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Impacts of chronic back problems
Summary
Chronic back problems are long-term health conditions that include specific health conditions, 
such as disc disorders, sciatica and curvature of the spine, and back pain or problems that are 
not directly associated with a specific disease (such as osteoarthritis). They are common and 
associated with high impact on the community in terms of economic and disease burden, as 
well as on individuals in terms of quality of life and disability.

How common? 

In 2014–15, an estimated 3.7 million Australians (16%, or 1 in 6 people) had chronic back 
problems. The prevalence was similar for males and females, and rose with age: from <1% of 
people aged 0–14 to 27% among people aged 65–74 before declining slightly to 24% among 
people aged 75 and over. More than three-quarters (77%) of people with chronic back problems 
were of working age (15–64).

Economic and disease burden 

In 2008–09, around 1.8% of total health-care expenditure in Australia ($1.2 billion) was 
attributed to back problems.

In 2011, ‘back pain and problems’ were the third leading cause of disease burden in Australia, 
accounting for 3.6% of the total burden across all diseases and injuries. 

Quality of life

People with chronic back problems are more likely to report poor quality of life than those in 
the general population. In 2014–15, among people with chronic back problems:

population

general population 
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Disability

Among people with a disability, those who have a chronic back problem are more likely 
than those without a chronic back problem to report limitations and restrictions in 
relation to mobility, self-care, employment and social participation.

In 2012, 28% of the population with a disability (around 1.2 million people) had both 
disability and a chronic back problem. Of those:
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Introduction
Chronic back problems are a common condition, affecting around 3.7 million Australians. 

In addition to being common, chronic back problems are associated with high impact 
on the community in terms of economic and disease burden, as well as on individuals in 
terms of quality of life and disability. 

At the population level, chronic back problems contribute to substantial economic burden 
in terms of health-care costs and lost productivity, and substantial disease burden in terms 
of years of healthy life lost, principally due to disability.

At the individual level, people with chronic back problems are more likely to perceive 
their health as poor, and experience increased levels of pain and psychological distress 
(measures of poor quality of life). They are also more likely to experience reduced levels of 
participation and functioning (measures of disability). 

This bulletin complements other recent work done by the Australian Institute of  
Health and Welfare (AIHW) on the impact of chronic back problems in Australia 
(AIHW 2016a, 2016b).

Definition of chronic back problems
This bulletin focuses on chronic back problems as classified in the Australian Bureau of 
Statistics (ABS) National Health Survey (NHS) 2014–15 and the 2012 Survey of Disability, 
Ageing and Carers (SDAC). The data sources are described in the following section.

In this context, chronic back problems comprise long-term health conditions that have lasted 
at least 6 months, or are likely to last 6 months or more, and which are categorised as:

disc disorders (such as a herniated disc or disc degeneration) 

sciatica and curvature of the spine

back pain/problems not elsewhere classified.

Back pain or back problems that are caused by another condition, such as osteoporosis or 
osteoarthritis, are not included. For this reason, the total prevalence and impact of back 
problems presented here are likely to be underestimates. 

The concept of ‘back pain and problems’ used in the Australian Burden of Disease Study 
(AIHW 2016a) includes the categories named in this section.

Data sources
Two main data sources are used for the analysis presented in this bulletin: 
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ABS NHS 2014–15 data are used to provide information on the prevalence of chronic 
back problems in Australia, a profile of people with chronic back problems, and the 
quality-of-life measures of perceived health status, psychological distress and pain. 
Estimates of these measures for the general population (including those with chronic back 
problems) are presented for comparison.

ABS 2012 SDAC data are used to provide information on chronic back problems among 
people reporting a disability, including measures of activity limitations, and restrictions in 
workforce and social participation. Comparison is made between people with disability who 
have chronic back problems and those who have disability but no chronic back problems.

Data are also sourced from the Australian Burden of Disease Study 2011, to provide 
information on the burden of ‘back pain and problems’ at a population level.

It is important to note that the data from both the NHS and SDAC are self-reported 
and rely heavily on respondents knowing and providing accurate information about their 
health conditions. These data are also point-in-time snapshots, meaning it is not possible 
to examine the causal relationship between chronic back problems and risk factors (such 
as overweight and obesity), quality-of-life measures, or disability. 

