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CHAIRPERSON’S FOREWORD

Every year, the Australian Government 
releases its Closing the Gap report, and every 
year the news is mixed at best. Nationally, few 
of the nineteen Closing the Gap targets are on 
track. Some are improving slowly, but others 
are going backwards. In the Northern Territory, 
the picture is even more serious, with over half 
of the indicators worsening.

Clearly, both the nation and the Territory have 
much more to do to genuinely ‘Close the Gap’.

However, it is also important to look beyond 
national and Territory-level data to identify 
the success stories. By taking a strengths-
based approach, we can ask ourselves: 
where are things improving, and what is 
driving those improvements?

If we know the answers to these questions, 
then we have a model to guide future policy 
and practice.

That is why I am delighted to introduce 
Making History: Transforming Aboriginal 
Health in Central Australia. This report forms 
part of the Congress History Project, initiated 
by our Aboriginal Board of Directors to mark 
Congress’ fifty years of operation and to 
document the organisation’s rich history.

Making History examines the changing health 
status of Aboriginal communities of Central 
Australia over the past half-century and more. 
It demonstrates that, over this period, there 
have been improvements in some key health 
indicators for our communities. Importantly, 
it shows that Congress and other Aboriginal 
community-controlled primary health care 
services have played a major role in driving 
these improvements. This is a positive story 
for our region, set against the broader national 
and Territory narrative.

However, despite these gains, we can  
never forget that behind the numbers lies  
the ongoing suffering and loss experienced by 
Aboriginal families. This report highlights the 
urgency of addressing the enduring impacts  
of colonisation, while also demonstrating  
that there is a proven and successful model 
for driving positive change: Aboriginal 
community control.

Or, in the words of the founders of Central 
Australian Aboriginal Congress:  
 
Aboriginal health in Aboriginal hands.

Ebony Abbott-McCormack  
Congress Chairperson 
 
February 2026 
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LAF Low Aromatic Fuel

LBW Low birthweight
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MBS Medicare Benefits Schedule

MUP Minimum Unit Price (for alcohol)

NACCHO National Aboriginal Community Controlled Health Organisation

NAHS National Aboriginal Health Strategy
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NT Health Northern Territory Health Department2
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PBS Pharmaceutical Benefit Scheme
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YLL Years of Life Lost

2 While the Northern Territory Health Department has undergone many name changes in the period covered 
by this report, we refer to the agency as ‘NT Health’ throughout to avoid confusion.
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EXECUTIVE SUMMARY

KEY POINTS
Central Australian Aboriginal Congress 
(Congress) was set up by the Aboriginal 
people of Central Australia in 1973 and 
has become the leading provider of 
comprehensive primary health care 
services in the region.

Since the 1970s, there have been 
considerable improvements in some 
key health indicators for the Aboriginal 
people of Central Australia including 
in life expectancy, infant mortality, 
premature mortality, low birthweight 
and alcohol-related harm. 

Since Congress started, life 
expectancy for Aboriginal men in 
Central Australia has improved 
by 18.3 years and by 8.5 years for 
women. Since 1999, the gap in life 
expectancy to non-Indigenous 
Territorians has narrowed by 8.9 
years for Central Australian men  
and 3.4 years for women.

There has been no major improvement 
in the determinants of health beyond 
the health system, such as housing, 
education, income and inequality, 
food security and culture. These have 
therefore not contributed substantially 
to the improved health outcomes.

However, the improvements in  
health are consistent with what can be 
achieved through primary health care. 
Congress has contributed significantly 
to the improvements in health through 
a leading role in four key reforms:

•	 Increased primary health care 
funding directed through 
Aboriginal community controlled 
health services

•	 Addressing institutional racism, 
lack of cultural safety and 
underinvestment in hospitals

•	 Supply reduction approaches to 
alcohol and petrol sniffing

•	 Sustainable and collaborative 
needs-based planning

Background
Congress was set up in Mparntwe / Alice 
Springs by the Aboriginal people of Central 
Australia in 1973 and has since grown into one 
of the largest Aboriginal community controlled 
health services (ACCHSs) in Australia.

In the lead up to Congress’ fifty year 
celebrations in 2023, the Congress Board 
of Directors sought to ask how the health of 
Aboriginal people in Central Australia had 
changed since the 1970s and how Congress 
had contributed to those changes. This report 
seeks to answer those questions.
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The impact  
of colonisation
In the 1960s, after a century of colonisation, 
Aboriginal people in Central Australia lived 
in great poverty and in conditions marked 
by poor housing, poor sanitation, and lack 
of access to healthy food. Health services 
were inadequate: the Alice Springs Hospital 
was racially segregated until 1969, and 
primary care services across the region were 
uncoordinated and manifestly insufficient 
to meet health needs. As a result, the health 
of Aboriginal people was comparable to the 
most disadvantaged places in the world with 
Aboriginal life expectancy estimated at around 
52 years for men and 54 years for women for 
the Northern Territory as a whole.

The establishment of and  
development of Congress
In response to this catastrophic situation, 
Aboriginal people from across the region 
established Central Australian Aboriginal 
Congress to address the wide range of 
social, cultural and political issues facing 
their communities.

In October 1975, the failure of mainstream 
health services to meet the needs of Aboriginal 
people led Congress to establish its first clinic 
with funding from the Australian Government.

Over the years, Congress developed a model 
of comprehensive primary health care (CPHC) 
that integrated medical care with illness 
prevention and health promotion programs, 
and advocacy for the rights and needs of the 
Aboriginal community.

Congress also supported the establishment of 
Aboriginal community controlled health primary 
health care services across Central Australia.

Fifty years after it started, Congress has 
become the most significant primary care 
service provider in Central Australia.

Improvements in  
health status 
There have been considerable improvements 
in some key health indicators for the Aboriginal 
people of Central Australia (both in Alice 
Springs and in remote areas) since the 1970s:

•	 Life expectancy.  
Since the mid-1970s there has been 
a substantial increase in male life 
expectancy in Central Australia (from 
47.3 years in 1975-77 to 65.6 years in 
2014-18, an increase of 18.3 years); 
and a smaller increase in female life 
expectancy (from 61.3 years in 1975-77 to 
69.8 years in 2014-18, an increase of 8.5 
years). For both men and women, there 
were two main periods of improvement: 
the ten years from 1975, and the years 
after 1999. Between 1999-2003 and 
2014-18, the male life expectancy gap to 
non-Indigenous males in the Northern 
Territory narrowed substantially by 8.9 
years (from 23.2 years to 14.3 years);  for 
females the gap narrowed by 3.4 years 
(from 19.0 years to 15.6 years).

•	 Infant mortality.  
The infant mortality rate (IMR) saw a 
moderate improvement in Alice Springs 
from 21.2 infant deaths for every 1,000 
live births in the period 1984-1988, to 16.1 
deaths in 2014-2018. In remote Central 
Australia there was a slight improvement 
(from 20.4 to 19.8 over the same period). 
However, before this period there had 
already been major falls in the IMR from 
168 per 1,000 births in 1965-71, to around 
30 deaths per 1,000 live births across the 
region in 1975-1977.
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•	 Premature mortality.  
There were substantial improvements 
between 1999 and 2010 in the number 
of Years of Life Lost (YLL) for Aboriginal 
people in Alice Springs (from 783 annual 
years of life lost per 1,000 population in 
1999 to 370 in 2010, a fall of 53%)  and 
for remote areas (from 598 to 359 years 
of life lost, a fall of 40%). No further 
gains were made after 2010. Decreases 
in heart disease and infectious disease 
drove most gains. 

•	 Low birthweight.  
There was a slight improvement in the 
proportion of Aboriginal babies who were 
small for their gestational age in Alice 
Springs between 1986 and 2016 (from 
19.9% to 18.5%). However, there was a 
substantial improvement for those babies 
born to Aboriginal mothers from remote 
areas (from 24.9% to 17.2 %).

•	 Alcohol-related harm. Alcohol related 
hospitalisations showed substantial 
increases between 1992 and 2012, 
noting however the possible effect of 
better access to hospital treatment 
for Aboriginal people over this period 
driving higher rates of admissions. With 
the beginning of effective alcohol supply 
regulations, from 2013 to 2021 there were 
uneven but real improvements in the 
rate of alcohol-related hospitalisations 
for people Aboriginal people from 
Alice Springs (down 35%) and a slight 
improvement for those from remote 
areas (down 5%).

All these improvements in the population 
health indicators for Aboriginal people 
in Central Australia from the 1970s are 
consistent with what the literature tells  
us can be achieved through improved  
primary health care systems.

Changes in the  
social determinants  
in Central Australia
Health services are only one factor that 
impacts on health. The social determinants of 
health – such as housing, education, income 
and inequality, food security and culture – also 
strongly influence the health of a population.

However, there has been no consistent 
and sustained improvement in the social 
determinants of health in Alice Springs and 
remote Central Australia since 2001 at a time 
when we have seen major improvements in 
health status. 

While improvements in the social 
determinants are greater in Alice Springs 
compared with remote Central Australia  – 
especially in relation to income – many critical 
social determinants have not improved, or 
have improved but with small numbers from 
a very low base. It is particularly important to 
note that remote Central Australia has seen a 
significant worsening of indicators related to 
poverty and inequality.

This strongly suggests that changes in the social 
determinants are not substantially responsible 
for the better health outcomes for Aboriginal 
people in Central Australia since the 1970s.

