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What are the major drivers of prevalent disability burden 
in young Australians?
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health problems. Also, childhood-onset dis-
orders such as asthma, attention deficit
hyperactivity disorder (ADHD) and autism,
as well as complications from perinatal and
congenital disorders, persist through these
years. This complex, changing profile of
adolescent health is challenging in terms of
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ABSTRACT

Objective:  To examine age and sex differences in the leading causes of prevalent 
disability in young Australians.
Design, setting and participants:  We analysed data from the 2003 Australian Burden 
of Disease and Injury Study, which estimated the prevalent disability burden attributable 
to 170 diseases and injuries, for younger adolescents (10–14 years), older adolescents 

9 years) and young adults (20–24 years).
 outcome measures:  The broad categories of disease and injury that are the main 
ibutors to prevalent disability and the 10 leading disease and injury causes of 
lent disability, according to sex and age group.
lts:  Total prevalent disability rates are lowest in younger adolescents and highest in 
g adults. Mental disorders are the largest “contributor” to disability in young 
alians, and anxiety and depressive disorders are the leading single cause. In young 

males, autism and attention deficit hyperactivity disorder cause similar levels of disability 
as do anxiety and depression. In young females, eating disorders are the second leading 
cause of mental disorder disability. Alcohol use disorders and schizophrenia make 
important contributions to disability in young adult males. Asthma is the most prominent 
cause of physical disability in all three age groups.
Conclusions:  There are substantial changes in both the pattern and level of disability 
burden across the three age groups that we studied. The increase in total prevalent 
disability that occurs from early adolescence to young adulthood should focus attention 
on the delivery of accessible and youth friendly health care as well as the effectiveness of 
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transitions from child health services to adult health services.
he
ad
heT
  transition from puberty to young

ulthood brings rapid changes in
alth. Anxiety, depression and eat-

ing disorders become common during teen-
age years. In young adulthood, substance
misuse peaks and psychotic disorders
become prominent,1 as do injury and sexual

developing comprehensive policy responses.
Patterns of prevalent disability (ie, disabil-

ity caused by current cases of disease or
injury) are important starting points for
planning health services. They indicate the
most important diseases and injuries that are
likely to need health services, and show how
diseases and injuries may change when
young people transition from using child
health services to adult health services.

We undertook secondary analysis of data
from the Australian Burden of Disease and
Injury Study2,3 to compare the causes of
prevalent disability for 10–24-year-old Aus-
tralians in 2003 by sex and age group.

METHODS
The Australian Burden of Disease and Injury
Study estimated the prevalent years lived
with disability (PYLD) caused by 170 dis-
eases and injuries for Australians in 2003.2,3

PYLD are the healthy years of life lost in the
year of the study by people who have the
disease or injury. They are distinct from
incident years lived with disability, which
are the future years of healthy life lost from
new cases of disease or injury.

PYLD are equal to the prevalence of dis-
ease or injury multiplied by a “disability
weight”.4,5 The prevalence estimates that we
used to calculate PYLD were derived from
national or state level Australian epidemio-
logical data, where available (further detail
on data sources and modelling has been
described previously2).

For younger adolescents (10–14-year-
olds), older adolescents (15–19-year-olds),
and young adults (20–24-year-olds), we
present the rates of PYLD per 1000 popula-

tion attributable to 22 broad causes, and the
10 leading individual causes of PYLD.

RESULTS

Broad causes of total prevalent 
disability
Total prevalent disability rates are lowest for
younger adolescents (25.4 PYLD per 1000
population) and highest for young adults
(43.9 PYLD per 1000 population) (Box 1),
and increase more from young adolescence
to young adulthood in females (52%
increase) than in males (33% increase).

Mental disorders are the largest “contribu-
tor” to disability in 10–24-year-olds (12.5
PYLD per 1000 population), followed by
chronic respiratory diseases (4.8 PYLD per
1000 population) and neurological disor-
ders (2.7 PYLD per 1000 population). Neo-
natal causes and congenital anomalies
account for a further 3.9 PYLD per 1000
population. Injuries (1.8 PYLD per 1000
population) and substance misuse (1.6
PYLD per 1000 population) are also major
contributors.