Descriptions of the data sources and their limitations are provided in the ‘Data quality’ section.

Supplementary tables S1–S9 are available online, at  
<www.aihw.gov.au/arthritis-and-musculoskeletal-conditions/data/>.

Impact on the community
Prevalence
Chronic back problems are common in Australia. In 2014–15, an estimated 3.7 million 
Australians (16%, or around 1 in 6 people) had chronic back problems (ABS 2015). 

Prevalence was similar for males and females, and rose with age: from <1% of people aged 
0–14 to 27% among people aged 65–74 before declining slightly to 24% among people 
aged 75 and over. 

More than three-quarters (77%) of people with chronic back problems were of working  
age (15–64). 

Economic burden
Chronic back problems are associated with substantial health-care costs. 

Based on data from the 2008–09 AIHW Disease Expenditure Database, back problems 
accounted for 1.8% (nearly $1.2 billion) of total health-care expenditure allocated to 
disease groups (AIHW 2014).

Nearly one-half (48%, $560 million) of this expenditure was for hospital-admitted 
patient services, followed by out-of-hospital medical expenses (39%, $464 million) and 
prescription pharmaceuticals (13%, $153 million).
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These estimates are for direct health expenditure costs that can be allocated to a disease 
and exclude a range of costs, such as capital expenditure, some non-admitted patient 
services and public health programs, costs incurred by individuals with chronic back 
problems (including physiotherapy and over-the-counter medicines) and indirect costs 
(including lost productivity).

Many of these costs, in addition to direct health expenditure, were included in a study 
conducted by Arthritis and Osteoporosis Victoria (2013). That study estimated the total 
annual cost of back problems to the community to be $4.8 billion.

Disease burden
Burden of disease analysis is a technique used to assess and compare the impact of different 
diseases, conditions or injuries (referred to collectively as causes) on a population. It uses 
information from a range of sources to quantify the fatal and non-fatal effects of diseases 
and injuries into a measure known as the disability-adjusted life year (DALY). 

Based on data from the Australian Burden of Disease Study 2011, ‘back pain and 
problems’ ranked third after coronary heart disease (7.7%) and other musculoskeletal 
conditions (4.1%) in terms of disease burden, accounting for 3.6% of the total burden 
(DALYs) (AIHW 2016a). The burden of back pain and problems was higher for females 
(3.9%) than for males (3.4%).

The burden from back pain and problems (in DALYs) increased to age 50–54 and then 
declined, with the majority of the burden being among people of working age (15–64, 
78%). The pattern was similar for males and females, although the number of DALYs was 
notably higher for females aged 20–24, and 75 and over, compared with males in the same 
age groups. Conversely, it was higher for males aged 35–54 compared with females in the 
same age group (Figure 1).
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Figure 1: Number of total burden (DALYs) of back pain and problems, by age and sex, 2011
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Back pain and problems accounted for 7.3% of the non-fatal burden (years lived with disability 
(YLD) and was the second leading contributor of non-fatal burden after other musculoskeletal 
conditions (7.8%). The non-fatal burden of back pain and problems was slightly higher for  
males (7.5%, ranking second after other musculoskeletal conditions), than for females (7.1%, 
ranking third after other musculoskeletal conditions and anxiety disorders). 

Back pain and problems were not an important cause of fatal burden (years of life lost  
(YLL) in Australia, accounting for 0.1% of the total YLL.

Impact on the individual
Much of the substantial impact of chronic back problems in Australia is carried by the 
people living with these conditions. 

Although it is difficult to measure individual impact in terms of costs (expenses), it is possible to 
measure individual impact in terms of age, sex and risk factors, quality of life (perceived health 
status, psychological distress, pain) and disability (activity limitation and participation restriction).

Age, sex and risk factors
In 2014–15, people reporting chronic back problems were equally likely to be male (50%)  
or female (50%), least likely to be aged 0–14 (0.8%) and most likely to be aged 45–54 or 
55–64 (19%). 

The age distribution was broadly similar for males and females, with some minor 
differences. Females with chronic back problems were more likely than males to be  
aged 35–44 (18% compared with 15%, respectively) and males were more likely than  
females to be aged 45–54 (20% compared with 18%, respectively) (Figure 2). 
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Note: Estimated percentage of the population in each age group with chronic back problems. 
Sources: ABS National Health Survey: first results, 2014–15; Table S2.

