e 
he

ar
t,

 r
ed

uc
es

 
am

ou
nt

 o
f o

xy
ge

n 
in

 t
he

 b
lo

od
2,

3,
4

 
>

In
 2

01
6 

in
 A

us
tr

al
ia

:

 
—

20
.7

%
 o

f a
du

lts
 in

 r
em

ot
e/

ve
ry

 r
em

ot
e 

ar
ea

s 
w

er
e 

da
ily

 s
m

ok
er

s,
 c

om
pa

re
d 

to
 1

0.
6%

 in
 m

aj
or

 c
iti

es
17

 
>

In
 2

01
4–

15
c  

in
 A

us
tr

al
ia

:

 
—

14
.5

%
 o

f a
d

ul
ts

 w
er

e 
d

ai
ly

 s
m

ok
er

s1

 
—

R
at

es
 o

f d
ai

ly
 s

m
ok

in
g 

w
er

e 
hi

gh
er

 in
 o

ut
er

 r
eg

io
na

l/r
em

ot
e 

ar
ea

s 
of

 A
us

tr
al

ia
 (2

0.
9%

), 
co

m
p

ar
ed

 
w

ith
 in

ne
r 

re
gi

on
al

 a
re

as
 (1

6.
7%

) a
nd

 m
aj

or
 c

iti
es

 (1
3.

0%
)1

 
>

S
m

ok
in

g 
ca

us
es

 a
b

ou
t 

10
%

 o
f C

V
D

 w
or

ld
w

id
e4

B
lo

o
d

 p
re

ss
u

re
 (

B
P

)
 

>
E

le
va

te
d

 B
P

 (s
ys

to
lic

/d
ia

st
ol

ic
 b

lo
od

 p
re

ss
ur

e 
≥ 

14
0/

90
 

m
m

H
g)

 is
 a

ss
oc

ia
te

d
 w

ith
 a

n 
in

cr
ea

se
d

 r
is

k 
of

 C
V

D
6  

in
cl

ud
in

g 
C

H
D

 a
nd

 is
ch

ae
m

ic
 a

nd
 h

ae
m

or
rh

ag
ic

 s
tr

ok
e8

 
>

In
 2

01
6 

in
 A

us
tr

al
ia

:

 
—

A
du

lts
 li

vi
ng

 in
 re

gi
on

al
 a

re
as

 (3
3.

9%
) w

er
e 

m
or

e 
lik

el
y 

to
 h

av
e 

hi
gh

 B
P

 th
an

 p
eo

pl
e 

in
 m

aj
or

 c
iti

es
 (3

2.
0%

)16

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

23
.0

%
 o

f a
d

ul
ts

 h
ad

 h
ig

h 
B

P
1

S
er

u
m

 li
p

id
s 

(c
h

o
le

st
er

o
la  

an
d

 
tr

ig
ly

ce
ri

d
es

b
)

 
>

H
yp

er
ch

ol
es

te
ro

la
em

ia
 (h

ig
h 

ch
ol

es
te

ro
l) 

(to
ta

l c
ho

le
st

er
ol

 
(T

C
) ≥

 5
.5

 m
m

ol
/L

) i
s 

as
so

ci
at

ed
 w

ith
 in

cr
ea

se
d 

ris
k 

of
 C

V
D

1

 
>

A
 h

ig
h 

le
ve

l o
f t

rig
ly

ce
rid

es
 is

 a
ss

oc
ia

te
d

 w
ith

 a
n 

in
cr

ea
se

d
 r

is
k 

of
 C

V
D

15
 a

nd
 o

f h
av

in
g 

a 
he

ar
t 

at
ta

ck
14

 
>

In
 2

01
1–

12
 in

 A
us

tr
al

ia
:

 
—

32
.8

%
 o

f a
du

lts
 (5

.6
 m

illi
on

 p
eo

pl
e)

 h
ad

 a
bn

or
m

al
 o

r 
hi

gh
 T

C
 le

ve
ls

 a
cc

or
di

ng
 to

 th
ei

r 
bl

oo
d 

te
st

 re
su

lts
1

 
>

A
n 

A
us

tr
al

ia
n 

st
ud

y,
 w

hi
ch

 e
st

im
at

ed
 fi

ft
ee

n-
ye

ar
 m

or
ta

lit
y 

d
at

a 
in

 8
,6

62
 a

d
ul

ts
, 

d
em

on
st

ra
te

d
 t

ha
t 

hi
gh

-d
en

si
ty

 li
p

op
ro

te
in

 (H
D

L)
, 

al
so

 k
no

w
n 

as
 ‘

go
od

 c
ho

le
st

er
ol

’ 
an

d
 t

he
 T

C
:H

D
L 

ra
tio

, 
to

ge
th

er
 w

ith
 

sm
ok

in
g 

st
at

us
 a

nd
 s

ys
to

lic
 B

P,
 w

er
e 

si
gn

ifi
ca

nt
 p

re
d

ic
to

rs
 o

f C
V

D
 m

or
ta

lit
y6

 
>

A
 m

et
a-

an
al

ys
is

 d
em

on
st

ra
te

d
 t

ha
t 

an
 in

cr
ea

se
 in

 p
la

sm
a 

tr
ig

ly
ce

rid
e 

le
ve

ls
 w

as
 a

ss
oc

ia
te

d
 w

ith
 a

n 
in

cr
ea

se
 in

 C
V

D
 r

is
k—

af
te

r 
co

nt
ro

lli
ng

 fo
r 

H
D

L 
an

d
 o

th
er

 r
is

k 
fa

ct
or

s,
 a

 1
 m

m
ol

/l 
in

cr
ea

se
 in

 t
rig

ly
ce

rid
e 

le
ve

ls
 w

as
 a

ss
oc

ia
te

d
 w

ith
 a

 1
4%

 in
cr

ea
se

d
 r

is
k 

of
 C

V
D

 in
 m

en
 a

nd
 a

 3
7%

 in
cr

ea
se

d
 r

is
k 

in
 w

om
en

15

O
ve

rw
ei

g
h

t 
an

d
 

o
b

es
it

y:
 I

n
cl

u
d

es
 

w
ai

st
 c

ir
cu

m
fe

re
n

ce
 

an
d

 B
o

d
y 

M
as

s 
In

d
ex

 
(B

M
I)

 
>

O
ve

rw
ei

gh
t 

(d
efi

ne
d

 a
s 

B
M

I w
ith

in
 t

he
 r

an
ge

 2
5.

0–
29

.9
 

kg
/m

2)
 a

nd
 o

b
es

e 
(B

M
I ≥

 3
0k

g/
m

2)
 a

d
ul

ts
 a

re
 a

t 
in

cr
ea

se
d

 r
is

k 
of

 C
V

D
4,

6

 
>

O
b

es
ity

 is
 a

ss
oc

ia
te

d
 w

ith
 s

om
e 

of
 t

he
 m

aj
or

 r
is

k 
fa

ct
or

s 
fo

r 
C

V
D

, 
su

ch
 a

s 
hy

p
er

te
ns

io
n 

an
d

 lo
w

 c
on

ce
nt

ra
tio

ns
 o

f 
H

D
L 

ch
ol

es
te

ro
l4

 
>

A
 w

ai
st

 m
ea

su
re

m
en

t 
of

 9
4 

cm
 o

r 
m

or
e 

fo
r 

m
en

 o
r 

80
 c

m
 

or
 m

or
e 

fo
r 

w
om

en
 in

d
ic

at
es

 t
ha

t 
a 

p
er

so
n 

is
 a

t 
in

cr
ea

se
d 

ris
k 

of
 d

ev
el

op
in

g 
ch

ro
ni

c 
d

is
ea

se
, 

in
cl

ud
in

g 
C

V
D

1

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

63
.4

%
 o

f A
us

tr
al

ia
n 

ad
ul

ts
 w

er
e 

ov
er

w
ei

gh
t 

or
 o

b
es

e1

 
—

R
at

es
 o

f o
ve

rw
ei

gh
t 

an
d

 o
b

es
ity

 w
er

e 
hi

gh
er

 in
 o

ut
er

 r
eg

io
na

l/r
em

ot
e 

ar
ea

s 
(6

9.
2%

) c
om

p
ar

ed
 w

ith
 

m
aj

or
 c

iti
es

 (6
1.

1%
)1

 
—

Th
e 

av
er

ag
e 

w
ai

st
 m

ea
su

re
m

en
t 

fo
r 

m
en

 a
ge

d
 1

8 
ye

ar
s 

an
d

 o
ve

r 
w

as
 9

7.
5 

cm
, 

w
hi

le
 fo

r 
w

om
en

 o
f 

th
e 

sa
m

e 
ag

e 
it 

w
as

 8
7.

5 
cm

1

 
—

P
eo

p
le

 in
 o

ut
er

 r
eg

io
na

l/r
em

ot
e 

ar
ea

s 
w

er
e 

m
or

e 
lik

el
y 

to
 h

av
e 

‘in
cr

ea
se

d
 r

is
k’

 w
ai

st
 m

ea
su

re
m

en
ts

 
th

an
 p

eo
p

le
 li

vi
ng

 in
 m

aj
or

 c
iti

es
1



17CARDIOVASCUL AR  HEALTH IN REMOTE AND RURAL COMMUNITIES

D
ie

t
 

>
P

oo
r 

nu
tr

iti
on

, i
nc

lu
di

ng
 t

he
 c

on
su

m
pt

io
n 

of
 fo

od
s 

th
at

 a
re

 
hi

gh
 in

 fa
t,

 s
ug

ar
 a

nd
 s

al
t,

 a
nd

 in
su

ffi
ci

en
t 

co
ns

um
pt

io
n 

of
 

fr
ui

t 
an

d 
ve

ge
ta

bl
es

, m
ay

 in
cr

ea
se

 r
is

k 
of

 C
V

D
4,

5

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

49
.8

%
 o

f a
ll 

ad
ul

ts
 m

et
 t

he
 A

us
tr

al
ia

n 
D

ie
ta

ry
 G

ui
d

el
in

es
 fo

r 
re

co
m

m
en

d
ed

 d
ai

ly
 s

er
ve

s 
of

 fr
ui

t 
an

d 
7.

0%
 m

et
 t

he
 g

ui
d

el
in

es
 fo

r 
se

rv
es

 o
f v

eg
et

ab
le

s1

 
—

5.
1%

 o
f a

d
ul

ts
 m

et
 b

ot
h 

gu
id

el
in

es
1

 
—

P
eo

p
le

 in
 r

em
ot

e 
an

d
 r

ur
al

 a
re

as
 (5

1.
2%

) d
em

on
st

ra
te

d
 s

lig
ht

ly
 h

ig
he

r 
le

ve
ls

 o
f i

na
d

eq
ua

te
 fr

ui
t 

in
ta

ke
 c

om
p

ar
ed

 t
o 

p
eo

p
le

 in
 m

aj
or

 c
iti

es
 (5

0.
0%

)1

 
—

P
eo

p
le

 in
 m

aj
or

 c
iti

es
 (9

3.
4%

) d
em

on
st

ra
te

d
 h

ig
he

r 
le

ve
ls

 o
f i

na
d

eq
ua

te
 v

eg
et

ab
le

 in
ta

ke
 c

om
p

ar
ed

 
to

 p
eo

p
le

 in
 r

em
ot

e 
an

d
 r

ur
al

 a
re

as
 (8

9.
3%

)1

P
h

ys
ic

al
 a

ct
iv

it
y

 
>

In
su

ffi
ci

en
t 

ex
er

ci
se

 o
r 

p
hy

si
ca

l i
na

ct
iv

ity
 is

 a
ss

oc
ia

te
d 

w
ith

 a
n 

in
cr

ea
se

d
 r

is
k 

of
 il

l h
ea

lth
 a

nd
 d

ea
th

, 
p

ar
tic

ul
ar

ly
 

re
la

tin
g 

to
 C

V
D

6

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

29
.7

%
 o

f 1
8–

64
-y

ea
r-

ol
d

s 
w

er
e 

in
su

ffi
ci

en
tly

 a
ct

iv
e 

(le
ss

 t
ha

n 
15

0 
m

in
ut

es
 in

 t
he

 la
st

 w
ee

k)
1

 
—

14
.8

%
 o

f 1
8–

64
-y

ea
r-

ol
d

s 
w

er
e 

in
ac

tiv
e 

(n
o 

ex
er

ci
se

 in
 t

he
 la

st
 w

ee
k)

1

 
—

72
.4

%
 o

f p
eo

p
le

 in
 r

em
ot

e 
an

d
 r

eg
io

na
l a

re
as

 w
er

e 
se

d
en

ta
ry

 o
r 

p
ar

tic
ip

at
ed

 in
 lo

w
 le

ve
ls

 o
f 

ex
er

ci
se

 c
om

p
ar

ed
 t

o 
64

.3
%

 o
f p

eo
p

le
 in

 m
aj

or
 c

iti
es

1

A
lc

o
h

o
l i

n
ta

ke
 

>
H

ar
m

fu
l l

ev
el

s 
of

 a
lc

oh
ol

 c
on

su
m

p
tio

n 
ar

e 
as

so
ci

at
ed

 
w

ith
 a

n 
in

cr
ea

se
d

 r
is

k 
of

 d
ev

el
op

in
g 

C
V

D
4

 
>

In
 2

01
6 

in
 A

us
tr

al
ia

:

 
—

25
.9

%
 o

f p
eo

p
le

 in
 r

em
ot

e/
ve

ry
 r

em
ot

e 
ar

ea
s 

w
er

e 
ris

ky
 d

rin
ke

rs
 (l

ife
tim

e)
 c

om
p

ar
ed

 t
o 

15
.4

%
 in

 
m

aj
or

 c
iti

es
17

 
—

36
.7

%
 o

f p
eo

p
le

 in
 r

em
ot

e/
ve

ry
 r

em
ot

e 
ar

ea
s 

w
er

e 
ris

ky
 d

rin
ke

rs
 (s

in
gl

e 
oc

ca
si

on
, 

at
 le

as
t 

m
on

th
ly

) 
d

rin
ke

rs
 c

om
p

ar
ed

 t
o 

24
.2

%
 in

 m
aj

or
 c

iti
es

17

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

17
.4

%
 o

f a
d

ul
ts

 a
ge

d
 1

8 
ye

ar
s 

an
d

 o
ve

r 
co

ns
um

ed
 m

or
e 

th
an

 t
w

o 
st

an
d

ar
d

 d
rin

ks
 p

er
 d

ay
, 

ex
ce

ed
in

g 
th

e 
lif

et
im

e 
ris

k 
gu

id
el

in
e1

N
o

n
-m

o
d

ifi
ab

le
 r

is
k 

fa
ct

o
rs

A
g

e
 

>
R

is
k 

of
 a

ll 
C

V
D

s 
in

cr
ea

se
s 

w
ith

 a
ge

3,
2

 
>

M
al

es
 a

ge
d

 4
5 

or
 o

ld
er

 a
nd

 fe
m

al
es

 a
ge

d
 5

5 
or

 o
ld

er
 a

re
 m

or
e 

lik
el

y 
to

 h
av

e 
a 

he
ar

t 
at

ta
ck

 t
ha

n 
yo

un
ge

r 
m

al
es

 a
nd

 fe
m

al
es

3,
2

 
>

R
is

k 
of

 s
tr

ok
e 

d
ou

b
le

s 
ev

er
y 

d
ec

ad
e 

af
te

r 
ag

e 
55

2

 
>

In
 2

01
6 

in
 A

us
tr

al
ia

:

 
—

C
H

D
 w

as
 t

he
 le

ad
in

g 
ca

us
e 

of
 C

V
D

 d
ea

th
, 

ac
co

un
tin

g 
fo

r 
12

.0
%

 o
f a

ll 
d

ea
th

s—
p

eo
p

le
 w

ho
 d

ie
d 

fr
om

 C
H

D
 in

 2
01

6 
ha

d
 a

 m
ed

ia
n 

ag
e 

at
 d

ea
th

 o
f 8

5.
1 

ye
ar

s18

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

O
ne

-t
hi

rd
 (3

0.
7%

) o
f a

ll 
A

us
tr

al
ia

ns
 a

ge
d

 7
5 

ye
ar

s 
an

d
 o

ve
r 

ha
d

 h
ea

rt
 d

is
ea

se
1  

C
o

n
tr

ib
u

ti
n

g
 f

ac
to

r
Im

p
ac

t 
o

n
 C

V
D

E
vi

d
en

ce



18 ROYAL FLYING DOCTOR SERVICE OF AUSTRALIA

S
ex

 
>

M
al

es
 h

av
e 

a 
gr

ea
te

r 
ris

k 
of

 h
ea

rt
 d

is
ea

se
 t

ha
n 

 
p

re
-m

en
op

au
sa

l w
om

en
2

 
>

Fo
r 

fe
m

al
es

, 
ris

k 
in

cr
ea

se
s 

af
te

r 
m

en
op

au
se

 a
nd

 
b

ec
om

es
 e

q
ua

l t
o 

th
at

 o
f a

 m
al

e2

 
>

In
 2

01
6 

in
 A

us
tr

al
ia

:

