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Preface
This report provides information on the occurrence of  bloodborne viruses and sexually 
transmissible infections among the Aboriginal and Torres Strait Islander population in Australia. 
The report is published by the Kirby Institute for the purposes of  stimulating and supporting 
discussion on ways to minimise the risk of  transmission of  these infections as well as the personal 
and social consequences within Aboriginal and Torres Strait Islander communities.

This report is published annually as an accompanying document to the HIV, viral hepatitis and 
sexually transmissible infections in Australia: annual surveillance report1 and is overseen by 
the National Aboriginal Community Controlled Health Organisation (NACCHO) and the Annual 
Surveillance Report Advisory Committee.

The report is produced for use by a wide range of  health service providers and consumers, and 
particularly Aboriginal and Torres Strait Islander health services and communities. It is available in 
hard copy (see inside front cover for contact details to request a copy) and at kirby.unsw.edu.au. 
Data tables and graphs are also available online at kirby.unsw.edu.au. 

Unless specifically stated otherwise, all data provided in this report are to the end of  2016, as 
reported by 31 March 2017. Data in the report are provisional and subject to future revision.

The report could not have been prepared without the collaboration of  a large number of  
organisations involved in health services throughout Australia. The ongoing contribution of  these 
organisations, listed in the Acknowledgments, is gratefully acknowledged.

http://www.kirby.unsw.edu.au
http://www.kirby.unsw.edu.au
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Abbreviations
ABS	 Australian Bureau of  Statistics
AIDS	 acquired immune deficiency syndrome
BBV	 bloodborne virus
HBsAg	 hepatitis B surface antigen
HBV	 hepatitis B virus

HCV	 hepatitis C virus
HIV	 human immunodeficiency virus
HPV	 human papillomavirus
STI	 sexually transmissible infection

Medical and epidemiological terms
age‑standardised rate of infection: The proportion 
of  infected people in a particular population, 
adjusted mathematically to account for the age 
structure of  the population so that comparisons can 
be made between populations with different age 
structures (i.e. with more or fewer younger people).

AIDS: Acquired immunodeficiency syndrome, the 
spectrum of  conditions caused by damage to the 
immune system in advanced HIV infection.

area of residence: Locations of  residence, 
indicated by postcode, are classified into one of  
three categories: major cities, inner or outer regional 
areas, and remote or very remote areas (i.e. areas 
with relatively unrestricted, partially restricted and 
restricted access to goods and services).

bacterium: A type of  single‑celled micro‑organism. 
Some bacteria cause illness in humans, and most 
can be treated with antibiotics. 

chlamydia: A sexually transmissible infection 
caused by a bacterium (Chlamydia trachomatis). 
The infection causes no symptoms in about 80% 
of  cases. In people with symptoms, the infection 
causes inflammation of  the urethra (the tube through 
which urine passes out of  the body), leading to 
some pain and penile discharge in men, and to 
painful urination and bleeding between menstrual 
periods in women. Complications of  chlamydia can 
be serious for women, including pelvic inflammatory 
disease, ectopic pregnancy and infertility. Throat 
and anal infections do not usually cause symptoms. 
Chlamydia is curable by antibiotics.

congenital: An infection or other condition existing 
since the person’s birth. Congenital conditions 
are not necessarily genetically inherited; some are 
infections that are transmitted between mother and 
fetus or newborn.

diagnosis: A labelling or categorisation of  a 
condition, usually by a doctor or other healthcare 
professional, on the basis of  testing, observable 
signs and symptoms reported by the patient. 
‘Newly diagnosed infection’ means that a person 
previously not known to have the infection has been 
tested and now found to have the infection. 

donovanosis: A sexually transmissible 
infection caused by a bacterium, Klebsiella (or 
Calymmatobacterium) granulomatis. The most 
common symptom is the presence of  one or 
more painless ulcers or lesions in the genital or 
anal regions. If  not treated, the ulcers or lesions 
can progress and become complicated by other 
bacterial infections, ultimately resulting in damage 
to the affected part of  the body. Donovanosis is 
curable by antibiotics. Donovanosis was once 
common in central and northern Australia, and is 
now very rare.

gonorrhoea: A sexually transmissible infection 
caused by a bacterium (Neisseria gonorrhoeae). 
Gonorrhoea has no symptoms in about 80% of  
women and 50% of  men. Symptoms are similar 
to those of  chlamydia, as are the complications. 
Most men with urethral gonorrhoea will eventually 
develop symptoms. Throat and anal infections do 
not usually cause symptoms. Gonorrhoea can be 
cured with antibiotics.

hepatitis B virus infection: A viral infection 
transmissible by blood and sexual contact, from 
mother to child at birth, and in institutional settings. 
Most healthy adults will not have any symptoms 
and are able to get rid of  the virus without any 
problems. Some adults are unable to get rid of  the 
virus, leading to chronic infection. The focus of  
this report is chronic hepatitis B infection. ‘Newly 
diagnosed’ hepatitis B infection means that a 
person previously not known to have the infection 
has been tested and now found to have the 
infection. ‘Newly acquired’ infections are those that 
have been acquired within the past two years.
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hepatitis C virus infection: A viral infection 
transmissible by blood contact as well as from 
mother to newborn. Most healthy adults will not have 
any symptoms and are able to get rid of  the virus 
without any problems. Some adults are unable to 
get rid of  the virus, leading to chronic infection. The 
focus of  this report is chronic hepatitis C infection. 
‘Newly diagnosed’ hepatitis C infection means 
that a person previously not known to have the 
infection has been tested and now found to have the 
infection. ‘Newly acquired’ infections are those that 
have been acquired within the past two years.

human immunodeficiency virus (HIV) infection: 
HIV is transmissible by sexual and blood contact 
as well as from mother to child. If  untreated, HIV 
infection can progress to AIDS. ‘Newly diagnosed’ 
HIV infection means that a person previously not 
known to have the infection has been tested and 
now found to have the infection. ‘Newly acquired’ 
HIV infection means the person has become 
infected within the past year. Primary HIV infection 
(or seroconversion illness) is a flu‑like illness soon 
after infection with HIV.

human papillomavirus (HPV) infection: Of over 140 
types of  HPV that infect humans, about 40 affect 
the anal and genital area, mostly without causing 
any disease. This subset of  HPV types is sexually 
transmissible and is occasionally transmitted from 
mother to child. Two HPV types (6 and 11) cause 
most genital warts. Two other HPV types (16 and 
18) cause most cervical and anal cancers, and an 
increasing proportion of  mouth and throat cancers. 
Many less common HPV types also occasionally 
cause cancers. Most people acquire at least one 
genital HPV infection through their lives, but the 
great majority clear the infection.

infection: The condition of  having bacteria or 
viruses multiplying in the body. Many infections 
cause no symptoms, so the person may be unaware 
they have an infection unless they are tested.

notifiable disease: A disease is notifiable if  doctors 
and/or laboratories are required to report cases 
to the authorities for disease surveillance, i.e. 
monitoring of  disease at population level.

person‑years: A measure of  the incidence of  
a condition (e.g. a disease or pregnancy) over 
variable time periods. If  100 people are exposed 
to the risk of  an infection for a year, or 50 people 
are exposed for two years, the number of  infections 
can be reported ‘per 100 person‑years’.

symptom: A physical or mental indication of  a 
disease or condition experienced by the patient.

syphilis, infectious: An infection caused by the 
bacterium Treponema pallidum. It is transmissible 
by sexual contact as well as from mother to child. 
Congenital syphilis occurs when the fetus is 
infected during pregnancy. Infectious syphilis is 
defined as infection of  less than two years’ duration. 
The main symptoms include a painless ulcer at 
the site of  infection within the first few weeks of  
infection, followed by other symptoms (e.g. rash) 
a couple of  months later. Often symptoms are not 
noticed. In the absence of  treatment, there will then 
be a period of  several years without any symptoms, 
with a chance of  a range of  complications over 
decades that can involve the skin, bone, central 
nervous system and cardiovascular system. 
Infectious syphilis is fully curable with a single 
injection of  long‑acting penicillin.

virus: A very small microscopic infectious agent 
that multiplies inside living cells. Antibiotics are 
not effective against viral infections, so treatment 
requires antiviral drugs. 

For more information on sexually transmissible 
infections see the Australian STI management 
guidelines for use in primary care.2 
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HIV infection
•	 In Australia, HIV is mostly transmitted sexually, but also through injecting risk behaviour.

•	 In 2016, there were 46 new HIV diagnoses in Aboriginal and Torres Strait Islander people in Australia, 
accounting for 5% of  all HIV diagnoses (1013) and increasing from 33 new diagnoses in 2012.

•	 Aboriginal and Torres Strait Islander status completeness was high (>92%) for HIV notifications in all health 
jurisdictions for each of  the past 10 years, and therefore data from all state and territories are included.

•	 The age‑standardised rate of  HIV notifications in the Aboriginal and Torres Strait Islander population 
increased by 33% from 4.8 per 100 000 in 2012 to 6.4 per 100 000 in 2016 compared to a 22% 
decline over five years in the Australian‑born non‑Indigenous population. In 2016 the notification rate 
was 2.2 times as high as in the Australian‑born non‑Indigenous population (2.9 per 100 000).

•	 In 2016, the HIV notification rate in Aboriginal and Torres Strait Islander people was 6.7 per 100 000 
people aged 35 years and above and 5.7 per 100 000 of  those aged under 35 years. In both age groups 
the rate was more than twice the rate among Australian‑born non‑Indigenous people.

•	 HIV notification rates in Aboriginal and Torres Strait Islander males were stable between 2007 and 2011, 
but increased by 90% from 6.2 per 100 000 in 2011 to 11.7 per 100 000 in 2016. The HIV notification 
rate in the Australian‑born non‑Indigenous male population fell by 15% in the same period (from 6.6 per 
100 000 in 2011 to 5.6 per 100 000 in 2016).

•	 In the past five years, a higher proportion of  HIV diagnoses among the Aboriginal and Torres Strait 
Islander population were attributed to heterosexual sex (20%) and injecting drug use (14%) than in the 
Australian‑born non‑Indigenous population (15% and 3%, respectively).

•	 There were an estimated 574 Aboriginal and Torres Strait Islander people with HIV in Australia in 2016. 
Of  those, an estimated 111 (20%) were undiagnosed, compared to an estimated 7% of  Australian‑born 
non‑Indigenous people with HIV. 

•	 Based on the test for immune function (CD4+ cell count), a quarter (26%) of  the new HIV diagnoses 
among Aboriginal and Torres Strait Islander people in 2016 were classified as late diagnoses (CD4+ cell 
count of  less than 350 cells/μL). These diagnoses are likely to have been in people who had acquired 
HIV at least four years prior to diagnosis without being tested.

•	 For detailed findings see pp. 18–27.

Summary
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Hepatitis C infection
•	 In Australia, hepatitis C transmission is strongly associated with injecting risk behaviour.

•	 There were 11 949 hepatitis C diagnoses in Australia in 2016, of  which 1122 (9%) were among the 
Aboriginal and Torres Strait Islander population, 4414 (37%) among the non‑Indigenous population, and 
a further 6431 (54%) in people whose Indigenous status was not reported.

•	 Notification rates were based on data from five jurisdictions (the Northern Territory, Queensland, South 
Australia, Tasmania and Western Australia) where Aboriginal and Torres Strait Islander status was at least 
50% complete for hepatitis C notifications for each of  the past five years (2012–2016). 

•	 The rate of  hepatitis C diagnoses in the Aboriginal and Torres Strait Islander population in 2016 was 173 
per 100 000, 3.8 times as high as the 45 per 100 000 in the non‑Indigenous population.

•	 In the past five years, there was a 25% increase in the notification rate of  hepatitis C diagnoses in the 
Aboriginal and Torres Strait Islander population (from 138 per 100 000 in 2012 to 173 per 100 000 in 
2016), whereas the rate in the non‑Indigenous population remained stable (43 per 100 000 in 2012 and 
45 per 100 000 in 2016).

•	 The rate of  newly acquired hepatitis C (hepatitis C diagnosis with evidence of  acquisition in the 24 
months prior to diagnosis) in the Aboriginal and Torres Strait Islander population in 2016 was 13.4 times 
that of  the non‑Indigenous population (29.5 vs 2.2 per 100 000, respectively). 

•	 Receptive syringe sharing, a key risk factor for hepatitis C transmission, increased by 56% over the past 
10 years (18% in 2007 to 28% in 2016) among Aboriginal and Torres Strait Islander respondents to the 
Australian Needle and Syringe Program Survey and was higher than among non‑Indigenous survey 
respondents in 2016 (17%).

•	 Among Aboriginal and Torres Strait Islander respondents to the Australian Needle and Syringe Program 
Survey in 2016, 18% of  those who self‑reported having chronic hepatitis C had received treatment in the 
past 12 months, a sixfold increase from 3% in 2015 but a lower proportion than among non‑Indigenous 
respondents in 2016 (23%).

•	 For detailed findings see pp. 28–47.
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Hepatitis B infection
•	 Hepatitis B in adolescents and adults is transmitted through a variety of  pathways, including both 

injecting drug use and sexual transmission. However, most Australians living with chronic hepatitis B 
acquired it at birth or in early childhood.