How Congress and other 
ACCHSs contributed to better 
health outcomes
We suggest that there were four key reforms 
which contributed to the improvements in 
Aboriginal health status in Central Australia, 
and that Congress made significant 
contributions to each these.

•	 Increased primary health care funding 
directed through Aboriginal community 
controlled health services.  
The establishment of ACCHSs in the 
1970s and 1980s and their funding 
by the Australian Government led 
to significantly better access to 
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primary health care for Aboriginal 
people. However, the sector remained 
significantly underfunded relative to 
need. In the 1990s Congress, through the 
newly established peak body Aboriginal 
Medical Services Alliance Northern 
Territory (AMSANT), played a significant 
role in successfully advocating for 
increased grant funding  for ACCHSs, 
and access to uncapped Medicare and 
Pharmaceutical Benefits Schemes (PBS) 
funds. This led to significantly increased 
primary health care provision and quality 
from the late 1990s and early 2000s and 
the transfer of government-run clinics to 
Aboriginal community control.

•	 Addressing institutional racism, 
lack of cultural safety and 
underinvestment in hospitals. 
Although the Alice Springs Hospital was 
formally desegregated in 1969, it took 
many years for the hospital to address 
issues of systemic racism in its provision 
of care; lack of cultural safety for its 
Aboriginal patients; and the profound 
under-investment in the hospital 
system. From the 1970s and 1980s, 
Congress and other ACCHSs were able 
to successfully advocate for individual 
Aboriginal patients to be admitted to 
hospital and receive appropriate care, 
and for systemic changes to enhance 
clinical and cultural safety. From 2001 
there was also a significant increase 
in Northern Territory Government 
investment in the hospital system, and 
the beginning of a more collaborative 
relationship between government and 
the ACCHS sector leading to improved 
care for Aboriginal patients.

•	 Supply reduction approaches to 
alcohol and petrol sniffing.  
Congress, along with other 
organisations, was a strong and 
consistent advocate for evidence-based 
policies to reduce alcohol-related harm. 
This advocacy was especially effective 
after 2010 in encouraging health public 

policy aimed at reducing the supply of 
alcohol, which has acted as a brake on 
alcohol-related harms. In addition, the 
roll out from 2005 of low aromatic fuel 
in response to advocacy by Aboriginal 
organisations and communities has 
largely eliminated deaths from petrol 
sniffing from the region.

•	 Sustainable and collaborative  
needs-based planning.  
Congress and other ACCHSs were 
advocates for a collaborative approach 
to health care planning and resource 
allocation. This led to the establishment 
of the Northern Territory Aboriginal Health 
Forum (NTAHF) in 1998. Through its role 
as an AMSANT member, Congress played 
a leading role in the operation of the 
NTAHF, and worked with other NTAHF 
partners to drive regional planning; 
priority setting and funding allocation; 
the transition of government services 
to Aboriginal community control; a set 
of indicators for measuring activity and 
progress; and agreement on the core 
services of primary health care.

Conclusion
It is impossible to be definitive about the 
impact of any individual health provider, such 
as Congress, on health outcomes in Central 
Australia. However, the evidence suggests that 
there have been substantial improvements in 
the health status of Aboriginal people in the 
regions since the 1970s; and that Congress, 
as a leading ACCHS and primary health care 
provider, has played a significant role in driving 
these improvements.

Despite the improvements, much still needs 
to be done. Aboriginal people continue to live 
with the effects of colonisation in every aspect 
of their lives and the health gap remains wide. 
In this context, recognising the successes of 
the past must be accompanied by a continued 
determination to address health inequities 
into the future.
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Central Australian Aboriginal 
Congress (Congress) is one of 
Australia’s oldest Aboriginal 
community controlled health 
services (ACCHSs). Established in 
Mparntwe / Alice Springs in 1973 by 
the Aboriginal people of the region, 
it has grown into one of the largest 
ACCHSs in Australia. Over five 
decades, Congress has developed 
a system of comprehensive primary 
health care (CPHC) that has been 
described as “an extraordinary 
model of good practice” 
internationally and a “gold standard” 
nationally in the delivery of primary 
health care [2].

Today, Congress is one of the most 
experienced organisations in the country in 
Aboriginal health, a national leader in primary 
health care, and a strong advocate for the 
health of Aboriginal people. The organisation 
delivers services to 14,000 Aboriginal people 
living in Mparntwe and remote communities 
across Central Australia including 
Ltyentye Apurte (Santa Teresa), Ntaria 
(Hermannsburg), Wallace Rockhole, Utju 
(Areyonga), Mutitjulu, Amoonguna, Imanpa, 
Kaltukatjara (Docker River), and Yulara. 

This is a story of considerable success and a 
matter of pride to the Aboriginal communities 
of Mparntwe and surrounding areas.

However, in the lead up to Congress’ 
celebrations to mark fifty years since the 
organisation was established, the Congress 
Board of Directors sought to ask some deep 
questions: after half a century of Aboriginal 
community controlled health services in 
Central Australia, what have we achieved? 
What has changed in the health status of the 
diverse Aboriginal communities of the region, 
and what contribution has Congress and the 
other Aboriginal community-controlled health 
services made to those changes?

1.
 IN

T
R

O
D

U
C

T
IO

N

This is a story of 
considerable success 
and a matter of pride 
to the Aboriginal 
communities of 
Mparntwe and 
surrounding areas
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This led to the establishment of the Central 
Australian Aboriginal Congress 50-year 
History Project (the ‘Congress History 
Project’) to document the organisation’s 
history and ask – and hopefully answer – 
some of these questions.

The Congress History Project
The History Project has a number  
of components.

The first is to ensure the existing Congress 
History Collection of more than fifty boxes 
of historical photos, videos, documents, oral 
histories and other items was preserved and 
stored properly, and to enable the Congress 
community and stakeholders to have 
culturally safe access to the collection. This 
is addressed through the project Aboriginal 
History in Aboriginal Hands: Stories from 
Congress on the first 50 years of self-
determination in Central Australia which 
facilitated the preservation and storage of 
the Congress History Collection through a 
major digitisation project while engaging and 
training Aboriginal employees in archiving and 
digitisation skills. 

This led to the establishment of Congress 
Arrulenye (Congress from a long time ago), 
a culturally safe interactive digital portal of 
photos, documents and other media with 
controls to protect and prioritise cultural 
safety and integrity, accompanied by the 
development of an interactive digital timeline 
that allows users to travel through Congress’ 
history and view organisational and community 
milestones alongside major changes in the 
national socio-political landscape.

A second goal of the History Project is to 
tell the changing story of Aboriginal health 
in Central Australia through an analysis of 
regional health data, which was addressed 
through the funding of the Central Australian 
Aboriginal mortality study: transformation 
1967-2019.  The purpose of this is to provide 
the community and others such as policy 
makers, academic researchers and funding 
bodies, with an overview of the changing 

nature of health trends for Aboriginal people 
in the region from the period before Congress’ 
establishment and over the fifty years of the 
organisation’s history. This is the purpose of 
this document.

Last, a Community History book is under 
development which will inform and be 
accessible to Aboriginal people across the 
region and beyond. The Community History 
book will draw on material from across the 
History project activities, including oral 
history interviews and participatory forum 
feedback to promote Aboriginal ownership 
of Congress’ history. 

Understanding the impact of 
Congress in Central Australia
This publication draws on the results of both 
the Aboriginal History in Aboriginal Hands and 
the Central Australian Aboriginal mortality 
study to describe the establishment and 
development of Congress, and to answer two 
key questions:

1.	 How has the health of Aboriginal 
people in Central Australian changed 
over the past fifty years?

2.	 How has Congress, and by extension 
the other ACCHSs in Central Australia, 
contributed to those changes?

In relation to the first question, the key 
challenge has been the lack of consistent data 
published on health outcomes for Aboriginal 
people at a regional level. While a great deal of 
information on health status is now available, 
almost all of it is provided at a national or 
state / territory level, or by remoteness (very 
remote, remote, urban etc). Data describing 
changes for Aboriginal people specifically 
in the Central Australian region over a long 
period is rare³. 

To address this, the Central Australian 
Aboriginal mortality study used the specialist 
expertise of the Menzies School of Health 
Research and NT Health to analyse three 
health data sets (the Australian Causes of 

3 The need to provide data at a regional level is now recognised in the National Agreement on Closing the Gap. 
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Death Unit Record (CODURF); the Northern 
Territory Perinatal data collection; and NT 
Department of Health Inpatient Activity) to 
identify changes in Aboriginal health status 
in the region. This report focuses on five key 
population health indicators to describe  
these changes:

•	 Life expectancy at birth,

•	 Infant Mortality Rate (IMR),

•	 Years of life lost (YLL),

•	 Alcohol-related hospitalisations,

•	 Low birthweight babies (babies that 
were small for their gestational age).

More detail on methodology and data sources 
can be found in Appendix 2.

The Aboriginal definition of health

In using these indicators, we acknowledge 
that the Aboriginal definition of health cannot 
be reduced to a set of numbers. Living a life 
in accordance with culture, in connection with 
family and Country – however those things 
might be defined by individual Aboriginal 
people – is an experience of health, which 
Western epidemiology is poorly equipped  
to capture. 

However, at the same time these indicators 
of population health are not divorced from 
the lived experience of Aboriginal people in 
Central Australia.