 
—

M
al

es
 w

er
e 

1.
4 

tim
es

 a
s 

lik
el

y 
as

 fe
m

al
es

 t
o 

d
ie

 fr
om

 C
V

D
18

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

17
.9

%
 o

f m
al

es
24

,1
 a

nd
 1

8.
6%

 o
f f

em
al

es
 h

ad
 C

V
D

25
,1

F
am

ily
 h

is
to

ry
 o

f 
p

re
m

at
u

re
 C

V
D

 (
fa

th
er

 
<

 5
5 

ye
ar

s,
 m

o
th

er
 <

 
65

 y
ea

rs
)

 
>

Fa
m

ily
 h

is
to

ry
 o

f C
V

D
 in

flu
en

ce
s 

fu
tu

re
 C

V
D

 r
is

k,
 a

nd
 is

 
in

flu
en

ce
d

 b
y 

th
e 

nu
m

b
er

 a
nd

 a
ge

 o
f a

ffe
ct

ed
 fi

rs
t-

d
eg

re
e 

re
la

tiv
es

9

 
>

S
ib

lin
gs

 o
f p

eo
p

le
 w

ith
 C

V
D

 h
av

e 
a 

40
%

 in
cr

ea
se

d
 r

is
k 

of
 C

V
D

9

 
>

C
hi

ld
re

n 
of

 p
ar

en
ts

 w
ith

 p
re

m
at

ur
e 

C
V

D
 h

av
e 

a 
60

%
 t

o 
75

%
 in

cr
ea

se
d

 r
is

k 
of

 C
V

D
9

 
>

P
eo

p
le

 w
ith

 a
 fa

m
ily

 h
is

to
ry

 o
f p

re
m

at
ur

e 
C

V
D

 h
av

e 
a 

re
la

tiv
e 

ris
k 

in
cr

ea
se

 o
f d

ev
el

op
in

g 
C

V
D

 t
ha

t 
is

 
si

m
ila

r 
to

 t
ha

t 
of

 s
m

ok
in

g10

S
o

ci
al

 h
is

to
ry

 
in

cl
u

d
in

g
: 

C
u

lt
u

ra
l 

id
en

ti
ty

, 
et

h
n

ic
it

y 
an

d
 

so
ci

o
ec

o
n

o
m

ic
 s

ta
tu

s 
(S

E
S

)

 
>

In
d

ig
en

ou
s 

A
us

tr
al

ia
ns

, 
ad

ul
ts

 li
vi

ng
 in

 r
em

ot
e 

an
d

 r
ur

al
 

co
m

m
un

iti
es

, 
ad

ul
ts

 li
vi

ng
 in

 t
he

 lo
w

es
t 

S
E

S
 a

re
as

, 
an

d 
p

eo
p

le
 fr

om
 c

ul
tu

ra
lly

 a
nd

 li
ng

ui
st

ic
al

ly
 d

iv
er

se
 

b
ac

kg
ro

un
d

s 
ar

e 
at

 in
cr

ea
se

d
 r

is
k 

of
 C

V
D

11

 
>

A
us

tr
al

ia
ns

 li
vi

ng
 in

 t
he

 lo
w

es
t 

S
E

S
 a

re
as

 a
re

 m
or

e 
th

an
 t

w
ic

e 
as

 li
ke

ly
 t

o 
ha

ve
 C

H
D

 c
om

p
ar

ed
 t

o 
th

os
e 

liv
in

g 
in

 t
he

 h
ig

he
st

 S
E

S
 a

re
as

12
,1

3

 
>

In
d

ig
en

ou
s 

A
us

tr
al

ia
ns

 w
er

e 
1.

7 
tim

es
 a

s 
lik

el
y 

as
 n

on
-I

nd
ig

en
ou

s 
A

us
tr

al
ia

ns
 t

o 
d

ie
 fr

om
 C

H
D

 in
 2

01
618

 
>

In
 2

01
4–

15
 in

 A
us

tr
al

ia
:

 
—

R
at

es
 o

f C
V

D
 w

er
e 

hi
gh

es
t 

in
 in

ne
r 

re
gi

on
al

 a
re

as
 (2

5%
), 

fo
llo

w
ed

 b
y 

ou
te

r 
re

gi
on

al
 a

nd
 r

em
ot

e 
(2

2%
), 

an
d

 m
aj

or
 c

iti
es

 (2
1%

)19

E
xa

m
p

le
s 

o
f 

re
la

te
d

 c
o

n
d

it
io

n
s

D
ia

b
et

es
 

>
D

ia
b

et
es

 is
 a

 m
aj

or
 r

is
k 

fa
ct

or
 a

nd
 t

rig
ge

r 
fo

r 
C

V
D

4

 
>

U
nc

on
tr

ol
le

d
 d

ia
b

et
es

 in
cr

ea
se

s 
a 

p
er

so
n’

s 
ris

k 
of

 h
av

in
g 

a 
he

ar
t 

at
ta

ck
14

 
>

P
eo

p
le

 w
ith

 d
ia

b
et

es
 a

re
 b

et
w

ee
n 

tw
o 

an
d

 fo
ur

 t
im

es
 m

or
e 

lik
el

y 
to

 d
ev

el
op

 C
V

D
.2  

Th
is

 o
cc

ur
s 

b
ec

au
se

 
se

ve
ra

l o
f t

he
 r

is
k 

fa
ct

or
s 

fo
r 

C
V

D
 a

ls
o 

oc
cu

r 
m

or
e 

fr
eq

ue
nt

ly
 in

 p
eo

p
le

 w
ith

 d
ia

b
et

es
2

 
>

P
eo

p
le

 w
ho

 c
on

tr
ol

 t
he

ir 
b

lo
od

 s
ug

ar
 c

an
 r

ed
uc

e 
th

ei
r 

ris
k 

of
 h

av
in

g 
a 

C
V

D
 e

ve
nt

 b
y 

42
%

 a
nd

 t
he

ir 
ris

k 
of

 
he

ar
t 

at
ta

ck
, 

st
ro

ke
, 

or
 d

ea
th

 fr
om

 C
V

D
 b

y 
57

%
2

C
h

ro
n

ic
 k

id
n

ey
 

d
is

ea
se

 (
C

K
D

)
 

>
P

eo
p

le
 w

ith
 m

od
er

at
e 

or
 s

ev
er

e 
C

K
D

 (d
efi

ne
d

 a
s 

p
er

si
st

en
t 

p
ro

te
in

ur
ia

 o
r 

eG
FR

 <
 4

5 
m

L/
m

in
/1

.7
3 

m
2)

 
ha

ve
 a

n 
in

cr
ea

se
d

 r
is

k 
of

 d
ev

el
op

in
g 

C
V

D
6

 
>

P
eo

p
le

 w
ith

 C
K

D
 a

re
 u

p
 t

o 
20

 t
im

es
 m

or
e 

lik
el

y 
to

 d
ie

 fr
om

 a
 h

ea
rt

 a
tt

ac
k 

or
 s

tr
ok

e 
th

an
 t

he
y 

ar
e 

to
 

re
ce

iv
e 

d
ia

ly
si

s26

 
>

C
V

D
 is

 t
he

 le
ad

in
g 

ca
us

e 
of

 d
ea

th
 fo

r 
p

eo
p

le
 o

n 
d

ia
ly

si
s 

an
d

 fo
r 

p
eo

p
le

 w
ho

 h
av

e 
a 

tr
an

sp
la

nt
ed

 k
id

ne
y26

F
am

ili
al

 
h

yp
er

ch
o

le
st

er
o

la
em

ia
 

(F
H

) 
(h

ig
h

 c
h

o
le

st
er

o
l)

 
>

FH
 is

 a
 g

en
et

ic
 (i

nh
er

ite
d

) d
is

or
d

er
 r

es
ul

tin
g 

in
 im

p
ai

re
d 

re
m

ov
al

 o
f c

ho
le

st
er

ol
 fr

om
 t

he
 b

lo
od

, 
ca

us
in

g 
hi

gh
 b

lo
od

 
ch

ol
es

te
ro

l l
ev

el
s 

an
d

 e
ar

ly
 C

H
D

6,
7

 
>

Th
er

e 
is

 a
ro

un
d

 a
 5

0%
 c

ha
nc

e 
th

at
 t

he
 fa

ul
ty

 g
en

e 
re

sp
on

si
b

le
 fo

r 
FH

 w
ill

 b
e 

p
as

se
d

 o
n 

to
 t

he
 c

hi
ld

re
n 

of
 

p
eo

p
le

 w
ho

 h
av

e 
FH

7

 
>

A
p

p
ro

xi
m

at
el

y 
on

e 
in

 2
50

 A
us

tr
al

ia
ns

 is
 a

ffe
ct

ed
 b

y 
FH

7

C
o

n
tr

ib
u

ti
n

g
 f

ac
to

r
Im

p
ac

t 
o

n
 C

V
D

E
vi

d
en

ce



19CARDIOVASCUL AR  HEALTH IN REMOTE AND RURAL COMMUNITIES

M
en

ta
l h

ea
lt

h
 

>
H

ar
m

fu
l s

tr
es

s 
is

 a
ss

oc
ia

te
d

 w
ith

 C
V

D
4

 
>

A
nx

ie
ty

, 
d

ep
re

ss
io

n 
an

d
 C

H
D

 o
ft

en
 o

cc
ur

 t
og

et
he

r20

 
>

D
ep

re
ss

io
n 

ca
n 

b
e 

as
 b

ig
 a

 r
is

k 
fa

ct
or

 fo
r 

C
H

D
 a

s 
sm

ok
in

g,
 h

ig
h 

ch
ol

es
te

ro
l a

nd
 h

ig
h 

b
lo

od
 p

re
ss

ur
e21

 
>

P
eo

p
le

 w
ith

 d
ep

re
ss

io
n 

an
d

 C
V

D
 h

av
e 

a 
re

d
uc

ed
 li

fe
 e

xp
ec

ta
nc

y4

 
>

A
 2

00
6 

m
et

a-
an

al
ys

is
 o

f 2
1 

st
ud

ie
s 

fo
un

d
 t

ha
t 

p
eo

p
le

 w
ith

 d
ep

re
ss

io
n,

 b
ut

 n
o 

cu
rr

en
t 

C
H

D
, 

ha
d

 a
n 

el
ev

at
ed

 r
is

k 
of

 1
.6

 fo
r 

a 
la

te
r 

C
H

D
 e

ve
nt

22
 

 
>

A
 w

or
ld

w
id

e 
st

ud
y 

(IN
TE

R
H

E
A

R
T)

 o
f p

at
ie

nt
s 

w
ho

 h
ad

 e
xp

er
ie

nc
ed

 a
 h

ea
rt

 a
tt

ac
k,

 fo
un

d
 t

ha
t 

p
er

ce
iv

ed
 

st
re

ss
 a

nd
 d

ep
re

ss
io

n 
w

er
e 

im
p

or
ta

nt
 r

is
k 

fa
ct

or
s 

fo
r 

C
H

D
.23

,2
0  

To
ge

th
er

, 
th

ey
 a

cc
ou

nt
ed

 fo
r 

32
.5

%
 o

f t
he

 
p

op
ul

at
io

n 
at

tr
ib

ut
ab

le
 r

is
k 

(P
A

R
) f

or
 C

H
D

, 
su

gg
es

tin
g 

th
at

 t
og

et
he

r 
th

ey
 w

er
e 

as
 im

p
or

ta
nt

 a
s 

sm
ok

in
g 

an
d

 m
or

e 
im

p
or

ta
nt

 t
ha

n 
d

ia
b

et
es

 (P
A

R
, 

9.
9%

) a
nd

 h
yp

er
te

ns
io

n 
(P

A
R

, 
17

.9
%

) a
s 

ris
k 

fa
ct

or
s 

fo
r 

C
H

D
23

,2
0

N
ot

es
: 

a  
C

ho
le

st
er

ol
 is

 a
 t

yp
e 

of
 fa

t 
th

at
 c

irc
ul

at
es

 in
 t

he
 b

lo
od

 a
nd

 is
 r

eq
ui

re
d

 fo
r 

m
an

y 
m

et
ab

ol
ic

 p
ro

ce
ss

es
 (A

us
tr

al
ia

n 
B

ur
ea

u 
of

 S
ta

tis
tic

s,
 2

01
5)

. 
Th

er
e 

ar
e 

tw
o 

ty
p

es
 o

f c
ho

le
st

er
ol

 t
ha

t 
ar

e 
us

ed
 t

o 
ca

lc
ul

at
e 

an
 in

d
iv

id
ua

l’s
 t

ot
al

 
ch

ol
es

te
ro

l (
TC

)—
hi

gh
-d

en
si

ty
 li

p
op

ro
te

in
 (H

D
L)

 c
ho

le
st

er
ol

 o
r 

‘g
oo

d
 c

ho
le

st
er

ol
’ 

an
d

 lo
w

-d
en

si
ty

 li
p

op
ro

te
in

 (L
D

L)
 c

ho
le

st
er

ol
 o

r 
‘b

ad
 c

ho
le

st
er

ol
’ 

(N
at

io
na

l V
as

cu
la

r 
D

is
ea

se
 P

re
ve

nt
io

n 
A

lli
an

ce
, 

20
12

b
). 

H
ig

h 
ch

ol
es

te
ro

l c
an

 r
es

ul
t 

in
 fa

tt
y 

d
ep

os
its

 b
ui

ld
in

g 
up

 in
 t

he
 b

lo
od

 v
es

se
ls

 (a
th

er
os

cl
er

os
is

), 
m

ak
in

g 
it 

ha
rd

er
 fo

r 
b

lo
od

 t
o 

flo
w

 a
nd

 in
cr

ea
si

ng
 t

he
 r

is
k 

of
 h

ea
rt

 a
tt

ac
k 

or
 s

tr
ok

e 
(A

us
tr

al
ia

n 
B

ur
ea

u 
of

 S
ta

tis
tic

s,
 2

01
5)

.

b
 T

rig
ly

ce
rid

es
 a

re
 a

 t
yp

e 
of

 b
lo

od
 fa

t 
re

la
te

d
 t

o 
d

ie
t 

(M
ay

o 
C

lin
ic

, 
20

17
).

c  
D

at
a 

fr
om

 t
he

 2
01

4–
15

 N
at

io
na

l H
ea

lth
 S

ur
ve

y 
(N

H
S

) i
s 

in
cl

ud
ed

 in
 t

he
 c

ur
re

nt
 p

ub
lic

at
io

n.
 T

he
 N

H
S

 is
 t

he
 m

os
t 

re
ce

nt
 in

 a
 s

er
ie

s 
of

 A
us

tr
al

ia
-w

id
e 

he
al

th
 s

ur
ve

ys
 c

on
d

uc
te

d
 b

y 
th

e 
A

us
tr

al
ia

n 
B

ur
ea

u 
of

 S
ta

tis
tic

s 
(A

us
tr

al
ia

n 
B

ur
ea

u 
of

 S
ta

tis
tic

s,
 2

01
5)

. 
Th

e 
su

rv
ey

 w
as

 b
as

ed
 o

n 
se

lf-
as

se
ss

ed
 h

ea
lth

 s
ta

tu
s,

 w
hi

ch
 r

efl
ec

ts
 a

 p
er

so
n’

s 
p

er
ce

p
tio

n 
of

 h
is

 o
r 

he
r 

ow
n 

he
al

th
 a

t 
a 

gi
ve

n 
p

oi
nt

 in
 t

im
e 

(A
us

tr
al

ia
n 

B
ur

ea
u 

of
 S

ta
tis

tic
s,

 2
01

5)
.