•	 There were 6555 diagnoses of  hepatitis B infection in Australia in 2016, of  which 176 (3%) were among 
Aboriginal and Torres Strait Islander people and 2718 (41%) were among non‑Indigenous people. There 
were a further 3661 (56%) notifications for which Indigenous status was not reported.

•	 Notification rates are based on data from five jurisdictions (Australian Capital Territory, Northern Territory, 
South Australia, Tasmania and Western Australia), where Aboriginal and Torres Strait Islander status was 
at least 50% complete for hepatitis B notifications for each the past five years (2012–2016). 

•	 In the past five years (2012–2016), the notification rate of  newly diagnosed hepatitis B infection in the 
Aboriginal and Torres Strait Islander population halved from 62 per 100 000 in 2012 to 31 per 100 000 in 
2016, with declines in all age groups but the greatest decline in people under 40 years of  age.

•	 In 2016, the notification rate of  newly diagnosed hepatitis B infection for the Aboriginal and Torres Strait 
Islander population was 1.3 times as high as for the non‑Indigenous population (31 per 100 000 vs 23 
per 100 000, respectively). This represents a decrease from 2012, when the notification rate of  newly 
diagnosed hepatitis B infection for the Aboriginal and Torres Strait Islander population was 2.6 times as 
high as for the non‑Indigenous population (62 per 100 000 vs 24 per 100 000).

•	 Data from linkage studies among pregnant Aboriginal women in the Northern Territory and New South 
Wales show hepatitis B prevalence rates are much lower in women born from 1988 onwards, when 
childhood hepatitis B vaccination was introduced, than in those born in the pre‑vaccine period, with 
reductions of  around 80%.

•	 For detailed findings see pp. 48–63.
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Sexually transmissible infections
•	 For detailed findings see pp. 64–93.

Chlamydia

•	 Chlamydia is the most frequently diagnosed sexually transmissible infection in Australia. In 2016, 
there were a total of  71 751 chlamydia notifications in Australia, of  which 6925 (10%) were among 
the Aboriginal and Torres Strait Islander population, 29 094 (41%) were among the non‑Indigenous 
population, and Aboriginal and Torres Strait Islander status was not reported for 35 732 (50%) 
notifications. Data for 2015 and 2016 from Victoria were unavailable at the time of  reporting.

•	 Notification rates are based on data from four jurisdictions (the Northern Territory, Queensland, South 
Australia and Western Australia), where Aboriginal and Torres Strait Islander status was at least 50% 
complete for chlamydia notifications for each of  the past five years (2012–2016). 

•	 The chlamydia notification rate for the Aboriginal and Torres Strait Islander population of  1194 per 
100 000 people in 2016 was 2.8 times that of  the non‑Indigenous notification rate (419 per 100 000), 
increasing to five times higher in remote/very remote areas. 

•	 In 2016, 81% of  notifications among the Aboriginal and Torres Strait Islander population were in people 
aged 15–29 years compared with 77% in the non‑Indigenous population.

•	 The chlamydia notification rate in Australia in both the Aboriginal and Torres Strait Islander 
population and the non‑Indigenous population has remained relatively stable since 2012, with 
variation by jurisdiction.
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Gonorrhoea

•	 There were a total of  23 887 gonorrhoea notifications in Australia in 2016, of  which 3779 (16%) were in 
the Aboriginal and Torres Strait Islander population, 11 658 (49%) were in the non‑Indigenous population, 
and 8450 (35%) were in people whose Aboriginal and Torres Strait Islander status was not reported.

•	 Notification rates are based on data from seven jurisdictions (Australian Capital Territory, Northern 
Territory, Queensland, South Australia, Tasmania, Victoria and Western Australia), where Aboriginal and 
Torres Strait Islander status was at least 50% complete for gonorrhoea notifications for each of  the past 
five years (2012–2016). 

•	 In 2016, the gonorrhoea notification rate in the Aboriginal and Torres Strait Islander population was nearly 
seven times that of  the non‑Indigenous population (582 vs 84 per 100 000 population), increasing to 30 
times higher in remote and very remote areas. 

•	 In 2016, 71% of  cases of  gonorrhoea among Aboriginal and Torres Strait Islander population were 
diagnosed among people aged 15–29 years compared with 53% in the non‑Indigenous population.

•	 In Aboriginal and Torres Strait Islander people, the number of  gonorrhoea diagnoses among men and 
women was nearly equal in 2016. In contrast, diagnoses in non‑Indigenous people are predominantly in 
men, in urban settings.
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Syphilis

•	 There were a total of  3367 infectious syphilis notifications in Australia in 2016, of  which 530 (16%) 
notifications were among Aboriginal and Torres Strait Islander people, 2502 (74%) were among the 
non‑Indigenous population, and 335 (10%) for people whose Aboriginal and Torres Strait Islander status 
was not reported.

•	 Infectious syphilis notification rates include all jurisdictions, as Aboriginal and Torres Strait Islander status 
was at least 50% complete for infectious syphilis notifications for each of  the 10 years 2007–2016.

•	 In 2016, the infectious syphilis notification rate in the Aboriginal and Torres Strait Islander population was 
5.4 times as high as the non‑Indigenous population (67 vs 12 per 100 000 population), increasing to 50 
times as high in remote and very remote areas.

•	 In 2016, 60% of  infectious syphilis notifications among the Aboriginal and Torres Strait Islander population 
were among people aged 15–29 years compared with 32% in the non‑Indigenous population.

•	 The notification rate of  infectious syphilis among the Aboriginal and Torres Strait Islander population 
declined by 39% between 2007 and 2009, and then increased threefold between 2010 and 2016 from 22 
per 100 000 in 2010 to 67 per 100 000 in 2016. 

•	 Between 2012 and 2016, the greatest increase in the notification rate of  infectious syphilis among the 
Aboriginal and Torres Strait Islander population was in the 20–29 years age group, from 56 per 100 000 to 
149 per 100 000.

•	 In Aboriginal and Torres Strait Islander people, the number of  infectious syphilis notifications among 
men and women was nearly equal in 2016. In contrast, diagnoses in non‑Indigenous people are 
predominantly in men, in urban settings.

•	 There were 16 congenital syphilis cases over the period 2012–2016, of  which 10 (63%) were in the 
Aboriginal and Torres Strait Islander population. The notification rate of  congenital syphilis in the 
Aboriginal and Torres Strait Islander population was 5.4 per 100 000 live births in 2016, which is 18 times 
as high as the rate of  0.3 per 100 000 in the non‑Indigenous population.

Donovanosis

•	 In the five years 2012–2016 there have been only two notifications of  donovanosis, one in 2012 and one 
in 2014. 

Human papillomavirus

•	 Since the national vaccination program for human papillomavirus (HPV) was introduced in 2007, there 
has been a large reduction in the proportion of  Aboriginal and Torres Strait Islander people at their first 
visit at sexual health clinics being diagnosed with genital warts, a drop of  88% among men and 100% 
among women aged 21 years or younger.
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Interpretation
The higher and increasing rate of  both HIV and hepatitis C diagnoses in Aboriginal and Torres Strait Islander 
people in the past five years is in contrast to declining HIV rate in Australian-born non-Indigenous population 
and stable hepatitis C rate in the non‑Indigenous population. The divergence in HIV rates possibly relates 
to a number of  factors including higher levels of  condomless anal sex among Aboriginal and Torres Strait 
Islander gay and bisexual men,4 less access to and uptake of  biomedical prevention strategies, and a 
difference in the HIV epidemiology, with a higher proportion of  HIV diagnoses among Aboriginal and Torres 
Strait Islander people attributed to heterosexual sex and injecting drug use. 

The higher rates of hepatitis C diagnosis in Aboriginal and Torres Strait Islander people may reflect differences in 
injecting practices, and in particular higher rates of syringe sharing. The difference could also be accounted for 
by disportionate rates of Aboriginal and Torres Strait Islander people being in prison each year, a setting where 
hepatitis C screening generally occurs on entry. Increases in HIV and hepatitis C diagnosis rates demonstrate 
the need for additional culturally appropriate prevention measures in this vulnerable population, as outlined in the 
national strategies.5–9

The decline in hepatitis B diagnoses in younger Aboriginal and Torres Strait Islander people suggests that 
immunisation programs for hepatitis B have had a clear benefit and have reduced the gap in hepatitis B 
diagnosis rates between Aboriginal and Torres Strait Islander people and the non‑Indigenous population. 
However, hepatitis B notification rates in Aboriginal and Torres Strait Islander people in older age groups 
remain high compared to the non‑Indigenous population, highlighting the need for a continued focus on 
hepatitis B testing and vaccination among Aboriginal and Torres Strait Islander people. 

There has been some success in controlling sexually transmissible diseases (STIs) in Aboriginal and 
Torres Strait Islander people. Donovanosis, once a frequently diagnosed STI among remote Aboriginal 
populations, is now close to elimination, and genital warts, once the most common STI managed at sexual 
health clinics, have declined by 88% in Aboriginal and Torres Strait Islander men and 100% in Aboriginal 
and Torres Strait Islander women at their first visit since the introduction of  a national vaccination program 
for HPV in 2007.

In contrast, rates of  chlamydia, gonorrhoea and infectious syphilis were three to seven times as high in 
Aboriginal and Torres Strait Islander people in 2016 as in the non-Indigenous population, with the difference 
greater in remote/very remote areas. Since 2011, there has also been a resurgence of  infectious syphilis in 
regional and remote communities after years of  declining rates, in the Northern Territory, Queensland, South 
Australia and Western Australia. This resurgence has also brought cases of  congenital syphilis, which in 2016 
was 18 times as common among Aboriginal and Torres Strait Islander babies as among non‑Indigenous 
babies. Considerable efforts are under way to control syphilis in the affected jurisdictions. There is an ongoing 
need for health promotion and strategies to detect infections early. 

Social determinants of  health, such as poverty and discrimination, can also influence risk factors for 
bloodborne viruses and STIs as well as health service utilisation amongst Aboriginal and Torres Strait 
Islander people,10 and must be addressed in the development of  culturally appropriate and relevant 
prevention, testing and treatment strategies. 
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Aboriginal and Torres Strait Islander status completeness
Incomplete information on Aboriginal and Torres Strait Islander identification has the potential to 
underestimate the true extent of  bloodborne virus and sexually transmissible infections in the Aboriginal 
and Torres Strait Islander population.

In 2016, all jurisdictions reported the Aboriginal and Torres Strait Islander status of  the patient for at least 
50% of  diagnoses of  HIV, infectious syphilis, newly acquired hepatitis C and newly acquired hepatitis B 
(infections acquired within the last two years). However, Aboriginal and Torres Strait Islander status was 
reported for less than 50% of  diagnoses in the following jurisdictions (Figures 1 and 2):

•	 Chlamydia: New South Wales, Tasmania and Victoria
•	 Newly diagnosed hepatitis B: New South Wales, Victoria and Queensland
•	 Newly diagnosed hepatitis C: New South Wales and Victoria.
•	 Gonorrhoea: New South Wales

Time trends in diagnoses of  specific infections by jurisdiction were included in this report if  information on 
Aboriginal and Torres Strait Islander status was available for at least 50% of  diagnoses of  the infection in 
every one of  the past five years. Jurisdictions which met the 50% threshold in 2016 (Figures 1 and 2) but 
not in other years were not included in this report.

Figure 1	 Reporting of  Aboriginal and Torres Strait Islander status at notification, for selected 
sexually transmissible infections, 2016, by state or territory
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Figure 2	 Reporting of  Aboriginal and Torres Strait Islander status at notification of  viral hepatitis 
diagnosis, 2016, by state or territory
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Area of  residence
According to the latest Census (2016), 20% of  the Aboriginal and Torres Strait Islander population lived in 
remote or very remote areas, 45% in inner or outer regional areas and 35% in major cities, compared with 
2%, 27% and 71% of  the non‑Indigenous population respectively (Figure 3). (See Methodology for further 
information.)

Figure 3	 Area of  residence, 2016, by Aboriginal and Torres Strait Islander status
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Aboriginal and Torres Strait Islander population in Australia
Aboriginal and Torres Strait Islander people make up 3% of  the total Australian population, with the greatest 
proportion living in New South Wales (31%) and Queensland (29%) (Table 1). 

Table 1	 Aboriginal and Torres Strait Islander population in Australia, 2016, by state/territory

Estimated resident Aboriginal and Torres Strait 
Islander population 

Proportion of  total Australian Aboriginal and 
Torres Strait Islander population 

State/Territory

Australian Capital Territory  7 121 1%

New South Wales  230 564 31%

Northern Territory  74 679 10%

Queensland  213 712 29%

South Australia  41 613 6%

Tasmania  27 114 4%

Victoria  53 817 7%

Western Australia  97 907 13%

Total  746 815 100%

Source:	 Estimates and Projections, Aboriginal and Torres Strait Islander Australians, 2011–2026.
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Number of  diagnoses and rates in Aboriginal and Torres Strait Islander people
While Aboriginal and Torres Strait Islander people make up 3% of  the total Australian population, they 
accounted for a disproportionate level (3% to 30%) of  all sexually transmissible infection and bloodborne 
virus diagnoses in 2016 (Figure 4). For many infections this proportion would be a lower limit, due to the 
incompleteness of  reporting of  Aboriginal and Torres Strait Islander status (see Figures 2 and 3 above).