For example, the Infant Mortality Rate 
measures the number of babies who pass 
away in the first year of life, and behind 
the numbers lies the grief that so many 
Aboriginal families have suffered in losing 
a child. Similarly, Years of Life Lost is an 
indicator of premature mortality, and reflects 
what many Aboriginal people experience as 
a central tragedy of contemporary life: that 
young-to-middle-aged adults are passing 
away before their time, when they have many 
years ahead of them as family, community 
and cultural leaders.

So this publication doesn’t seek to reduce 
the health of Aboriginal people to a set of 
numbers, but instead hopes to use those 
numbers to illuminate the experience of 
Aboriginal communities in Central Australia 
in the colonial context, and to illustrate 
Congress’ role in improving health in its 
holistic sense. 

In using these indicators,  
we acknowledge that  
the Aboriginal definition  
of health cannot be reduced  
to a set of numbers

To Aboriginal peoples, health 
means not just the physical 
wellbeing of an individual but refers 
to the social, emotional and cultural 
wellbeing of the whole community 
in which each individual is able 
to achieve their full potential as 
a human being thereby bringing 
about the total wellbeing  
of their community. [1]
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How can we explain changing  
health status?

The results of the quantitative analysis of the 
five indicators are described in the section 
on Changing Health Status. All indicators 
showed major changes over time – but the 
challenge then is to determine whether and 
to what degree these changes from the 
1970s onwards can be said to be a result of 
Congress’ services and actions.

This is a difficult task for two major reasons.

Firstly, how does one disentangle the effects 
of the services provided by Congress from 
those delivered by other health services? This 
includes primary health care provided either 
by other ACCHSs or by NT Health clinics 
which, despite recent moves to transition 
them to community control, today still service 
twenty remote communities in Central 
Australia. It also includes the secondary and 
tertiary services provided through the Alice 
Springs Hospital, as well as the actions of 
other services and organisations. 

Secondly, how can we take account of 
changes in the social determinants that lie 
outside the usual boundaries of the health 
system such as housing, poverty, inequality, 
alcohol and other drugs and access to 
education? These broader social, cultural, 
economic and political determinants have 
been estimated to be responsible for a large 
proportion of the gap in health between 
Aboriginal and Torres Strait Islander and  
non-Indigenous Australians [3] and  
significant changes in these could therefore 
explain the changes in health outcomes.

For these reasons, it is impossible to be 
precise about the impact of any individual 
health provider, such as Congress, on health 
outcomes in Central Australia. However, we 
are still able to draw some conclusions. 

This report’s section on Explaining  
the changes begins by looking at data on 
changing social determinants of health and 
asks whether there have been sufficiently 

large changes in these in Central Australia 
(either in Alice Springs or the remote areas) 
that might explain the changes in  
health status. 

We then outline how Congress and other 
ACCHSs in Central Australia could be 
expected to have contributed to the observed 
health improvements. This narrative draws 
upon published and internal documents to 
understand how the comprehensive model of 
primary health care exemplified by Congress 
has delivered not just improved health care 
services, but has also spoken out clearly 
and strongly on behalf of the Aboriginal 
communities in order to drive wider health 
system reform.

To begin, however, we need to outline 
the history of Congress and the ACCHS 
movement in Central Australia: its origin 
as a response to the devastating impact 
of colonisation, and its development and 
increasing scope and sophistication over the 
fifty years since its beginning.

However, at the same 
time these indicators 
of population health 
are not divorced from 
the lived experience of 
Aboriginal people in 
Central Australia
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The impact of colonisation
In traditional times, Aboriginal people’s 
access to and management of the land and 
its resources supported a healthy diet and an 
active lifestyle. Along with their networks of 
kin, culture, and traditional healing practices, 
this meant that many of the infectious and 
chronic diseases that are now common were 
almost certainly unknown before colonisation 
[4]. The first non-Indigenous colonists 
frequently describe the healthy appearance 
of Aboriginal people in Central Australia, and 
these accounts are confirmed by  
early photographs [5]. 

However, as was the case elsewhere in 
Australia, the colonisation of Central Australia 
from the 1860s onwards led to a dramatic 
worsening of the health of Aboriginal people. 
Waves of infectious disease to which people 
had little natural resistance led to substantial 
but largely undocumented mortality. This 
was accompanied by frontier violence and 
massacres  which led to many further deaths 
with one estimate that “upwards of 1,000 were 
shot in Central Australia” [6]. Aboriginal people 
were forcibly displaced from their lands to live 
on crowded missions and settlements. Access 
to traditional foods and the ability to care for 
Country was severely disrupted. 
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I grew up as a kid at Mount  
Nancy Camp in the early days 
when there was no running water 
or housing. So we just lived in a 
makeshift sort of shelter.

 
Barbara Shaw 
Congress Deputy Director, 1981*
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By the 1930s only the south-western parts of 
the Western Desert had escaped the direct 
impact of colonisation. This too changed by 
the 1960s. One Pintubi man referred to the 
1960s, when his people were brought in from 
the Western Desert and settled at Papunya, 
as “the time when the pus started coming out 
of the kids’ ears.” [7]

During the first half of the twentieth century, 
health services of any kind were scarce 
especially in remote areas. What services 
did exist focused largely on the health of 
non-Indigenous people. At best, Aboriginal 
sickness was an afterthought and, at worst, 
was used as justification for the control over 
Aboriginal people in order to keep the non-
Indigenous community free from infectious 
disease. The Northern Territory Chief  
Medical Officer in the 1930s wrote that the  
Aboriginal population:

…had become the natural host of 
endemic disease by which successful 
white settlement is gravely menaced, 
and it is manifestly impossible for the 
hygienist, with any pretence to bona 
fides, to undertake the safeguarding of 
the health of the white community and 
its future unless he has full powers over 
the native population, not only in regard 
to treatment for apparent ailment, but 
also in relation to hygiene, community 
life, migration and dispersion through  
the white community [8]

The first hospital in Central Australia was 
established by the Australian Inland Mission 
(AIM) in the 1920s4 but was explicitly only for 
the use of non-Indigenous people [9].  Against 
the wishes of some non-Indigenous residents, 
a government-run hospital was established 
in 1939 that was to serve both Aboriginal 
and non-Indigenous people. However, once 
built this hospital was strictly segregated: 
in a severely overcrowded Aboriginal ward, 
infectious and non-infectious patients were 
treated together, while the non-Indigenous 
ward was underutilised. In this environment 
the hospital could be a dangerous place:

…the greatest tragedies were the 
healthy infants who came to hospital as 
boarders with their sick mothers and 
contracted diarrhoea or pneumonia or 
both and died [10].

The racial segregation of the hospital was only 
ended by direct order of the government in 
Darwin in 1969, well within the lived experience 
of many people in Alice Springs today, but its 
compromised clinical safety, understaffing and 
poor morale continued well after that date [10].

The racial segregation 
of the hospital was only 
ended by direct order 
of the government in 
Darwin in 1969

Congress came about when  
the Aboriginal people started to 
do things …for themselves.   
We relied on that big hospital  
and that big hospital wasn’t  
there for us

 …If you did go there, you would 
be waiting and waiting and waiting 
and waiting and … that’s when 
the Aboriginal people said “we are 
going to make some changes.”

 
Dougie Abbott 
Congress President, 1991†

4 The building still stands as Adelaide House on Todd Street in Alice Springs.
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Outside Alice Springs, the provision of health 
services was patchy and uncoordinated. In 
some places they were provided by missions; 
in others by the Welfare Branch of the 
Northern Territory Administration or by the 
Commonwealth’s Northern Territory Medical 
Services; and in others were provided by 
cattle station owners themselves [11]. In this 
situation, health outcomes depended to a 
large extent on the attitude of individual non-
Indigenous doctors nurses or station owners. 
Generally mission settlements had better 
services due to greater continuity of staff [12]. 

After the Second World War, Aboriginal 
people lived in great poverty and in 
conditions marked by poor or non-existent 
housing, poor sanitation, and lack of 
access to healthy food. Allied to the lack of 
consistent access to local primary care, this 
was particularly lethal for young children:  
in 1967-70 for the Northern Territory as a 
whole, the Infant Mortality Rate (IMR) for 
Aboriginal communities was around 90 deaths 
per 1,000 live births, four times the rate for 
non-Indigenous Territorians at that time [13]. 
In the Central Australian region, the situation 
was worse. In 1964, the IMR for Aboriginal 
babies was estimated to be 250 per 1,000 
births [12]. This improved over the following 
years, and was estimated to be 168 per 1,000 
in 1965-71 [14] but despite Australia’s position 

as a developed ‘first world’ country, this was 
comparable to what could be found in the 
most disadvantaged places on the planet [15].

A further contributor to the high rate of death 
among children were justifiable concerns 
amongst Aboriginal mothers that taking 
their children to hospital could lead to them 
being forcibly removed – in 1967-68, almost 
one in five Territory Aboriginal children had 
been removed from their families and were 
in government care [16]. Along with the 
experience of racism that was frequently part 
of attending the hospital, this meant that 
families often avoided taking children for care 
until they were gravely ill. 