S
ou

rc
es

: 
¹A

us
tr

al
ia

n 
B

ur
ea

u 
of

 S
ta

tis
tic

s 
(2

01
5)

; 
2 H

ea
rt

 F
ou

nd
at

io
n 

(2
01

7e
); 

3 M
ay

o 
C

lin
ic

 (2
01

7)
; 

4 W
or

ld
 H

ea
lth

 O
rg

an
iz

at
io

n 
(2

01
7c

); 
5 W

or
ld

 H
ea

lth
 O

rg
an

iz
at

io
n 

(2
01

7b
); 

6 N
at

io
na

l V
as

cu
la

r 
D

is
ea

se
 P

re
ve

nt
io

n 
A

lli
an

ce
 (2

01
2b

); 
7 H

ea
rt

 F
ou

nd
at

io
n 

(2
01

5)
; 

8 W
or

ld
 H

ea
lth

 O
rg

an
iz

at
io

n 
(2

01
7d

); 
9 K

ol
b

er
 a

nd
 S

cr
im

sh
aw

 (2
01

4)
; 

10
H

ip
p

is
le

y-
C

ox
, 

C
ou

p
la

nd
, 

R
ob

so
n,

 a
nd

 B
rin

d
le

 (2
01

0)
; 

11
D

un
b

ar
, 

D
ug

ga
n,

 F
et

he
rs

tr
on

, 
K

ni
gh

t,
 M

cN
am

ar
a,

 B
an

ks
, 

B
oo

th
, 

B
un

ke
r, 

B
ur

ge
ss

, 
C

ol
ag

iu
ri,

 D
aw

d
a,

 F
or

d
, 

G
re

en
la

nd
, 

G
re

nf
el

l, 
K

ni
gh

t,
 a

nd
 M

or
an

 (2
01

7a
); 

12
A

us
tr

al
ia

n 
In

st
itu

te
 o

f H
ea

lth
 a

nd
 W

el
fa

re
 (2

01
6a

); 
13

T
id

em
an

, 
Ta

yl
or

, 
Ja

nu
s,

 P
hi

lp
ot

, 
C

la
rk

, 
P

ea
ch

, 
La

at
ik

ai
ne

n,
 V

ar
tia

in
en

, 
T

iri
m

ac
co

, 
M

on
tg

om
er

ie
, 

G
ra

nt
, 

Ve
rs

ac
e,

 a
nd

 D
un

b
ar

 (2
01

3)
; 

14
M

ay
o 

C
lin

ic
 (2

01
7)

; 
15

H
ok

an
so

n 
an

d
 A

us
tin

 (1
99

6)
; 

16
H

ea
rt

 F
ou

nd
at

io
n 

(2
01

7g
); 

17
A

us
tr

al
ia

n 
In

st
itu

te
 o

f H
ea

lth
 a

nd
 W

el
fa

re
 (2

01
7g

); 
18

A
us

tr
al

ia
n 

B
ur

ea
u 

of
 S

ta
tis

tic
s 

(2
01

7)
; 

19
A

us
tr

al
ia

n 
In

st
itu

te
 o

f H
ea

lth
 a

nd
 W

el
fa

re
 (2

01
7c

); 
20

C
ol

q
uh

ou
n,

 B
un

ke
r, 

C
la

rk
e,

 G
lo

zi
er

, 
H

ar
e,

 H
ic

ki
e,

 T
at

ou
lis

, 
Th

om
p

so
n,

 T
ofl

er
, 

W
ils

on
, 

an
d

 B
ra

na
ga

n 
(2

01
3)

; 
21

b
ey

on
d

b
lu

e 
(2

01
4)

; 
22

N
ic

ho
ls

on
, 

K
up

er
, 

an
d

 H
em

in
gw

ay
 (2

00
6)

; 
23

Yu
su

f, 
H

aw
ke

n,
 O

un
p

uu
, 

D
an

s,
 A

ve
zu

m
, 

La
na

s,
 M

cQ
ue

en
, 

B
ud

aj
, 

P
ai

s,
 V

ar
ig

os
, 

an
d

 L
is

he
ng

 (2
00

4)
; 

24
A

us
tr

al
ia

n 
In

st
itu

te
 o

f H
ea

lth
 a

nd
 W

el
fa

re
 (2

01
7e

); 
25

A
us

tr
al

ia
n 

In
st

itu
te

 o
f H

ea
lth

 a
nd

 W
el

fa
re

 (2
01

7d
); 

26
K

id
ne

y 
H

ea
lth

. 
A

us
tr

al
ia

 (2
01

6)

C
o

n
tr

ib
u

ti
n

g
 f

ac
to

r
Im

p
ac

t 
o

n
 C

V
D

E
vi

d
en

ce



20 ROYAL FLYING DOCTOR SERVICE OF AUSTRALIA

The evidence presented in Table 2.2 suggests that Australians residing in remote and rural areas 
are more likely than Australians living in major cities to engage in high-risk behaviours associated 
with modifiable risk factors. Compared to Australians in major cities, people from remote and 
rural Australia have: 

 > Higher rates of daily smoking and risky alcohol consumption; 

 > Higher rates of overweight or obesity and ‘increased risk’ waist measurements; 

 > Higher rates of high blood pressure; 

 > Lower rates of physical activity; and

 > Poorer diet, including lower levels of adequate fruit intake.

Several of the risk factors for CVD are also risk factors for other diseases (Australian 
Institute of Health and Welfare, 2015b). People with CVD often have co-morbid diseases. 
Co-morbidity occurs when the primary disease exists concurrently with one or more additional 
diseases, resulting in worse health outcomes (Australian Institute of Health and Welfare, 2015a). 
The presence of multiple heath risk factors increases the likelihood of developing a chronic 
disease, like CVD, and each risk factor may exacerbate other diseases (Australian Institute 
of Health and Welfare, 2015b). For example, data from 2014–15 demonstrated that people 
who nominated CVD as their primary chronic disease also had arthritis (40.6%), 
back problems (27.5%), mental or behavioural problems (25.6%), diabetes mellitus (17.7%), 
asthma (13.3%), chronic obstructive pulmonary disease (COPD), and/or cancer (4.5%) 
(Australian Bureau of Statistics, 2015). Of those who nominated diabetes as their primary 
chronic disease, 62.9% also had CVD, and of those who nominated COPD as their primary 
chronic disease, 48.9% also had CVD (Australian Bureau of Statistics, 2015).

Previously, an individual’s likelihood of developing CVD was measured by reviewing individual 
risk factors (National Vascular Disease Prevention Alliance, 2012b). However, there is now good 
evidence that risk factors are additive in increasing a person’s overall likelihood of developing 
CVD, and that they should be assessed together to determine absolute risk (National Vascular 
Disease Prevention Alliance, 2012b). In order to assess risk factors together, the National 
Vascular Disease Prevention Alliance developed the Australian Absolute Cardiovascular Disease 
Calculator (National Vascular Disease Prevention Alliance, 2012a). The Australian Absolute 
Cardiovascular Disease Calculator enables clinicians to calculate whether an individual has a 
low (< 10%), medium (10–15%) or high (> 15%) likelihood of experiencing a CVD event in the 
next five years (National Vascular Disease Prevention Alliance, 2012b). Assessment of CVD risk 
“on the basis of the combined effect of risk factors (absolute CVD risk) is more accurate than 
the use of individual risk factors, because the cumulative effects of risk factors may be additive” 
(National Vascular Disease Prevention Alliance, 2012b, p. 18). The updated Guidelines for the 
Assessment of Absolute Cardiovascular Disease Risk (National Vascular Disease Prevention 
Alliance, 2012b), which build on earlier guidelines (National Vascular Disease Prevention Alliance, 
2009), support the use of the calculator and provide guidance on the management of CVD 
risk in a primary prevention setting in all adults over 45 years of age (or 35 years for Indigenous 
Australians) (National Vascular Disease Prevention Alliance, 2012b).

In addition to the CVD risk factors already identified, there are a number of social determinants of 
health that are likely to contribute to the poorer CVD health of people from remote and rural Australia.
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2.3 Social determinants of health and CVD

The social determinants of health are the conditions in which people are born, grow, live, work, 
and age, and these are shaped by the distribution of money, power, and resources at global, 
national, and local levels (World Health Organization, 2015). There are many social determinants 
including social, economic, environmental, political, behavioural, and biological factors, and 
cultural perceptions (Smith, 2016). Examples of these social determinants include SES, access 
to education, access to health care, employment status, income, access to affordable housing, 
stress, age, race, Indigenous status, transport availability, and disability (World Health 
Organization, 2015).

In general, people in remote and rural areas have:

 > Lower educational achievement;

 > Lower employment prospects and incomes;

 > Higher rates of inadequate housing;

 > Higher occupational risks and hazards, including physical risks and workplace pressures;

 > The need for more long-distance travel;

 > Lack of access to fresh foods; and

 > Less accessible health services (Garvan Research Foundation, 2015).

For example, data from the ‘45 and Up Study’ demonstrated that the incidence of CVD 
increased with decreasing education among people aged 45–64 years (Korda, Soga, Joshy, 
Calabria, Attia, Wong, & Banks, 2016). People aged 45–64 years with no educational 
qualifications, were 1.62 times as likely to have a major CVD primary event, 2.31 times as likely 
to have a heart attack and 1.48 times as likely to have a stroke, than those with a university 
education (Korda et al., 2016).

Indigenous Australians experience additional, unique social determinants, which relate to the 
loss of language and connection to the land; environmental deprivation; spiritual, emotional, 
and mental disconnectedness; lack of cultural respect; lack of opportunities for self-
determination; poor educational achievement; reduced opportunities for employment; poor 
housing; and negative interactions with government systems (King, Smith, & Gracey, 2009; 
Osborne, Baum, & Brown, 2013).

High levels of social disadvantage and income inequality are evident in many remote and rural 
areas (Centre for International Economics, 2015). The Socio-Economic Indexes for Areas (SEIFA) 
ranks areas in Australia according to relative socioeconomic advantage and disadvantage 
(Australian Bureau of Statistics, 2013b). A large proportion of remote areas have a low SEIFA 
ranking (Centre for International Economics, 2015). The lower the score, the higher the 
disadvantage. Recent research has confirmed that people residing in capital cities are more likely 
to be in the top 20% of income earners, while those outside capital cities are more likely to be in 
the bottom 20% of income earners (Australian Council of Social Service, 2015). Around 39% of 
people living in remote areas have low SES, compared to 24% in regional areas and 17% in 
major cities (Garvan Research Foundation, 2015). This means that in addition to the practical 
difficulties associated with living in remote and rural locations, a large proportion of people living 
in remote and rural Australia are also some of Australia’s most socioeconomically disadvantaged.

Understanding the impact of socioeconomic factors is crucial in light of recent research 
suggesting that socioeconomic factors account for 40% of all influences on health, rather than 
clinical care (20%), which has traditionally been identified as the major influence on health (British 
Academy, 2014). Other factors, including health behaviours (30%) and the physical environment 
(10%), also impact on health (British Academy, 2014).
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It has been suggested that the “influence of a broad range of social determinants (e.g., quality 
of housing, employment, income level, education, etc) on biological determinants of CVD, as 
well as differential access to health-promoting services may explain a significant part of the rural/
regional–urban divide in CVD mortality in Australia” (Tideman et al., 2013, p. 7). Recent research 
that focused on the Australian setting identified socioeconomic factors, distance from health 
facilities and Aboriginal and Torres Strait Islander ethnicity as strongly impacting CVD risk 
(Australian Institute of Health and Welfare, 2017f; Falster, Randall, Lujic, Ivers, Leyland, & Jorm, 
2013). In addition, those living rurally or remotely, have a worse risk factor profile, and higher 
rates of hospitalisation and mortality due to CVD (Allenby, Kinsman, Tham, Symons, Jones, 
& Campbell, 2016; Australian Bureau of Statistics, 2015). In many cases, remote and rural 
patients, who are at highest risk of CVD, have not had their risk factors identified or managed 
correctly (Kinsman, Tham, Symons, Jones, Campbell, & Allenby, 2016). People from remote 
and rural Australia are also impacted by reduced access to cardiac specialists and less surgical 
interventions (Tideman, Tirimacco, Senior, Setchell, Huynh, Tavella, Aylward, & Chew, 2014). 
Poor access to effective, culturally appropriate health care may also be a factor in the increased 
burden of CVD borne by the Indigenous community (Hart, Moore, & Laverty, 2017).

2.4 Summary

In summary, there are many risk factors and social determinants of health that impact on an 
individual’s likelihood of developing CVD. Although it is difficult to quantify the exact contributions 
from biological and behavioural risk factors, social and economic determinants, access to quality 
care, and broader influences on CVD health outcomes (Tideman et al., 2013), it is clear that 
multiple factors impact the incidence and prevalence of CVD.
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3.0 Prevalence of CVD

The current chapter presents data on prevalence and death rates from CVD 
throughout the world, within Australia, in remote and rural Australia, and for 
Indigenous Australians. It also considers the potential drivers of city country 
disparities in CVD prevalence and deaths in Australia.

3.1 Worldwide CVD data

CVD is the leading cause of mortality worldwide (World Health Organization, 2017b). Around 
17.7 million people died from CVD in 2015, representing 31% of all global deaths (World Health 
Organization, 2017b). The majority of these deaths were the result of CHD (7.4 million) and 
stroke (6.7 million) (World Health Organization, 2017b).

In 2015, both the age-standardised prevalence of CVD, and age-standardised mortality rate 
of CVD varied significantly by country (Figures 3.1 and 3.2). Generally, high-income countries 
demonstrated lower age-standardised prevalence and deaths from CVD compared to middle- 
and low-income countries.

Figure 3.1. Global map, age-standardised prevalence of CVD in 2015

Source: Roth et al. (2017, p. 10).
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Figure 3.2. Global map, age-standardised mortality rate of CVD in 2015

Source: Roth et al. (2017, p. 11)

Burden of disease studies demonstrate the existence of health inequalities for CVD. Burden of 
disease, expressed as disability-adjusted life years (DALY)11 “is a measure of the health impact 
of disease on a population in a given year both from dying from, and living with, disease and 
injuries” (Australian Institute of Health and Welfare, 2016c). CVD is the leading cause of 
non-communicable disease, morbidity and mortality in low- to middle-income countries and 
places the largest burden on populations within these countries—much of the burden from 
CVDs in these countries are in people under the age of 70 years (Yeates, Lohfeld, Sleeth, 
Morales, Rajkotia, & Ogedegbe, 2015). The global burden of CVD is expected to increase in 
these countries in the future, despite robust evidence regarding effective strategies to address 
the modifiable risk factors of CVD (World Health Organization, 2017a). This rise is likely to be 
driven by inequities in access to protection, increased exposure to risk factors, and poorer 
access to care (World Health Organization, 2017a).

Conversely, CVD deaths have been declining in high-income countries as a result of improved 
risk factor management (Roth, Forouzanfar, Moran, Barber, Nguyen, Feigin, Naghavi, Mensah, 
& Murray, 2015). Combining medical screening for ‘at risk’ people with appropriate treatment, 
and reduced exposure to risk factors, has resulted in lower rates of mortality and morbidity 
(Roth et al., 2015).

11 The DALY is a health metric that expresses years of life lost to premature death and years lived with a disability of known severity 
and duration—one DALY represents one lost year of healthy life (Murray & Lopez, 1996).
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3.2 CVD in Australia

An estimated 4.2 million (22%) Australian adults had one or more CVD in 2014–15 (Australian 
Institute of Health and Welfare, 2016d, p. 1) (Figure 3.3). The prevalence was similar for males 
and females and increased with age (Australian Institute of Health and Welfare, 2016d).

Figure 3.3. Prevalence of CVD in Australia, among persons aged 18 and over, by age 
and sex, 2014–15
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Note: Based on self-reported data.

Source: Australian Institute of Health and Welfare (2016d).

In 2014–15, males and females admitted to hospital for CVD were most likely to be admitted 
for CHD, heart failure and cardiomyopathy, and stroke (Figure 3.4). Males were twice as likely 
as females to be admitted to hospital for CHD and peripheral vascular disease. The number 
of people admitted to hospital for CVD in 2012–14 varied by geographical location (local 
government area (LGA)) (Figure 3.5). Hospitalisation rates varied from less than 38 people 
per 10,000 population to more than 66 people per 10,000 population (Heart Foundation, 
2017b). Hospitalisation rates were higher for people living outside of major cities.
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Figure 3.4. Hospitalisations for CVD by diagnosis and sex, 2014–15

0 100908070605040302010

Number of hospitalisations (000)

Coronary
heart disease

Heart failure
and cardiomyopathy

Stroke

Peripheral
vascular disease

Hypertensive
disease

Congenital
heart disease

Rheumatic
heart disease

FemalesMales

Note: Data from AIHW National Hospital Morbidity Database.

Source: Australian Institute of Health and Welfare (2016d).

Figure 3.5. Heart-related1 hospital admissions by LGA, 2012–14
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Note: ¹Heart-related hospital admissions were for unstable angina, heart attack and heart failure only.

Source: RFDS analysis of Heart Foundation data (Heart Foundation, 2017b).
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CVD accounts for 17% of the total disease burden in Australia and is the single greatest 
contributor to burden of disease (Alston, Allender, Peterson, Jacobs, & Nichols, 2017). One person 
dies every 12 minutes from CVD in Australia, 40% of them prematurely (Dunbar et al., 2017a).

CVD was responsible for 27.7% of all mortality in Australia in 2016 (Australian Bureau of 
Statistics, 2017). Age-standardised death rates demonstrated that males (169 deaths per 
100,000 population) were 1.4 times as likely as females (120 deaths per 100,000 population) 
to die from CVD in 2016 (Australian Bureau of Statistics, 2017).

In 2016, CHD was the leading cause of CVD mortality, accounting for 12.0% of all deaths (Australian 
Bureau of Statistics, 2017). People who died from CHD in 2016 had a median age at death of 85.1 
years (Australian Bureau of Statistics, 2017). CHD has been Australia’s leading cause of death for several 
decades, but death rates have been declining for more than 40 years (Australian Bureau of Statistics, 
2017). The death rate from CHD has decreased by more than a third, from 99.1 deaths per 100,000 
population in 2007 to 62.4 per 100,000 population in 2016 (Australian Bureau of Statistics, 2017).

Overall death rates from CVD, CHD and cerebrovascular disease have progressively decreased for 
males and females in Australia since around 1970 (Figure 3.6) (Australian Institute of Health and Welfare, 
2017b). The large reduction in the CVD death rate “represents a substantial public health gain in terms 
of deaths delayed and years of life extended” (Australian Institute of Health and Welfare, 2017b, p. 4).

Figure 3.6. Death rates for CVD, CHD and cerebrovascular disease, 1950–2015
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3.3 CVD in remote and rural Australia

The term ‘remote and rural’ is used to encompass all areas outside Australia’s major cities. 
This includes areas classified as inner regional (RA2), outer regional (RA3), remote (RA4) and 
very remote (RA5) under the Australian Statistical Geography Standard (ASGS).12 Major cities 
comprise 0.3% of Australia’s land mass (Garvan Research Foundation, 2015) but support 
70% of the population. The remaining population is distributed unevenly throughout inner 

12 For more information on how the RFDS defines remote and rural Australia, go to  
https://www.flyingdoctor.org.au/what-we-do/research/defining-rural-remote/.

https://www.flyingdoctor.org.au/what-we-do/research/defining-rural-remote/.
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regional (18.4%), outer regional (9.1%), remote (4%) and very remote areas (0.9%) (Garvan 
Research Foundation, 2015).