Figure 4	 Proportion of  all notifications by Aboriginal and Torres Strait Islander status, 2016
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In 2016, rates of  notification of  most STIs and bloodborne viruses were around two to five times as high as 
in the non‑Indigenous population, with the exception of  newly acquired hepatitis C, for which the notification 
rate was 13 times as high (Table 2, Figure 5).

Table 2	 Number and ratea of  notifications of  sexually transmissible infections and bloodborne 
viruses in Australia,b 2016, by Aboriginal and Torres Strait Islander status

Aboriginal and Torres 
Strait Islander Non‑Indigenous

Ratio of  Aboriginal 
and Torres 

Strait Islander to 
non‑Indigenous rates

Excluded 
jurisdictionsc

Notifications of  sexually 
transmissible infections and 
viral hepatitis Numbera Rateb Number Rateb

Chlamydia  6 925 1 194 29 094 419 2.8 ACT, NSW, TAS, VIC

Gonorrhoea  3 779 582 11 658 84 7.0 NSW

Infectious syphilis  530 67 2 502 12 5.4 None

HIV  46 6 517 3 2.2 None

Newly acquired hepatitis B  13 2 136 1 3.4 ACT

Newly diagnosed hepatitis B  176 31 2 718 23 1.4 NSW, QLD, VIC

Newly acquired hepatitis C  216 30 473 2 13.4 NT

Newly diagnosed hepatitis C  1 122 173 4 414 45 3.8 ACT, NSW, VIC

a	 Jurisdictions in which Aboriginal and Torres Strait Islander status was reported for ≥50% of  diagnoses in each of  the past five years.
b	 Age‑standardised rate per 100 000 population.
c	 Jurisdictions in which Aboriginal and Torres Strait Islander status was reported for less than 50% of  diagnoses.
Source:	 National Notifiable Disease Surveillance System.

Between 2012 and 2016 the difference in the age‑standardised notification rate between Aboriginal 
and Torres Strait Islander and non‑Indigenous populations increased for infectious syphilis, HIV, newly 
acquired hepatitis C and newly diagnosed hepatitis C. There was a large decrease in the difference for 
gonorrhoea, from 20 times as high in 2012 to 7 times as high in Aboriginal and Torres Strait Islander as in 
non‑Indigenous people in 2016. Smaller decreases were observed for and newly diagnosed hepatitis B, 
while the difference in newly acquired hepatitis B remained stable. 
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Figure 5	 The ratio of  Aboriginal and Torres Strait Islander to non‑Indigenous notification rates, 
2012–2016, by condition
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Details of  HIV notifications are given in this chapter. Please see p. 4 for summary.

1.1 New diagnoses
All jurisdictions have high completeness rates (>90%) for Aboriginal and Torres Strait Islander status in HIV 
notifications for each of  the last 10 years and thus data from all jurisdictions are included.

In 2016, of  the 1013 notifications of  newly diagnosed HIV infections, 46 (5%) were identified as in 
the Aboriginal and Torres Strait Islander population, and there were a further 6 (1%) in people whose 
Indigenous status was not reported. 

Between 2007 and 2011, the number of  notifications in the Aboriginal and Torres Strait Islander population 
remained steady (range 19–24) (Figure 1.1.1, Table 1.1.1 ), but almost doubled from 24 in 2011 to 46 in 
2016. There was an increase of  52% in the number of  notifications in Aboriginal and Torres Strait Islander 
men in the last five years compared with relatively stable numbers over the same period in women.

Figure 1.1.1	 Newly diagnosed HIV notifications in Aboriginal and Torres Strait Islander people, 
2007–2016, by sex
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The median age at HIV diagnosis in Aboriginal and Torres Strait Islander people was 30 years in 2016 (33 
years over the last 10 years) (Table 1.1.1). The best indicator of  how long a person has had HIV is the CD4+ 
cell count per microlitre (cells/μL), which is above 500 in most people without HIV, and declines on average 
by 50–100 per year in people with HIV.11 The proportion of  new HIV diagnoses with a late diagnosis, defined 
by a CD4+ cell count less than 350 cells/μL at diagnosis, was 33% over the past 10 years (Table 1.1.1). 

1  HIV
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During the 10‑year period 2007–2016, notifications of newly diagnosed HIV infection among the Aboriginal and 
Torres Strait Islander population were reported from Queensland (35%), New South Wales (28%), Victoria (12%), 
Western Australia (11%), South Australia (6%), the Northern Territory (5%) and Tasmania (3%) (Table 1.1.1). In 
this period, half  (51%) of all HIV diagnoses were attributed to male-to-male sex, 19% to heterosexual sex, 15% 
to injecting drug use and 10% to both male-to-male sex and injecting drug use (Table 1.1.1). 

Table 1.1.1	 Characteristics of  cases of  newly diagnosed HIV infection in Aboriginal and Torres Strait 
Islander people, 2007–2016.

Year of  HIV diagnosis

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2007–2016a

Characteristic

Totalb 19 19 24 22 24 33 26 33 39 46 285

Sex

Male 16 15 20 15 18 27 22 25 35 41 234

Female 3 4 3 7 6 6 4 7 4 4 48

Median age (years) 33 36 37 35 32 27 36 34 37 30 33

Newly acquired HIV 
infection n (%)c

5
(26.3)

6
(31.6)

7 
(29.2)

5 
(22.7)

5 
(20.8)

10 
(30.3)

9
(34.6)

8 
(24.2)

12
(30.8)

15 
(32.6)

82
(28.8)

Late and advanced HIV infection status at HIV diagnosis (%)d

Late HIV diagnosis 40.0 33.3 40.9 25.0 34.8 37.5 40.0 30.0 29.4 26.2 32.7

Advanced HIV diagnosis 13.3 20.0 31.8 10.0 30.4 29.2 25.0 20.0 14.7 14.3 20.4

State/Territory, n

Australian Capital Territory 0 0 0 0 0 0 0 0 0 0 0

New South Wales 8 8 9 7 6 11 8 7 7 10 81

Northern Territory 0 1 0 1 2 2 1 1 1 5 14

Queensland 5 2 8 8 8 14 9 14 13 20 101

South Australia 1 4 2 1 1 1 2 0 2 2 16

Tasmania 0 0 1 0 1 0 2 2 2 0 8

Victoria 3 0 1 3 1 5 4 6 7 5 33

Western Australia 2 4 3 2 5 0 0 3 7 4 30

HIV exposure category, %

Male‑to‑male sex 47.4 47.4 41.7 54.6 62.5 69.7 23.1 39.4 53.9 58.7 50.9

Male‑to‑male sex and 
injecting drug use 15.8 5.3 12.5 4.6 0.0 6.1 19.2 9.1 10.3 15.2 10.2

Injecting drug usee 15.8 36.8 8.3 18.2 4.2 6.1 23.1 27.3 15.4 4.4 14.7

Heterosexual sex 21.1 10.5 16.7 13.6 25.0 18.2 30.8 15.2 18.0 19.6 19.0

Mother with/at risk of  HIV 
infection 0.0 0.0 0.0 0.0 4.2 0.0 0.0 0.0 0.0 0.0 0.4

Other/undetermined 
exposure 0.0 0.0 20.8 9.1 4.2 0.0 3.9 9.1 2.6 2.2 4.9

a	 Not adjusted for multiple reporting.
b	 Newly acquired HIV infection was defined as newly diagnosed infection with a negative or indeterminate HIV antibody test result or a diagnosis of  

primary HIV infection within one year of  HIV diagnosis. Includes transgender persons.
c	 Denominator is all diagnoses for which a CD4+ count was available .
d	 Late HIV diagnosis was defined as newly diagnosed HIV infection with a CD4+ cell count of  less than 350 cells/μL, and advanced HIV infection as 

newly diagnosed infection with a CD4+ cell count of  less than 200 cells/μL. Newly acquired HIV diagnoses are included in the non‑late category.
e	 Excludes men who have sex with men.

Source: 	State and territory health authorities; includes all states and territories.

HIV
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In the five‑year period 2012–2016, a higher proportion of  notifications of  newly diagnosed HIV infection among 
the Aboriginal and Torres Strait Islander population than in the Australian‑born non‑Indigenous population was 
attributed to injecting drug use (14% vs 3%) and heterosexual contact (20% vs 15%) (Figure 1.1.2).

Figure 1.1.2	 Newly diagnosed HIV infection and HIV exposure category, 2012–2016, by Aboriginal and 
Torres Strait Islander status
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Source: 	State and territory health authorities; includes all states and territories.

Of the heterosexually acquired HIV diagnoses in the five‑year period 2012–2016, a higher proportion 
among the Aboriginal and Torres Strait Islander population was attributed to a partner at high HIV risk than 
among the Australian‑born non‑Indigenous population (49% vs 24%) and a lower proportion to a partner 
from a high‑HIV‑prevalence country (national prevalence above 1%) (6% vs 25%) (Figure 1.1.3).

Figure 1.1.3	 Proportion of  newly diagnosed HIV notifications by heterosexual exposure category, 
2012–2016, by Aboriginal and Torres Strait Islander status
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a	 Includes heterosexual sex with a person who injects drugs, a bisexual male, someone who received blood/tissue, a person with haemophilia/clotting 
disorder, or someone with HIV whose exposure could not be determined.

Source: 	State and territory health authorities; includes all states and territories.
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When comparing HIV notification rates among the Aboriginal and Torres Strait Islander and the 
non‑Indigenous populations, the non‑Indigenous population is restricted to those born in Australia. This 
was done to exclude HIV diagnoses in overseas-born people, in whom trends can fluctuate in response to 
immigration patterns, and to focus on HIV infection endemic to Australia.

To enable more appropriate comparison between the Aboriginal and Torres Strait Islander and 
non‑Indigenous populations, the rate of  diagnosis per 100 000 people was calculated, taking into account 
the age structures of  each population (age‑standardised rates). The rate of  newly diagnosed HIV infection 
in the Aboriginal and Torres Strait Islander population was 3.6 per 100 000 in 2007, remaining fairly stable 
until 2011, and increasing since then to 6.4 per 100 000 in 2016. In the Australian‑born non‑Indigenous 
population, the rate declined from 3.8 per 100 000 in 2007 to 2.9 per 100 000 in 2016 (Figure 1.1.4). 

The notification rates of  newly diagnosed HIV infection in the Aboriginal and Torres Strait Islander population 
are based on small numbers, and may reflect localised occurrences rather than national patterns.

Figure 1.1.4	 Newly diagnosed HIV notification rate per 100 000 Australian‑born population, 2007–2016, 
by Aboriginal and Torres Strait Islander status

Non-Indigenous Aboriginal and Torres Strait Islander

A
ge

-s
ta

nd
ar

di
se

d 
ra

te
 p

er
 1

00
 0

00

0

1

2

3

4

5

6

7

2016201520142013201220112010200920082007
Year

Australian-born Non-Indigenous

3.8 3.5 3.3 3.2 3.5 3.7 3.4 3.7 3.1 2.9

Aboriginal and Torres Strait Islander

3.6 3.4 4.6 3.8 3.9 4.8 4.5 5.3 6.1 6.4

Source: 	State and territory health authorities; includes all states and territories.

HIV



22 Bloodborne viral and sexually transmissible infections in Aboriginal and Torres Strait Islander people:   annual surveillance report 2017

From 2007 to 2016, notification rates in people under 35 years of  age in the Aboriginal and Torres Strait 
Islander population were similar to the Australian‑born non‑Indigenous population, except in 2016, when the 
rate was higher among Aboriginal and Torres Strait Islander people (Figure 1.1.5). In comparison, notification 
rates among those aged 35 years or over have been higher in the Aboriginal and Torres Strait Islander 
population in all years except 2007 and 2012, with notification rates in the Aboriginal and Torres Strait 
Islander population more than twice as high in the last two years. 

Figure 1.1.5	 Newly diagnosed HIV notification rate per 100 000 population, 2007–2016, by Aboriginal 
and Torres Strait Islander status and age group
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Between 2007 and 2011, notification rates of  newly diagnosed HIV infection in the Aboriginal and Torres 
Strait Islander male population were similar to the non‑Indigenous Australian‑born male population. Since 
2011 the notification rate of  newly diagnosed HIV infection in the Aboriginal and Torres Strait Islander male 
population has nearly doubled (from 6.2 per 100 000 in 2011 to 11.7 per 100 000 in 2016), compared with a 
15% decrease in the non‑Indigenous Australian‑born male population (from 6.6 per 100 000 in 2011 to 5.6 
per 100 000 in 2016) (Figure 1.1.6).

These trends suggest that the divergence in HIV notification rates between the two populations is 
associated with increased notifications in Aboriginal and Torres Strait Islander males.