Rates of PYLD due to mental disorders
increase from young adolescence to young
adulthood (7.9 to 17.3 PYLD per 1000
population), as do rates for substance use
disorders (0 to 3.7 PYLD per 1000 popula-
tion), injuries (1.2 to 2.4 PYLD per 1000
population) and neurological disorders (2.1
to 3.4 PYLD per 1000 population). Rates of
PYLD caused by chronic respiratory diseases
decrease from young adolescence to young
adulthood (5.7 to 4.0 PYLD per 1000 popu-
lation), and congenital and neonatal causes
have similar rates across the three age
groups (ranging from 3.8 to 3.9 PYLD per
1000 population).

Leading causes of PYLD

Anxiety and depression cause more PYLD in
10–24-year-olds than any other disorder
and account for the majority of mental
disorder disability in females (Box 2). The
contribution of anxiety and depression
increases from 7.1% in males and 16.4% in
females during young adolescence, to 17.3%
in males and 27.4% in females during young
adulthood.
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ADHD and autism spectrum disorders
together cause a similar level of disability in
10–24-year-old males as depression and
anxiety. They make a particularly large con-
tribution in younger adolescent males
(25.0% of total PYLD and 77.3% of mental
disorder PYLD), with less impact on males
during older adolescence (14.6% of PYLD)
and young adulthood (7.1% of PYLD).
ADHD and autism spectrum disorders
cause 10.8% of PYLD in younger adolescent
females, but have less impact at other ages.

Anorexia nervosa and bulimia nervosa are
the second leading cause of mental disability
in young females; they contribute to 6.1% of
PYLD in 10–24-year-old females, with larger
contributions in older adolescents (7.4%)
and young adults (7.1%) than in younger
adolescents (2.0%).

Schizophrenia causes 2.6% of PYLD in
10–24-year-old males, increasing from less
than 0.1% in young adolescents to 4.9% in
young adults. Alcohol misuse disorders
(according to diagnostic criteria for alcohol
dependence and harmful use in the 10th
revision of the International Classification of
Diseases) explain more PYLD in 10–24-year-
olds than any other substance misuse disor-
der. Overall, alcohol misuse disorders cause
1.6% of PYLD in older adolescents and
3.6% in young adults, with much larger
contributions in males (3.0%–6.5%) than
females (less than 1.0%).

Asthma is the second leading cause of
disability among 10–24-year-olds (13.9% of
PYLD in males and 13.4% in females) and
the leading cause in younger adolescents
(22.5% in males and 21.3% in females). Its
contribution to disability declines to 8.7% in
young adulthood, but it remains the most
prominent contributor to physical disability
in all three age groups. Low birth weight
and birth trauma and asphyxia are the next
leading causes of physical disability, together
accounting for 4.8% of PYLD.

Migraine is one of the leading causes of
physical disability in 10–24-year-old
females (contributing to 3.5% of PYLD) but
not males; it causes about 1.5 times more
disability in older adolescent and young
adult females compared with younger ado-
lescent females. Another important cause of
physical disability is epilepsy, which is
responsible for 2.3% of PYLD in 10–24-
year-olds.

DISCUSSION

Our analysis of 2003 data from the Austral-
ian Burden of Disease and Injury Study

showed that rates of prevalent disability
increase by almost 50% from younger ado-
lescence to young adulthood. Mental disor-
ders are the largest contributor to disability,
with anxiety and depression being the lead-
ing single cause. Eating disorders make a
significant contribution to mental disability
in young women, which is noteworthy given
they have received less attention in policy
than other mental disorders such as schizo-
phrenia, which cause less disability at the
population health level at these ages.

ADHD and autism cause more disability
in younger adolescents than in older adoles-
cents and young adults, while all the other
mental disorders cause more disability in
older adolescents and young adults. The
decline in disability caused by ADHD is a
result of the modelling of prevalence esti-
mates, which assumed rapid remission of
ADHD symptoms in young adults. The rela-
tive contribution of autism to disability
declines with age because of higher rates of
other causes of disability.