Remoteness influences the nature of health care and involves consideration of the provision 
of services in an environment characterised by isolation and diversity—in geographic, cultural, 
socioeconomic and Indigenous health terms (Smith, Margolis, Ayton, Ross, Chalmers, Giddings, 
Baker, Kelly, & Love, 2008). This, combined with poor resourcing and extreme climate 
conditions, makes living and working in this region challenging.

People from remote and rural Australia generally experience poorer health than people living 
in major cities. They have reduced access to health care, travel greater distances to receive 
medical services, experience higher rates of ill health, and demonstrate higher levels of mortality, 
morbidity and health and disease risk factors, such as smoking, overweight and obesity, and 
alcohol and drug misuse, than people living in major cities (Australian Institute of Health and 
Welfare, 2014a, 2016a). People from remote and rural Australia also demonstrate lower use 
of health services (Australian Institute of Health and Welfare, 2017h).

In 2014–15, the prevalence of CVD, based on self-reported data, varied by location and 
socioeconomic disadvantage (see Figure 3.7). The highest areas of CVD were found in inner 
regional (25%) areas, followed by outer regional and remote (22%), and major cities (21%) 
(Australian Institute of Health and Welfare, 2017c). Rates of CVD were highest in the lowest 
socioeconomic group (25%) compared with 20% in the highest socioeconomic group 
(Australian Institute of Health and Welfare, 2017f).

Figure 3.7. Prevalence of CVD by location and socioeconomic group, persons aged 
18 or over, 2014–15
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3. Data derived from AIHW analysis of ABS Microdata—NHS, 2014–15.

Source: Australian Institute of Health and Welfare (2016d).
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3.4 CVD in Indigenous Australians

“CVD is a major cause of morbidity and mortality among Indigenous Australians. It is more 
common in the Aboriginal and Torres Strait Islander population, and occurs at much younger 
ages compared to the non-Indigenous population” (Australian Institute of Health and Welfare, 
2016b, p. 157) (Figure 3.8).

Figure 3.8. CVD burden (DALY) by age and disease, Indigenous Australians, 2011
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Source: Australian Institute of Health and Welfare (2016b, p. 159).

Figure 3.8 demonstrates that in 2011 the burden from CVD among Indigenous Australians 
was low in childhood but increased rapidly from about age 30 (Australian Institute of Health 
and Welfare, 2016b). Specifically, CHD and stroke contributed significantly to the burden of CVD 
from age 40 onwards (Australian Institute of Health and Welfare, 2016b). The burden from CHD 
peaked at around ages 45–54, and then declined (Australian Institute of Health and Welfare, 
2016b). The burden from stroke peaked at around ages 50–64, and then declined (Australian 
Institute of Health and Welfare, 2016b).

In 2011, CVD burden was greater in Indigenous males than females (58% versus 42%), but this 
varied by type of CVD disease (Figure 3.9) (Australian Institute of Health and Welfare, 2016b). 
“Indigenous males experienced the majority of burden from aortic aneurysm (77%), hypertensive 
heart disease (72%) and CHD (67%), whereas Indigenous females experienced the majority of 
burden due to peripheral vascular disease (68%), rheumatic heart disease (61%), and stroke 
(58%)” (Australian Institute of Health and Welfare, 2016b, p. 160).
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Figure 3.9. Cardiovascular diseases burden (DALY) by disease, proportion for males 
and females, Indigenous Australians, 2011

Total

Aortic aneurysm77.0

71.7

67.1

60.0

52.3

45.0

43.2

42.3

39.2

34.6

31.8

23.0

68.3 41.7

28.3

32.9

40.0

47.7

55.0

56.8

57.7

60.8

65.6

68.2

Hypertensive heart disease

Coronary heart disease

Cardiomyopathy

Atrial fibrillation and flutter

Non-rheumatic valvular disease

Other cardiovascular disease

Stroke

Rheumatic heart disease

Inflammatory heart disease

Peripheral vascular disease

FemalesMales

Source: Australian Institute of Health and Welfare (2016b, p. 158).

CVD is the leading cause of death for Indigenous Australians (Heart Foundation, 2017a). 
CVD was the most common cause of death for Indigenous Australians (24% of deaths) from 
2011 to 2015 (Australian Health Ministers’ Advisory Council, 2017). In 2016, CHD was the 
leading cause of CVD death for Indigenous Australians (Australian Bureau of Statistics, 2017). 
Age-standardised death rates demonstrated that Indigenous Australians (113 deaths 
per 100,000 population) were 1.7 times as likely as non-Indigenous Australians (68 deaths 
per 100,000 population) to die from CHD in 2016 (Australian Bureau of Statistics, 2017).

3.5 Summary

CVD is the leading cause of death worldwide, within Australia, among people from remote and 
rural Australia, and among Indigenous Australians. Although CVD deaths have declined over the 
last 50 years, largely as a result of improved risk factor management, CVD continues to be a major 
cause of morbidity and mortality. The RFDS plays a significant role in the provision of health care 
services to people from remote and rural Australia with CVD. The following chapters describe the 
role of the RFDS in providing services for people from remote and rural Australia with CVD.
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4.0 RFDS health services

The RFDS is one of the largest and most comprehensive aeromedical 
organisations in the world. 

It is a federated health charity which delivers health services through its ‘Sections’ and 
‘Operations,’ comprising RFDS Central Operations (includes South Australia (SA) and the 
Northern Territory (NT)), RFDS Queensland (Qld) Section, RFDS South Eastern Section (includes 
New South Wales (NSW)), RFDS Tasmanian (Tas) Section, RFDS Victorian (Vic) Section, and RFDS 
Western Operations (includes Western Australia (WA)). 

Each of the RFDS Sections and Operations have responsibility for the delivery of health services 
to the communities they serve through the establishment of effective systems and maintenance of 
efficient operations. The Sections and Operations are coordinated at a national level by the RFDS 
of Australia—Federation Company, Canberra.

Using the latest in aviation, medical and communications technology, the RFDS delivers extensive 
PHC and 24-hour emergency service to those who live, work and travel throughout Australia.

Remote and rural Australians with CVD commonly access a range of health care services provided 
by the RFDS. The current chapter provides information on these services, and describes the CVD 
programs provided by the RFDS through its PHC clinics. Chapter 5 presents detailed data on the 
RFDS aeromedical retrieval service and its use by remote and rural Australians with CVD.

4.1 RFDS PHC in remote and rural Australia

The RFDS provides PHC services to people in remote and rural Australia. By providing services 
to people who, because of geographic factors, are beyond reasonable access to normal medical 
infrastructure, the RFDS plays a pivotal role in the provision of universal access to PHC. Within 
the RFDS, PHC is provided through general practice and nursing clinics. In 2016–17, the RFDS 
delivered 5,615 general practice clinics to 37,689 patients and 3,429 nursing clinics to 
18,909 patients. Figure 4.1 shows RFDS clinic locations in 2016–17.
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Figure 4.1. RFDS clinic locations 2016–17
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RFDS PHC clinics provide comprehensive general practice services and offer, and facilitate, all 
aspects of primary medical care. General practice clinics are held on a regular basis in remote 
locations and the frequency of visits depends on local needs. Similar to general practitioners 
(GPs), all RFDS PHC services provide care to people with CVD. Although data on RFDS PHC 
consultations for CVD are unavailable for the current report (but will be included in a separate 
future report on PHC delivered by the RFDS), it is reasonable to assume that the proportion of 
visits to RFDS GPs for CVDs is high.

4.2 Other RFDS health services

The RFDS operates a 24/7 remote telehealth consultation system. In the RFDS, remote 
consultations describe telephone calls that that come into an RFDS base from individuals or 
health workers in remote and rural areas who require medical assistance or advice from an 
RFDS doctor. This service supports the aeromedical retrieval service and provides a service to 
remote and rural residents who require doctor or nurse consultations. In most cases, the patient 
has no permanent medical services available and limited, if any, access to a hospital (Centre for 
International Economics, 2015). Unlike other remote consultation services, which are more akin 
to triage and referral services, the RFDS remote consultation service seeks to resolve medical 
issues for the patient (Centre for International Economics, 2015). Calls to this service range from 
GP services to assist in managing chronic conditions, such as diabetes or asthma, to emergency 
calls around heart attacks, stoke, injuries etc. Remote consultations are also used to assist in 
managing chronic CVD. Many issues discussed in remote consultations are resolved without 
patients needing to be transported to hospital or requiring additional evaluation (Centre for 
International Economics, 2015).

Other health services provided by the RFDS include: non-emergency patient ground transport 
services in Vic, NSW, Tas and SA; emergency patient ground transport services in SA; 
repatriation services; evacuations by charter aircraft from tour vessels along the Kimberly coast; 
assistance with staffing other aeromedical services that provide rescue activities; medical chests; 
oral health services; outreach programs; health promotion and education activities; clinic charter 
services; telehealth services, including access to specialist services via videolink in Victoria and 
a national trial of GP telehealth services which connect patients with GPs using videolink; 
and mental health, psychology and social and emotional wellbeing services.



33CARDIOVASCUL AR  HEALTH IN REMOTE AND RURAL COMMUNITIES

4
.3

 C
V

D
-s

p
e

c
if

ic
 h

e
al

th
 s

e
rv

ic
e

s 
p

ro
vi

d
e

d
 b

y 
th

e
 R

FD
S

In
 a

d
d

iti
on

 t
o 

th
e 

ca
re

 p
ro

vi
d

ed
 t

o 
p

eo
p

le
 w

ith
 C

V
D

 t
hr

ou
gh

 t
he

 P
H

C
 p

la
tf

or
m

, 
th

e 
R

FD
S

 p
ro

vi
d

es
 s

er
vi

ce
s 

fo
cu

se
d

 o
n 

C
V

D
. 

In
 2

01
7,

 t
he

 R
FD

S
 d

el
iv

er
ed

 s
er

vi
ce

s 
th

ro
ug

h 
st

at
e-

 o
r 

te
rr

ito
ry

-b
as

ed
 p

ro
gr

am
s 

in
 S

A
, 

Ta
s,

 V
ic

 a
nd

 Q
ld

. 
Ta

b
le

 4
.1

 li
st

s 
th

es
e 

se
rv

ic
es

, 
an

d
 fo

r 
ea

ch
 s

er
vi

ce
 p

ro
vi

d
es

 in
fo

rm
at

io
n 

on
: 

th
e 

na
m

e 
of

 t
he

 
p

ro
gr

am
; 

th
e 

se
rv

ic
e 

m
od

el
, 

in
cl

ud
in

g 
in

fo
rm

at
io

n 
on

 t
he

 d
el

iv
er

y 
p

la
tf

or
m

; 
th

e 
ge

og
ra

p
hi

ca
l a

re
a 

it 
se

rv
ic

es
; 

th
e 

or
ga

ni
sa

tio
ns

 it
 w

or
ks

 in
 p

ar
tn

er
sh

ip
 w

ith
; 

w
ho

 
fu

nd
s 

th
e 

p
ro

gr
am

; 
th

e 
nu

m
b

er
 a

nd
 t

yp
e 

of
 s

ta
ff 

em
p

lo
ye

d
; 

th
e 

se
rv

ic
es

 p
ro

vi
d

ed
; 

an
d

 a
d

d
iti

on
al

 n
ot

es
 a

b
ou

t 
th

e 
p

ro
gr

am
. 

C
as

e 
st

ud
ie

s 
ar

e 
al

so
 p

ro
vi

d
ed

 t
o 

sh
ow

ca
se

 s
om

e 
of

 t
he

 R
FD

S
 p

ro
gr

am
s 

an
d

 t
o 

d
es

cr
ib

e 
th

ei
r 

im
p

ac
t.

T
ab

le
 4

.1
. R

FD
S

 C
V

D
 s

e
rv

ic
e

s

S
ec

ti
o

n
 o

r 
O

p
er

at
io

n
P

ro
g

ra
m

 n
am

e
P

ar
tn

er
sh

ip
s 

D
at

es
 

S
er

vi
ce

 m
o

d
el

S
er

vi
ce

s 
p

ro
vi

d
ed

 (
e.

g
. 

g
ro

u
p

 e
xe

rc
is

e 
cl

as
s;

 c
lin

ic
, 

te
le

h
ea

lt
h

 a
p

p
o

in
tm

en
t)

A
re

a 
se

rv
ic

ed
W

h
o

 d
el

iv
er

s 
th

e 
p

ro
g

ra
m

C
en

tr
al

 
O

p
er

at
io

n
s 

(S
A

)

C
V

D
 r

is
k 

id
en

tifi
ca

tio
n,

 
st

ra
tifi

ca
tio

n 
an

d 
m

an
ag

em
en

t

P
rim

ar
y 

he
al

th
 

ne
tw

or
k 

(P
H

N
)

20
17

–1
8

 
>

Te
le

he
al

th
 b

y 
vi

d
eo

co
nf

er
en

ce
 

an
d

 t
el

ep
ho

ne
 p

lu
s 

fly
-i

n 
fly

-o
ut

 s
er

vi
ce

 fo
r 

re
m

ot
e 

co
m

m
un

iti
es

 

 
>

In
te

gr
at

ed
 a

s 
a 

va
lu

e-
ad

d
 t

o 
ex

is
tin

g 
te

le
he

al
th

 a
nd

 fl
y-

in
 

fly
-o

ut
 c

lin
ic

s

1.
 T

ar
ge

te
d 

sc
re

en
in

g 
to

 id
en

tif
y 

ph
ys

io
lo

gi
ca

l 
an

d 
be

ha
vi

ou
ra

l r
is

k 
fa

ct
or

s

2.
 P

ro
ce

ss
 o

f r
is

k 
st

ra
tifi

ca
tio

n 
to

 id
en

tif
y 

“a
t r

is
k”

 p
op

ul
at

io
n 

du
e 

to
 la

te
nt

 m
ed

ic
al

 
co

nd
iti

on
s 

w
hi

ch
 p

re
di

sp
os

e 
pa

tie
nt

 to
 C

V
D

3.
 C

la
ss

ifi
ca

tio
n 

of
 C

V
D

 r
is

k 
in

to
 c

oh
or

ts
—

hi
gh

, 
in

te
rm

ed
ia

te
 a

nd
 lo

w

4.
 D

el
iv

er
y 

of
 p

rim
ar

y 
pr

ev
en

tio
n 

ed
uc

at
io

n,
 

m
ot

iv
at

io
n 

an
d 

tr
ai

ni
ng

 fo
r 

lif
es

ty
le

 c
ha

ng
e 

fo
r 

al
l c

oh
or

ts

5.
 P

ro
vi

de
 in

te
ns

e 
m

an
ag

em
en

t a
nd

 fo
llo

w
-u

p 
to

 h
ig

h-
ris

k 
co

ho
rt

6.
 D

el
iv

er
 a

 c
om

pr
eh

en
si

ve
 p

ro
gr

am
 to

 
hi

gh
-r

is
k 

co
ho

rt
 in

cl
ud

in
g 

lif
es

ty
le

 a
nd

 
ph

ar
m

ac
ol

og
ic

al
 tr

ea
tm

en
t

B
as

ed
 o

ut
 o

f P
or

t 
A

ug
us

ta
 o

n 
th

e 
tr

ad
iti

on
al

 fl
y-

in
 

fly
-o

ut
 fo

ot
p

rin
t

A
 n

ur
se

 w
or

ks
 (i

n 
a 

ge
ne

ra
l p

ra
ct

ic
e 

nu
rs

e 
ca

p
ac

ity
) t

o 
su

p
p

or
t 

th
e 

ex
is

tin
g 

p
rim

ar
y 

he
al

th
 t

ea
m

 t
o 

ac
hi

ev
e 

th
e 

ta
rg

et
ed

 e
xp

an
si

on
 

in
 s

er
vi

ce
 d

el
iv

er
y

R
F

D
S

 
Ta

sm
an

ia
 

R
FD

S
 P

rim
e 

M
ov

er
 

In
te

gr
at

ed
 C

ar
d

ia
c 

an
d

 P
ul

m
on

ar
y 

R
eh

ab
ili

ta
tio

n 
P

ro
gr

am
 

 
>

P
rim

ar
y 

H
ea

lth
 

Ta
sm

an
ia

 
>

La
un

ce
st

on
 

G
en

er
al

 
H

os
pi

ta
l–

C
ar

di
ac

/ 
P

ul
m

on
ar

y 
R

eh
ab

ilit
at

io
n 

un
it

 
>

C
ha

rle
s 

C
lin

ic
 

H
ea

rt
 C

ar
e

20
17

–
on

go
in

g
 

>
In

iti
al

ly
 o

ne
 m

ai
nt

en
an

ce
 

(p
ha

se
 3

) c
ar

d
ia

c 
re

ha
b

ili
ta

tio
n/

 p
ul

m
on

ar
y 

re
ha

b
ili

ta
tio

n 
cl

as
s 

p
er

 w
ee

k,
 

p
ot

en
tia

lly
 in

cr
ea

si
ng

 t
o 

tw
o 

d
ep

en
d

in
g 

on
 d

em
an

d

 
>

D
el

iv
er

ed
 t

hr
ou

gh
 t

he
 

P
H

C
 p

la
tf

or
m

Th
is

 r
eh

ab
ili

ta
tio

n 
m

ai
nt

en
an

ce
 p

ro
gr

am
 

in
vo

lv
es

 in
iti

al
 p

ar
tic

ip
an

t 
as

se
ss

m
en

t,
 

ex
er

ci
se

 t
ra

in
in

g,
 e

d
uc

at
io

n 
an

d
 s

oc
ia

l 
su

p
p

or
t.