There was an improvement in infant mortality 
from the mid-1960s. This appears to have 
been related to improved health care rather 
than better living and economic conditions 
including: increased numbers of nursing staff 
in remote areas; the establishment of long-
term nursing staff at government settlements 
that previously had relied on those who stayed 
only a few months at best; immunisation 
campaigns for common infectious diseases 
such as diphtheria, whooping cough, tetanus, 
polio and measles; and improved facilities and 
staffing at Alice Springs Hospital including 
the appointment of a paediatrician. Many of 
these improvements resulted from growing 
political pressure on the Federal Government, 
including that exerted from Alice Springs by 

Aboriginal women, in particular, 
coming in for child birth were 
treated appallingly ... it was at the 
end of the organised taking [of] 
babies away, but there was still a 
lot of taking babies off and putting 
them into care of white couples.

 
Brian Ede 
Congress Director, 1978*

After the Second World 
War, Aboriginal people 
lived in great poverty 
and in conditions marked 
by poor or non-existent 
housing, poor sanitation, 
and lack of access to 
healthy food
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groups such as the Ministers Fraternal led by 
the Reverend Jim Downing [10, 12]. Despite the 
improvements, Aboriginal children in Central 
Australia remained five times as likely to die in 
their first year as Australian babies in general.

With so many children dying young, 
Aboriginal life expectancy was accordingly 

low, estimated at around 52 years for men 
and 54 years for women for the Northern 
Territory as a whole in the late 1960s [17], 
with respiratory infections (pneumonia 
and influenza) the leading cause of death 
accounting for around a fifth of deaths [14].

The establishment of Congress
It was in response to the catastrophic 
situation resulting from colonisation that 
Aboriginal people established Central 
Australian Aboriginal Congress in 1973. 

While the creation of Congress was a 
uniquely Central Australian response, 
it should also be seen in the context of 
national and international movements for 
self-determination. Internationally, the 
1960s saw a wave of anticolonial struggles 
especially in Africa and Asia, including 
the anti-apartheid movement in South 
Africa and the African-American civil rights 
movement in the United States.

Within Australia, there were campaigns by 
the Federal Council for the Advancement 
of Aborigines and Torres Strait Islanders 
(FCAATSI); the Freedom Rides in New 
South Wales; the Wave Hill Walk Off of 1966; 
and of course the 1967 referendum which 
ensured that for the first time Aboriginal 
and Torres Strait Islander people would be 
counted as part of the population and the 
Commonwealth would be able to make laws 
for them [18-20]. In 1971 the first Aboriginal 
Medical Service was established in Redfern, 
Sydney; and in 1972, the election of the 
Whitlam Labor government in Canberra 
reflected a new mood in a country ready for 
social and political renewal.

Aboriginal people in Central Australia 
were aware of – and in some cases were 
participants in – these wider movements for 
social justice. In late 1972, student activist 
and Arrernte man Neville Perkins came back 
to Alice Springs on the summer break from 

his studies at Sydney University.  
He championed the pan-Aboriginal stance 
that was driving Aboriginal solidarity and 
political protest in eastern Australia [21]. 
He and other Aboriginal leaders began to 
discuss the need to establish:

…a Congress of Aboriginal people,  
for Aboriginal people and controlled  
by Aboriginal people. So we could  
determine our destinies. [22]

In putting forward the name ‘Congress’, 
these leaders were inspired by anti-colonial 
struggles elsewhere in the world, in particular 
in South Africa and India.

People used to look at me and 
say “Congress? Why Congress?” 
And I said, “Well if the Africans and 
Indians from the sub-continent 
can have their Congress, we can 
have our own Congress too, in 
Central Australia”.

 
Neville Perkins 
Congress founder  
& General Secretary, 1973*
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These discussions led to the founding of 
Congress⁵ at a meeting of more than one 
hundred Aboriginal people on 9 June 1973 
at the Institute for Aboriginal Development 
(IAD) in Alice Springs. Aboriginal people from 
remote communities were well-represented 
at the meeting, which adopted a constitution 
including the following overarching statement:

We believe that Aboriginal Australians 
should be recognised as a distinct 
and viable cultural group, guaranteed 
the right to retain, as they wish, their 
own heritage, customs, languages 
and institutions. We stand for Self-
determination and Autonomy. We 
depend largely on our own efforts, on 
the united stance of our people. We 
believe in greater mutual respect and 
understanding between Aboriginal and 
other Australians [23].

The objectives of Congress were wide-ranging 
and included to:

… preserve the heritage, customs, 
languages and institutions of the 
Aboriginal people of Central Australia

… make provision for both a forum 
where by Aboriginal people they freely 
express their grievances, and the means 
by which these grievances can be taken 
up with relevant authorities

… work towards the ultimate 
achievement of land rights

… establish, acquire, maintain and 
control social and cultural development 
centres, and other projects as will further 
the social, educational, cultural and 
artistic welfare of the Aboriginal people.

The meeting also elected an Executive 
Committee of twenty-seven members, fifteen 
of whom were from remote communities 
across the region (see Appendix 1 for a list  
of the founding Executive members).

Congress' journey had begun.

It was in response 
to the catastrophic 
situation resulting 
from colonisation that 
Aboriginal people 
established Central 
Australian Aboriginal 
Congress in 1973

Congress’ first actions 
involved nominating and 
supporting Aboriginal 
candidates in the 1974 
Northern Territory 
elections

5 Incorporated in 1974 as Central Australian Aborigines Congress, in 1976 the members of the organisation changed 
this to Central Australian Aboriginal Congress. At the same meeting, the ‘Aboriginal health in Aboriginal hands’ emblem 
was adopted that is still the logo of the organisation today.
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Development of Congress,  
1973 to 2023
Detailing the development of an organisation 
as large and complex as Congress over half 
a century is a difficult task, especially as 
documentation is relatively sparse in the early 
years. However, the Congress History Project 
team has collated two rich publicly available 
resources, available through the interactive 
digital Congress Arrurlenye (Congress from a 
long time ago) web page [24]:

1.	 a cultural archive that allows users to 
browse or search a large collection of 
photos, documents and other media 
from Congress’ history, while providing 
controls to protect and prioritise 
cultural safety and integrity; and

2.	 a timeline that allows users to embark 
on a journey through Congress’ 
history and view organisational and 
community milestones alongside 
major changes in the national social 
and political landscape. 

In this section of the report we provide a 
summary of some of the keys themes of 
Congress’ development from its beginning in 
1973 to its fifty year celebrations in 2023. For 
more detail, please see Appendix 3: Timeline 
of Key Events, 1973 To 2023 and Appendix 
4: The Congress model of Comprehensive 
Primary Health Care.

Building a model of comprehensive 
primary health care

Congress was not initially set up to be a 
health service. Instead, it was to be a voice 
for Aboriginal communities across Central 
Australia, to speak up for them and address 
a wide range of social and political issues 
facing them. Congress’ first actions involved 
nominating and supporting Aboriginal 
candidates in the 1974 Northern Territory 
elections, as well as campaigning for land 
rights and against racism [24].  

The organisation’s first service delivery 
programs were established the following 
year and included a Tent Program to provide 
shelter to families during the wet winter of 
1975, and the Night Pick Up Service providing 
transport to those who had been drinking in 
order to prevent them from being arrested 
[21]. The establishment of a banking service 
so that people could access government 
payments for the first time was another 
important early development.

However, given the failure of mainstream 
health services to meet the needs of 
Aboriginal people, health issues were high on 
the list of priorities. In 1974, with the support 
of doctor Trevor Cutter, Congress applied 
to Federal and Northern Territory Health 
Ministers for funds to establish an Aboriginal 
community controlled health service under 
the principle of ‘health for the people, by 
the people and of the people’ [21]. Despite 
opposition from both the Northern Territory 
and Commonwealth Health Department, the 
submission was successful. 

In October 1975, Congress’ first clinic opened 
its doors in a converted house at 78 Hartley 
Street funded though Medibank (block grants 
from the Community Health Program and 
bulkbilling for GP services) [2]. 

And then we started a tent city 
up.  And Neville got all his old army 
tents, remember the army tents?  
We set them up all over the place 
… And we had them all on the town 
camps, [and] we had two at the 
Anzac Oval crossing, that creek.

 
Geoff Shaw OAM 
fourth Congress employee and 
President of Congress Cabinet, 
1978-79*
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From the start, Congress was both inspired 
by and contributed to the development of the 
philosophy and practice of comprehensive 
primary health care, later described in the 
1978 World Health Organization’s Alma-Ata 
Declaration [25]. Accordingly, from early on 
Congress not only provided medical services, 
but also welfare support that ran the Pick 
Up service and soon expanded to  include: 
a school bus service and cut lunches for 
children going to school; helping people 
access banking / social security entitlements; 
assisting with funerals; and helping with 
transport [26]. In the early years there were 
also attempts to integrate western medical 
care with traditional healing practices [26].

Over the years, Congress progressively 
expanded the scope of its services to include 
a range of illness prevention and health 
promotion programs integrated with medical 
care, including a dental clinic and child care 
centre (1980); outreach programs to town 
camps and the wider community (1984); 
the Alukura women’s health and birthing 
service (1986); male health program (1997); 
social and emotional wellbeing (1997); and an 
increasingly wide range of programs focused 
on supporting families and early childhood 
development (during the 2010s).

Congress moved from its Hartley St building 
to a purpose-built clinic on Gap Road in 
1988. However, in 2016 the Congress Board 
approved a new model of primary health care 
in the town to improve continuity of care 
and access for clients, and to provide better 
multidisciplinary management of chronic 
disease. This led to the establishment of 
additional clinics in the Alice Springs suburbs 
of Sadadeen and Larapinta and later (2018) in 
Braitling (Northside).