Between 2007 and 2016, the notification rates of  newly diagnosed HIV infection among Aboriginal and 
Torres Strait Islander females were lower than among Aboriginal and Torres Strait Islander males, and 
fluctuated over time, but were 2 to 12 times as high as among the non‑Indigenous Australian‑born female 
population (Figure 1.1.6).

Figure 1.1.6	 Newly diagnosed HIV notification rate per 100 000 Australian‑born population, 2007–2016, 
by Aboriginal and Torres Strait Islander status and sex
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The HIV notification rates in the Aboriginal and Torres Strait Islander population have fluctuated across all 
regions in the 10‑year period 2007 to 2016, but are all higher in 2016 than 10 years ago (Figure 1.1.7). 
Notification rates have been highest in urban areas in all years except 2015, where the notification rate 
in remote settings was the highest. Caution should be taken in interpretation of  these increases, as they 
represent a small number of  notifications.

Figure 1.1.7	 Newly diagnosed HIV notification rate per 100 000 in Aboriginal and Torres Strait Islander 
people, 2007–2016, by area of  residence
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1.2 Prevalence
There were an estimated 574 (range 470 to 726) Aboriginal and Torres Strait Islander people living 
with HIV in Australia in 2016. Of  those, an estimated 111 (20%) were undiagnosed, compared to 7% 
of  Australian‑born non‑Indigenous people with HIV. For further information and methods for estimating 
the number of  undiagnosed people please see HIV, viral hepatitis t sexually transmissible infections in 
Australia: annual surveillance report 2017.1

Periodic surveys have also measured HIV prevalence among subpopulations of  Aboriginal and Torres Strait 
Islander people. 

The National Prison Entrants’ Bloodborne Virus Survey is a triennial survey of  prison entrants conducted 
over a two‑week period.12 The most recent survey found no cases of  HIV. 

Data routinely collected from the Australian Needle and Syringe Program Survey provide an insight into 
the demographics, risk behaviour and bloodborne virus prevalence among people who inject drugs who 
attend needle and syringe programs. In the period from 2007 to 2016, the proportion of  participants in 
the Australian Needle and Syringe Program Survey identifying as Aboriginal and Torres Strait Islander 
increased from 10% to 18%. The Australian Needle and Syringe Program Survey of  people who inject 
drugs attending needle and syringe programs found the prevalence of  HIV among Aboriginal and Torres 
Strait Islander respondents between 2007 and 2016 was 3% or lower overall (data not shown), but generally 
higher in men than women (Figure 1.2.1). 

Figure 1.2.1	 HIV prevalence in needle and syringe program participants, 2007–2016, by Aboriginal and 
Torres Strait Islander status and sex
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1.3 Testing
National testing guidelines recommend HIV testing in a number of  contexts, including after HIV risk 
exposure, during antenatal care, and for particular priority populations.13 The Fourth national Aboriginal 
and Torres Strait Islander blood‑borne viruses and sexually transmissible infections strategy 2014–20179 
prioritises annual testing for STIs, including HIV. 

The Australian Needle and Syringe Program Survey has shown consistently each year that a higher 
proportion of  Aboriginal and Torres Strait Islander women than non‑Indigenous women attending needle 
and syringe programs (55% vs 50% in 2016) reported having had a HIV test in the past 12 months. 
Similarly, a higher proportion of  Aboriginal and Torres Strait Islander men than non‑Indigenous men 
attending needle and syringe programs reported a HIV test in the past 12 months each year since 2011 
(57% vs 51% in 2016) (Figure 1.3.1). These data may not be representative of  all Aboriginal and Torres 
Strait Islander people who inject drugs.

Figure 1.3.1	 Proportion of  people who inject drugs seen at needle and syringe programs who reported 
an HIV antibody test in the past 12 months, 2007–2016, by Aboriginal and Torres Strait 
Islander status and sex
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1.4 Condom use
According to the Australian Needle and Syringe Program Survey, in all years between 2007 and 2016 
except 2012 and 2016, a higher proportion of  Aboriginal and Torres Strait Islander female participants 
(50% to 76%) reported inconsistent condom use with casual partners in the last month than non‑Indigenous 
female participants (34% to 71%) (Figure 1.4.1). The proportions of  inconsistent condom use in the 
Aboriginal and Torres Strait Islander men attending needle and syringe programs fluctuated (between 52% 
and 80%) and was the same as non‑Indigenous men in 2016 at 68% (Figure 1.4.1). As above, this data may 
not be representative of  Aboriginal and Torres Strait Islander people who who inject drugs.

Figure 1.4.1	 Prevalence of  inconsistent condom use with casual partners in the last montha among 
people who inject drugs attending needle and syringe programs, 2007–2016, by 
Aboriginal and Torres Strait Islander status and sex
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2  Viral hepatitis
Details of  hepatitis C and hepatitis B are given in this chapter. Please see p. 5 for summary.

2.1 Hepatitis C
Newly diagnosed hepatitis C infections
This section focuses on newly diagnosed hepatitis C infection, which means that a person previously not 
known to have the infection has been tested and now found to have the infection. 

A total of  11 949 notifications of  newly diagnosed hepatitis C were reported in Australia in 2016; 1122 
(9%) occurred among the Aboriginal and Torres Strait Islander population, 4414 (37%) were among 
the non‑Indigenous population, and there were a further 6431 (54%) notifications among people whose 
Indigenous status was not reported. 

In the five‑year period 2012–2016, Aboriginal and Torres Strait Islander status was reported for at least 
50% of  notifications per year in the Northern Territory, Queensland, South Australia, Tasmania and Western 
Australia. Incomplete information on Aboriginal and Torres Strait Islander status can underestimate the true 
extent of  diagnoses of  these infections in the Aboriginal and Torres Strait Islander population and may not 
reflect national trends.

In the five‑year period 2012–2016, the age‑standardised notification rate of  newly diagnosed hepatitis C 
infection in the Aboriginal and Torres Strait Islander population increased by 25% from 138.1 per 100 000 in 
2012 to 172.7 per 100 000 in 2016, whereas the rate in the non‑Indigenous population remained stable at 
43.0 per 100 000 in 2012 to 45.2 per 100 000 in 2016 (Figure 2.1.1).

Figure 2.1.1	 Newly diagnosed hepatitis C notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status
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In all years 2012–2016, the hepatitis C notification rate was higher in both male and female Aboriginal and 
Torres Strait Islander people than in the non‑Indigenous population (Figure 2.1.2). In Aboriginal and Torres 
Strait Islander males, the hepatitis C notification rate increased by 27% from 172.9 in 2012 to 220.3 per 
100 000 in 2016, and in females increased by 20% from 104.8 in 2012 to 125.8 per 100 000 in 2016; the rate 
in non‑Indigenous males and females remained stable.

Figure 2.1.2	 Newly diagnosed hepatitis C notification rate per 100 000, 2012–2016, by Aboriginal and 
Torres Strait Islander status and sex
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In 2016, the majority (over 90%) of  notifications of  newly diagnosed hepatitis C infection in both the 
Aboriginal and Torres Strait Islander and the non‑Indigenous population occurred in people aged over 20 
years (Figure 2.1.3).

In 2016, of  notifications of  newly diagnosed hepatitis C infection in the Aboriginal and Torres Strait Islander 
population, 64% were in males and 36% in females, and similarly in the non‑Indigenous population, 68% of  
newly diagnosed hepatitis C infections were in males and 32% in females (Figure 2.1.3).

Figure 2.1.3	 Number of  notifications of  newly diagnosed hepatitis C infection, 2016, by Aboriginal and 
Torres Strait Islander status, age and sex
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The greatest difference between notification rates of  newly diagnosed hepatitis C infection between the 
Aboriginal and Torres Strait Islander population and non‑Indigenous population was observed in the 
younger age groups. The notification rates of  newly diagnosed hepatitis C infection in the Aboriginal and 
Torres Strait Islander male population aged 15–19 and 20–29 years in 2016 were eight and six times as 
high as the rates in the non‑Indigenous population in the same age groups, and in the 30–39 and 40–49 
age groups four times higher (Figure 2.1.4). 

Similar findings were observed in females: notification rates in the Aboriginal and Torres Strait Islander 
female population aged 15–19, 20–29 and 30–39 were five to seven times as high as in the non‑Indigenous 
population and four times as high in the 40–49 age group (Figure 2.1.4).

Figure 2.1.4	 Newly diagnosed hepatitis C notification rate per 100 000 population, 2016, by Aboriginal 
and Torres Strait Islander status, sex and age group
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In the five‑year period 2012–2016, the hepatitis C notification rate in Aboriginal and Torres Strait Islander 
people aged 15–24 years increased by 49% from 158.9 per 100 000 in 2012 to 236.4 per 100 000 in 2016, 
compared to increases of  13% in the 25–39 age group and 20% in the 40+ age group (Figure 2.1.5). 

As the primary route of  transmission of  hepatitis C is injecting drug use, a practice that typically starts 
in late adolescence or early adulthood, trends in the rate of  diagnoses in those under 25 years can be a 
proxy for the incidence of  hepatitis C infection.14 Between 2012 and 2016, the hepatitis C notification rate in 
Aboriginal and Torres Strait Islander people aged 25 years and under increased by 50%, but decreased by 
14% in non‑Indigenous people in the same age group (Figure 2.1.6). 

Figure 2.1.5	 Newly diagnosed hepatitis C notification rate in Aboriginal and Torres Strait Islander 
people per 100 000 population, 2012–2016, by age group
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Figure 2.1.6	 Hepatitis C notification rate per 100 000 in people aged 25 years and younger, 2012–2016, 
by Aboriginal and Torres Strait Islander status
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In Queensland, South Australia and Western Australia in 2016, the rate of  hepatitis C notification was three 
to seven times as great in the Aboriginal and Torres Strait Islander population as in the non‑Indigenous 
population, and it has increased in all three jurisdictions since 2012 (Figure 2.1.7). In the Northern Territory, 
the rate of  hepatitis C notification was slightly lower in the Aboriginal and Torres Strait Islander population 
than the non‑Indigenous population in 2016 (56.9 vs 81.5 per 100 000), while in Tasmania it was slightly 
higher (61.8 vs 53.7 per 100 000) (Figure 2.1.7).

Figure 2.1.7	  Newly diagnosed hepatitis C notification rate per 100 000 people, 2012–2016, by 
Aboriginal and Torres Strait Islander status and state/territory
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In 2016, the notification rate of  newly diagnosed hepatitis C infection among the Aboriginal and Torres Strait 
Islander population in major cities was eight times as high as in the non‑Indigenous population. Similarly, 
in inner/outer regional areas, the rate among Aboriginal and Torres Strait Islander people was four times as 
high as in the non‑Indigenous population resident in the same areas. Rates in Aboriginal and Torres Strait 
Islander and non‑Indigenous populations were similar in remote/very remote areas (Figure 2.1.8).

Figure 2.1.8	 Hepatitis C notification rate per 100 000 population, 2016, by Aboriginal and Torres Strait 
Islander status and area of  residence
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Between 2012 and 2016 the notification rate of  newly diagnosed hepatitis C infection in Aboriginal and 
Torres Strait Islander people increased in major cities by 15%, in inner/outer regional areas by 35%, and in 
remote/very remote areas by 29% (Figure 2.1.9).

Figure 2.1.9	 Newly diagnosed hepatitis C notification rate in Aboriginal and Torres Strait Islander 
people, per 100 000 population, 2012–2016, by area of  residence
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Newly acquired hepatitis C infection
This section focuses on newly acquired hepatitis C infection. Infection is recorded as newly acquired if  a 
person previously known not to have hepatitis C within the last two years has been tested and now found 
to have it. These data on newly acquired infections should be interpreted with caution, as they are likely 
to underestimate the true number of  newly acquired infections in the community for a number of  reasons. 
Infections are rarely symptomatic in the early stages and most cases therefore remain undetected. Also, 
even if  testing is conducted, it may be difficult to be sure that an infection was newly acquired unless the 
person has had a recent negative test before the positive diagnosis or clinical evidence of  newly acquired 
hepatitis C.

Aboriginal and Torres Strait Islander status was reported for at least 50% of  notifications of  newly acquired 
hepatitis C infection in all jurisdictions, and therefore included here. Increases from previous years in the 
reported number of  newly acquired reflect the inclusion of  data from Queensland for the first time.

In 2016, of  the 717 newly acquired hepatitis C infections notified, 216 (30%) were notified in the Aboriginal 
and Torres Strait Islander population, 473 (66%) in the non‑Indigenous population and 28 (4%) were in 
people whose Aboriginal and Torres Strait Islander status was not recorded.

In 2016, the age‑standardised notification rate of  newly acquired hepatitis C infection in the Aboriginal 
and Torres Strait Islander population was 13 times that of  the non‑Indigenous population (29.5 vs 2.2 per 
100 000) (Figure 2.1.10). 

In the five‑year period 2012–2016, the notification rate of  newly acquired hepatitis C infection in the 
Aboriginal and Torres Strait Islander population increased from 19.7 in 2012 to 29.5 per 100 0000 in 2016 
(Figure 2.1.10). Over the same period, the notification rates of  newly acquired hepatitis C were stable 
(2.2 to 2.7 per 100 000) in the non‑Indigenous population. 