 T
he

 e
xe

rc
is

e 
tr

ai
ni

ng
 a

nd
 e

d
uc

at
io

n 
cl

as
se

s 
w

ill
 h

av
e 

a 
fo

cu
s 

on
 t

ea
ch

in
g 

p
ar

tic
ip

an
ts

 a
b

ou
t 

th
ei

r 
lu

ng
s 

an
d

 h
ea

rt
, 

ho
w

 
to

 e
xe

rc
is

e,
 h

ow
 t

o 
p

er
fo

rm
 a

ct
iv

iti
es

 o
f d

ai
ly

 
liv

in
g 

w
ith

 le
ss

 s
ho

rt
ne

ss
 o

f b
re

at
h 

an
d

 h
ow

 
to

 li
ve

 m
or

e 
ea

si
ly

 w
ith

 t
he

ir

N
or

th
 e

as
te

rn
/ 

ea
st

er
n 

Ta
sm

an
ia

n 
LG

A
s 

cu
rr

en
tly

 
se

rv
ic

ed
 b

y 
R

FD
S

 
Ta

sm
an

ia
 P

H
C

, 
in

cl
ud

in
g:

 
>

G
eo

rg
e 

To
w

n

 
>

D
or

se
t

 
>

B
re

ak
 O

 D
ay

 
>

Fl
in

d
er

s 
Is

la
nd

 
>

G
la

m
or

ga
n 

S
p

rin
g 

B
ay

D
el

iv
er

ed
 b

y 
th

e 
p

hy
si

ca
l h

ea
lth

 w
or

ke
r 

th
at

 o
cc

up
ie

s 
ea

ch
 

LG
A

. 
P

ro
gr

am
 

ov
er

se
en

 b
y 

se
ni

or
 

ex
er

ci
se

 p
hy

si
ol

og
is

t



34 ROYAL FLYING DOCTOR SERVICE OF AUSTRALIA

V
ic

to
ri

an
 

S
ec

ti
o

n
Fl

yi
ng

 D
oc

to
r 

Te
le

he
al

th
S

m
al

l R
ur

al
 

R
es

ea
rc

h 
Te

am
20

17
Te

le
he

al
th

 v
ia

 t
he

 F
ly

in
g 

D
oc

to
r 

Te
le

he
al

th
 P

la
tf

or
m

Th
e 

se
rv

ic
e 

al
lo

w
s 

fo
r 

ru
ra

l p
at

ie
nt

s 
to

 a
cc

es
s 

a 
ca

rd
io

lo
gi

st
 v

ia
 v

id
eo

lin
k 

te
le

he
al

th
 fo

r 
a 

ra
ng

e 
of

 p
ro

b
le

m
s

S
er

vi
ce

 is
 a

va
ila

b
le

 
in

 a
ll 

ru
ra

l a
re

as
 o

f 
V

ic
to

ria
, 

in
cl

ud
in

g 
in

 A
C

C
H

O
s

C
ar

di
ol

og
is

t. 
P

at
ie

nt
s 

ar
e 

su
pp

or
te

d 
by

 a
n 

ap
po

in
tm

en
t f

ac
ilit

at
or

 a
t 

th
ei

r l
oc

al
 h

ea
lth

 s
er

vi
ce

Q
u

ee
n

sl
an

d
 

S
ec

ti
o

n
H

ea
lth

y 
lif

es
ty

le
 

ed
uc

at
io

n
N

il
O

ng
oi

ng
D

el
iv

er
ed

 in
-p

er
so

n.
 T

he
 

p
ro

gr
am

 w
as

 s
et

 u
p

 w
ith

 t
he

 
go

al
 o

f p
ro

m
ot

in
g 

th
e 

b
en

efi
ts

 o
f 

he
al

th
 a

nd
 w

el
lb

ei
ng

 in
 r

em
ot

e 
co

m
m

un
iti

es
 t

hr
ou

gh
 d

ed
ic

at
ed

 
fie

ld
 d

ay
s

E
d

uc
at

io
n 

re
ga

rd
in

g 
C

V
D

 r
is

k 
fa

ct
or

s 
at

 fi
el

d 
d

ay
s,

 w
hi

ch
 a

re
 h

el
d

 in
 r

em
ot

e 
to

w
ns

R
em

ot
e 

an
d

 r
ur

al
 

lo
ca

tio
ns

 w
he

re
 

fie
ld

 d
ay

s 
ar

e 
he

ld

D
el

iv
er

ed
 in

-p
er

so
n 

by
 a

 
he

al
th

 te
am

. T
ea

m
s 

m
ay

 
in

cl
ud

e 
do

ct
or

s,
 n

ur
se

s,
 

m
en

ta
l h

ea
lth

 
pr

of
es

si
on

al
s 

an
d 

he
al

th
 

pr
om

ot
io

n 
of

fic
er

s

S
o

u
th

 
E

as
te

rn
 

S
ec

ti
o

n

Fi
el

d
 d

ay
s

N
il

O
ng

oi
ng

H
ea

lth
 c

he
ck

s
P

ro
vi

si
on

 o
f h

ea
lth

 c
he

ck
s 

to
 in

cr
ea

se
 t

he
 

ch
an

ce
s 

of
 e

ar
ly

 d
et

ec
tio

n 
an

d
 a

 p
os

iti
ve

 
ou

tc
om

e 
th

ro
ug

h 
ch

an
ge

s 
to

 li
fe

st
yl

e,
 

d
ie

t 
or

 m
ed

ic
al

 t
re

at
m

en
t

R
em

ot
e 

an
d

 r
ur

al
 

lo
ca

tio
ns

 w
he

re
 

fie
ld

 d
ay

s 
ar

e 
he

ld

D
el

iv
er

ed
 in

-p
er

so
n 

b
y 

a 
he

al
th

 t
ea

m
. 

Te
am

s 
m

ay
 in

cl
ud

e 
d

oc
to

rs
, 

nu
rs

es
, 

m
en

ta
l h

ea
lth

 
p

ro
fe

ss
io

na
ls

 a
nd

 
he

al
th

 p
ro

m
ot

io
n 

of
fic

er
s

S
ec

ti
o

n
 o

r 
O

p
er

at
io

n
P

ro
g

ra
m

 n
am

e
P

ar
tn

er
sh

ip
s 

D
at

es
 

S
er

vi
ce

 m
o

d
el

S
er

vi
ce

s 
p

ro
vi

d
ed

 (
e.

g
. 

g
ro

u
p

 e
xe

rc
is

e 
cl

as
s;

 c
lin

ic
, 

te
le

h
ea

lt
h

 a
p

p
o

in
tm

en
t)

A
re

a 
se

rv
ic

ed
W

h
o

 d
el

iv
er

s 
th

e 
p

ro
g

ra
m



35CARDIOVASCUL AR  HEALTH IN REMOTE AND RURAL COMMUNITIES

The service models include; drive-in drive-out face-to-face services, fly-in fly-out face-to-face 
services, telehealth support, videoconferencing, delivery of information sessions and field days.

RFDS programs may be delivered in partnership, including with other health services, community 
organisations, federal and state/territory governments, or Indigenous organisations, and may 
include funding from federal, state/territory and local governments, or PHNs.

Staff delivering the programs vary depending on the program being delivered but typically 
include a mix of clinicians such as doctors (including specialists), nurses, allied health 
professionals and administrative staff.

Models of care and services provided depend on the program being accessed. Services include: 
CVD risk identification, stratification and management; healthy lifestyle education; field days; 
rehabilitation services; and telehealth videolinks between patients and cardiologists 
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CASE STUDY  >  TASMANIAN RFDS PRIME MOVER INTEGRATED CARDIAC AND 
PULMONARY REHABILITATION PROGRAM

Program Aims

I. Maximise physical, psychological and social functioning to enable people with 
cardiovascular and pulmonary disease to lead fulfilling lives with confidence.

II. Develop a supportive, individualised exercise and education treatment program 
that promotes self-management.

III. Introduce and encourage behaviours that may minimise the risk of further 
cardiac events and exacerbation frequency for participants living with CVD and/or 
lung conditions whilst promoting the benefits associated with exercise-based 
rehabilitation programs, including:

 > Increased exercise tolerance and improved physical function.

 > Reduced breathlessness.

 > Improved quality of life.

 > Improved mood and motivation.

 > Improved knowledge of condition and management.

 > Increased participation in everyday activities.

Educational sessions will include topics such as:

 > Maintaining healthy behaviours around smoking cessation, good nutrition, and exercise.

 > Goal setting and motivation.

 > Falls prevention and balance.

 > Effects of physical inactivity.
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5.0 Aeromedical transport of Australians 
with CVD in remote and rural Australia 

Although the RFDS delivers PHC and CVD-specific services to many remote 
and rural communities, not all communities can access prevention, early 
intervention or treatment services. Even in remote and rural communities where 
these services are provided, there may be times when individuals experience an 
acute CVD event that necessitates transportation to hospital to receive urgent 
medical care. Many remote and rural areas do not have access to comprehensive 
local medical services, and are either difficult to access by road or too remote 
to enable timely hospital transfer by road ambulance. Consequently, aeromedical 
transport by the RFDS may be the most effective way of transporting a patient 
to hospital to receive care for an acute episode of CVD.

Within national hospital statistics, data are reported on the care of Australians who attend 
hospital for CVD. The outcomes for people from remote and rural Australia who arrive at 
hospital via an aeromedical transport as the result of a CVD are also captured in these data. 
However, not all components of care provided to people from remote and rural Australia 
who are transported via an RFDS aeromedical transport for CVD are reported in national data. 
Specifically, the number of patients transported by the RFDS for CVD, and demographic data 
have not been previously reported by the RFDS. As a result, the full impact of CVD on people 
from remote and rural Australia has likely been underestimated, and not brought to the 
attention of policymakers.

The current chapter, therefore, presents aeromedical transport data for people from remote and 
rural Australia transported to hospital to receive care for CVD, for the period from 1 July 2013 
to 31 December 2016.

5.1 Aeromedical transport

In major cities, the care of sick or injured Australians is characterised by timely access to 
emergency services, including road ambulance and hospital services. However, most Australian 
states and territories have areas that are inaccessible by road or have no local medical services. 
Consequently, patients sustaining illnesses and injuries may need to be transported long 
distances, in emergency situations, to receive definitive care in an appropriate hospital 
(McDonell, Aitken, Elcock, & Veitch, 2009). The RFDS, as a provider of aeromedical transport 
services, fills this gap and provides a vital service to people from remote and rural Australia who 
require emergency medical treatment in a tertiary hospital for any reason, and who are unable to 
access local emergency medical treatment in a hospital, due to their remoteness.

The RFDS operates a 24/7 aeromedical transport service, supported by a 24/7 telehealth system, to 
patients who live, work or travel in remote and rural Australia and who experience a medical emergency 
requiring definitive care in a tertiary hospital. Patients requiring definitive care in an appropriate hospital 
are transported via a primary evacuation13 or inter-hospital transfer,14 known as an aeromedical 
transport. The RFDS operates its aeromedical transport service from 23 bases in Australia (Figure 5.1).

13 Primary evacuation: “The provision of emergency medical services to victims of illness or accident who are in a serious or 
potentially life threatening condition who are beyond the normal medical infrastructure and who require transport and/or medical 
and nursing care during transport to the nearest suitable hospital (including all fixed wing air transport services directly related to 
these emergency medical services) but excluding transfers from one hospital to another” (Aspex Consulting, 2014, p. 7).

14 Inter-hospital transfer: “Transfer of patients between hospitals designated as normal medical infrastructure to get specialist 
treatment and life-saving surgery required” (Aspex Consulting, 2014, p. 34).
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Figure 5.1. RFDS national aeromedical footprint
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5.2 RFDS tasking and transport process

The transport of sick or injured patients from remote and rural Australia can be challenging. 
There is a requirement for practitioners to possess a broad range of critical care skills and 
to be able to apply them in a highly restrictive and unpredictable environment. To deliver 
comprehensive care to sick or injured people from remote and rural Australia, remote and rural 
trauma systems also need to be well organised and coordinated (Norton & Kobusingye, 2013). 
Such services need to integrate prehospital care, transport, and trauma centre components, 
while also maximising the use of local health resources (Norton & Kobusingye, 2013).

There are many people who play an important role in the prehospital care of sick or injured 
remote and rural Australians. These are first responders—the people who work to provide 
medical care to a sick or injured person until the RFDS arrives. First responders may include 
members of the public, family, friends, work colleagues, staff from nursing posts or small rural 
hospitals, staff from ACCHOs, paramedics, local GPs, etc.

Once first responders have made contact with the RFDS, and a decision to retrieve a patient 
has been made, planning the transport process commences (Margolis & Ypinazar, 2009). 
Medical treatment is most often initiated prior to the arrival of the RFDS medical crew, by 
on-the-ground primary and secondary health care services (Margolis & Ypinazar, 2009). RFDS 
doctors provide advice and assistance to those providing immediate care for a sick or injured 
patient via the RFDS telehealth service (Margolis & Ypinazar, 2009), which may include 
prescribing the use of items from an RFDS medical chest—a secure package of pharmaceutical 
and non-pharmaceutical items held by custodians in remote areas of Australia. This is especially 
important for primary response transports to locations without any health care facilities (Margolis 
& Ypinazar, 2009) or where there is limited health infrastructure and health professionals to assist 
with sustaining the life of a patient requiring critical care.
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5.3 RFDS data collection and coding

The RFDS collects patient information for each aeromedical transport. Patient notes may be 
handwritten by the transport doctor or flight nurse, and entered into specific databases, or 
electronically recorded at the point of care. Twice a year, each of the RFDS companies provides 
data to the RFDS of Australia. A health data analyst then collates, cleans and standardises the 
data prior to it being analysed and reported on.

RFDS clinical data from July 2013 to December 2016 are coded using the ICD-10-AM, at chapter level.

5.3.1 Classifying RFDS data

RFDS data presented in the current report were coded under Chapter 9 of the ICD-10-AM—
diseases of the circulatory system, as described in Chapter 2.

The RFDS has traditionally only reported aeromedical transport data at the ICD-10-AM chapter 
heading level. In July 2016 the RFDS Sections and Operations commenced providing more 
comprehensive aeromedical transport data for analysis. In addition to ICD sub-chapter level 
data, ICD 3-character level data were provided for analysis for the six-month period from 1 July 
2016 to 31 December 2016.

The RFDS aeromedical data collection is a unit-record level database of administrative data. 
Among the variables collected are:

 > The RFDS Section or Operation responsible for the transport (Central Operations, 
Western Operations, South Eastern Section,15 Queensland Section);

 > Transport date (day/month/year);

 > Transport airstrip (name, latitude and longitude);

 > Patient’s age (both age in years and five-year age group);

 > Gender (male, female and other); and

 > Indigenous status (Indigenous, non-Indigenous, foreigner (some Sections/Operations), unknown).

Data around the Section or Operation tasked with performing the aeromedical transport, 
transport date, patient’s age and Indigenous status were recoded into categorical variables: 
the Section or Operation tasked with performing the aeromedical transport was recoded into 
the state/territory from where the patient was retrieved;16 transport date was recoded by month 
and year; patient’s age was recoded into discrete five-year and ten-year age groupings; and 
‘foreigners’ were recoded as non-Indigenous Australians for the Section/Operation that had 
employed this coding category, in line with national RFDS data.

Within the RFDS, versions 9 and 10 of the ICD were initially used to code diseases of the circulatory 
system. To facilitate consistency, data were re-categorised according to ICD-10-AM 8th Edition.

5.3.2 Data analyses

All data were analysed using IBM SPSS Statistics for Windows, Version 24.0 or Microsoft Excel 2016.

All analyses used unweighted data, included patients who were transported by the RFDS and 
required definitive care in a tertiary hospital for CVD.

RFDS aeromedical transport data are provided for all Australians that underwent an aeromedical 
transport for a CVD. Data were then analysed by Indigenous status, age, gender, and state or 
territory from which they were retrieved, and results from this data analysis are presented.

15 RFDS aeromedical transport data presented in the current discussion paper excludes RFDS flights from Mascot airport, which 
are tasked by Ambulance NSW. It also excludes transports from Tasmania that are undertaken by RFDS under the Ambulance 
Tasmania contract.

16 For example, a flight may be tasked from Essendon airport in Victoria to pick up a patient in NSW. As the patient was retrieved 
from NSW, it would be coded as a NSW transport.
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Aeromedical transport data around the 10 clinical sub-chapters of CVD, and 3-item ICD 
codes of CVD, are presented for a six-month period from 1 July to 31 December 2016. 
All CVD occasions of service, that had been assigned a 3-item ICD-10-AM diagnosis code 
(n=2,768) by an RFDS clinician were included in the analysis.