Aboriginal Health Workers /  
Aboriginal Health Practitioners

From the beginning, the role of Aboriginal 
Health Workers (AHWs) as clinicians and 
cultural brokers was integral to Congress’ 
model of care [2], with two AHWs (Kathy 
Abbott and Lorraine Pepperill) working 
alongside Doctor Cutter in the mid-1970s [21]. 

Originally, Congress delivered in-house 
training for AHWs to achieve a Basic Skills 
Certificate in primary health care. In 1995, 
Congress became a Registered Training 
Organisation (RTO) and began delivery of 
Certificates 2 and 3 in Aboriginal Primary 
Health Care. However, there were many 
barriers in meeting compliance requirements 
and securing funding for accredited training, 
and Congress ceased its work as an RTO in 
2010, and the delivery of AHW training was 
outsourced to the Central Australian Remote 
Health Development Services (CARHDS).

The Hartley Street office was 
just a really lovely community 
feeling because there's people 
everywhere, people sitting 
outside and people coming and 
going. It was... a really welcoming 
place for Aboriginal people, they'd 
just come and just sit down...

 
Dawn Ross 
Congress worker from 1970s  
and later Board member*

From the start, Congress was both inspired by and  
contributed to the development of the philosophy and practice  
of comprehensive primary health care, later described in the 
1978 World Health Organization’s Alma-Ata Declaration 
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The 2010s saw a steady decline in the 
numbers of Aboriginal Health Practitioners 
(AHPs, as they had become known) not just 
at Congress but across Central Australia 
and the Northern Territory as a whole [27]. 
While the reasons are complex, this appears 
to be related to high turnover amongst non-
Indigenous staff; the increasing regulation 
and responsibilities placed upon health 
professionals; and the difficulty of the 
more holistic role of the AHP fitting into an 
increasingly medicalised model of care.

Aboriginal staffing in the context of  
an expanding organisation

AHWs / AHPs were not the only Aboriginal 
staff at Congress. In the late 1970s, Congress 
was already employing 27 Aboriginal staff, 
a significant number given the restricted 
opportunities for Aboriginal employment 
in Alice Springs at the time6. With 11 non-
Indigenous staff, this meant that Aboriginal 
staff composed around 70% of the Congress 
workforce. The predominance of Aboriginal 
staff continued for much of its history. In 
the mid-1990s, there were 60 Aboriginal and 
23 non-Indigenous staff, plus eight whose 
Aboriginality was unknown. By 2009-10, 
the organisation had expanded to close to 
150 staff almost equally split between 73 
Aboriginal and 75 non-Aboriginal employees.

However, the growth of Congress from the 
2000s – driven by developing its service 
delivery into a truly comprehensive model of 
PHC and its expanding geographic footprint 
in remote Central Australia (see below) – saw 
a decline in the proportion of Aboriginal staff 
at Congress, even as their numbers increased 
(see Figure 1). In 2016-17, the organisation had 
close to 400 staff. There was still a majority 
of Aboriginal staff (51%, made up of 198 
Aboriginal and 189 non-Indigenous workers). 
However, the expansion to more than 500 
staff at the time of the Fifty Year celebrations 
in June 2023 was almost exclusively made up 
of non-Indigenous health professional and 
other technical staff needed to run Congress’ 
increasingly sophisticated suite of services 
and programs. Accordingly, the proportion of 
Aboriginal staff at that time had fallen to 35%7.

I belonged to Congress. But also 
Congress belonged to us. It's the 
community organisation, it's our 
organisation. We can go there to 
get our health done [and] we can 
go there and get a job

 
Terry Braun 
Congress Aboriginal Health Worker 
from 1990s*

Congress moved from 
its Hartley St building 
to a purpose-built clinic 
on Gap Road in 1988

7 In 2024, the Congress Board of Directors adopted a 
series of targets and approved actions to increase both 
the number and the proportion of Aboriginal staff at the 
organisation by 2029. At the time of writing (late 2025) 
this has seen the number of Aboriginal staff increase 
to 217 (its highest level ever) and the proportion of 
Aboriginal staff to begin to increase.

6 These figures and the following are from an analysis of 
Congress Annual Reports and other internal documents. 
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This pattern was not unique to Congress. 
Nationally, as the ACCHS sector became 
increasingly successful and its importance 
recognised by government funding bodies, 
it employed more and more staff to deliver 
much-needed services to the Aboriginal 
community. However, just as at Congress, 
the majority of these new staff were non-
Indigenous and thus the proportion of 
Aboriginal and Torres Strait Islander staff 
fell [27]. In Central Australia, this trend was 
amplified by the failure of the Northern 
Territory education system to provide 
young Aboriginal people with the skills and 
knowledge they need to either get jobs from 
school, or to undertake tertiary studies  
that would allow them to fill the increasing  
number of  positions for health professionals 
(see Changes in the social determinants in 
Central Australia on page 53 for details).

Despite this, Congress’ record in employing 
Aboriginal people has been impressive, 
from the first handful in 1975 to around 
200 fifty years later. Allied with this, the 
organisation has a history of identifying and 
promoting Aboriginal leaders within the 
organisation: many senior Aboriginal people 
in the organisation in the 2010s and 2020s 
began their work lives as junior staff in the 
organisation in the 1990s or earlier. Congress 
also has a strong record of employing 
Aboriginal women, including in senior roles.

FIGURE 1 Congress staff (headcount) by Aboriginality, 1970s - 2020s

Congress’ record in employing 
Aboriginal people has been 
impressive, from the first 
handful in 1975 to around 
200 fifty years later
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Advocacy

Advocacy was Congress’ first mission – to be 
‘the voice of Aboriginal people in Central 
Australia’ – and advocacy has permeated 
its activities ever since. The breadth and 
depth of Congress’ advocacy can be seen in 
the submissions, policy papers and letters 
the organisation has written over the many 
decades. Many of these submissions from the 
1980s onwards are available on the Congress 
website, covering a wide range of issues 
relating to health and justice for Aboriginal 
people, not just in Central Australia but also 
across the Territory and nationally. 

These include advocacy on the social 
determinants of health outside the health 
system such as housing, early childhood 
development, alcohol and other drugs, climate 
change, education, poverty and inequality, 
and food security; on health system reform 
including the need for community control, 
funding of primary health care, planning and 
resource allocation based on need, health 
workforce, and cultural safety in mainstream 
services; on broader issues of social justice 
including treaty, self-determination and rights; 
and on particular issues such as chronic 
disease, social and emotional wellbeing, family 
violence, ageing and disability.

Congress’ advocacy was not restricted 
to writing submissions and letters. It also 
included meeting and lobbying politicians and 
government decision makers in Canberra as 
well as in Darwin; participation in committees 
and other formal bodies; speaking out in the 
media; and on occasions participating in and 
organising public protests. Congress has also 
consistently been an active member of ACCHs 
peak bodies including the Aboriginal Medical 
Services Alliance Northern Territory (AMSANT), 
and the National Aboriginal Community 
Controlled Health Organisation (NACCHO) 
and its forerunner, the National Aboriginal and 
Islander Health Organisation (NAIHO).

While there was an enormous range of 
subjects on which Congress advocates, 
several themes have been particular 
important throughout the history of  
the organisation.

The first was the need for access to primary 
health care services under the control of 
the Aboriginal community. The issue of 
‘control’ of such services was a particular 
cause of conflict from the 1970s to the 
1990s with a series of Country Liberal Party 
governments that were hostile to Aboriginal 
self-determination and whose values came 
to permeate much of the Northern Territory 
bureaucracy. Attempts to weaken these self-
determinant demands to ‘participation’ in 
non-Indigenous services and structures were 
resisted by Congress and the other ACCHSs. 
As noted in the 1989 National Aboriginal 
Health Strategy [1]:

In general, non-Aboriginal people 
recognised the need for more Aboriginal 
participation but were noticeably 
reserved when discussing the need 
for Aboriginal control.  Many had little 
or no idea as to the implications of 
Aboriginal community control and were 
too far entrenched in the current health 
system... to promote or contemplate  
an alternative.

Congress gave us an 
opportunity to talk about 
everything that happened for 
Aboriginal people.  And it wasn’t 
just a health service; it was a 
representative organisation.  
And it was political…

 
Eileen Hoosan 
Congress worker from 1970s 
and later Board member*
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Second, was the need for proper funding 
based on need for these services. 
Congress pursued this aim in particular in 
collaboration with other ACCHSs nationally 
and in the Northern Territory, and from 
the late 1990s though participation in the 
Northern Territory Aboriginal Health Forum 
(NTAHF) and other collaborative planning 
and resource allocation structures. 

The third focus for Congress was addressing 
the destructive impact of alcohol and other 
drugs (AOD) which undermined cultural, 
family and community life and contributed to 
much violence, especially against Aboriginal 
women. Congress developed its own unique 
model of treatment for AOD issues [28] but 
was also very active in seeking policy action 
to regulate the supply of alcohol in Central 
Australia. From the 2010s, this contributed 
to a range of Northern Territory regulations 
which gradually but inconsistently reduced 
the flow of alcohol into the Aboriginal 
community [29].

