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Some statistics on Aboriginal ill health 

The statistics about Aboriginal illness and illness patterns are well known. These figures vary 

greatly across Australia, but generally are worse in the Northern Territory than elsewhere. 

1. Life expectancy is almost 20 years less than for non-Aboriginal Territorians2. 

2. Mortality rates for Aboriginal males are improving, but only at the same rate as the general 

population – that is, the mortality gap between Aboriginal and non-Aboriginal males is not 

narrowing. Mortality rates for Indigenous females are not improving – that is, the mortality gap 

between Aboriginal and non-Aboriginal females is widening3. 

3. Life expectancy of Aboriginal people is considerably worse than for other comparable 

indigenous populations, such as the native peoples of United States and Canada, and the Maoris 

of Aotearoa (New Zealand)4. 

4. Infant mortality for Indigenous people is 3.3 times the Territory average5. 

5. Aboriginal people also suffer a greater burden of illness – across Australia, hospitalisation rates 

for Indigenous people are over 50% higher than for all Australians6. 

6. Aboriginal people suffer from certain health conditions at a much higher rate than non-

Aboriginal people. For example, Aboriginal people have diabetes at a rate 12-17 times the non-

Aboriginal population; the figure for renal disease is 17.4 times7. Note that of the 64 clients of 

the Alice Springs Renal Dialysis Unit currently, 63 are Aboriginal. 

 

 
1 Further information is available at the Congress web site (http://caac.mtx.net) 

2 Life expectancy at birth for the Northern Territory: Aboriginal Male 56.7 years, Non Aboriginal Male 74.9, Aboriginal 

Female 61.1, Non Aboriginal Female 80.6 (from Australia’s Health 1998, Australian Institute of Health and Welfare, 

p28) 

3 Australian Institute of Health and Welfare 1998, p32 

4 Kunitz S 1990 ‘Public policy and mortality among Indigenous populations of Northern America and Australasia’ 

Population and Development Review 16(4) 

5 Australian Institute of Health and Welfare 1998, p32 

6 Australian Institute of Health and Welfare 1998, p32 

7 Devitt J and McMasters A, Living on Medicine: A Cultural Study of End-stage Renal Disease among Aboriginal 

People, Central Australian Aboriginal Congress / IAD Press, Alice Springs 1998. 
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Health care funding8 

1. Notwithstanding the greater burden of death and illness that Aboriginal people bear, and despite 

popular misconception, huge amounts of money are not being thrown at the problem. In 1995-

96, 2.19% of all Australian recurrent health expenditure was on Aboriginal people – that is, only 

8% higher per capita than for other Australians. 

2. A disproportionate amount of this money is spent on expensive, end-stage, hospital or similar 

care. Across Australia, 55% of health expenditure on Aboriginal people is for hospital care – this 

amounts to about $1,218 per person per year on hospital care. This is twice the expenditure on 

non-Aboriginal people in hospital ($604 per person per year)9. 

3. On the other hand, for every $1 that non-Aboriginal Australians access through Medicare, 

Aboriginal Australians receive 27¢. For every $1 that non-Aboriginal Australians get from the 

Pharmaceutical Benefits Scheme (PBS) for essential drugs, Aboriginal people get 22¢. 

4. The Commonwealth Health Department (through OATSIHS) funds Aboriginal primary health 

care services to a level which goes some way to compensating for the lack of Aboriginal access 

to MBS and PBS funds. However, the level of primary health care expenditure for Aboriginal 

people is still approximately $100 per person per year less than  the national average (about $600 

per person per year). 

5. In addition, this expenditure on primary health care must be seen in the context of much greater 

Aboriginal need, as demonstrated by mortality and morbidity statistics. Measured against need, 

expenditure on Aboriginal health is clearly inadequate. The clearest way to address this inequity 

is to ensure Aboriginal access to the large mainstream funding sources of MBS and PBS. 

 

What is required for good health? 

Health is all of life. It is holistic. It includes: 

1. Identity. Knowing who you are, relationship with others, relationship with land and culture. 

2. Access to health services – primary health care, hospitals, and specialist services. 

3. Economic activity. Being active in the process of living. Looking after country, having a job, 

caring for family and community. 