Ongoing physical health problems from
childhood (such as asthma) and the dis-
abling consequences of low birth weight and
birth trauma continue to play substantial
roles in the health of adolescents, particu-
larly younger adolescents. Many of these
adolescent physical health problems are
associated with substantial concurrent men-
tal health and behavioural problems, which
require an integrated approach to care.6

Furthermore, as with autism spectrum dis-
orders, many physical health problems will
persist into adulthood, and the quality of the
transition to adult health care will influence
the level of future associated disability.7,8

Our findings have some limitations. First,
because of the small numbers of cases of
disease in the age groups studied, differ-
ences in PYLD by age may reflect inaccura-
cies in modelling rather than real variations.
Second, the age of some of the prevalence
estimates must also be considered. For
example, the mental disorder data9 used in
the Australian Burden of Disease and Injury
Study predates the year of the study (2003)
by 6 years. Third, the disability weights
applied to each disorder were, with a few
exceptions (eg, adult-onset hearing loss,
childhood conditions), uniform across age
groups, which may not reflect potential
differences in experience of disability at
different ages.

Nevertheless, our findings highlight the
changing pattern of disability caused by
physical and mental disorders along the
developmental trajectory from early adoles-
cence to young adulthood. Successful policy
and service responses to the drivers of dis-
ability among youth must be informed by
the nature of the causes of disability (physi-
cal v mental) and age of onset. Childhood-
onset physical disorders (eg, asthma) and
mental disorders (eg, ADHD and autism)
require models of care that facilitate ongoing

1 Contribution of broad causes to total prevalent disability in young Australians 
in 2003, by age group

PYLD = prevalent years lived with disability. * Other causes are those that explain less than 5% of total PYLD in 
10–24-year-olds — infectious and parasitic diseases, acute respiratory infections, maternal conditions, 
genitourinary diseases, skin diseases, nutritional deficiencies, cancers, other neoplasms, endocrine and 
metabolic disorders, cardiovascular disease, diabetes mellitus, diseases of the digestive system, 
musculoskeletal diseases, oral conditions and ill-defined conditions. † Injuries include intentional and non-
intentional injuries. ◆
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RESEARCH2 Leading causes of prevalent years lived with disability (PYLD) for young Australians in 2003, by sex and age group

ADHD = attention deficit hyperactivity disorder. NA = not available. * Prevalence data are not available for the number of cases of falls, low birth weight, birth trauma and 
asphyxia, and otitis media; for these conditions, PYLD estimates  are based on the various disabling consequences, which each have an estimate of prevalence. ◆

Males Females

Rank Cause
Prevalence 
(cases)*

Proportion of 
total PYLD Rank Cause

Prevalence 
(cases)*

Proportion of  
total PYLD

Young people: 10–24-year-olds (males, total PYLD = 74 442; females, total PYLD = 66 874)
1 Anxiety and depression 129 840 14.2% 1 Anxiety and depression 161 064 24.6%

2 Asthma 197 089 13.9% 2 Asthma 172 078 13.4%

3 Autism spectrum disorders 15 760 8.8% 3 Bulimia nervosa 8 482 3.6%

4 ADHD 55 454 6.1% 4 Migraine 99 955 3.5%

5 Alcohol misuse 124 081 3.6% 5 Low birth weight NA 2.9%

6 Schizophrenia 4 482 2.6% 6 ADHD 21 726 2.7%

7 Low birth weight NA 2.6% 7 Anorexia nervosa 5 950 2.5%

8 Falls NA 2.5% 8 Epilepsy 5 056 2.1%

9 Epilepsy 5 287 2.5% 9 Personality disorders 14 245 1.9%

10 Birth trauma and asphyxia NA 2.3% 10 Birth trauma and asphyxia NA 1.8%

Other mental disorders 6.9% Other mental disorders 5.7%

Other physical disorders 34.2% Other physical disorders 35.4%

Younger adolescents: 10–14-year-olds (males, total PYLD = 20 504; females, total PYLD = 14 541)

1 Asthma 88 076 22.5% 1 Asthma 59 095 21.3%

2 ADHD 36 369 14.5% 2 Anxiety and depression 23 195 16.4%

3 Autism spectrum disorders 5 100 10.5% 3 ADHD 14 487 8.1%

4 Anxiety and depression 17 796 7.1% 4 Low birth weight NA 4.4%

5 Low birth weight NA 3.2% 5 Epilepsy 1 319 3.0%

6 Epilepsy 1 390 2.8% 6 Birth trauma and asphyxia NA 2.8%

7 Birth trauma and asphyxia NA 2.8% 7 Autism spectrum disorders 950 2.7%

8 Falls NA 2.2% 8 Eczema 19 024 2.5%

9 Migraine 16 990 1.9% 9 Migraine 14 813 2.4%

10 Otitis media NA 1.7% 10 Otitis media NA 2.2%

Other mental disorders 0.2% Other mental disorders 2.2%

Other physical disorders 30.5% Other physical disorders 32.0%

Older adolescents: 15–19-year-olds (males, total PYLD = 23 663; females, total PYLD = 22 162)