Figure 2.1.10	 Newly acquired hepatitis C notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status
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In 2016 the rate of  newly acquired hepatitis C notifications was highest in the age group 20–29 years, and 
was 13 times as high among Aboriginal and Torres Strait Islander men as among non‑Indigenous men 
within this age group (131.8 vs 10.0 per 100 000). Similarly, rates were 13 times as high among Aboriginal 
and Torres Strait Islander women as among non‑Indigenous women aged 20–29 (43.1 vs 3.2 per 100 000) 
(Figure 2.1.11). 

Figure 2.1.11	 Newly acquired hepatitis C notification rate per 100 000 population, 2016, by Aboriginal 
and Torres Strait Islander status and age group
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Between 2012 and 2016 in the Aboriginal and Torres Strait Islander population, the notification rate of  newly 
acquired hepatitis C in the age group 15–24 years increased by 69% from 39.6 per 100 000 in 2012 to 67.1 
per 100 000 in 2016 (Figure 2.1.12). Notification rates of  newly acquired hepatitis C fluctuated in those 
aged 25–39 and remained stable in Aboriginal and Torres Strait Islander people aged 40 years and older 
(Figure 2.1.12).

Figure 2.1.12	 Newly acquired hepatitis C notification rate in Aboriginal and Torres Strait Islander people 
per 100 000 population, 2012–2016, by age group
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In 2016 rates of  newly acquired hepatitis C in the Aboriginal and Torres Strait Islander population were 18 
times as high as in the non‑Indigenous population in major cities, 9 times as high in inner/outer regional 
areas, and 16 times as high in remote/very remote areas (Figure 2.1.13).

Figure 2.1.13	 Newly acquired hepatitis C notification rate per 100 000 population, 2016, by Aboriginal 
and Torres Strait Islander status and area of  residence
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From 2012 to 2016, notification rates of  newly acquired hepatitis C in the Aboriginal and Torres Strait 
Islander population remained stable in major cities, but increased by 106% in inner/outer regional areas, 
and by 156% in remote/very remote areas (Figure 2.1.14).

Figure 2.1.14	 Newly acquired hepatitis C notification rate per 100 000 population, 2012–2016, by area of  
residence
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Hepatitis C prevalence
Australia’s epidemic of  chronic hepatitis C is concentrated among key populations including people 
who inject drugs, people from high‑prevalence countries (defined as countries where the prevalence of  
hepatitis C is higher than 3.5%) and HIV‑positive gay and bisexual men.

Over the past 10 years, hepatitis C antibody prevalence was higher among Aboriginal and Torres Strait 
Islander than non‑Indigenous respondents in each of  the Australian Needle and Syringe Program Surveys, 
except in 2010 (Figure 2.1.15). The hepatitis C antibody prevalence among Aboriginal and Torres Strait 
Islander participants increased from 57% in 2011 to 70% in 2015 and then decreased to 53% in 2016. This 
compares with a stable prevalence in non‑Indigenous respondents at 52% to 55% over the past five years 
(Figure 2.1.15). 

Figure 2.1.15	 Hepatitis C antibody prevalence in needle and syringe program participants, 2007–2016, 
by Aboriginal and Torres Strait Islander status
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Aboriginal and Torres Strait Islander people have higher rates of  risk factors for hepatitis C acquisition, 
including incarceration and receptive sharing of  syringes. In 2016, 27% of  prisoners (compared to 2% 
of  the general population over 18 years of  age) were Aboriginal and Torres Strait Islander.15 Hepatitis C 
prevalence was higher among Aboriginal and Torres Strait Islander prison entrants in each year of  the 
National Prison Entrants’ Bloodborne Virus Survey except 2010 and 2016, when prevalence was higher in 
non-Indigenous prison entrants (Figure 2.1.16).

Figure 2.1.16	 Hepatitis C antibody prevalence among a sample of  incoming Australian prisoners, by 
year of  survey, and Aboriginal and Torres Strait Islander status
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Injecting drug use
The proportion of  Aboriginal and Torres Strait Islander people attending needle and syringe programs who 
reported receptive syringe sharing increased from 18% in 2007 to 28% in 2016; this proportion was higher 
than in non‑Indigenous participants in 2016 (28% versus 17%) (Figure 2.1.17). Receptive syringe sharing 
was determined by the question: ‘How many times in the last month did you reuse a needle and syringe 
after someone else had used it, including your sex partner (even if  it was cleaned)?’.

Figure 2.1.17	 Prevalence of  receptive syringe sharinga by needle and syringe program participants, 
2007–2016, by Aboriginal and Torres Strait Islander status
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Testing
Among respondents of  the Australian Needle and Syringe Program Survey, the proportion of  Aboriginal 
and Torres Strait Islander women who were hepatitis C antibody negative and reported an antibody test in 
the past 12 months was higher than among non-Indigenous respondents in all years except 2008 and 2015 
(Figure 2.1.18). The proportion of  Aboriginal and Torres Strait Islander men who were hepatitis C antibody 
negative and reported an antibody test in the past 12 months was also higher than among non-Indigenous 
responders in all years except 2008, 2010 and 2016 (Figure 2.1.18). 

Figure 2.1.18	 Proportion of  people who inject drugs seen at needle and syringe programs who were 
hepatitis C antibody negative and reported a hepatitis C antibody test in the past 12 
months, 2007–2016, by Aboriginal and Torres Strait Islander status
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Treatment
In 2016, among Aboriginal and Torres Strait Islander participants in the Australian Needle and Syringe 
Program Survey, 19% reported a lifetime history of  hepatitis C treatment, and 18% reported treatment in 
the last 12 months, an increase from 10% and 3% respectively in 2015 (Figure 2.1.19). In 2016, Aboriginal 
and Torres Strait Islander participants had lower lifetime (19% vs 30%) and recent (18% vs 23%) uptake of  
treatment than non‑Indigenous participants. Increases in treatment uptake between 2015 and 2016 reflect 
interferon‑free direct‑acting antiviral regimens becoming available in Australia in March 2016. 

Figure 2.1.19	 Hepatitis C antiviral therapy in the past 12 months and ever for hepatitis C 
antibody‑positive needle and syringe program participants, 2008–2016, by Aboriginal and 
Torres Strait Islander status
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In 2016, of  Aboriginal and Torres Strait Islander prison entrants in the National Prison Entrants’ Bloodborne 
Virus Survey with chronic hepatitis C, 5% reported ever having received treatment for hepatitis C, compared 
to 15% of  non‑Indigenous respondents to the survey. The proportion reporting ever having received 
treatment has fluctuated between 0% and 12% for Aboriginal and Torres Strait Islander prison entrants and 
between 1% and 15% for non‑Indigenous prison entrants between 2004 and 2016 (Figure 2.1.20). Caution 
should be taken in interpretation of  these small numbers, as differences may not be statistically significant.

Figure 2.1.20	 Proportion of  prison entrants with hepatitis C reporting ever having received hepatitis C 
treatment, by year of  survey and Aboriginal and Torres Strait Islander status
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2.2 Hepatitis B
Newly diagnosed hepatitis B infections
This section focuses on newly diagnosed hepatitis B infection, which means that a person previously not 
known to have the infection has been tested and now found to have the infection. These diagnoses include 
newly acquired infections (previous negative test in the past two years) plus those with a previous test more 
than two years ago or where the time period is unknown.

There were a total of  6555 notifications of  newly diagnosed hepatitis B infection in Australia in 2016. Of  these 
176 (3%) were among the Aboriginal and Torres Strait Islander population, 2718 (41%) were among the 
non‑Indigenous population, and 3661 (56%) were among people whose Indigenous status was not reported. 

In the five‑year period 2012–2016, Aboriginal and Torres Strait Islander status was recorded in at least 50% of  
notifications per year in the Australian Capital Territory, the Northern Territory, South Australia, Tasmania and 
Western Australia.

In 2016, the age‑standardised notification rate of  newly diagnosed hepatitis B infection for the Aboriginal 
and Torres Strait Islander population was 1.4 times as high as for the non‑Indigenous population (31.1 per 
100 000 vs 22.8 per 100 000) (Figure 2.2.1). This represents a decrease from 2012, when the notification 
rate of  newly diagnosed hepatitis B infection for the Aboriginal and Torres Strait Islander population was 2.6 
times as high as in the non‑Indigenous population (62.4 per 100 000 vs 24.4 per 100 000).

Figure 2.2.1	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status
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Notification rates of  newly diagnosed hepatitis B infection have been consistently higher in Aboriginal and 
Torres Strait Islander males than in Aboriginal and Torres Strait Islander females but have decreased over 
time in males (from 80.6 per 100 000 in 2012 to 36.8 per 100 000 in 2016) and fluctuated in females (25.3 to 
51.5 per 100 000). (Figure 2.2.2).

Figure 2.2.2	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status and sex
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In 2016, 98% of  notifications of  newly diagnosed hepatitis B infection in the Aboriginal and Torres Strait 
Islander, and 94% in the non‑Indigenous populations, were in those aged 20 years and over (Figure 2.2.3).

Figure 2.2.3	 Number of  cases of  newly diagnosed hepatitis B, 2016, by Aboriginal and Torres Strait 
Islander status and age group
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In 2016, Aboriginal and Torres Strait Islander people experienced higher rates of  newly diagnosed 
hepatitis B infection than non‑Indigenous people, particularly among men and women aged 40 years and 
over (Figure 2.2.4). Among younger age groups, rates were higher for non‑Indigenous than for Aboriginal 
and Torres Strait Islander males and females. 

Figure 2.2.4	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2016, by Aboriginal 
and Torres Strait Islander status, age group and sex
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The rate of  newly diagnosed hepatitis B has declined in Aboriginal and Torres Strait Islander people in all 
age groups, with fluctuations in some years (Figure 2.2.5). The highest rates in 2016 were found in older 
age groups, at 43.8 per 100 000 for those aged 30–39 and 49.1 per 100 000 for those 40 years and over, 
reflecting the impact of  childhood and adolescent vaccination programs on younger groups.

Figure 2.2.5	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2012–2016, in 
Aboriginal and Torres Strait Islander people, by age group
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In 2016, the age‑standardised rate of  newly diagnosed hepatitis B infection was highest in Western 
Australia and the Northern Territory among both Aboriginal and Torres Strait Islander and non‑Indigenous 
people (Figure 2.2.6). From 2012 to 2016, rates of  newly diagnosed hepatitis B infection among the 
Aboriginal and Torres Strait Islander population declined by 195% in the Northern Territory, 68% in South 
Australia and 46% in Western Australia (Figure 2.2.6). The spike in notifications in 2013 can be attributed to 
hepatitis B testing in irregular maritime arrivals in Darwin.16

Figure 2.2.6	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status and State/Territory
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In 2016, the rates of  newly diagnosed hepatitis B infection in the Aboriginal and Torres Strait Islander 
population were higher than in the non-Indigenous population in all areas of  residence, but the difference 
was greater in regional and remote areas (Figure 2.2.7). 

Figure 2.2.7	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2016, by Aboriginal 
and Torres Strait Islander status and area of  residence
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Rates of  hepatitis B notification among Aboriginal and Torres Strait Islander people are higher in inner/outer 
regional areas and remote/very remote areas of  residence than in major cities. Notification rates decreased 
in inner/outer regional areas between 2012 and 2016 by 39%, from 68.2 to 41.9 per 100 000, and in remote/
very remote areas by 65% from 81.6 per 100 000 to 28.4 per 100 000 (Figure 2.2.8). 

Figure 2.2.8	 Newly diagnosed hepatitis B notification rate per 100 000 population, 2012–2016, in 
Aboriginal and Torres Strait Islander people, by area of  residence
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Newly acquired hepatitis B infection
This section focuses on newly acquired hepatitis B infection. Newly acquired hepatitis B infection is defined 
as newly diagnosed hepatitis B infection in a person previously known not to have the infection within the 
last two years. Determination of  a case as ‘newly acquired’ is heavily reliant on public health follow‑up, with 
the method and intensity of  follow‑up varying by jurisdiction and over time.

For each of  the five years 2012–2016, information on Aboriginal and Torres Strait Islander status was 
reported for at least 50% of  notifications of  newly acquired hepatitis B infection in all jurisdictions. Of  the 
157 notifications of  newly acquired hepatitis B infection in 2016, 13 (8%) were in the Aboriginal and Torres 
Strait Islander population and 136 (87%) in the non‑Indigenous population, and 8 notifications (5%) did not 
report Aboriginal and Torres Strait Islander status.

In the five‑year period 2012–2016 the age‑standardised notification rate of  newly acquired hepatitis B 
infection in the Aboriginal and Torres Strait Islander population fluctuated between 1.8 and 2.7 per 100 000 
and was stable (between 0.6 and 0.8 per 100 000) in the non‑Indigenous population over the same time 
period (Figure 2.2.9).