Figure 2: Age distribution of chronic back problems, by sex, 2014–15
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Chronic back problems are associated with several factors, such as age, physical fitness, 
smoking, being overweight and type of occupation (for example, those that require lifting, 
bending, twisting, pulling and pushing) (Jørgensen et al. 2013). 

In 2014–15, 16% of people with chronic back problems were current daily smokers, 38% 
were physically inactive (did not do any exercise) and 33% were obese (ABS 2015). These 
risk factors were more commonly reported by people with chronic back problems than 
those in the general population, although not greatly so (in the general population, 15% 
were current daily smokers, 35% were physically inactive and 28% were obese).

Quality of life
Health-related quality of life is a measure of how a person’s health affects what they are 
able to do and how they feel. It is used to describe an individual’s perception of how a 
disease or condition affects their physical, psychological and social wellbeing. 

Chronic back problems are often associated with poor mental health, including 
depression, anxiety and psychological distress (Bener et al. 2013), which can in turn be 
related to increased experience of pain.

Perceived health status
In 2014–15, of people aged 15 and over with chronic back problems, 12% perceived their 
health as excellent, 31% as very good and 8.9% as poor (Figure 3).
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Sources: ABS National Health Survey: first results, 2014–15; Table S3.

Figure 3: Self-assessed health of people aged 15 and over with chronic back problems 
compared with the general population, 2014–15
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People with chronic back problems were less likely than those in the general population 
to perceive their health status as excellent or very good and more likely to perceive their 
health as poor (4.4% in the general population).

Psychological distress
In 2014–15, 6.8% of people aged 18 and over with chronic back problems experienced 
very high levels of psychological distress, which was higher than that experienced by the 
general population (3.7%) (Figure 4).
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1.  Data for psychological distress collected for people aged 18 and over.
2.  Estimated percentage of population with ‘chronic back problems’ and of the ‘general population’ (including those with chronic back problems).
Sources: ABS National Health Survey: first results, 2014–15; Table S4.

Figure 4: Psychological distress experienced by people aged 18 and over with chronic back 
problems compared with the general population, 2014–15

Pain
In 2014–15, 89% of people aged 18 and over with chronic back problems experienced pain 
in the 4 weeks prior to interview. The experience of pain in these people was generally 
towards the very mild to moderate end of the spectrum (Figure 5). However, 13% of 
people with chronic back problems experienced severe bodily pain and 3.7% experienced 
very severe bodily pain. 

The proportion of people with chronic back problems experiencing very severe and severe 
bodily pain was higher than that experienced by the general population (7% severe and 
1.5% very severe, respectively).
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Figure 5: Pain experienced by people aged 18 and over with chronic back problems compared 
with the general population, 2014–15

Disability
Chronic back problems can contribute to disability, which broadly encompasses:

 impairments in body structures or functions (for example, loss of function due to pain, 
or other abnormality of a body structure, such as disfigurement or deformity) 

activity limitations (such as bathing or managing daily routines) 

participation restrictions (such as needing special arrangements to attend work). 

People with back problems are affected differently in terms of disability. Some experience 
little or no limitation with their daily activities or working ability, whereas others are 
severely affected. Environmental factors, such as poor access to public buildings and public 
transport, may also contribute to the extent of the impact.

Impairments
Based on self-reported data from the 2012 SDAC, around 1.2 million people had both 
disability and chronic back problems (28% of the total population with disability), with 
slightly more females (51%) affected than males (49%). 

Among people with disability, those reporting chronic back problems were 3 times as 
likely to experience chronic or recurrent pain, and twice as likely to have restriction in 
physical activities and disfigurement or deformity, compared with those not reporting 
chronic back problems (see Table S6, available online at  
<www.aihw.gov.au/arthritis-and-musculoskeletal-conditions/data/>).
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Activity limitations
People with disability and chronic back problems may require assistance with everyday 
activities, and the level of need for that assistance can vary.