4. Infrastructure. Having appropriate infrastructure that suits the way people live (housing / shelter, 

good water for drinking, washing, sewerage, garbage disposal, power, transport) 

5. Education. Appropriate to community need and culture. 

6. Good nutrition. Access to bush tucker and healthy store food. This is especially important for 

children to grow up to be healthy adults. 

7. Active Men’s and Women’s culture. 

8. Political leadership able to negotiate with colonial authority imposed on Aboriginal people. 

 
8 The figures in this section come from Deeble J et al 1998 Expenditures on Health Services for Aboriginal and Torres 

Strait Islander People. Australian Institute for Health and Welfare and the National Centre for Epidemiology and 

Population Health. Canberra. 

9 In the Northern Territory, total health expenditure on Aboriginal people is $3,221 per person per year (3.3 times that 

spent on the non-Aboriginal population). However, approximately 70% of this is on hospital care (A partnership 

proposal: improving the poor health status of remote Aboriginal Northern Territorians, presentation by Territory 

Health Services, 1998). As we have seen above, this expenditure is largely a reflection of higher levels of sickness in 

the Aboriginal community. 
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What does the holistic model of health tell us? 

1. That there is no simple, one-dimensional solution to the problem of Aboriginal health. In the 

past, there has been an unfortunate tendency for people to reduce the problem to one dimension, 

to see provision of medical care, or infrastructure, or schooling, or land as being the one 

approach that will deliver Aboriginal health. For example, the NAHS (quite properly) 

emphasised the environmental and infrastructure problems Aboriginal communities face. Yet 

some took this to mean that “fixing up” infrastructure was all that was required to fix people’s 

health – as a result, there was an unhealthy competition set up between health service and 

infrastructure needs. No other Australian expects local health services to have to compete with 

roads, sewerage, and electricity for funds. 

2. People are sick now and have a right to be able to access health services. Many of the problems 

Aboriginal communities face are long-term. Therefore, we can expect Aboriginal people to be at 

greater health risk than non-Aboriginal Australians for some time. During this time, people need 

access to health services – it is inconceivable that they be asked to wait for the other aspects of 

their lives to be fixed for their health to improve. 

3. It is not possible to “quarantine” other areas of Aboriginal life from health. Reducing land rights, 

legal services, and employment and education programs will inevitably have the effect of 

worsening the health of Aboriginal people somewhere down the line. The health benefits of 

having access to and control of their land have long been evident to Aboriginal people: their 

experience has recently been confirmed by a Central Australian study that shows lower incidence 

of diabetes, hypertension and obesity, a lower mortality rate, and lower hospitalisation rates for 

Aboriginal people living on traditional homelands compared to those still concentrated in large 

settlements10.  

4. A well-resourced, comprehensive primary health care service under local Aboriginal community 

control is a way for the community to tackle many other issues that they face. If Aboriginal 

people control a comprehensive primary health care service (see below) they will be able to 

direct resources to other areas of concern within the community, for example, to substance 

misuse (drinking and sniffing), to nutrition, or to transport issues (access to health service). The 

expertise of the health service can be used to ensure that other community development issues 

(eg infrastructure) are tackled in a way that improves health, and does not worsen it. 

 

 
10 McDermott R et al 1998 Beneficial impact of homelands movement on health outcomes in Central Australian 

Aborigines Australian and New Zealand Journal of Public Health 1998 22(6):653-8. It is also important to note that the 

people in the study living on homelands also ran two well-resourced, community-controlled primary health care 

services, which undoubtably contributed to their better health outcomes. 
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Is there a simple medical solution to Aboriginal ill-health? 

Unfortunately, there is not. 

1. Over the last thirty years or so, there have been some important shifts in the nature of Aboriginal 

ill health. 

2. Childhood mortality has dropped significantly. For example, in some communities in Central 

Australia in the mid-1960s, infant mortality was as high as 290 per 1,000 live births11; in 1973-

75 the Aboriginal infant death rate was approximately 60 to 70 per 1,000 live births; in 1991 the 

rate was approximately 20 to 25 per 1,000 live births12. This improvement is largely due to better 

access to primary health care services, and through them to hospital care. 