Figure 2.2.9	 Newly acquired hepatitis B notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status
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The rate of  newly acquired hepatitis B infection in males and females in the Aboriginal and Torres Strait 
Islander population was higher than the non‑Indigenous population in most years, except 2012 when the 
rate was slightly lower in Aboriginal and Torres Strait Islander males than in non‑Indigenous males (1.0 vs 
1.2 per 100 000) (Figure 2.2.10).

Figure 2.2.10	 Newly acquired hepatitis B notification rate per 100 000 population, 2012–2016, by 
Aboriginal and Torres Strait Islander status and sex
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In 2016, the male‑to‑female ratio of  newly acquired hepatitis B infection in the Aboriginal and Torres Strait 
islander population was 1.6:1 compared with 3.1:1 in the non‑Indigenous population (Figure 2.2.11).

Figure 2.2.11	 Number of  newly acquired hepatitis B notifications, 2016, by Aboriginal and Torres Strait 
Islander status, sex and age group
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In 2016, the notification rate of  newly acquired hepatitis B infection in the Aboriginal and Torres Strait 
Islander male population was higher in nearly all age groups (20–29, 30–39, 40–49 and 50–59 years) 
than the corresponding rate in the non‑Indigenous population (Figure 2.2.12). Notification rates of  newly 
acquired hepatitis B were highest in Aboriginal and Torres Strait Islander men aged 50–59 years.

 

Figure 2.2.12	 Newly acquired hepatitis B notification rate per 100 000 population, 2016, by Aboriginal 
and Torres Strait Islander status, sex, and age group
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Between 2012 and 2016, the notification rate of  newly acquired hepatitis B infection in the Aboriginal and 
Torres Strait Islander population fluctuated in all age groups except 20–29 years, where there was a steady 
decline (Figure 2.2.13). The rate was highest in people aged 30–39 years in 2016, at 6.5 per 100 000.

Figure 2.2.13	 Newly acquired hepatitis B notification rate per 100 000 population, 2012–2016, in 
Aboriginal and Torres Strait Islander people, by age group
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Hepatitis B prevalence
Australia has a concentrated hepatitis B epidemic among two key populations: migrants from high-
prevalence countries (particularly in Asia and the Pacific) and Aboriginal and Torres Strait Islander people. 
At the end of  2016, there were an estimated 24 287 Aboriginal and Torres Strait Islander people living with 
chronic hepatitis B infection, 11% of  the total estimated number of  people living with chronic hepatitis B 
(230 034). Hepatitis B prevalence in the Aboriginal and Torres Strait Islander population was estimated to 
be 3.7% in 2016.17

In a survey conducted every three years in a sample of  incoming prisoners, hepatitis B prevalence was 
higher in Aboriginal and Torres Strait Islander people than in non‑Indigenous people in each round of  the 
survey between 2004 and 2016 (Figure 2.2.14). In 2016 (the most recent year of  the survey), the prevalence 
of  hepatitis B was 5.4% in Aboriginal and Torres Strait Islander people and 1.8% in non‑Indigenous people.

Figure 2.2.14	 Hepatitis B surface antigen (HBsAg) prevalence among a sample of  incoming Australian 
prisoners, by year of  survey, and Aboriginal and Torres Strait Islander status
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Data from published studies (see Methodology for further detail) linking hepatitis B notifications to perinatal 
data collections suggest that among Aboriginal women giving birth in the Northern Territory18 and New 
South Wales,19 hepatitis B prevalence rates are around 80% lower in women born after childhood hepatitis B 
vaccination was introduced in 1988 than in those born in the pre‑vaccine period (Figure 2.2.15). 

Figure 2.2.15	 Prevalence of  chronic hepatitis B infection among Aboriginal women giving birth in New 
South Wales (2000–2012) and the Northern Territory (2005–2010) by vaccine policy in 
maternal year of  birth
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Vaccination
In the Northern Territory in 1985, hepatitis B screening was introduced for all pregnant women and 
vaccination for infants born to mothers living with chronic hepatitis B infection. In 1990, universal infant 
vaccination was implemented, and in 1998 a catch‑up program targeting children aged 6–16 years was 
introduced. In other states and territories of  Australia, hepatitis B vaccination of  all infants commenced 
in 2000 and a universal school‑based hepatitis B vaccination catch‑up program for adolescents aged 
12–15 years commenced in 1998.

Over the period 2012–2016, hepatitis B vaccination coverage rates for children were high overall in 2016, 
for Aboriginal and Torres Strait Islander children coverage was lower than for non‑Indigenous children 
for the 12 months age group (at 92% to 94%), but there was no difference at 24 months of  age, with 
vaccination coverage of  97% in Aboriginal and Torres Strait Islander children and 96% in non‑Indigenous 
children (Figure 2.2.16). The lower rates at 12 months suggest issues around timeliness of  completion of  
the vaccination course in Aboriginal and Torres Strait Islander children, which may lead to higher risk of  
disease acquisition. 

Figure 2.2.16	 Hepatitis B vaccination coverage estimates at 12 and 24 months, 2012–2016, by 
Aboriginal and Torres Strait Islander status
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3  Sexually transmissible infections

This chapter gives details of  STI notifications. Please see pp. 7–9 for summary data.

3.1 Chlamydia
Chlamydia was the most frequently diagnosed sexually transmissible infection in Australia in 2016, with 
a total of  71 751 notifications, of  which 6925 (10%) were among the Aboriginal and Torres Strait Islander 
population, 29 094 (41%) were among the non‑Indigenous population, and 35 732 (50%) were for people 
whose Indigenous status was not reported. Data for 2015 and 2016 for Victoria were unavailable at the time 
of  reporting, but will be available in the future.

In the period 2012–2016, Aboriginal and Torres Strait Islander status was reported for at least 50% of  
notifications each year in the Northern Territory, Queensland, South Australia and Western Australia.

The chlamydia notification rate for the Aboriginal and Torres Strait Islander population in 2016 of  1193.9 
per 100 000 population was nearly three times that of  the non‑Indigenous population at 419.0 per 100 000 
population. Since 2012, the notification rate of  chlamydia in the Aboriginal and Torres Strait Islander 
population and non‑Indigenous population has remained stable (Figure 3.1.1).

Figure 3.1.1	 Chlamydia notification rate per 100 00 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status
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Between 2012 and 2016 the chlamydia notification rate for the Aboriginal and Torres Strait Islander 
population was highest among Aboriginal and Torres Strait Islander females, at 1639.5 per 100 000 in 
2012 and 1535.9 per 100 000 in 2016. In 2016, the rate was three times as high in Aboriginal and Torres 
Strait Islander females as in non‑Indigenous females (1535.9 vs 482.7 per 100 000) and twice as high 
in Aboriginal and Torres Strait Islander males as in non‑Indigenous males (862.9 vs 359.1 per 100 000) 
(Figure 3.1.2).

Figure 3.1.2	 Chlamydia notification rates per 100 000 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status and sex
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Chlamydia diagnoses are notified predominantly among young people. In 2016, 81% of  chlamydia 
notifications were in the 15–29 age group in the Aboriginal and Torres Strait Islander population, as 
were 77% of  notifications in the non‑Indigenous population. In 2016, of  the chlamydia notifications in 
the Aboriginal and Torres Strait Islander population, 2338 were among males and 4245 among females, 
providing a male‑to‑female ratio of  0.6:1 compared to 0.8:1 in the non‑Indigenous population (Figure 3.1.3).

Figure 3.1.3	 Number of  notifications of  chlamydia in 2016, by Aboriginal and Torres Strait Islander 
status, sex and age group
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The chlamydia notification rate in Aboriginal and Torres Strait Islander men in 2016 was six times as high 
as in the non‑Indigenous population in the 15–19 age group, and twice as high in the 20–29 age group 
(Figure 3.1.4). The chlamydia notification rate in Aboriginal and Torres Strait Islander women aged 15–19 
and 20–29 in 2016 was four times and three times as high, respectively, as in the non‑Indigenous population 
(Figure 3.1.4). Notification rates were highest in Aboriginal and Torres Strait Islander females, particularly 
in the 15–19 age group (7427.2 per 100 000 population in 2016), which may reflect greater healthcare 
attendance and testing.

Figure 3.1.4	 Chlamydia notification rate per 100 000 population, 2016, by Aboriginal and Torres Strait 
Islander status, sex and age group
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The chlamydia notification rate in the Aboriginal and Torres Strait Islander population in the age groups 
15–19 and 20–29 years declined between 2012 and 2014, then remained stable (Figure 3.1.5). This decline 
may reflect a decrease in testing or a decrease in transmission.

Figure 3.1.5	 Chlamydia notification rate per 100 000 population in Aboriginal and Torres Strait Islander 
people, 2012–2016, by selected age groups and sex
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The chlamydia notification rate for 2012–2016 in the Aboriginal and Torres Strait Islander population was 
highest in the Northern Territory (Figure 3.1.6). In South Australia and the Northern Territory, the chlamydia 
notification rate increased between 2012 and 2014, then declined between 2014 and 2016 by 40% (to 
619.3 per 100 000) in South Australia and by 12% in the Northern Territory (to 1689.1 per 100 000). In 
Queensland and Western Australia rates have been stable. 

Figure 3.1.6	 Chlamydia notification rate per 100 000 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status, state/territory and year
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In 2016, the chlamydia notification rate in the Aboriginal and Torres Strait Islander population resident in 
major cities was twice as high as the rate in the non‑Indigenous population, three times as high in inner/
outer regional centres, and five times as high in remote/very remote areas (Figure 3.1.7).

Figure 3.1.7	 Chlamydia notification rate per 100 000 population, 2016, by Aboriginal and Torres Strait 
Islander status and area of  residence
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Between 2012 and 2016, chlamydia notification rates in Aboriginal and Torres Strait Islander people living 
in inner/outer regional areas decreased by 13% from 1574.9 to 1370.6 per 100 000 people. Rates in major 
cities and remote/very remote areas remained stable (Figure 3.1.8). 

Figure 3.1.8	 Chlamydia notification rate in the Aboriginal and Torres Strait Islander population per 
100 000 population, 2012–2016, by area of  residence
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3.2 Gonorrhoea 
There were 23 887 gonorrhoea notifications in Australia in 2016, an increase of  29% from 18 511 notification 
in 2015. Of  these, 3779 (16%) were among Aboriginal and Torres Strait Islander people, 11 658 (49%) 
were in the non‑Indigenous population, and 8450 (35%) were in people whose Aboriginal and Torres Strait 
Islander status was not reported.

In the period 2012–2016, Aboriginal and Torres Strait Islander status was at least 50% complete each year 
in the Australian Capital Territory, Northern Territory, Queensland, South Australia, Tasmania, Victoria and 
Western Australia, and therefore notification data presented below include these jurisdictions.

The gonorrhoea notification rate for the Aboriginal and Torres Strait Islander population in 2016 of  581.8 per 
100 000 population was seven times that of  the non‑Indigenous population at 84.1 per 100 000 population. 
Since 2012, the gonorrhoea notification rate in the Aboriginal and Torres Strait Islander population has 
declined by 17% compared to an increase of  125% in the non‑Indigenous population (Figure 3.2.1).

Figure 3.2.1	 Gonorrhoea notification rate per 100 000 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status
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The gonorrhoea notification rate for Aboriginal and Torres Strait Islander females in 2016 was 15 times that 
of  non‑Indigenous females (611.8 vs 41.8 per 100 000) (Figure 3.2.2). The gonorrhoea notification rate for 
Aboriginal and Torres Strait Islander males in 2016 was four times that of  non‑Indigenous males (555.3 vs 
126.0 per 100 000).

Figure 3.2.2	 Gonorrhoea notification rate per 100 000 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status and sex
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Differences in age at notification exist between the Aboriginal and Torres Strait Islander population and 
the non‑Indigenous population. In 2016, 32% of  gonorrhoea notifications among Aboriginal and Torres 
Strait Islander people were in people aged 15–19, compared with 7% in the non‑Indigenous population 
(Figure 3.2.3).

In 2016, among Aboriginal and Torres Strait Islander people, there were 1672 notifications of  gonorrhoea in 
males and 1969 among females, giving a male‑to‑female ratio of  0.9:1. This suggests that transmission is 
predominantly through heterosexual contact (Figure 3.2.3). In comparison, in the non‑Indigenous population 
there were 9914 notifications of  gonorrhoea in males and 3235 in females. This male‑to‑female ratio of  3:1 
suggests that transmission occurs predominantly through sex between men (Figure 3.2.3). Notification rates 
in the Aboriginal and Torres Strait Islander population were significantly higher than in the non‑Indigenous 
population across all age groups for both males and females (Figure 3.2.4).

Figure 3.2.3	 Number of  gonorrhoea notifications, 2016, by Aboriginal and Torres Strait Islander status, 
sex and age group
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Figure 3.2.4	 Gonorrhoea notification rate per 100 000 population, 2016, by Aboriginal and Torres Strait 
Islander status, sex and age group
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Since 2012, the gonorrhoea notification rate in the Aboriginal and Torres Strait Islander population has 
declined by 20% in the 15–19 age group, and by 28% in the 20–29 age group (Figure 3.2.5). This compares 
to increases of  39% and 128% respectively in the same age groups in the non‑Indigenous population.