1 Anxiety and depression 47 328 16.3% 1 Anxiety and depression 56 735 26.2%

2 Asthma 63 203 14.0% 2 Asthma 58 346 13.8%

3 Autism spectrum disorders 5 352 9.3% 3 Bulimia nervosa 3 447 4.4%

4 ADHD 15 270 5.3% 4 Migraine 33 522 3.5%

5 Alcohol misuse 32 864 3.0% 5 Anorexia nervosa 2 351 3.0%

6 Acne 12 090 2.8% 6 Low birth weight NA 2.9%

7 Low birth weight NA 2.7% 7 Epilepsy 1 682 2.1%

8 Falls NA 2.6% 8 ADHD 5 704 2.1%

9 Epilepsy 1 764 2.6% 9 Acne 8 102 2.0%

10 Birth trauma and asphyxia NA 2.4% 10 Birth trauma and asphyxia NA 1.8%

Other mental disorders 7.0% Other mental disorders 5.7%

Other physical disorders 32.0% Other physical disorders 32.6%

Young adults: 20–24-year-olds (males, total PYLD = 30 275; females, total PYLD = 30 172)
1 Anxiety and depression 64 716 17.3% 1 Anxiety and depression 81 134 27.4%

2 Asthma 45 809 7.9% 2 Asthma 54 637 9.4%

3 Autism spectrum disorders 5 308 7.1% 3 Bulimia nervosa 4 406 4.1%

4 Alcohol misuse 91 217 6.5% 4 Migraine 51 620 4.0%

5 Schizophrenia 3 418 4.9% 5 Personality disorders 10 841 3.2%

6 Personality disorders 15 683 3.7% 6 Anorexia nervosa 3 183 3.0%

7 Heroin misuse 3 852 3.4% 7 Low birth weight NA 2.1%

8 Cannabis misuse 36 527 3.2% 8 Infertility 3 865 1.9%

9 Falls NA 2.6% 9 Acne 10 447 1.8%

10 Migraine 27 933 2.1% 10 Schizophrenia 1 254 1.8%

Other mental disorders 3.4% Other mental disorders 6.6%

Other physical disorders 37.7% Other physical disorders 34.7%
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self-management and successful transitions
to adult health services. These models exist
for asthma,10 but few exist for autism and
ADHD.11

Common mental disorders with adoles-
cent and young adult onset, such as anxiety
and depression, are most likely to be
detected in primary care. However, there are
significant challenges in identifying and
managing these conditions, so it is not clear
which models of care best address them.12,13

Schizophrenia and eating disorders have a
similar age of onset, but usually require
specialist care. For anorexia nervosa, family-
based treatment can be effective in the con-
text of comprehensive specialist treatment.14

For schizophrenia, early intervention pro-
grams have the potential to reduce the asso-
ciated disability,15,16 but more evaluation of
medium-term outcomes and generalisability
is needed.17,18

The major contributors to disability in
young Australians are a mixture of mental
disorders (especially anxiety and depression,
ADHD, autism, eating disorders and schizo-
phrenia) and some physical disorders
(including asthma, migraine, and the conse-
quences of low birth weight and birth
trauma). Changes in the patterns of prevalent
disability from early adolescence to young
adulthood are necessary for prioritising
health service investment — although these
alone are not sufficient.19-21 Policymakers
also need to know how much burden can be
averted by effective interventions (if these
exist), and which interventions are the most
cost-effective. Even so, the changing profile of
disability burden between early adolescence
and young adulthood should focus attention
on the delivery of accessible and youth-
friendly health care, as well as the effective-
ness of transitions in care from child health
services to adult health services.
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Have your cartoon 
published in the MJA

Calling all budding cartoonists: can you wield a pen as 
precisely as a surgical scalpel? Is your wit as sharp as a 
needle? Your humour contagious? If so, we are looking 
to publish your cartoons alongside editorial content. 
Please email us a sample of your work.
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