Activities related to self-care, mobility and communication are referred to as ‘core activities’. 
In 2012, people with disability and chronic back problems were 30–80% more likely than 
those not reporting chronic back problems to experience difficulty or need assistance 
with core activities, as well as other activities, such as property maintenance, household 
chores and health care (see Table S7, available online at <www.aihw.gov.au/arthritis-and-
musculoskeletal-conditions/data/>). These differences were statistically significant. 

Although results show that, among people with disability, those with chronic back 
problems had less difficulty with paperwork and communication than those without 
chronic back problems, the difference was not statistically significant. 

Among people with disability, limitations in activities such as using transport (both public 
and private) and meal preparation were similar for people with chronic back problems and 
for those without chronic back problems.

Participation restrictions
People with disability and chronic back problems may confront a range of challenges  
that affect their ability to participate in everyday activities, such as employment or  
social activities. 

Employment restrictions

Employment restrictions include the need to change jobs or duties, reduce hours, adapt to 
new circumstances, or cease working altogether, as a result of disability. 

In 2012, about 540,000 (77%) of working-age people (aged 15–64) with disability 
and chronic back problems had employment restrictions, and 158,600 (23%) had no 
employment restriction (although they may have experienced core activity limitations).

Of all people with disability and chronic back problems who had employment restrictions, 
44% were permanently unable to work. 

The prevalence and type of employment restriction experienced by people with disability 
and chronic back problems varied by employment status. People employed full-time were 
more likely to have employment restrictions (22%) than those working part-time (17%) 
and those looking for work (4.5%). 

Restriction in the type of job they could do was the most commonly reported  
employment restriction for all 3 employment status groups (around 90%), followed by 
restriction in the number of hours worked among people employed part-time (78%) and 
difficulty changing jobs or getting a preferred job among people employed full-time (59%) 
or employed part-time or looking for work (around 70%) (Figure 6).
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Figure 6: Types of employment restrictions, people aged 15–64 with disability, chronic back 
problems and employment restriction, by employment status, 2012

Social activities

Participation in social activities refers to people’s social involvement and interaction with 
others, such as through social and community activities.

According to the 2012 SDAC, most people with disability and chronic back problems 
were able to participate in social activities even though the majority reported limitations in 
their activities of daily living (see Table S9, available online at <www.aihw.gov.au/ 
arthritis-and-musculoskeletal-conditions/data/>).

One-third (34%) were unable, however, to go out as often as they wished because of their 
condition, and 0.5% did not leave home at all. This pattern was similar for people with 
disability but no chronic back problems. 

Discussion
The impact of chronic back problems is considerable, both in terms of population-level 
prevalence, disease burden and expenditure, and individual quality of life and participation. 

The burden of back pain and problems is not only high in Australia—globally, low back 
pain is ranked highest in terms of non-fatal burden (years lived with disability) (GBD 
2013 Collaborators 2015). 

Back problems are associated with substantial health-care costs both in Australia and 
internationally, with average direct costs estimated to be twice as high for people with 
chronic low back pain compared with those without chronic low back pain (Becker et al. 
2010; Gore et al. 2012).
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The burden of back problems is projected to increase. The study conducted by Arthritis 
and Osteoporosis Victoria (2013) projected the number of Australians with back 
problems to rise by 31% to 3.8 million (a rise of 0.9 million people) by 2032, based on 
population increase alone (ABS 2013b). The degree of burden will, however, depend on 
the severity and duration of new cases.

In Australia, people with chronic back problems report reduced quality of life (in terms 
of perceived health status, psychological distress and pain) compared with the prevalence 
of those measures in the general population. Our finding is consistent with international 
studies that show persistent back problems are linked to increased psychological distress 
(Bener et al. 2013) and that this effect is amplified for people with back problems and 
other comorbid conditions (Bollegala et al. 2011; Schofield et al. 2012). This could be 
verified in the Australian situation by building on existing comorbidities work to examine 
quality-of-life measures (AIHW 2016b).

This bulletin has also shown that most people of working age (15–64) with disability 
and chronic back problems experienced employment restrictions, with a substantial 
proportion permanently unable to work. Our finding is similar to international and 
Australian studies that show low back pain is a leading cause of work absence, inability 
to work and premature exit from the workforce, lost productive life years and receipt of 
disability benefits (Brage et al. 2010; Costa-Black et al. 2010; Schofield et al. 2015). 