The last major focus for Congress advocacy 
was based on the emerging evidence 
during the 2000s of the importance of early 
childhood development as a key determinant 
of health across the life course [30]. Congress’ 
2011 paper Rebuilding Family Life in Alice 
Springs and Central Australia: the social and 
community dimensions of change for our 
people [31] outlined a range of service and 
policy settings to support Aboriginal families 
which remain central to Congress’ advocacy 
efforts today.

Community organising and research

Congress’ advocacy and program development 
have been supported by two pillars:  
community organising and empowerment 
on the one hand, and a commitment to the 
evidence of what works in a cross-cultural 
colonial environment on the other.  
The conception of comprehensive primary 
health care as described at Alma-Ata [25]:

… requires and promotes maximum 
community and individual self-reliance 
and participation in the planning, 
organization, operation and control of 
primary health care, making fullest use 
of local, national and other available 
resources; and to this end develops 
through appropriate education the 
ability of communities to participate.

I think the NT government was 
trying to turn all the community-
controlled places like us into THS 
[Territory Health Services] … See 
we have community control; they 
had community participation.  So 
how else you could describe it is, 
we’re driving the bus in community 
control but in participation you’re 
just sitting behind the driver, you’re 
a passenger…

 
John Liddle 
Congress Deputy Director, 1978 
later long-time Congress CEO†

As well as carrying out its 
own research, Congress was 
influential in reforming the 
way research was carried out 
by mainstream institutions
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Accordingly, as well as the formal structures 
of Aboriginal community control (most 
importantly, a governing Board of Directors 
directly elected by the Aboriginal people of 
Central Australia), Congress organised a 
range of community forums, often with the 
assistance and support of other Aboriginal 
organisations. Such forums included 
representatives from Aboriginal communities 
across Central Australia and beyond, and 
covered issues such as women’s birthing 
rights (1984); gay men’s health (1994); alcohol 
(1995); women’s health (1997); health system 
reform and priorities (1998); youth issues 
(1998, 2001 and 2004); and male health 
(2008). These had the dual aim of informing 
and empowering community members, and 
underpinning Congress’ advocacy.8

In the 1970s and 1980s, Congress shared the 
distrust of many in the Aboriginal community 
of academic research, which was widely 
seen as being performed by non-Indigenous 
researchers on Aboriginal communities not 
with them [32]. However, this did not mean 
that Congress rejected the importance 
of establishing an evidence base for its 
innovation and practice: in fact, qualitative 
and quantitative research was an integral 
part of Congress’ activities from early in the 
organisation’s history, always with the condition 
that this research was under the control and for 
the benefit of the Aboriginal community. 

Congress thus sponsored a long series of 
research projects. This included projects on 
Aboriginal conceptions of health [26]; the 
outstation movement and its importance for 
health [33]; Aboriginal women’s birthing rights 
[34]; Aboriginal mental health [35]; the roles of 
Aboriginal Health Workers [36]; health system 
change to support improved health services 
[37]; and addressing end stage renal disease 
in Central Australia [38]. Since then, the 
organisation has sponsored or participated 

in a large number of research projects which 
have contributed significantly to the evidence 
base of ‘what works’ to improve the health of 
Aboriginal people. 

As well as carrying out its own research, 
Congress was influential in reforming the 
way research was carried out by mainstream 
institutions. In 1986, Congress and Anyinginyi 
Health in Tennant Creek drafted a short but 
influential list of guidelines for carrying out 
research in Aboriginal communities. These 
were amongst the first such attempts by 
Aboriginal and Torres Strait Islander people  
to place ethical and cultural restrictions on 
how mainstream research was carried out  
in their communities.

While in the early years, much effort went 
into ‘keeping the researchers out’, in the 
1990s Congress and other ACCHSs – notably 
Danila Dilba Health Service in Garramilla  / 
Darwin – began considering how they could 
enter the mainstream research world and 
reform it from within [32]. Congress and 
Danila Dilba were subsequently founding 
members of the Cooperative Research Centre 
in Aboriginal and Tropical Health (1997). Over 
several iterations and name changes, the 
CRC established itself as an important player 
in health research in Australia, eventually 
evolving in 2010 into the Lowitja Institute, 
which continues today as Australia’s Aboriginal 
and Torres Strait Islander-controlled health 
research institute.

In the 1970s and 1980s, 
Congress shared the 
distrust of many in the 
Aboriginal community of 
academic research

8 For example, the Central Australian Aboriginal Health Summit organised by Congress at Ilpurla in 1998 was attended 
by more than 150 Aboriginal delegates and passed resolutions on primary health care funding; kidney disease, nutrition 
and stores; alcohol and petrol sniffing; statehood for the Northern Territory; and the review of the Land Rights Act.
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The expansion of community  
controlled health across  
Central Australia9
Congress was from its beginnings 
representative of Aboriginal communities 
across Central Australia. However, its first 
services were established in Alice Springs and, 
although it always served people from ‘out 
bush’ visiting the regional centre and had some 
outreach services to outstations and smaller 
communities around the town, that is where its 
services were based until the early 2000s.

Nevertheless, before this time Congress was 
actively involved in supporting and facilitating 
the development of community controlled 
health services in a number of other remote 
Aboriginal communities, beginning in 1976 
when Dr Cutter was asked to work with the 
communities at Papunya, Utopia and the 
Pitjantjatjara Lands, leading to the Report 
on Community Health Model: Health by 
the People [39]. While each of the ACCHSs 
established after this stemmed from the 
desire of local Aboriginal communities to 
control their health, Congress provided 
support including political lobbying, 
administrative support, and provision of 
clinical staff to help establish [21]10:

•	 1977: Angarappa Health Service  
(later to become Urapuntja) at Utopia;

•	 1977: Pitjantjatjara Homelands  
Health Services (later to become  
Nganampa Health Council) in the  
north of South Australia;

•	 1978: Lyappa Congress at Papunya;

•	 1983: Pintupi Homelands Health 
Service at Walungurru (Kintore);

•	 1985: Anyinginyi Congress  
(later Anyinginyi Health Aboriginal 
Corporation) in Tennant Creek / 
Jurnkkurakurr); and

•	 1986: Mutitjulu Health Service. 

During this period, the vision of Congress and 
these communities, later reflected in the 1989 
National Aboriginal Health Strategy Working 
Party Report [1], was for each Aboriginal 
community or group of related communities 
to have their own locally community-
controlled health service.

However, by the 1990s it was becoming clear 
that this approach had limitations. Many 
communities did establish themselves as 
sustainable ACCHSs (Anyinginyi, Pintupi 
Homelands, Urapuntja and Ampilatwatja 
being examples). However, in the face of NT 
Government opposition, lack of sustainable 
funding sources, and local capacity and 
infrastructure constraints, others either 
returned their services to be run by NT Health 
(for example at Papunya) or ended up with 
‘grant-in-aid’ services whereby NT Health 
provided funding to local Aboriginal councils 
for the provision of bare minimum levels of 
primary clinical care. The dream of a network 
of community controlled services across the 
region was only partially realised.

9 Except where otherwise referenced, the description 
of events in this section is drawn from an analysis of 
Congress Annual Reports and other internal documents.

10 Congress also supported the establishment of other 
Aboriginal organisations in central Australia including 
the Central Australian Aboriginal Alcohol Programs  
Unit (CAAAPU).
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The establishment of the Aboriginal Medical 
Services Alliance Northern Territory 
(AMSANT) in Alice Springs in 1994 as the 
peak body representing all Northern Territory 
ACCHSs was an important step forward. 
Congress seconded a project officer to work 
as the Secretariat for the new organisation, 
and AMSANT began a national campaign for 
better funding of ACCHSs11.

This led to significant increases in grant 
funding to support expanded primary health 
care services under community control 
through the Primary Health Care Access 
Program (PHCAP) in 1999 and the Expanded 
Health Service Delivery Initiative (EHSDI) 
in 2008, as well as  access to Medicare 
funding (1996) and free medicines under the 
Pharmaceutical Benefit Scheme (1998) [40, 
41] (see section below on Increased primary 
health care funding directed through ACCHSs 
below for details).

AMSANT’s lobbying also led to the 
establishment of the Northern Territory 
Aboriginal Health Forum (NTAHF) –  
a collaborative health planning and resource 
allocation body that had been a key demand 
of the ACCHS sector 12. The NTAHF became 
the conduit through which remote areas 
were identified for additional primary health 
care funding  based on need, and to which 
the PHCAP and EHSDI funds flowed, with 
the aim of equitably expanding primary 
health care services specifically under 
Aboriginal community control (see section 
below on Sustainable and collaborative 
needs-based planning).

This led to a period from the early 2000s 
which saw the geographic footprint of 
Congress expand well beyond Alice Springs 
and its outstations to encompass remote 
communities across the region. Initially 
Congress began auspicing services in 
remote communities at the request of the 
Aboriginal people of those places, but with 
the expectation that over time local health 
organisations would develop the capacity 
to run their own services. The first of these 
auspiced services was at Utju (Areyonga) in 
2003. By 2009, Congress was auspicing six 
health services providing primary health care 
to nine communities across Central Australia:

•	 Amoonguna, through Amoonguna 
Health Service Aboriginal Corporation;

•	 Ltyentye Apurte (Santa Teresa), 
through Mpwelarre Health Aboriginal 
Corporation;

•	 Mutitjulu, through Mutitjulu 
Community Health Service;

•	 Ntaria (Hermannsburg), Wallace 
Rockhole and Utju (Areyonga) 
through Western Aranda Health 
Aboriginal Corporation (WAHAC); and

•	 Willowra, Yuendumu, and Nyirripi, 
through WYN Health Service13.