Crude rates, age-specific rates and age-standardised17 data are also presented in this chapter 
of the report. Age-specific rates reflect the number of people for a specific age group, expressed 
per 1,000 population. Rates reported by unit of population have also been age-standardised to 
control for the confounding effect introduced by variations in age compositions of the Indigenous 
and non-Indigenous populations. The direct method was used with the Standard Population for 
Use in Age-Standardisation (Australian Bureau of Statistics, 2013a), by five-year age groups. 
Ages 65 and older have been aggregated into a single age group to address volatility in small 
numbers. Age-standardised rates were calculated using an age-standardised rate Excel 
workbook (Ransom, 2011) and confirmed using a Direct Age-Standardisation Calculation Tool 
(Taylor & Morrell, 2015). Age-standardised rates are expressed per 100,000 population.

5.4 Results

Between July 2013 and December 2016, the RFDS conducted 95,723 aeromedical transports,18 
equivalent to 526 aeromedical transports per week, or 75 per day.

Of these, 20,379 (21.3%) were for diseases of the circulatory system. Diseases of the circulatory 
system were the most common reason for a transport.

When aeromedical transport data for diseases of the circulatory system, between July 2013 and 
December 2016, were analysed (Figure 5.2), the following was observed:

 > An average of 112 patients per week or 16 patients per day were transported for CVD.

 > On average, per day, 10.1 (63%) were male and 5.9 (37%) were female, a ratio of 1.7 males 
for every female.

 > All age groups were represented.

 > The mean age group was 55–59 years.

 > More than one-third (35.3%) were aged 60–74 years.

 > 1.0% were children under the age of 4 years.

 > Aeromedical transport rates increased for each 5-year age group from 5–9 years to 65–69 years.

 > Males were more common in all age groups except for 10–14 years, 15–19 years, 20–24 
years and 25–29 years.

 > Females aged 20–24 years were observed at 1.9 times the rate of males.

 > Males aged 55–59 years (2.3 times), 60–54 years (2.1 times), 65–69 years (2.3 times), 
and 70–74 years (2.1 times) were more likely than females of the same age group to undergo 
an aeromedical transport.

17 Age-standardisation: “A method of removing the influence of age when comparing populations with different age structures. 
This is usually necessary because the rates of many diseases vary strongly (usually increasing) with age. The age structures of the 
different populations are converted to the same ‘standard’ structure, and then the disease rates that would have occurred with that 
structure are calculated and compared” (Harrison & Henley, 2014, p. 137).

18 Each aeromedical transport is recorded as one occasion of service.
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Figure 5.2. Gender of Australians, by age group, who underwent an aeromedical 
transport for CVD, July 2013–December 2016
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5.4.1 Aeromedical transports for CVD by Indigenous status

When aeromedical transports for CVD were considered by Indigenous status, a number of 
differences were observed (Table 5.1).

Table 5.1. Demographic data for non-Indigenous and Indigenous Australians who 
underwent an aeromedical transport for CVD, July 2013–December 2016

Variable Non-Indigenous1 Indigenous1 All persons2

Number retrieved N=13,632 (80.5%) N=3,302 (38.9%) 20,379

Age3

Age range <4 years to 85+ years <4 years to 85+ years <4 years to 85+ years

Mean age group 60–64 years 50–54 years 55–59 years

Highest number 
of transports

65–69 years  
(N=1,871, 13.7%)

50–54 years  
(N=503, 15.2%)

65–69 years  
(N=2482, 12.2%)

Gender4

Male n=8,993 (66.0%) n=1,692 (51.3%) N=10,685 (63.1%)

Female n= 4,635 (34.0%) n=1,608 (48.7%) N=6,243 (36.9%)

Proportion Males 1.9 times as likely as 
females to be transported

Males 1.1 times as likely as 
females to be transported

Males 1.7 times as likely as 
females to be transported

Notes:

1 Includes data only for patients whose Indigenous status was known (N=16,934).

2 Includes data for all patients (N=20,379), comprising non-Indigenous (N=13,632); Indigenous (N=3,302); and Indigenous status 
unknown (N=3,445).

3 Excludes patients whose age was unknown.

4 Excludes patients whose gender was unknown.
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The data demonstrated that:

 > For patients whose Indigenous status was known (n=16,934), around four-fifths were 
non-Indigenous (n=13,632, 80.5%) and one-fifth were Indigenous (n=3,302, 19.5%);

 > Both non-Indigenous and Indigenous Australians retrieved for CVD ranged in age from 4 years 
or younger to 85 years or older;

 > The mean age at which a non-Indigenous Australian was retrieved for CVD was 60–64 years, 
while the mean age at which an Indigenous Australian was retrieved for CVD was 50–54 years;

 > Non-Indigenous males (n=8,993, 66.0% of non-Indigenous transports) were 1.9 times as likely 
as non-Indigenous females (n=4,635, 34.0% of non-Indigenous transports) to undergo an 
aeromedical transport for CVD;

 > Indigenous males (n=1,692, 51.3% of Indigenous transports) were 1.1 times as likely as 
Indigenous females (n=1,608, 48.7% of Indigenous transports) to undergo an aeromedical 
transport for CVD.

Population pyramids, presenting non-Indigenous and Indigenous aeromedical transport data 
for CVD, by gender and five-year age groups, were developed and enable further comparisons 
to be made by Indigenous status (Figures 5.3 and 5.4).

Figure 5.3. Gender of non-Indigenous Australians, by age group, who underwent 
an aeromedical transport for CVD, July 2013–December 2016
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Figure 5.4. Gender of Indigenous Australians, by age group, who underwent an 
aeromedical transport for CVD, July 2013–December 2016 
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The population pyramids demonstrate that, for non-Indigenous Australians:

 > The mean age for a non-Indigenous person was 60–64 years;

 > Half (50.0%) of non-Indigenous people were aged 60–79 years;

 > Rates of transport for CVD were highest for non-Indigenous Australians aged 65–69 years—
comprising 13.7% of non-Indigenous people;

 > Non-Indigenous males were most likely to undergo an aeromedical transport for CVD between 
the ages of 65 and 69 years (9.8% of all non-Indigenous people), whereas non-Indigenous 
females were most likely to undergo an aeromedical transport between the ages of 75 and 
79 years (4.4% of all non-Indigenous people);

 > Non-Indigenous males were more likely to undergo an aeromedical transport than non-
Indigenous females for all age groups except 20–24 years and 25–29 years;

 > 0.8% of non-Indigenous people were children under the age of 15 years; and

 > 14.8% of non-Indigenous people were 80 years of age or older.

The population pyramids demonstrate that, for Indigenous Australians:

 > The mean age for an Indigenous patient was 50–54 years;

 > More than half (50.4%) of Indigenous people were aged 40–59 years;

 > Rates of transport for CVD were highest for Indigenous Australians aged 50–54 years—
comprising 15.2% of Indigenous patients;

 > Indigenous males were most likely to undergo an aeromedical transport for CVD between the 
ages of 50 and 54 years (8.5% of all Indigenous patients), whereas Indigenous females were 
most likely to undergo an aeromedical transport between the ages of 50 and 54 years 
(6.7% of all Indigenous patients);
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 > Indigenous males were more likely to undergo an aeromedical transport than Indigenous 
females for the following age groups; 35–39 years; 40–44 years; 45–49 years; 50–54 years; 
65–69 years; whereas Indigenous females were more likely to undergo an aeromedical 
transport than Indigenous males for the following age groups: 10–14 years; 15–19 years; 
20–24 years; 30–34 years; 55–59 years; and 75–79 years; for the remaining age groups, 
transport rates were the same;

 > 5.0% of Indigenous patients were children under the age of 15 years; and

 > 2.5% of patients were 80 years of age or older.

5.4.2 Age-standardised and age-specific aeromedical transport rates

Age-standardised data demonstrated that Indigenous Australians (717 per 100,000 population) 
were 14.2 times more likely to be transported than non-Indigenous Australians (51.0 per 
100,000 population). Indigenous males (788.8 per 100,000 population) were 11.3 times 
more likely undergo an aeromedical transport than non-Indigenous males (69.6 per 
100,000 population). Indigenous females (655.4 per 100,000 population) were 19.7 times 
more likely non-Indigenous females (33.3 per 100,000) during the same period.

Age-specific aeromedical transport rates between July 2013 to December 2016 are shown 
in Figure 5.5. For all age groups, age-specific transport rates were higher among Indigenous 
Australians than non-Indigenous Australians.

Figure 5.5. Age-specific aeromedical transport rates by the RFDS for CVD, 
by Indigenous status, and ratio of Indigenous to non-Indigenous patients, 
July 2013–December 2016 (transports per 1,000 population)
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Overall, the age-specific transport rate from July 2013–December 2016 was highest in 
Indigenous Australians aged 65 years or older (19.4 per 1,000 population), closely followed 
by Indigenous Australians aged 60–64 years (16.3 per 1,000 population) and 50–54 years 
(14.8 per 1,000 population).

Age-specific aeromedical transport rates for non-Indigenous Australians ranged from less 
than 0.01 transports per 1,000 population (non-Indigenous children under 10 years of age) 
to 2.1 transports per 1,000 population (non-Indigenous Australians aged 65 years or older).
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Age-specific aeromedical transport rates for Indigenous Australians ranged from 0.6 transports 
per 1,000 population (Indigenous children under 10 years of age) to 19.4 transports per 
1,000 population (Indigenous Australians aged 65 or older)

Indigenous Australians of all age groups were between 9.0 times and 56.1 times as likely as 
non-Indigenous Australians to be retrieved for CVD. Specifically, Indigenous Australians aged 
5–9 years were 56.1 times likely as non-Indigenous Australians of the same age to undergo an 
aeromedical transport for CVD as likely) and 40–44 years (28.4 times as likely) were more likely 
than their non-Indigenous peers of the corresponding age groups to undergo an aeromedical 
transport for CVD. Although Indigenous children aged under five years, and 5–9 years were 
56.1 and 40.9 times (respectively) as likely as non-Indigenous children to undergo an 
aeromedical transport, the very low transport rates amongst this age group should be 
considered when interpreting this result.

5.4.3 Demand for aeromedical transports

Demand for aeromedical transports for CVD, by non-Indigenous and Indigenous Australians, 
from July 2013 to June 2016, is shown in Figures 5.6 and 5.7, respectively.

Figure 5.6. Spatial distribution of transports for CVD by non-Indigenous 
Australians, July 2013–June 2016
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Figure 5.7. Spatial distribution of transports for CVD by Indigenous Australians, 
July 2013–June 2016

Figure 5.6 demonstrates that the greatest number of non-Indigenous patients were from 
Rockhampton (Qld). In Qld, the majority of aeromedical transports for CVD were from 
Rockhampton, Hervey Bay, Bundaberg, Brisbane, Cairns and Townsville. In NSW, the majority 
of transports were from Broken Hill, Dubbo and Tamworth. In SA, the majority of aeromedical 
transports for CVD were from Adelaide, Mt Gambier, Kadina and Port Lincoln. In the NT, the 
majority of transports were from Alice Springs. In WA, aeromedical transports for CVD were most 
likely to occur in Kalgoorlie, Jandakot, Albany and Geraldton. There was consistent demand for 
transporting non-Indigenous patients in the remaining remote and rural areas of Australia.

Figure 5.7 demonstrates that the greatest number of Indigenous patients were from Alice 
Springs (NT). In Qld, the majority of aeromedical transports for CVD were from Cairns, 
Rockhampton and Mt Isa. In NSW, the majority of transports were from Broken Hill. In SA, 
the majority of aeromedical transports for CVD were from Adelaide. In the NT, the majority 
of transports were from Alice Springs. In WA, the majority of transports were from Kalgoorlie, 
Broome and Geraldton. There was consistent demand for Indigenous transports in the 
remaining remote and rural areas of Australia.

5.4.4 Demand for aeromedical transports for CVD by Australian state and territory

Table 5.2 demonstrates the demand for aeromedical transports for CVD by Australian state 
and territory from 1 July 2013 to 30 December, 2016. Data for Tasmania and the ACT are not 
reported, because of small numbers, confidentiality or other concerns about the quality of the 
data. Similarly, some data are not recorded for Victoria, to maintain patient confidentiality. Low 
numbers of transports from Tasmania, the ACT and Victoria are most likely explained by the 
small proportion of remote and very remote areas in these states and territories, and/or by the 
fact that there are other emergency response organisations providing services in these areas.
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Between 1 July 2013 and 30 December 2016, Qld had the greatest proportion of patients 
(46.3%). WA (26.2%) and SA (16.7%) also had a large proportion of patients. Across all states 
and territories, males were more likely than females to undergo an aeromedical transport for 
CVD—males were between 1.2 and 1.9 times as likely as females to be retrieved for CVD.

5.4.5 Aeromedical transports for CVDs by sub-chapter

ICD-10-AM Chapter 9 CVD sub-chapter headings and 3-item code clinical diagnostic data were 
analysed in order to provide detailed information regarding the most prominent CVDs warranting 
aeromedical transport by the RFDS (Figure 5.8 and Table 5.3). Data for a six-month period from 
1 July 2016 to 31 December 2016 were used for this analysis.

Figure 5.8. Aeromedical transports for CVD, by ICD-10-AM sub-chapter, July 2016–
December 2016
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Table 5.3. Aeromedical transports for CVD, by ICD-10-AM sub-chapter and 3-item 
code, July 2016–December 2016

ICD-10-AM CVD chapter sub-headings Number 
(N)

Percent 
(%)

ICD-10-AM CVD 3-character code

Acute rheumatic fever (I00–I02)

Rheumatic fever without mention of heart involvement 13 .5

Rheumatic fever with heart involvement 3 .1

Subtotal 16 0.6

Cerebrovascular diseases (I60–I69)

Subarachnoid haemorrhage 71 2.6

Intracerebral haemorrhage 55 2.0

Other nontraumatic intracranial haemorrhage 31 1.1

Cerebral infarction 39 1.4

Stroke not specified as haemorrhage or infarction 151 5.5

Occlusion and stenosis of precerebral arteries not resulting in cerebral infarction 7 .3

Occlusion and stenosis of cerebral arteries not resulting in cerebral infarction 5 .2

Other cerebrovascular diseases 12 .4

Cerebrovascular disorders in diseases classified elsewhere 6 .2

Sequelae of cerebrovascular disease 2 .1

Subtotal 379 13.7

Chronic rheumatic heart diseases (I05–I09)

Rheumatic mitral valve diseases 6 .2

Rheumatic aortic valve diseases 1 .04

Multiple valve diseases 3 .1

Other rheumatic heart diseases 1 .0

Subtotal 11 0.34

Diseases of arteries arterioles and capillaries (I70–I79)

Atherosclerosis 2 .1

Aortic aneurysm and dissection 28 1.0

Other aneurysm and dissection 9 .3

Other peripheral vascular diseases 30 1.1

Arterial embolism and thrombosis 36 1.3

Other disorders of arteries and arterioles 20 .7

Disorders of arteries arterioles and capillaries in diseases classified elsewhere 1 .04

Subtotal 126 4.54

Diseases of veins, lymphatic vessels, and lymph nodes not elsewhere classified 
(I80–I89)

Phlebitis and thrombophlebitis 8 .3

Other venous embolism and thrombosis 29 1.0

Oesophageal varices 6 .2

Other disorders of veins 3 .1

Nonspecific lymphadenitis 1 .05
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ICD-10-AM CVD chapter sub-headings Number 
(N)

Percent 
(%)

ICD-10-AM CVD 3-character code

Other noninfective disorders of lymphatic vessels and lymph nodes 2 .1

Subtotal 49 1.74

Hypertensive diseases (I10–I15)

Essential (primary) hypertension 6 .2

Hypertensive heart disease 2 .1

Hypertensive kidney disease 1 .04

Subtotal 9 0.34

Ischaemic heart diseases (I20–I25)

Angina pectoris 260 9.4

Acute myocardial infarction 1078 38.9

Subsequent myocardial infarction 26 .9

Certain current complications following acute myocardial infarction 5 .2

Other acute ischaemic heart diseases 68 2.5

Chronic ischaemic heart disease 17 .6

Subtotal 1,454 52.5

Other and unspecified disorders of the circulatory system (I95–I99)

Hypotension 9 .3

Postprocedural disorders of circulatory system not elsewhere classified 8 .3

Other disorders of circulatory system in diseases classified elsewhere 2 .1

Other and unspecified disorders of circulatory system 23 .8

Subtotal 42 1.5

Other forms of heart disease (I30–I52)

Acute pericarditis 16 .6

Other diseases of pericardium 15 .5

Acute and subacute endocarditis 18 .7

Nonrheumatic mitral valve disorders 8 .3

Nonrheumatic aortic valve disorders 23 .8

Nonrheumatic tricuspid valve disorders 1 .04

Pulmonary valve disorders 2 .1

Endocarditis valve unspecified 12 .4

Endocarditis and heart valve disorders in diseases classified elsewhere 6 .2

Acute myocarditis 9 .3

Myocarditis in diseases classified elsewhere 1 .05

Cardiomyopathy 16 .6

Cardiomyopathy in diseases classified elsewhere 1 .05

Atrioventricular and left bundle-branch block 22 .8

Other conduction disorders 50 1.8

Cardiac arrest 38 1.4

Paroxysmal tachycardia 32 1.2

Atrial fibrillation and flutter 111 4.0
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ICD-10-AM CVD chapter sub-headings Number 
(N)

Percent 
(%)

ICD-10-AM CVD 3-character code

Other cardiac arrhythmias 82 3.0

Heart failure 127 4.6

Complications and ill-defined descriptions of heart disease 15 .5

Other heart disorders in diseases classified elsewhere 9 .3

Subtotal 614 22.24

Pulmonary heart disease and diseases of pulmonary circulation (I26–I28)

Pulmonary embolism 58 2.1

Other pulmonary heart diseases 10 .4

Subtotal 68 2.5

Total 2,768 100

During this six-month period, 2,768 remote and rural patients experienced an CVD event and 
were retrieved by the RFDS and transported to a hospital to receive definitive treatment for CVD. 
Data on patients retrieved for CVD were classified under one of 10 sub-chapters comprising 
66 ICD-10-AM 3-character codes. More than half (52.5%) of all CVD transports were for CHD. 
The two main CHDs that lead to a patient requiring an aeromedical transport were ‘acute 
myocardial infarction’ (heart attack) (38.9%) and ‘angina pectoris’ (angina) (9.4%).