Other studies show that low back pain can limit the ability of a person to stand or sit for 
long periods of time and affect their ability to participate in work (Sá et al. 2015). This 
could be verified in the Australian context by building on the current bulletin to examine 
associations between chronic back problems, employment status and sitting time. 

Given the findings in this bulletin and other studies, reducing the impact of back problems 
at both population and individual levels is important—and many back problems can be 
prevented or effectively managed. 

A systematic review of interventions to prevent low back pain suggests that a combination 
of education and exercise may reduce a person’s risk of developing an episode of low back 
pain (Steffens et al. 2016). Management at the individual level as well as in health-care 
settings—such as general practice, allied health, specialist surgeries and hospitals—can 
help limit pain, maximise function and optimise quality of life.

Data quality

National Health Survey (NHS)
The NHS, conducted about every 3 years by the ABS, is designed to obtain national 
information on the health status of Australians, their use of health services and facilities, 
and health-related aspects of their lifestyle (ABS 2015). The most recent survey was 
conducted in 2014–15. This NHS was conducted from a sample of approximately 14,700 
private dwellings across Australia. Urban and rural areas in all states and territories 
were included, while Very remote areas of Australia and discrete Aboriginal and Torres 
Strait Islander communities were excluded. Non-private dwellings such as hotels, motels, 
hospitals, nursing homes and short-stay caravan parks were excluded. 



13

Impacts of chronic back problems

While the NHS provides a vast array of nationally representative data, there are some limitations 
that need to be considered. 

Most data collected by the NHS are self-reported by respondents and, therefore, rely heavily on 
the respondents knowing and providing accurate information. The NHS is designed to prompt 
respondents so that the most accurate information is collected, but there may be reasons why the 
information may be compromised.

The cross-sectional nature of the survey and exclusions should also be taken into account.

Also, some questions were asked of people aged 15 and over, others of adults 18 years and over. 
For example, information on:

More information on NHS data quality can be found in National Health Survey: first 
results, 2014–15 (ABS 2015), available at <http://www.abs.gov.au/ausstats/abs@.nsf/
mf/4364.0.55.001?OpenDocument>.

Survey of Disability, Ageing and Carers (SDAC)
Conducted by the ABS, the SDAC collects national information on people with disabilities,  
older people (aged 65 or over) and their carers (ABS 2013a).

There are 2 components of the SDAC:

care facilities)

and nursing homes).

The survey excludes people in correctional institutions.

The latest SDAC was conducted in 2015. The results of that study were not available in time for 
this bulletin and so data from the 2012 survey are used.

The survey collects data on disability due to impairments, activity limitations and/or participation 
restrictions, and also collects information about the role of various diseases and health conditions 
in disability (for those with a disability as per the SDAC’s initial screening questions which relate 
to activity limitations). 

The data quality declaration for the 2012 SDAC can be found in Disability, ageing and carers, 
Australia: summary of findings, 2012 (ABS 2013a), available at <http://www.abs.gov.au/ausstats/
abs@.nsf/mf/4430.0>.

Burden of disease
Burden of disease analysis is a technique used to assess and compare the impact of different diseases, 
conditions or injuries (referred to collectively as causes) on a population. It uses information from a 
range of sources to quantify the fatal and non-fatal effects of diseases and injuries.
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More details on burden of disease methodology can be found in AIHW (2016a), available 
at <http://www.aihw.gov.au/publication-detail/?id=60129555173>.

Terms used in burden of disease studies
attributable burden: The disease burden attributed to a particular risk factor. It is the 
reduction in fatal and non-fatal burden that would have occurred if exposure to the risk 
factor had been avoided (or more precisely had been at its theoretical minimum).
DALY (disability-adjusted life year): Measure (in years) of healthy life lost, either 
through premature death defined as dying before the expected life span at the age of death 
(YLL) or, equivalently, through living with ill health due to illness or injury (YLD).
incidence: The number of new cases (of an illness or event) occurring during a given period.
prevalence: The number of cases of a disease or injury in a population at a given time.
YLD (years lived with disability): A measure of the years of what could have been a 
healthy life but were instead spent in states of less than full health. YLD represent  
non-fatal burden.
YLL (years of life lost): Years of life lost due to premature death, defined as dying before 
the global ideal life span at the age of death. YLL represent fatal burden.
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