Figure 3.2.5	 Gonorrhoea notification rate per 100 000 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status and selected age group
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From 2012 to 2016, the gonorrhoea notification rate in the Aboriginal and Torres Strait Islander population 
was highest in the Northern Territory, followed by Western Australia and South Australia (Figure 3.2.6). 
Notification rates were higher in the Aboriginal and Torres Strait Islander population than the non‑Indigenous 
population in 2016 in all jurisdictions except for Tasmania (Figure 3.2.6). Rates of  gonorrhoea notification 
in the Aboriginal and Torres Strait Islander population declined between 2012 and 2016 by 32% in 
Queensland (from 440.0 to 298.8 per 100 000), 23% in South Australia (from 602.4 to 461.0 per 100 000) 
and 19% in Western Australia (from 969.6 to 782.6 per 100 000). Rates increased by 93% in Victoria over 
the same period, from 45.9 per 100 000 in 2012 to 88.5 per 100 000 in 2016.

Figure 3.2.6	 Gonorrhoea notification rate per 100 000 population, 2012–2016, by Aboriginal and Torres 
Strait Islander status and state/territory
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In 2016, in the Aboriginal and Torres Strait Islander population resident in major cities, the notification rate 
of  gonorrhoea was nearly twice that in the non‑Indigenous population, 10 times as high in inner/outer 
regional areas and 30 times as high in remote/very remote areas (Figure 3.2.7). In the five‑year period 
2012–2016 there were declines in the gonorrhoea notification rate in the Aboriginal and Torres Strait 
Islander population in major cities and inner/outer regional areas, with rates in remote/very remote areas 
fluctuating (Figure 3.2.8).

Figure 3.2.7	 Gonorrhoea notification rate per 100 000 population, 2016, by Aboriginal and Torres Strait 
Islander status and area of  residence
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Figure 3.2.8	 Gonorrhoea notification rate in the Aboriginal and Torres Strait Islander population per 
100 000 population, 2012–2016, by area of  residence
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3.3 Syphilis

Infectious syphilis
An expanded infectious syphilis national case definition was implemented in July 2015 in all jurisdictions 
except for New South Wales, where it was implemented in July 2016.20 The new case definition includes a 
new subcategory of  ‘probable’ infectious syphilis to capture infectious syphilis cases in people without a 
prior testing history, particularly young people aged 15–19 years. The probable infectious syphilis cases are 
included in the number of  infectious syphilis notifications in 2015 and 2016.

Accurate and complete systems for the notification of  infectious syphilis exist nationally, enabling at least 
50% of  all infectious syphilis notifications in all jurisdictions to be notified by Aboriginal and Torres Strait 
Islander status in every year of  the last 10 years (completeness 80% and above in all jurisdictions except 
ACT in 2007, where it was 56%). For this reason, infectious syphilis data are presented for 10 years. 

There were 3367 infectious syphilis notifications nationally in 2016, an increase of  23% from 2739 
notifications in 2015. In 2016, 530 (16%) notifications were among the Aboriginal and Torres Strait Islander 
population, 2502 (74%) were among the non‑Indigenous population and 335 (10%) were among people 
whose Indigenous status was not reported.

In 2016, the age‑standardised infectious syphilis notification rate in the Aboriginal and Torres Strait Islander 
population was five times that of  the non‑Indigenous population (67.1 vs 12.4 per 100 000 population) 
(Figure 3.3.1). 

Figure 3.3.1	 Infectious syphilis notification rate per 100 000 population, 2007–2016, by Aboriginal and 
Torres Strait Islander status
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The infectious syphilis rate in 2016 was three times as high in Aboriginal and Torres Strait Islander males 
(78.1 vs 23.3 per 100 000) and 39 times as high in Aboriginal and Torres Strait Islander females (57.1 vs 1.5 
per 100 000) as in their non‑Indigenous counterparts (Figure 3.3.2). 

Figure 3.3.2	 Infectious syphilis notification rate per 100 000 population, 2007–2016, by Aboriginal and 
Torres Strait Islander status and sex
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In 2016, 54% of  notifications of  infectious syphilis in the Aboriginal and Torres Strait Islander population 
were among males, compared with 94% in the non‑Indigenous population (Figure 3.3.3). The 
male‑to‑female ratios indicate transmission of  infectious syphilis among the Aboriginal and Torres Strait 
Islander population predominantly through heterosexual contact and through sex between men in the 
non‑Indigenous population. 

In 2016, 21% of  infectious syphilis notifications among the Aboriginal and Torres Strait Islander population 
were in people aged 15–19, compared with 2% in the non‑Indigenous population (Figure 3.3.3).

Figure 3.3.3	 Number of  infectious syphilis notifications, 2016, by Aboriginal and Torres Strait Islander 
status, sex and age group
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In 2016, the infectious syphilis notification rate was highest in the 30–39 age group for both Aboriginal and 
Torres Strait Islander and non‑Indigenous men (155.1 and 49.4 per 100 000 respectively). For Aboriginal 
and Torres Strait Islander females, the infectious syphilis notification rate was highest in the 15–19 age 
group (172.6 per 100 000); among non‑Indigenous females the rate was highest in the 20–29 age group 
(4.2 per 100 000) (Figure 3.3.4).

Figure 3.3.4	 Infectious syphilis notification rate per 100 000 population, 2016, by Aboriginal and Torres 
Strait Islander status and age group
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Between 2007 and 2013, notification rates of  infectious syphilis declined in Aboriginal and Torres Strait 
Islander people aged 15–19 and 20–29, but increased sharply from 2013 to 2016, by 166% and 250% 
respectively (Figure 3.3.5). Amongst non‑Indigenous people aged 20–29, increases have also been 
observed between from 2014 to 2016, but are less marked than in the Aboriginal and Torres Strait Islander 
population. Infectious syphilis notification rates were relatively stable in the non‑Indigenous population aged 
15–19 between 2007 and 2015 and almost doubled from 2.6 to 4.8 per 100 000 between 2015 and 2016. In 
all years, the notification rate was higher among both age groups in the Aboriginal and Torres Strait Islander 
population than in the non‑Indigenous.

Figure 3.3.5	 Infectious syphilis notification rate per 100 000 population in Aboriginal and Torres Strait 
Islander people, 2007–2016, by select age group
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In 2016, the majority of  the 530 infectious syphilis notifications in the Aboriginal and Torres Strait Islander 
population occurred in Queensland (41%), the Northern Territory (39%) and Western Australia (10%). In 
contrast the majority of  the 2837 infectious syphilis notifications in the non‑Indigenous population occurred 
in Victoria (39%) New South Wales (30%), and Queensland (16%). 

Between 2012 and 2016, infectious syphilis notification rates in the Aboriginal and Torres Strait Islander 
population increased in the Northern Territory, Victoria, Western Australia, New South Wales and 
Queensland by 1308%, 261%, 214%, 104% and 97% respectively (Figure 3.3.6).

Figure 3.3.6	 Infectious syphilis notification rate per 100 000 population, 2012–2016, by Aboriginal and 
Torres Strait Islander status and state/territory
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In 2016, the infectious syphilis notification rate in the Aboriginal and Torres Strait Islander population in 
major cities was twice as high as in the non‑Indigenous population, increasing to 14 times in inner/outer 
regional areas, and 51 times in remote/very remote areas (Figure 3.3.7).

Figure 3.3.7	 Infectious syphilis notification rate per 100 000 population, 2016, by Aboriginal and Torres 
Strait Islander status and area of  residence
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Infectious syphilis notification rates in Aboriginal and Torres Strait Islander people in all areas of  residence 
were stable between 2007 and 2012 (Figure 3.3.8). Between 2013 and 2016, rates increased by 96% in 
major cities, 385% in inner/outer regional areas, and 221% in remote/very remote areas.

 

Figure 3.3.8	 Infectious syphilis notification rate per 100 000 population, 2007–2016, by area of  residence
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Congenital syphilis
Syphilis is caused by the bacterium Treponema pallidum, which causes congenital syphilis when passed 
from mother to child during fetal development or at birth. Over the last 10 years, more than half  (55%, 24) 
of  the 43 congenital syphilis notifications were in Aboriginal and Torres Strait Islander people (Figure 3.3.9). 
The notification rate of  congenital syphilis in the Aboriginal and Torres Strait Islander population was 
5.4 per 100 000 live births in 2016, which is 15 times the rate of  0.3 per 100 000 in the non‑Indigenous 
population, but declined by 75% from its peak in 2013 (Figure 3.3.10). Note that caution should be taken in 
interpretation of  these rates due to small numbers.

Figure 3.3.9	 Number of  congenital syphilis cases, 2007–2016, by Aboriginal and Torres Strait Islander 
status
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Figure 3.3.10	 Congenital syphilis rate per 100 000 live births, 2007–2016, by Aboriginal and Torres Strait 
Islander status
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3.4 Bacterial STIs in people under 16 years

The occurrence of  STIs among young Aboriginal and Torres Strait Islander people is a sensitive issue. The 
occurrence of  chlamydia, gonorrhoea and infectious syphilis among people aged 16 years or younger is 
described on the basis of  cases notified to the National Notifiable Diseases Surveillance System and is 
summarised only for those jurisdictions in which Aboriginal and Torres Strait Islander status was reported 
for at least 50% of  notifications in each year over the past five years.

From 2012 to 2016, a total of  3051 cases of  chlamydia, 1972 cases of  gonorrhoea and 122 cases of  
infectious syphilis were reported among Aboriginal and Torres Strait Islander people aged under 16 years. 
In the same period 2800 cases of  chlamydia, 319 cases of  gonorrhoea and 5 cases of  infectious syphilis 
were reported in non‑Indigenous people aged under 16 years. Within the Aboriginal and Torres Strait 
Island population, the majority of  these notifications (95% for chlamydia, 93% for gonorrhoea and 92% 
for infectious syphilis) were among people aged 13 to 15 years. A similar pattern of  diagnosis occurred 
among the non‑Indigenous young population, where 99% of  chlamydia, 88% of  gonorrhoea and 100% of  
infectious syphilis notifications among the under‑16s were in people aged 13 to 15 years. The majority of  
diagnoses of  STIs in the young Aboriginal and Torres Strait Islander population occurred in areas with a 
known high prevalence of  STIs, and where screening for STIs is routinely carried out. Caution should be 
taken in interpreting these data as related to child sexual assault, as it is likely that a significant proportion 
of  these notifications are the result of  earlier sexual debut and/or sex with same‑aged peers.
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3.5 Donovanosis

The National Donovanosis Eradication (Elimination) Project was implemented in 2001–2004, following 
the introduction of  improved methods of  diagnosis and treatment of  donovanosis. The project employed 
strategies such as targeted surveillance, high‑quality education and support of  primary healthcare workers 
in their management of  genital ulcerative disease, intermittent or short‑course oral medication and new 
laboratory techniques. 

Between 2010 and 2016 there have been only three notifications of  donovanosis nationally, one in 2010, one 
in 2012 and one in 2014; two of  these diagnoses were in Aboriginal and Torres Strait Islander people.

The decline in the annual number of  notifications of  donovanosis from four in 2007 to none in 2016 may 
be attributed to improved case ascertainment and treatment (Figure 3.5.1). There were no notifications of  
donovanosis in New South Wales, South Australia, Tasmania, Queensland, Victoria or the Northern Territory 
in the past five years. In Western Australia there were two notifications in this period, one in 2012 and one in 
2014 (data not shown).

Figure 3.5.1	 Number of  notifications of  newly diagnosed donovanosis infections, 2007–2016, by 
Aboriginal and Torres Strait Islander status
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3.6 Human papillomavirus

Human papillomavirus (HPV) types 16 and 18 cause 70% to 80% of  cervical cancer and about half  of  
high‑grade cervical intraepithelial neoplasia (CIN grade 2 or 3) lesions, and genotypes 6 and 11 cause 
most cases of  genital warts. In Australia, the quadrivalent HPV vaccine (types 16, 18, 6 and 11) is provided 
free in schools to all students aged 12–13 years under the National HPV Vaccination Program. The program 
began in 2007 for girls, and was extended to include boys in 2013. Catch‑up programs through schools, 
general practices and community immunisation services were run from 2007 to 2009 for females aged 
14–26 years, and from 2013 to 2015 for males aged 14–15 years.21,22 Data on HPV vaccination coverage is 
not available by Aboriginal and Torres Strait Islander status, but will be available in the future. 

Following the introduction of  vaccination against HPV in 2007, a decline has been seen in the diagnosis 
of  genital warts at first visit at sexual health clinics (see the HIV, viral hepatitis and sexually transmissible 
infections in Australia: annual surveillance report 20171 for further detail). Information available from 43 
sexual health clinics included in the Genital Warts Surveillance Network indicates a reduction since 2007 
of  88% in genital wart diagnosis among Aboriginal and Torres Strait Islander men and 100% in women in 
2016 (Figures 3.6.1 and 3.6.2). In people aged 21–29 years, reductions were greater in women than men, 
reflecting the catch‑up campaign in 2007–2009 for women aged up to 26 years.