13 In 2010, auspice arrangements ceased for Willowra, 
Yuendumu, and Nyirripi, and these services were 
transferred back to NT Health.

But when you're talking about 
setting up health services in 
remote communities, we set 
them up so that in the future 
the community could take over 
the governance of those health 
services for themselves.

 
Janet Layton 
Congress Deputy Director,  
early 1980s*

11 Aboriginal health leadership for this campaign 
included John Liddle and Stephanie Bell (CEOs of 
Congress) and Pat Anderson, then CEO of Danila Dilba 
Health Service in Darwin / Garramilla. 

12 A forerunner of the NTAHF was the Central Australian 
Aboriginal Health Council with membership from 
ACCHSs and government, which operated briefly in the 
mid-1990s to work on common approaches to service 
delivery in the region.
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Congress had established a Remote Health 
Services Branch which employed many of 
the clinical staff living and working in these 
remote communities, as well as a range of 
programs focused on chronic disease which 
were supported by staff based in Alice Springs 
who provided outreach services across the 
region. At this time, Remote Health Services 
employed over 100 staff, around a third of 
Congress’ total workforce.

However, a decade after the first auspicing 
arrangements were made, the process of 
transition to locally controlled services had 
once again stalled, and the question of how 
realistic it was for remote communities 
– some of which had only a few hundred 
residents – to run their own separately 
incorporated services became more and more 
pressing. As the Congress CEO noted in 2013, 
Congress was continuing to face:

… the dilemma of how much to integrate 
the remote operations into the overall 
operations of Congress, which create 
many efficiencies, versus how much to 
leave [them] completely separate in  
the belief that it won’t be very long until  
these communities will be managing 
their own services [Donna Ah Chee, CEO,  
in Congress Annual Report 2012-13]

The answer evolved over the coming years, 
with Aboriginal community members 
requesting Congress to take on direct 
responsibility for the provision of primary 
health care services in these communities14, 
with a range of formal governance 
arrangements to provide them with a 
voice within the organisation. By 2019 this 
included regular meetings with the local 
Boards of the remote health corporations 
by Congress Board members and senior 
staff; the establishment of a Remote Health 
Board advisory committee that met jointly 
several times a year; and the provision of two 
places on the Congress Board for remote 
community representatives.

Finally, in mid-2023 following local community 
requests and after an intensive period of 
consultation, remote clinics at Kaltukatjara 
(Docker River) and Imanpa, as well as the 
health service at the township of Yulara, were 
also transitioned to community control under 
Congress. See Figure 2. 

Thus, fifty years after it was established 
Congress has become the most significant 
primary care service provider in Central 
Australia, providing services to communities 
comprising over half (56%) of the Central 
Australian Aboriginal population [42], and 
delivering close to 130,000 episodes of care15 
to almost 14,000 unique Aboriginal clients 
(see Figure 3).

Congress was from its 
beginnings representative of 
Aboriginal communities across 
Central Australia. However, its 
first services were established 
in Alice Springs

14 The exception was Ntaria where the local community 
through the Western Aranda Health Aboriginal 
Corporation (WAHAC) decided in 2015 to continue with 
a ‘dual provider’ model, with NT Health running a clinic 
in the community, and Congress providing additional 
programs. The community decided to transition to a single 
provider (Congress) in late 2025. 

15 These are 2023-24 figures from the Northern Territory 
Aboriginal Key Performance Indicator reports. The figures 
for the 2024 calendar year show a continued recovery 
from the effects of the COVID pandemic and clinical 
workforce shortages, with 150,000 episodes of care 
across the region.
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FIGURE 2 Map showing Congress service delivery sites in Central Australia, 2023

FIGURE 3 Congress Aboriginal clients, urban and remote, 1970s to 2020s
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1. Kaltukatjara Clinic (Docker River): 673 Kms 
2. Yulara Clinic: 448 Kms 
3. Mutitjulu Health Service: 468 Kms 
4. Utju Health Service: 215 Kms 
5. Ntaria Health Service: 128 kms

6. Wallace Rockhole 
7. Imanpa Clinic: 273 Kms 
8. Alukura Women’s Health Service: 6 Percy Ct 
9. Amoonguna Health Service: 20 Kms 
10. Mpwelarre Health Service (Santa Teresa): 82 kms
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S In this section, we will outline the 
data on changing health status 
in Central Australia since the 
establishment of Congress in 1973, 
based on the analysis by the Menzies 
School of Health Research and NT 
Health carried out for Congress as 
part of this project.

Overall, 30 indicators were analysed (see 
Appendix 2 for details). This report isn’t able to 
report on results for all of these, but instead 
selects five of them to give a broad indication 
of the changes in health that we have seen over 
the last half-century. These indicators are:

•	 Life expectancy at birth,

•	 Infant Mortality Rate (IMR),

•	 Years of life lost (YLL),

•	 Alcohol-related hospitalisations, and

•	 Low birthweight babies (small for 
gestational age).

These indicators were selected because they:

•	 are widely accepted as meaningful 
measures of population health [43, 44],

•	 are important in the Central Australian 
context, especially alcohol-related 
hospitalisations, with alcohol having 
been recognised for many years as a 
key driver of ill-health and injury [45]

•	 are sensitive to interventions from 
primary health care [46, 47], 

•	 avoid reliance on data for early years with 
relatively less, poorer quality data, and

•	 are comparable with other analyses.

Data for all five indicators can be found at 
Appendix 5: Data Tables.

The following chapter will then 
look at how we might explain the 
changing health status
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In the following sections, we introduce each of the indicators and its significance; briefly 
state how it can be affected by access to quality primary health care; outline the changes in 
the indicator in Central Australia (both for Alice Springs and remote areas of the region); and 
comment on these changes. The following chapter will then look at how we might explain the 
changing health status described by these indicators.

Life expectancy
Life expectancy at birth is a widely used 
indicator of population health, reflecting 
overall mortality levels and serving as a 
summary measure of the health and well-
being of a population. As such, it is one of the 
key indicators of the National Agreement on 
Closing the Gap, which aims to close the gap 
in life expectancy between Aboriginal and 
Torres Strait Islander and non-Indigenous 
Australia by 2031. Nationally, this target is 
showing improvement but is not on track for 
achievement by 2031; in the Northern Territory 
as a whole the life expectancy gap for males is 
narrowing but for women it is widening [50].

However, the Central Australia picture  
since the 1960s tells a more nuanced story 
(see Figure 4 and Figure 5).

Investment in primary health 
at a population level reduces 
mortality and increases life 
expectancy. [48, 49]
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FIGURE 5 Life expectancy at birth (male), Central Australian Aboriginal  
and NT non-Aboriginal, 1967-1970 to 2014-2018 *

Using the figures provided for this project, 
and combining them with other estimates [13, 
51], we can see major improvements in life 
expectancy for Aboriginal people in Central 
Australia since the mid-1970s. For women, 
life expectancy increased from 61.3 years in 
1975-77 to 69.8 years in 2014-18, an increase of 
8.5 years; for men from 47.3 years in 1975-77 to 
65.6 years in 2014-18, an increase of 18.3 years. 

Broadly speaking, the pattern of improvement 
for both Aboriginal women and men in Central 
Australia falls into three phases. 

Firstly, substantial improvement in the ten 
years from 1975 (4.5 years for women and 
5.1 years for men from 1975-77 to 1984-86)16. 
This was followed by a twenty year period 
over which life expectancy stagnated or 
declined (-3.3 years for women and -1.4 
years for men) and the gap to non-Aboriginal 
Territorians widened. Finally, there was a 
period of substantial improvement from 
1999-2003 to 2014-18 of 5.0 years for women 
and 11.2 years for men.

16 The period 1975-77 may already represent a significant improvement on the period before 1975. Although figures 
specifically for Central Australia are not available, Shu and Wharton (2020) give figures for the immediately preceding 
period (1971-1975) of 58.5 years for Northern Territory Aboriginal females and 52.6 years for Northern Territory 
Aboriginal males, with many commentators (e.g. Khalidi 1989, Moodie 1973) stating that mortality and therefore life 
expectancy for Aboriginal people was significantly worse in Central Australia than for the Territory as a whole.

Sources: 1967-70, 1971-75, 1976-80 & 1981-85: Shu and Warton 2020, 1975-77; 1979-83 & 1984-86: Khalidi 1989.  
1984-88 to 2014-18: MSHR / NT Health analysis of CODURF for Central Australian Aboriginal Congress 2023.  
Note periods are as per the sources and may not be comparable or contiguous.

*
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A number of points can be made about 
this pattern of improvement – decline – 
improvement.

First, the initial period of improvement 
coincides with the establishment of the 
first primary health care services under 
Aboriginal control in the region (see section 
on The expansion of community controlled 
health across Central Australia above). 
Alongside this and in response to it, there 
were improvements in the mainstream 
health system, including at the Alice Springs 
Hospital following its desegregation at the end 
of the 1960s although for many years these 
reforms were partial at best (see Addressing 
institutional racism, lack of cultural safety and 
underinvestment in hospitals below). During 
this period, Congress and the other ACCHSs 
were able to provide immediate treatment for 
infectious disease and injury which were the 
predominant presenting issues at the time, 
and to increase access of Aboriginal people 
to hospital where needed. This undoubtedly 
saved many lives.