Almost one-quarter (22.2%) of CVD transports were for patients experiencing other forms 
of heart disease. The two main other forms of heart disease that lead to a patient requiring 
an aeromedical transport were ‘heart failure’ (4.6%) and ‘atrial fibrillation and flutter’ (4.0%).

Around one in seven (13.7%) CVD transports were for patients experiencing cerebrovascular 
diseases. The two main cerebrovascular diseases that lead to a patient requiring an aeromedical 
transport were ‘stroke not specified as haemorrhage or infarction’ (5.5%) and ‘subarachnoid 
haemorrhage’ (2.6%).

5.5 Discussion

RFDS data demonstrated that between July 2013 and December 2016, 20,379 Australians 
underwent an aeromedical transport for CVD. Each week, 112 patients, comprising 71 males 
and 41 females, were transported by the RFDS to receive definitive care in a hospital for CVD. 
This equates to 63% males and 37% females.

The average age for an aeromedical transport differed according to Indigenous status—on 
average Indigenous Australians (50–54 years) transported via an aeromedical transport were 
up to 10 years younger than non-indigenous Australians (60–64 years). This is likely to reflect 
the younger age structure of the Indigenous population and the higher proportion of Indigenous 
Australians in remote and rural Australia. Indeed, age-standardised transport rates confirmed 
the significant overrepresentation of Indigenous Australians. Specifically, age-standardised data 
demonstrated that Indigenous Australians were between 9.0 times and 56.1 times as likely as 
non-Indigenous Australians to be retrieved for CVD.

The data demonstrated that the mean age for an aeromedical transport for CVD was 55–59 
years and demand for aeromedical transports was highest among older Australians. This reflects 
national data that demonstrate CVD prevalence increases with age, with 36% of Australians 
aged 55–64 reporting a long-term CVD condition, increasing to 66% for Australians aged 75 
and over (Heart Foundation, 2017c).

Analysis of clinical data collected between July 2016 and December 2016 demonstrated that 
more than half of these patients had a diagnosis related to CHD, such as a heart attack or 
angina. This is consistent with what is observed in national mortality data—in 2016, CHD was 
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the leading cause of CVD death in Australia, accounting for 12.0% of all deaths (Australian 
Bureau of Statistics, 2017). It is not surprising that patients with CHD accounted for a large 
proportion, given the potentially life-threatening impact of CHD on an individual experiencing it, 
and the requirement for rapid treatment.

These data are also consistent with other national data indicating that CVD is higher in men, 
and Indigenous Australians, in remote and rural areas. Specifically, CVD was responsible for 
27.7% of all deaths in Australia in 2016 (Australian Bureau of Statistics, 2017). Nationally, 
age-standardised death rates demonstrated that males (169 deaths per 100,000 population) 
were 1.4 times as likely as females (120 deaths per 100,000 population) to die from CVD in 
2016 (Australian Bureau of Statistics, 2017). Similar to RFDS data, national data have also 
demonstrated that CVD is more common among Indigenous Australians, and occurs at much 
younger ages compared to the non-Indigenous population (Australian Institute of Health and 
Welfare, 2016b).

This overrepresentation of males and Indigenous Australians in aeromedical transports for 
CVD, compared with females and non-Indigenous Australians, is unacceptable. It suggests that 
prevention, early intervention and ongoing treatment for people with CVD should target all remote 
and rural males and Indigenous Australians of all ages. In addition, targeted interventions for 
females aged 30 years or older may be warranted, given the increase in CVD amongst females 
with age. Targeted interventions amongst these groups may be helpful in reducing the incidence, 
or mediating the impacts of, CVD in remote and rural Australia.

The data also demonstrated that Indigenous patients were picked up from a wide spatial 
distribution and that the largest number of transports were undertaken in Qld. Within the states 
and territories, there were some specific areas where aeromedical transports were higher than 
other areas, including Alice Springs (high numbers of Indigenous patient transports) and 
Rockhampton (higher numbers of non-Indigenous patient transports). Early intervention, 
prevention and treatment services should be prioritised in these areas.

5.6 Future opportunities—RFDS data

There is an opportunity for the RFDS to review its data collection procedures and to develop 
a national data collection policy to be adopted throughout the RFDS Federation. This would 
enable better reporting of programs, facilitate direct comparisons of data across Australia, 
and facilitate better assessment of outcomes, and evaluations of, RFDS delivered programs.

More specifically, the RFDS has an opportunity to review its own data collection processes to 
ensure all relevant data around aeromedical transports are collected. It is especially important 
that Indigenous status is recorded for all patients, to enable the RFDS to gain a more complete 
picture of the nature of CVD impacting both Indigenous and non-Indigenous Australians. The 
RFDS has recently commenced systematically digitising Indigenous and non-Indigenous patient 
data around illnesses and injuries. Since 2013, illness and injury data have been consistently 
entered into RFDS electronic databases, enabling the RFDS to gain a national overview of the 
clients it serves. Systematic collection of data around CVD, including more detailed information 
on specific CVDs impacting patients, and the settings in which they occur, will enable more 
comprehensive analyses of aeromedical transport data in the future.

Data linkage between the RFDS and state, territory and national clinical datasets has 
commenced in some Sections and Operations. As linkages are established, longitudinal data 
on patients initially transported by the RFDS, and treated in hospital for CVD, will enable the 
RFDS to access comprehensive information on a patient’s prognosis, treatment, recovery, 
and rehabilitation service use regarding their CVD. Data linkage with local service providers 
that operate in areas where the RFDS delivers services, such as local GPs, ACCHOs or local 
hospitals would also assist in providing a more complete picture of the health outcomes of 
people from remote and rural Australia.
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CASE STUDY  >  HEART ATTACK IN ROCKHAMPTON

Graphic: Busby Marou Royal Flying 

Jeremy Marou’s father, a fit, athletic man in his 50s, was playing a game of touch 
football with his son, family and friends in Rockhampton. Unfortunately, it would 
be his last after a heart attack took his life that night.

15 years later, Jeremy himself was lying in a hospital bed awaiting RFDS transfer to Brisbane 
after a sickening coincidence, which saw him almost fall to the same fate as his father on the 
same touch footy field in Rockhampton.

“I was playing touch footy with my family and friends as I do quite often. I’m not the fittest bloke 
in the world but I’m not too bad,” Jeremy said.

Jeremy is one half of Australian award-winning roots music duo, Busby Marou. Speaking to the 
RFDS following his latest shows in Tasmania as part of the band’s latest album tour, Jeremy said 
it’s lucky he is able to tour at all.

“Since the [Rockhampton] floods we were playing two games to catch up. We finished the first game 
off and I just had this weird feeling across my chest. I knew something wasn’t quite right,” he said.

Knowing he had to fly out of Rockhampton the following morning, Jeremy said he thought it would 
be wise to skip the second game and head home for some rest. However, on the drive home, a 
spinning head and tight chest forced him to pull over and let his wife take the wheel. Before she 
even had a chance to drive, Jeremy told her it might be best to just go straight to the hospital.

By the time the couple arrived at Rockhampton Hospital, Jeremy said he was actually feeling 
fine. He thought he might have just been experiencing exhaustion. Doctors told him otherwise.

Jeremy had suffered a heart attack as a result of his right artery being 99% blocked, and despite 
telling the doctors he was now feeling well enough to head home, he was instead told he should 
have someone bring a bag to the airport as he would be flying to Brisbane.

“I really didn’t want to put them out, so I told them it’s all good, I’m a platinum flyer so I can sort the 
flight out myself,” Jeremy laughs. “They pretty quickly told me I would be flying with the Flying Doctor.”
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Jeremy said it was the sudden realisation of the seriousness of his situation that could have 
contributed the second heart attack, which hit him that night.

“It was the anxiety of knowing that I wasn’t going home, I was going straight to an ambulance 
and to the tarmac. That made me really anxious and it was actually then that I had secondary 
heart pains,” he said.

“I reckon it was purely because of my anxiety of being scared and worried and not really 
knowing what was going on because now I was being flown to Brisbane with the RFDS.

“I thought, ‘This is only for people who are dying!’ I was really scared.”

Jeremy’s anxiety was apparent to RFDS Flight Nurse Stacey Clayworth as she prepared Jeremy 
for his flight to the capital.

“Feeling anxious about not only the flight, but also what is to come when the patient is 
transferred onto a tertiary hospital is very common,” Stacey said.

“Our patients are often in a state of disbelief that they have had a major health scare and now 
find themselves in the back of an RFDS aircraft being flown to Brisbane, often in a hurry, for 
specialist treatment.

“It’s our job to provide the patient with reassurance while closely monitoring them during the flight.”

A self-declared fan of Busby Marou, Stacey said herself and pilot Stephen Clarke jokingly 
suggested to Jeremy that this experience may one day materialise in one of his songs.

“We really wish him well in his recovery and hope to see him playing back on stage in 
Rocky soon,” she said.

Jeremy praised Stacey and the flight crew for their calm heads in what was one of the most 
harrowing moments in his life.

“Stacey was so good,” Jeremy said. “I know for a fact I wasn’t the easiest patient. I just wanted 
to sit down, but I know they definitely had my best interests at heart and just wanted to ensure 
my wellbeing, and they got me through what was, at the time, a very scary time for me.”

Now well and truly on the mend after a short stay in Brisbane, Jeremy says he has never felt as 
good as he does now. “I’m really enjoying the recovery,” Jeremy said.

“We’re cutting out all of the bad things you do on tour like alcohol and cigarettes, and it’s giving 
me a whole new perspective on some of the amazing places we get to travel to.

“Instead of waking up hungover and running to catch the next flight, we’re taking the time to get 
out and see some of the towns and cities we visit. And my dog thinks it’s great because now 
he’s getting walked every day.

“It’s unfortunate that it took a heart attack—a massive close call—for me to make those 
changes. Genetics were obviously against me, knowing that I almost suffered the same fate as 
my father, but I know there are lifestyle choices I can make to keep me going.”

Jeremy also said that Stacey’s wish of seeing Jeremy and Busby Marou back performing in their 
hometown of Rockhampton would also be on the cards.

“Once we finish this tour towards the end of the year we plan on holding a concert in Rocky to 
raise funds and give back to the Flying Doctor,” he said.

“It’s the least I can do after what they did for me.”
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5.7 Summary

The RFDS plays a vital role in transporting patients from remote and rural Australia to receive 
definitive care for CVD. With appropriate medical services often unavailable in remote and rural 
Australia, the RFDS is an integral part of the medical system. The RFDS provided aeromedical 
transports to 20,379 Australians from July 2013 to December 2016.
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6.0 Recommendations and conclusion

Many CVD events, including heart attacks and strokes, are preventable (Dunbar 
et al., 2017a). Increased investment in, and access to, evidence-based, culturally 
appropriate prevention, early intervention, and treatment services for people at 
increased risk of CVD, and those who have experienced a CVD event, is required 
in order to improve cardiovascular health and reduce the disparities in prevalence, 
incidence and adverse outcomes from CVD for people living in remote and rural 
Australia. Addressing the modifiable risk factors for CVD has the potential to 
improve the cardiovascular health of all Australians, in addition to delivering 
potential savings to the Australian health system.

This chapter proposes recommendations around best practice principles that could be 
implemented to reduce, or minimise the impact of, CVD on remote and rural Australians 
served by the RFDS.

6.1 Prevention, early intervention and treatment of CVD

There is strong evidence that a dual approach to managing CVD risks—that encompasses 
prevention, and treatment and management for people who have had a CVD event—is 
beneficial in reducing the burden of disability and premature death from CVD (Dunbar et al., 
2017a). “In Australia, 90% of the adult population has at least one modifiable risk factor, while 
64% have three or more modifiable risk factors” (National Vascular Disease Prevention Alliance, 
2012b, p. 16). Despite the fact that many Australians are at increased risk of CVD, they often do 
not receive optimal care (Dunbar et al., 2017a). For example, estimates suggest that around 20% 
of Australians aged 45–74 years at high risk of a CVD event within the next five years are not 
receiving recommended care (Banks, Crouch, Korda, Stavreski, Page, Thurber, & Grenfell, 2016).

Prevention, early intervention and treatment for CVD typically focuses on addressing the modifiable 
risk factors for the illness and may include lifestyle modifications and/or medication. There is 
evidence to suggest that addressing CVD risk factors using whole of population approaches is 
effective at reducing social inequalities (Capewell & Graham, 2010). There is preliminary evidence 
that approaches that focus exclusively on screening and treating high-risk individuals might 
inadvertently increase the inequalities gap (Capewell & Graham, 2010). Consequently, managing 
CVD risks should include management by individual patients and healthcare providers, “as well as 
whole population approaches, where change is societal and instituted collectively by agencies 
with statutory responsibility for public health” (Capewell & Graham, 2010, p. 3).

Table 6.1 provides examples of the impact of lifestyle modifications and/or medication on 
improving cardiovascular health, and briefly outlines examples of contributions from 
governments, PHC and individuals that could enhance cardiovascular health.
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Table 6.1 demonstrates that there is evidence to support positive impacts from lifestyle 
modifications including smoking cessation, reducing blood pressure, reducing cholesterol, 
achieving and maintaining a healthy weight, eating healthy food, being physically active, and 
reducing harmful alcohol consumption. There is also evidence that managing co-morbid or 
chronic conditions, such as diabetes and CKD, can improve cardiovascular health (National 
Vascular Disease Prevention Alliance, 2012b).

However, lifestyle modifications on their own may be insufficient to manage CVD risks in some 
people. Table 6.1 demonstrates that in some instances, medication may be required to assist 
in reducing the risk of a cardiovascular event by controlling risk factors such as high blood 
pressure and high blood cholesterol (Heart Foundation, 2017i). Examples of medications 
for CVD may include:

 > Medication to lower cholesterol (e.g. statins);

 > Medication to reduce high blood pressure such as:

 — angiotensin converting enzyme inhibitors

 — angiotensin II receptor blockers

 — beta-blockers;

 > Anti-angina medications (e.g. nitrates);

 > Anti-clotting/anti-platelet medications (e.g. aspirin); and

 > Anticoagulant medicines (e.g. warfarin, novel anticoagulant therapies (NOACs)) 
(Heart Foundation, 2017i).

In addition to lifestyle modifications and medication, surgical interventions and medical devices 
are sometimes required to treat CVD (World Health Organization, 2017b). Examples of surgical 
interventions may include:

 > Coronary artery bypass;

 > Balloon angioplasty (where a small balloon-like device is threaded through an artery to open 
the blockage);

 > Valve repair and replacement;

 > Heart transplantation; and

 > Artificial heart operations (World Health Organization, 2017b).

Examples of medical devices that may be required to treat some CVDs include:

 > Pacemakers;

 > Prosthetic valves; and

 > Patches for closing holes in the heart (World Health Organization, 2017b).

6.1.1 Remote and rural populations

The evidence-based prevention, early intervention, and treatment options described in Table 6.1 
should be implemented in remote and rural areas, as a priority, due to the poorer cardiovascular 
health of Australians living in these areas.

The social determinants that impact on the cardiovascular health of patients from remote 
and rural Australia must also be considered (Tideman et al., 2013). Place of residence is an 
important determinant of cardiovascular health, with people living in remote and rural Australia 
experiencing poorer cardiovascular health than people living in major cities (Tideman et al., 2013). 
Poorer access to services, and variation in implementation of evidence-based CVD care across 
geographic boundaries, may contribute to poorer cardiovascular heath in remote and rural 
Australia (Tideman et al., 2013). Specifically, remote and rural areas have fewer health 
professionals, reduced health infrastructure and higher costs of health care delivery. Compared 
to people living in major cities, people from remote and rural Australia also have poorer access to, 
and demonstrate lower use of, health services (Australian Institute of Health and Welfare, 2016a).
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In 2014, there were 264 full-time equivalent (FTE) medical practitioners per 100,000 population 
in remote and very remote areas compared to 437 FTE medical practitioners per 100,000 
population in major cities (Australian Institute of Health and Welfare, 2016a). Data from 2010–11 
painted a similar picture—the number of GP services provided per person in very remote areas 
during 2010–11 was around half that of major cities (Duckett, Breadon, & Ginnivan, 2013).