Figure 3.6.1	 Proportion of  Aboriginal and Torres Strait Islander males diagnosed with genital warts at 
first visit at sexual health clinics, 2004–2016, by age group 
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Figure 3.6.2	 Proportion of  Aboriginal and Torres Strait Islander females diagnosed with genital warts at 
first visit at sexual health clinics, 2004–2016, by age group
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Methodology
This section explains how the data for this report were collected and calculated. (See the HIV, viral hepatitis and 
sexually transmissible infections in Australia: annual surveillance report 2017 for further details.1)

1 HIV infection
National surveillance for newly diagnosed HIV 

HIV infection is a notifiable disease in each state or 
territory health jurisdiction in Australia. All new HIV 
diagnoses are reported by doctors and laboratories 
to state/territory health authorities. Information sought 
on the notification form includes: name code (based 
on the first two letters of  the family name and the 
first two letters of  the given name), sex, date of  birth, 
postcode, country of  birth, Aboriginal and/or Torres 
Strait Islander status, date of  HIV diagnosis, CD4+ 
cell count at diagnosis, likely place of  HIV acquisition, 
source of  exposure to HIV and evidence of  newly 
acquired HIV (see below). If  the person was born 
overseas, language spoken at home and date of  
arrival in Australia are also recorded. These data are 
then forwarded to the Kirby Institute for collation and 
analysis. The database where HIV diagnoses are 
stored is referred to as the National HIV Registry.

Information on country of  birth has been reported by 
all jurisdictions since 2002 and language spoken at 
home has been reported by New South Wales, Victoria 
and Queensland since 2004 and by all jurisdictions 
since 2008. Information on date of  arrival in Australia 
and likely place of  acquisition has been reported by all 
jurisdictions since 2014.

In New South Wales, information on cases of  newly 
diagnosed HIV was sought only from the diagnosing 
doctor prior to 2008. From 2008, information was also 
sought from the doctors to whom the person with HIV 
was referred, and follow‑up was carried out for cases 
where the information sought at HIV notification was 
incomplete. These new procedures resulted in more 
complete information on new HIV diagnoses and in 
reassignment of  cases found to have been newly 
diagnosed in earlier years.

The procedures used for national HIV surveillance of  
newly diagnosed HIV are available at kirby.unsw.edu.au. 

Newly acquired HIV 

Newly acquired HIV is defined as newly diagnosed 
HIV with evidence of  a negative or indeterminate HIV 
antibody test or a diagnosis of  primary HIV infection 
(seroconversion illness) within the previous 12 
months. Information on the date of  the last negative 
or indeterminate test or date of  onset of  primary HIV 
infection has been routinely sought from each state/
territory health jurisdiction since 1991.

Late and advanced HIV diagnosis

Advanced HIV diagnosis was defined as newly 
diagnosed HIV with a CD4+ cell count of  less than 200 
cells/µL, and late HIV diagnosis was defined as newly 
diagnosed HIV with a CD4+ cell count of  less than 
350 cells/µL. New HIV diagnoses classified as newly 
acquired HIV were not categorised as late or advanced 
diagnoses, irrespective of  CD4+ cell count.

Rates of  HIV diagnosis

Notification rates were calculated using population 
denominators obtained from the Australian Bureau of  
Statistics (ABS) by state, year, sex and age (ABS series 
3101051–3101058) and were standardised using ABS 
Standard Population Catalogue 3100DO003_201212.26 
Population denominators by country or region of  birth 
were based on the standard Australian Classification 
of  Countries (ABS series 1269.0),27 with proportion 
of  population by region of  birth and year ascertained 
from ABS SuperTable data. Population denominators by 
year, sex, age and state for Aboriginal and Torres Strait 
Islander people were obtained from ABS catalogue 
3238.0, estimated and projected population.28 ABS 
regional population denominators by age, sex, 
Indigenous status and state were obtained from ABS 
catalogue 32380do009_2011.xls and from 2011 
Census‑based Aboriginal and Torres Strait Islander 
population projections by age, sex and remoteness 

http://kirby.unsw.edu.au
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area (2011–2026).29 Remoteness area categories 
for these data were ‘metropolitan’, ‘inner and outer 
regional’, and ‘remote and very remote’. State‑based 
proportions were assigned based on proportions by 
age, sex and state for each remoteness region in 2011 
estimates.

Rates of  HIV in Aboriginal and Torres Strait Islander 
populations were compared to Australian‑born 
non‑Indigenous populations unless otherwise stated. 
This was done to exclude imported HIV cases, where 
trends can fluctuate in response to immigration patterns, 
and to focus on HIV infection endemic to Australia.

Estimating HIV prevalence and level of  diagnosed 
infection

For full details of  methods used to calculate HIV 
prevalence and level of  diagnosed infection, including 
by subpopulation, please refer to the HIV, viral hepatitis 
and sexually transmissible infections in Australia: 
annual surveillance report 2017.1

Estimated HIV prevalence among people seen at 
needle and syringe programs was obtained from the 
Australian Needle and Syringe Program Survey.30 The 
methodology of  this study has been described in detail 
elsewhere.31 Briefly, the survey is conducted annually 
over two weeks in October at more than 50 needle and 
syringe programs to provide serial point‑prevalence 
estimates of  HIV and hepatitis C and to monitor 
injecting behaviour among people who inject drugs.
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2 Viral hepatitis
New diagnoses of  hepatitis B, newly acquired hepatitis B, hepatitis C infection and newly acquired hepatitis C 
were notifiable conditions in all state/territory health jurisdictions in Australia. Cases were notified by the diagnosing 
laboratory, medical practitioner, hospital or a combination of  these sources, through state/territory health authorities, to 
the National Notifiable Diseases Surveillance System. Population rates of  diagnosis of  viral hepatitis were calculated for 
each state/territory using yearly population estimates provided by the ABS.

2.1 Hepatitis C infection

New hepatitis C diagnoses

Notification procedures for new diagnoses of  
hepatitis C have been described above. Rates of  
notification for newly acquired hepatitis C and all 
new notifications were calculated using analogous 
procedures to those described above for HIV 
notifications (see ‘New diagnoses’ under HIV above). 

New acquired hepatitis C infection

Hepatitis C infection was classified as newly acquired if  
evidence was available of  acquisition in the 24 months 
prior to diagnosis.32 Diagnoses of  newly acquired 
hepatitis C infection were recorded in all health 
jurisdictions other than Queensland.

Hepatitis C prevalence

Hepatitis C prevalence among prison entrants 
was estimated using the National Prison Entrants’ 
Bloodborne Virus Survey. The methodology of  this study 
has been described in detail elsewhere.33 Briefly, the 
study is a consecutive cross‑sectional sample of  prison 
entrants over a two‑week period. Estimated hepatitis C 
prevalence among people seen at needle and syringe 
programs was obtained from the Australian Needle and 
Syringe Program Survey as described above.30

2.2 Hepatitis B infection

Hepatitis B new diagnoses

Notification procedures for new diagnoses of  
hepatitis B have been described above. Rates of  
notification for newly acquired hepatitis B and all 
new hepatitis B notifications were calculated using 
analogous procedures to those described above for 
HIV notifications (see ‘National surveillance for newly 
diagnosed HIV’ above under HIV infection).

Newly acquired hepatitis B infection

Hepatitis B infection was classified as newly acquired 
if  evidence was available of  acquisition in the 24 
months prior to diagnosis.32 Diagnoses of  newly 
acquired hepatitis B infection were notifiable in all 
health jurisdictions.

Hepatitis B prevalence

Hepatitis B prevalence among prison entrants 
was estimated using the National Prison Entrants’ 
Bloodborne Virus Survey described above.

Prevalence estimates for Aboriginal women giving birth 
are from two published studies. The New South Wales 
study19 linked data from two statutory registers, the 
NSW Perinatal Data Collection (which records all births 
in NSW of  babies at least 400 grams birthweight or 20 
weeks gestation) and the NSW Notifiable Conditions 
Information System (which records all notifications 
of  conditions notifiable under the NSW Public Health 
Acts 1991 and 2010). The study was limited to women 
resident in New South Wales (reported age 10–55 
years at time of  giving birth) who gave birth to their first 
child between January 2000 (when routine antenatal 
screening began) and December 2012.

The Northern Territory study18 linked data from the 
Northern Territory Perinatal Register (which records 
all births in the Northern Territory of  babies at least 
400 grams birthweight or 20 weeks gestation) and the 
Northern Territory Notifiable Diseases System (which 
contains a record of  every diagnosis of  hepatitis B 
in the Northern Territory). The study was limited to all 
women giving birth as public patients in the Northern 
Territory between September 2005 and 31 December 
2010. Women born overseas or not usually resident in 
the Northern Territory were excluded. 

Hepatitis B immunisation

Hepatitis B vaccine coverage was estimated using data 
from the National Centre for Immunisation Research 
of  Vaccine Preventable Diseases surveillance of  
immunisation coverage and the Australian Childhood 
Immunisation Register.
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3 Sexually transmissible infections other than HIV
Diagnoses of  specific sexually transmissible infections were notified by state/territory health authorities to the National 
Notifiable Disease Surveillance System, maintained by the Australian Government Department of  Health. Chlamydia was 
notifiable in all health jurisdictions except New South Wales prior to 1998; chlamydia was made notifiable in New South 
Wales in 1998. Gonorrhoea was a notifiable condition in all health jurisdictions and infectious syphilis became notifiable 
in all jurisdictions in 2004. In most health jurisdictions, diagnoses of  sexually transmissible infections were notified by the 
diagnosing laboratory, the medical practitioner, hospital or a combination of  these sources (see Table 3 below).

Table 3	 Source of  notification of  specific sexually transmissible infections to the National Notifiable 
Diseases Surveillance System, by state/territory

Diagnosis ACT NSW NT QLD SA TAS VIC WA

Gonorrhoea

Doctor 
Laboratory 

Hospital Laboratory
Doctor 

Laboratory

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory
Doctor 

Laboratory

Infectious 
Syphilis

Doctor 
Laboratory 

Hospital

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory
Doctor 

Laboratory

Chlamydia

Doctor 
Laboratory 

Hospital Laboratory
Doctor 

Laboratory

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory Laboratory
Doctor 

Laboratory
Doctor 

Laboratory

Donovanosis
Not 

notifiable Laboratory
Doctor 

Laboratory

Doctor 
Laboratory 

Hospital
Doctor 

Laboratory Laboratory
Doctor 

Laboratory
Doctor 

Laboratory

New STI diagnoses
Notification procedures for new diagnoses of  STIs 
other than HIV have been described above. Rates of  
notification for chlamydia, gonorrhoea and infectious 
syphilis were calculated using analogous procedures 
to those described above for HIV notifications (see HIV 
new diagnoses methodology). 

The number of  notifications of  donovanosis was 
obtained from the National Notifiable Disease 
Surveillance System (described above).

An expanded national infectious syphilis case 
definition was implemented in July 2015.20 It includes 
a new subcategory of  ‘probable’ infectious syphilis. 
The ‘probable’ category was developed to capture 
infectious syphilis cases in people without a prior 
testing history. An increase in notifications due to 
the expanded case definition needs to be taken into 
consideration when interpreting changes in the number 
and rate of  notifications between 2014 and 2015.

STI prevention and risk behaviours

Proportions of  people reporting inconsistent condom 
use, recent injecting drug use, receptive needle 
sharing for drug injection, recent HIV antibody 
testing, recent hepatitis C antibody testing, and use 
of  hepatitis C antiviral therapy were estimated from 
the Australian Needle and Syringe Program Survey. 
The Survey is conducted annually at more than 50 
needle and syringe program services over two weeks 
in October each year. The project is conducted in 

all states and territories and recruits between 2000 
and 2500 program attendees each year. Participants 
complete a brief  self‑administered questionnaire and 
provide a capillary blood sample which is subsequently 
tested for HIV and hepatitis C antibodies. 

The proportion of  people aged 16–29 years reporting 
condom use was estimated using data from the 
Goanna survey.34 The survey involved collection of  
data in four areas: (1) demographics; (2) questions 
assessing knowledge of  STIs and bloodborne 
viruses; (3) questions relating to risk behaviours; 
The proportion of  diagnoses of  genital warts at first 
visit to sexual health clinics was obtained from the 
ACCESS (Australian Collaboration for Coordinated 
Sentinel Surveillance) network. Briefly, ACCESS is 
a national sexual health surveillance network using 
routinely collected deidentified demographic, testing, 
diagnosis and treatment data from health services 
and laboratories across Australia to monitor the sexual 
health of  high-risk population groups including gay 
and bisexual men, injecting drug users, Aboriginal and 
Torres Strait Islander people, sex workers and young 
people. Refer to the main report1 for further details. and 
(4) questions related to use of  and access to health 
services. Just under 3000 Aboriginal and Torres Strait 
Islander people aged 16–29 were surveyed in every 
Australian jurisdiction. The project was initiated in 
2010, and data collection occurred during 2011–2013. 
The survey was funded by an Australian Research 
Council Linkage Grant with contributions from state and 
territory health departments and coordinated by peak 
Aboriginal health organisations in each jurisdiction.
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