3. Despite improvements in child mortality, Aboriginal life expectancy has not improved 

significantly over the last thirty years13. 

4. This is because adult mortality, and in particular young adult mortality, has increased14. 

5. The causes of increased adult mortality are many and various, but in general they are “lifestyle” 

related. They are to do with alcohol and other substance abuse, with violence, with dietary and 

nutrition matters, and with a whole host of psychological, social, economic and political factors, 

none of which can be addressed by any specific, discrete medical intervention. See attached table 

for more detail on this. 

 

Comprehensive Primary Health Care 

1. Primary health care is the first point of contact between the population and the health care 

system. Primary health care has two meanings. The narrow definition (sometimes called primary 

medical care) focuses on the provision of medical services treating individual, generally acute 

medical conditions. It forms only a part of comprehensive primary health care which is the 

broader, holistic approach to health problems. As well as primary medical care, comprehensive 

primary health care addresses a range of health concerns that have no specific medical 

intervention. 

2. A well resourced comprehensive primary health care service includes: 

• a Clinic for sickness and preventive care (such as immunisations, sugar tests, blood pressure 

tests, STD / HIV tests and well women’s / well men’s tests); 

• Support including management and administration, and education for health staff; 

• Special Health Programs which are non-medical health programs that the community wants 

to act on. These programs may be about grog, petrol sniffing, what food is supplied by the 

store, caring for kids, or anything else people in the community are concerned about. 

3. For mainstream Australia, primary health care is provided overwhelmingly by private general 

practitioners, although this is generally of the medical rather than the broader comprehensive 

approach. Note that the Commonwealth accepts responsibility for funding primary health care. 

 
11 Kettle E 1991 Health Services in the Northern Territory – a History 1824-1970. 2 vols. Australian National 

University Northern Australia Research Unit. Darwin. Vol 2, p214. 

12 Bhatia K and Anderson P 1995 An overview of Aboriginal and Torres Strait Islander health: present status and future 

trends. Australian Institute of Health and Welfare. Canberra. 

13 Bhatia and Anderson 1995, p32-33 

14 Bhatia and Anderson 1995, p12-13 
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Top five causes of years of potential life lost before age 65 among Aboriginal men and women 

aged 15 to 64 years in the Northern Territory, 1979-1991.15 

 

Men Total years 
of potential 
life lost<65 

Percentage of 
total 

1. Motor vehicle accidents 5 994 17% 

2. Ischaemic heart disease 3 415 10% 

3. Homicide 2 594 8% 

4. Pneumonia / Influenza 2 054 6% 

5. Rheumatic Heart disease 1 234 4% 

Women   

1. Homicide 2 140 11% 

2. Rheumatic Heart disease 1 556 8% 

3. Motor vehicle accidents 1 428 7% 

4. Ischaemic heart disease 1 006 5% 

5. Chronic obstructive pulmonary 
disease (exc. asthma) 

943 5% 

 

What this table measures is not what the leading causes of death amongst our people are, but what 

causes the most years of life to be lost. It reflects what many of Aboriginal people see as the central 

tragedy of contemporary life: that young-to-middle-aged adults are dying when they have 

potentially so many years ahead of them. 

It must be noted that the only precise medical intervention to prevent any of these conditions is that 

for pneumococcal pneumonia, which would be only a portion of the fourth most serious causes of 

years of life lost for Aboriginal men: a vaccine is available to prevent this condition. Apart from 

that particular and minority case, we can say that there is no simple, clear-cut medical 

intervention that prevents any of the top five causes of premature death for Aboriginal men 

and women.  

It is important to note, however, that primary medical care can play an important role in managing 

many of these conditions, often preventing premature death. For example, while there is no specific 

medical intervention for preventing heart disease, once someone has it, access to good medical care 

can ensure that it is not fatal. Obviously, medical care cannot prevent care accidents, but it is 

certainly necessary to save lives once they have occurred. Hence the need for comprehensive 

primary health care services that address both the immediate, medical needs, and the long-term 

causative health concerns of the community 

 

 
15 Cunningham, J and Condon, J Premature mortality in Aboriginal adults in the Northern Territory, 1979-1991 The 

Medical Journal of Australia 1996, 165 (6): 309-312 