Medicare Benefits Schedule access by people from remote and rural Australia is therefore 
much lower than for people living in major cities (Centre for International Economics, 2015). 
People living in very remote areas see GPs at half the rate of people living in major cities, allied 
health professionals at one-third of the rate, and specialists at one-fifth of the rate (Centre for 
International Economics, 2015).

Improvements in cardiovascular health for people from remote and rural Australia therefore involves 
addressing the underlying ‘causes of causes’ of poor heart health, or the social determinants of 
health(National Rural Health Alliance Inc & Heart Foundation, 2015 ). “These relate to a combination of 
social and economic factors, including education, employment, work conditions, housing, racism and 
discrimination” (National Rural Health Alliance Inc & Heart Foundation, 2015 p. 2) Such an approach 
requires “genuine partnerships across sectors, true community engagement and a commitment to 
long term solutions” (National Rural Health Alliance Inc & Heart Foundation, 2015 p. 2).

The development of a regionalised clinical cardiac support network in SA is one example of a 
program that has been developed to improve access to services for people from remote and 
rural Australia with CVD (Tideman et al., 2014). Specifically, the SA Integrated Cardiovascular 
Clinical Network (iCCNet) supports the capacity of primary care to manage suspected MI (heart 
attacks) by providing expert risk stratification, point-of-care troponin testing and cardiologist-
supported decision-making for people with suspected MI (Tideman et al., 2014). This program 
was progressively implemented in non-metropolitan areas of SA from 2001 to 2008. It provides 
rapid assessment of non-metropolitan patients, and, with the RFDS, facilitates timely transport 
of patients to metropolitan hospitals to receive medical interventions such as coronary 
angiography, percutaneous coronary intervention, coronary artery bypass graft surgery and 
cardiac rehabilitation services (Tideman et al., 2014).

Researchers evaluated the relationship between availability of the iCCNet service and mortality 
by reviewing 30-day death rates among patients with MI presenting to rural hospitals before 
and after the clinical network implementation were compared and contrasted these with 
mortality rates among primary MI presentations in metropolitan hospitals (Tideman et al., 2014). 
The results demonstrated that the immediate cardiac support provided through iCCNet was 
associated with a 22% odds ratio in 30-day mortality (OR, 0.78; 95% CI, 0.65–0.93; P=0.007) 
(Tideman et al., 2014). In addition, there was a strong association between network support 
and transfer of patients to metropolitan hospitals (before iCCNet, 1102/2419 [45.56%] v after 
iCCNet, 2100/3211 [65.4%]; P< 0.001), with lower mortality observed among transferred 
patients (Tideman et al., 2014). “These interventions closed the gap in mortality between 
rural and metropolitan patients in South Australia” (Tideman et al., 2014, p. 157).

Evidence is also emerging around new technologies that could help improve CVD outcomes for 
people in remote and rural Australia. Telecardiology is often used in the PHC setting to assist in 
the diagnosis and management of CVD (Backman, Bendel, & Rakhit, 2010). A trial of paediatric 
telecardiology services in Queensland, involving videoconferencing for the transmission of 
echocardiograms, proved useful for the assessment of children with suspected cardiac disease 
(Justo, Smith, Williams, Van der Westhuyzen, Murray, Sciuto, & Wootton, 2004). Clinical records 
from 72 patients, who underwent paediatric echocardiograms at Hervey Bay or Mackay, 
between 2001 and 2004, were retrospectively assessed to determine patient outcomes (Justo 
et al., 2004). The echocardiograms were performed by local sonographers at both centres, 
under the guidance of a cardiologist at a tertiary centre in Brisbane, with parents present (Justo 
et al., 2004). All parties participated in the videoconference. Following the videoconference 90% 
of patients could be managed locally, and reviewed at a subsequent outreach clinic, and urgent 
transfers to a tertiary centre were organised in a timely manner (Justo et al., 2004).
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Novel trials are also generating evidence about ways in which cardiovascular health can be 
improved. More recently, and with improved technology, new biomarkers are being used as 
predictors of CVD risk. Traditionally, cardiac troponin (c-Tn), which is a “specific marker of 
myocardial injury and an independent predictor of cardiovascular mortality in patients with 
and without cardiovascular disease” (Ford, Shah, Zhang, McAllister, Strachan, Caslake, Newby, 
Packard, & Mills, 2016, p. 2720), has been used in hospital settings for acute CVD presentations 
to assist with decision-making. With the development of high sensitivity troponin T and high 
sensitivity troponin I testing (collectively known as ‘hs-cTn’), previously undetected levels of 
troponin can now be captured (Xu, Zhu, Yang, & Ye, 2013).

As well as being used in hospital settings for acute events, hs-cTn can be used in a predictive 
role as part of chronic disease management, including in PHC. Higher troponin concentrations 
“may reflect subclinical coronary artery disease and identify those at greatest risk who would 
benefit from preventative therapies” (Ford et al., 2016, p. 2720), including lifestyle modifications 
and medications. When considered alongside other risk factors for CVD, elevated troponin levels 
may assist PHC clinicians in determining the most appropriate treatment for their patients. 

It follows that the implementation of innovations and improved coordination of PHC services 
for people at risk of CVD, such as more enhanced screening, including the inclusion of hs-cTn 
testing, would enable clinicians to more accurately identify asymptomatic individuals at risk of 
CVD. Earlier identification and risk stratification of individuals by PHC physicians would facilitate 
earlier intervention with evidence-based treatments, which may assist in reducing the morbidity 
and mortality associated with premature CVD events. For example, the West of Scotland 
Coronary Prevention Study provided compelling evidence that treatment with a statin 
(pravastatin) for five years was associated with a significant reduction in coronary events for a 
subsequent 10 years in men with hypercholesterolemia who did not have a history of myocardial 
infarction (Ford, Murray, Packard, Shepherd, Macfarlane, & Cobbe, 2007; Ford et al., 2016).

6.1.2 Indigenous Australians

Indigenous Australians, especially those in remote and rural areas, have a substantially increased 
risk of CVD compared with their non-Indigenous counterparts. Consequently, improving their 
cardiovascular health, by facilitating access to the evidence-based prevention, early intervention, 
and treatment options described in Table 6.1 is essential. However, there are a number of 
potential barriers around their uptake.

There is strong evidence that inequitable access to quality healthcare, based on cultural origins, 
contributes to health disparities for Indigenous Australians (Bainbridge, McCalman, Clifford, 
& Tsey, 2015). For example, between 2002 and 2003 major disparities were identified in the 
management of Indigenous patients, hospitalised with acute coronary syndrome (ACS) 
(Mathur, Moon, & Leigh, 2006). Compared to non-Indigenous hospitalised patients with ACS, 
hospitalised Indigenous Australians had a 40% lower rate of coronary angiography, a 40% 
lower rate of percutaneous coronary intervention, and a 20% lower rate of coronary artery 
bypass graft surgery (Mathur et al., 2006).

Similarly, recent research identified discrepancies in ACS treatment uptake between 
Aboriginal and non-Aboriginal South Australians (Tavella, McBride, Keech, Kelly, Rischbieth, 
Zeitz, Beltrame, Tideman, & Brown, 2016). Specifically, Aboriginal patients presenting with an 
ACS were 60% less likely to receive angiography after adjustment for age, co-morbidities and 
remoteness, than non-Aboriginal patients (Tavella et al., 2016). “In 56% of cases in which 
Aboriginal patients did not undergo angiography, the decision was attributed to patient-related 
factors or no clear justification was provided, compared with 17% for non-Aboriginal patients. 
The rate of discharge against medical advice was high among Aboriginal patients who did not 
receive angiography (10.5%)” (Tavella et al., 2016, p. 226).

The researchers proposed a number of potential barriers to providing care for Aboriginal 
patients, including poor engagement and communication, a lack of coordinated care, and 
inadequate cultural competence of health care providers (Tavella et al., 2016). Shared decision-
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making and cultural support structures were also identified as important, as patients who arrived 
at hospital with a family member or friend, or had involvement with an Aboriginal liaison officer, 
were more likely to undergo angiography (Tavella et al., 2016).

Consequently, it is important to “increase efforts to improve the ability of all systems, services 
and practitioners to work with the diversity of patients” (Bainbridge et al., 2015, p. 4). This can 
be achieved by taking an approach recognising the social determinants of health (Osborne et al., 
2013, pp. 2–3).

A review of the characteristics of effective programs that take a social determinants approach 
to Indigenous health, identified 10 principles that characterise effective programs (Osborne et al., 
2013). The RFDS recommends that the principles identified in that review are incorporated into 
any future health programs to improve the cardiovascular health of Indigenous Australians. 
These principles include:

 > Holistic approaches which work with Indigenous people in ways which take into account the 
full cultural, social, emotional and economic context of their lives, including an awareness of 
the ongoing legacy of trauma, grief and loss associated with colonisation;

 > Active involvement of Indigenous communities in every stage of program development and 
delivery, in order to build genuine, collaborative and sustainable partnerships with Indigenous 
peoples, and build capacity within Indigenous communities;

 > Collaborative working relationships between government agencies and other relevant 
organisations in delivering services and programs, acknowledging the interrelatedness of key 
social and economic determinants across multiple life domains for Indigenous Australians;

 > Valuing Indigenous knowledge and cultural beliefs and practices which are important for 
promoting positive cultural identity and social and emotional wellbeing for Indigenous Australians;

 > Clear leadership and governance for programs, initiatives and interventions. This includes 
commitment from high level leadership of relevant organisations and agencies to the aims 
of reducing Indigenous disadvantage and addressing determinants of health and wellbeing;

 > Employing Indigenous staff and involving them fully in program design, delivery and evaluation, 
and providing adequate training, where necessary, to build capacity of Indigenous staff;

 > Developing committed, skilled staff (Indigenous and non-Indigenous) and providing diversity 
and cultural awareness training;

 > In cases where programs demonstrate success, it is important to provide adequate, 
sustainable resources for the long-term;

 > Adopting a strengths-based perspective which builds and develops the existing strengths, 
skills and capacities of Indigenous people; and

 > Clear plans for research and evaluation to identify successful aspects of programs, provide 
a basis to amend and improve, demonstrate success and build an evidence base to justify 
allocation of ongoing resources (Osborne et al., 2013, pp. 2–3).

In addition to these principles, all healthcare provided to Indigenous Australians, including 
government, community, or privately run, should be free of racism (Department of Health, 2013). 
This goal was established in The National Aboriginal and Torres Strait Islander Health Plan 
2013–2023 (Department of Health, 2013) in recognition of the fact that historical and existing 
barriers prevent many Indigenous Australians from accessing healthcare or receiving optimal 
clinical care. These barriers are recognised in the Plan as contributing to poor and ultimately 
avoidable health outcomes (Department of Health, 2013).

There is compelling evidence that supports cultural competence as a “key strategy for 
reducing inequalities in healthcare access and improving the quality and effectiveness of care 
for Indigenous people” (Bainbridge et al., 2015, p. 2). Cultural competence “works to enhance 
the capacity and ability of health service systems, organisations and practitioners to provide 
more responsive health care to diverse cultural groups” (Bainbridge et al., 2015, p. 4).
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The advent of Aboriginal Community Controlled Health Services (ACCHSs) has played 
a significant role in driving change and in providing culturally appropriate and competent 
services to Indigenous Australians (Bainbridge et al., 2015). ACCHSs have employed a model 
of comprehensive PHC and community governance, and “have reduced unintentional racism, 
barriers to access to health care, and are progressively improving individual health outcomes 
for Aboriginal people” (Panaretto, Wenitong, Button, & Ring, 2014).

Other organisations are also delivering culturally appropriate and competent services for 
Indigenous Australians. For example, The Heart Foundation, in partnership with the Australian 
Healthcare and Hospitals Association, developed a toolkit, with input from key stakeholders, to 
drive systemic change in the acute care sector by focusing on hospital-based quality improvement 
activities that could improve ACS outcomes for Aboriginal and Torres Strait Islander peoples 
(National Heart Foundation of Australia & Australian Healthcare and Hospitals Association, 2016). 
This Toolkit is part of the Lighthouse Hospital Project and “provides health practitioners with the 
tools and practical steps needed to ensure Aboriginal and Torres Strait Islander peoples receive 
clinically appropriate treatment that is delivered in a culturally safe manner, irrespective of the 
health service they attend” (National Heart Foundation of Australia & Australian Healthcare and 
Hospitals Association, 2016, p. 6). The toolkit outlines four areas that are critical in providing 
holistic care for Aboriginal and Torres Strait Islander peoples and their families as they journey 
through the hospital system and return to their communities. The four domains are: governance, 
cultural competence, workforce and care pathways (Heart Foundation, 2017h).

Although Indigenous Australians have worse cardiovascular health than their non-indigenous 
counterparts, multiple initiatives have been developed and implemented, in partnership with 
Indigenous Australians to improve their cardiovascular health. It is important to highlight this 
progress and to celebrate the positive outcomes that such initiatives have produced (Walker, 
Lovett, Kukutai, Jones, & Henry).

6.2 Actions to improve the cardiovascular health of people from remote 
and rural Australia

The evidence presented in this report supports suggests that action is required to continue 
to improve the cardiovascular health of people from remote and rural Australia. In order to 
achieve optimal population-wide cardiovascular health of remote and rural Australians, a 
multi-faceted approach to managing CVD is required. In 2013, the 194 WHO member states 
agreed on global mechanisms to reduce the burden from avoidable non-communicable diseases 
(NCDs), including CVD, and developed a Global action plan for the prevention and control of 
NCDs 2013–2020 (World Health Organization, 2017b). Two of the nine voluntary global targets 
of the plan relate directly to CVDs. Target one proposed a “25% relative reduction in the overall 
mortality from cardiovascular diseases, cancer, diabetes, or chronic respiratory diseases” (World 
Health Organization, 2013, p. 61). Target eight proposed “at least 50% of eligible people receive 
drug therapy and counselling (including glycaemic control) to prevent heart attacks and strokes” 
(World Health Organization, 2013, p. 63). Several of the remaining targets related to addressing 
risk factors for CVD, including smoking cessation, overweight and obesity and elevated blood 
pressure (World Health Organization, 2013).

The RFDS supports an approach that considers both individual and population-wide approaches 
to improving the cardiovascular health of all Australians. The RFDS recommends a number of 
actions be implemented by the Australian Government and state and territory governments to 
improve the cardiovascular health of Indigenous and non-Indigenous Australians. These include:

 > Supporting practices, policies and research that promote equity, and take a social 
determinants of health approach to improving cardiovascular health;

 > Development of supportive government policies to embed preventative health within PHC;

 > Adequately funded PHC, supported by appropriate tools (Dunbar et al., 2017a);
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 > Support for mainstreaming Absolute Cardiovascular Risk Assessment in PHC (Dunbar, 
Duggan, Fetherstron, Knight, McNamara, Banks, Booth, Bunker, Burgess, Colagiuri, Dawda, 
Ford, Greenland, Grenfell, Knight, & Moran, 2017b; National Vascular Disease Prevention 
Alliance, 2012b);

 > Development of “a comprehensive national cardiovascular disease strategy as an integral part 
of the National Strategic Framework for Chronic Conditions” (Heart Foundation, 2017d, p. 6), 
with a focus on groups most at risk of CVD including:

 — People from remote and rural Australia;

 — Indigenous Australians; and

 — Older Australians;

 > Supporting the development, and regular updating of, appropriate evidence-based guidelines 
by the NHMRC (e.g. overweight and obesity, dietary guidelines etc.) and providing adequate 
funding to achieve this;

 > Continued research funding for CVD research (Heart Foundation, 2017d)—every $1 invested 
into the NHMRC-funded health and medical research workforce for CVD between 2000–15 
returned $9.80 (Deloitte Access Economics, 2016);

 > Health promotion activities and population engagement—such as social marketing campaigns 
to improve uptake for initiatives, e.g. population-wide absolute risk-screening programs 
(Dunbar et al., 2017a);

 > Supporting the implementation of cost-effective, culturally appropriate, high-impact 
interventions and cost-effective interventions to address behavioural risk factors (World 
Health Organization, 2013);

 > Expanding and embedding services in the community, close to need;

 > Supporting the implementation of novel approaches to primary prevention of CVD—for 
example, the Heart Outcomes Prevention Evaluation-3 (HOPE-3) trial, which was initiated 
in 2007, to “test a novel approach based on the use of a statin drug and combination BP-
lowering drugs in a wide range of easily identifiable individuals at intermediate risk for CVD” 
(Lonn, Bosch, Pogue, Avezum, Chazova, Dans, Diaz, Fodor, Held, Jansky, Keltai, Keltai, 
Kunti, Kim, Leiter, Lewis, Liu, Lopez-Jaramillo, Pais, Parkhomenko, Peters, Piegas, Reid, 
Sliwa, Toff, Varigos, Xavier, Yusoff, Zhu, Dagenais, & Yusuf, 2016, p. 316);

 > Increasing investment in new and emerging technologies that show promising signs of 
effectiveness, such as telecardiology, video consultations and other telehealth services 
(Backman et al., 2010); and

 > Implementing of innovative service models—including consideration of further use of 
RFDS infrastructure to deliver necessary, appropriate, and more comprehensive prevention, 
early intervention and treatment services, more often.
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