However, from the 1980s the salience of 
infectious disease declined as chronic 
diseases became more and more common in 
Aboriginal communities. For the Territory as a 
whole, between 1977 and 2001, mortality from 
ischaemic heart disease increased by more 
than 80%, diabetes by 340%, and renal failure 
for those aged 50 or over by almost 120% [52]. 
The rate of renal disease was doubling every 
few years and becoming a major source of 
concern in the Aboriginal community [38]. 
One researcher concluded that the failure 
to improve mortality in this period was a 
consequence of ‘a foot on the accelerator 
and a foot on the brake’: improvements in  
the provision of primary health care were 
being offset by increasing rates of chronic 
disease and lack of improvements in the 
social determinants [52].

This required a reorientation of the primary 
health care system from a focus on 
communicable diseases (which were relatively 
easy to treat medically) to a focus on chronic 
disease which required systemically organised 
prevention and management approaches 
founded upon relationship with, and agency 
of, the client. 

The health system in the Northern Territory 
at this time was constrained by inadequate 
funding. While the ACCHSs had been 
successful in establishing themselves, their 
funding during much of this period was not 
sufficient to adequately meet the growing 
wave of chronic disease, even as they 
recognised the need to do so. Government 
health services were also severely financially 
constrained during this period. 

Last, the period of improvement in life 
expectancy from the early 2000s coincides 
with a number of important health system 
reforms which provided much improved, 
stable funding for Aboriginal primary health 
care, and increases in hospital funding. 
These reforms are described in detail in the 
section How Congress and other ACCHSs 
contributed to better health outcomes below.

The period of improvement 
in life expectancy from the 
early 2000s coincides with 
a number of important 
health system reforms 
which provided much 
improved, stable funding 
for Aboriginal primary 
health care, and increases 
in hospital funding
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In terms of ‘closing the gap’ in life expectancy, 
from Figure 4 and Figure 5 we can see 
that this gap widened substantially in the 
period when life expectancy stagnated or 
deteriorated between 1984-1988  and 1999-
2003 (from 12.2 years to 19.0 years for women, 
and from 16.6 years to an extreme 23.2 years 
for men). However, from 1999-2003 to 2014-
18, the male life expectancy gap to non-
Indigenous males in the Northern Territory 
narrowed substantially by from 23.2 years to 
14.3 years;  for females the gap narrowed from 
19.0 years to 15.6 years.

Despite these improvements in recent years, 
the life expectancy gap between Aboriginal 
people in Central Australia and non-
Indigenous Territorians is still unacceptably 
wide. It should also be noted that the gap 
remains wider in Central Australia than for the 
Northern Territory as a whole (13.8 years for 
women and 13.5 years for men in 2020-22); 
and considerably worse than experienced by 
Aboriginal and Torres Strait Islander people 
across Australia compared to non-Indigenous 
Australians (8.2 years for women and 8.7 years 
for men in 2020-22) [50].

Infant mortality
One of the most important indicators of a 
population's health is the Infant Mortality Rate 
(IMR) which is the number of deaths of babies 
under one year old for every 1,000 live births. 
Earlier in this report in the section on The 
impact of colonisation, we saw how extremely 
high levels of infant mortality in the 1960s were 
driven by poverty and marginalisation, coupled 
with the lack of access to health services. While 
the IMR was reduced in the late 1960s due to 
improved vaccination programs and better 
health service staffing, at the time of Congress’ 
establishment in 1973, Aboriginal babies were 
still dying at many times the rate experienced 
by non-Indigenous Australians.

Infant mortality is influenced by 
many factors, including access 
to hospital and primary care, 
housing, sanitation, nutrition and 
the education level of parents 
(especially mothers). However, 
there is also substantial evidence 
that improved primary health care 
reduces infant mortality. [46]

Despite these 
improvements in 
recent years, the life 
expectancy gap between 
Aboriginal people 
in Central Australia 
and non-Indigenous 
Territorians is still 
unacceptably wide
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FIGURE 6 Infant Mortality, Central Australia and NT non-Aboriginal, 1975-77 to 2014-18
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The graph above (Figure 6) shows how the IMR 
changed in Central Australia in the years after 
Congress’ medical service was established in 
Alice Springs in 1975, up to 2014-18. While the 
rate across Central Australia for Aboriginal 
children was around 30 deaths per 1,000 live 
births at the beginning of the period, some 
forty years later in 2014-18 it had reduced to 
just under 20 deaths per 1,000 live births in 
remote areas and 16 deaths per 1,000 live 
births in Alice Springs. 

The number for each period should be 
interpreted with some caution. While each 
death is a tragedy, statistically speaking the 
numbers are small: between 3 and 19 deaths 
per five year period for Alice Springs, and 
between 16 and 25 for remote Central Australia. 
However, over the whole period, the trend is 
clear with the infant mortality rate in remote 
areas being reduced by approximately one 
third (35%) and in town by about a half (47%).

We will discuss in detail the potential effect 
of improved primary health care provided 
by Congress and other ACCHSs in the next 
chapter, but point out here some initial issues. 

First, most of the improvement in infant 
mortality seems to have occurred in the first 
ten years or so after the establishment of 
Congress’ medical service in 1975, noting that 
although at that time Congress’ services were 
based in Alice Springs, the service was used 
extensively by Aboriginal people visiting the 
town from remote communities.

There seems to have been a further period 
of improvement from the late-1990s to the 
mid-2000s, at the time when increased 
Commonwealth government funding for 
Aboriginal primary health care and better 
funding and a focus on clinical safety at  
the Northern Territory’s hospitals were  
taking effect.
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However, despite the improvements, there 
is no evidence of ‘closing the gap’ in the IMR 
between Aboriginal people in Central Australia 
and non-Indigenous Territorians in the thirty 
years from 1984. This is because the non-
Indigenous IMR has improved at the same 
rate or more than the Aboriginal rate. In the 
mid-1980s, the IMR gap was 12.4 deaths per 
1,000 births for Aboriginal people in Alice 
Springs, and 11.6 for remote Aboriginal people 
of the region. For 2014-18 the gap was still 
essentially the same for town (12.2 deaths per 
1,000 births) and had widened for those in 
remote areas (15.9 deaths per 1,000 births)17.

Premature mortality
Years of Life Lost (YLL) is a measure of 
premature mortality, that is, people dying 
‘before their time’. YLL measures not what the 
leading causes of death amongst a population 
are, but what causes the most years of life to 
be lost: people dying young lose more potential 
years of life than those who die in old age. 

Figure 7 shows the number of years of life  
lost from all causes (rate per 1,000 population)  
for each year from 1999 to 2018, for Aboriginal 
people in Alice Springs; for Aboriginal people 
in remote areas of Central Australia; and  
for the non-Aboriginal population of the  
Northern Territory.

FIGURE 7 Annual years of life lost, Central Australian Aboriginal and Northern Territory 
non-Aboriginal populations, 1999 to 2018

Source: MSHR / NT Health analysis of CODURF 
for Central Australian Aboriginal Congress 2023
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17 In the mid-1980s, the Alice Springs IMR was 2.4 times higher for Aboriginal than for non-Indigenous infants. By 2014-2018, 
the IMR for Aboriginal people in Alice Springs had decreased by 24% while for non-Indigenous children it had gone down 
by 56%, so this period, the IMR was actually 4.1 times higher for Indigenous than non-Indigenous infants.
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What this data shows is a substantial 
improvement in years of life lost for Aboriginal 
people in Central Australia over these 20 
years: the rate fell by 51% for people in 
Alice Springs, and 38% for those in remote 
communities. Over the same period, the YLL 
improved for non-Indigenous Territorians by 
22%, so in this case not only are Aboriginal 
people in Central Australia losing less years 
of life, but the ‘gap’ to the non-Indigenous 
population is closing.

This reduction in Aboriginal years of life lost 
was made in the first decade of the new 
century (the 2000s). For those in town, the 
annual years of life lost per 1,000 population 
fell from 783  in 1999 to 370 in 2010, a fall of 
53%. For those in remote areas the decrease 
in this period was from 598 to 359 years of life 
lost, a fall of 40%. No further gains were made 
after 2010. 

YLLs can also be used to measure the years 
of life lost due to dying before the expected 
age of death due to certain conditions. Figure 
8 and Figure 9 summarise changes in the 
main causes of death (by burden of disease 
category) for Aboriginal people in Central 
Australia (town and remote) between 1993-
2003 and 2014-18.

Good quality primary health 
care has been demonstrated 
to reduce the years of life 
lost in a population by 
preventing early deaths 
through interventions 
like vaccinations, health 
education, and early 
detection and management 
of illness. [47]

However, despite the 
improvements, there is no 
evidence of ‘closing the 
gap’ in the IMR between 
Aboriginal people 
in Central Australia 
and non-Indigenous 
Territorians in the thirty 
years from 1984

This reduction in 
Aboriginal years of life 
lost were made in the 
first decade of the new 
century (the 2000s)
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Source: MSHR / NT Health analysis of CODURF for Central Australian Aboriginal Congress 2023*

FIGURE 9 Annual Years of Life Lost by cause of death, Aboriginal people,  
Central Australia (remote), 1999-2003 and 2014-2018 *

FIGURE 8 Annual Years of Life Lost by cause of death, Aboriginal people,  
Central Australia (Alice Springs), 1999-2003 and 2014-2018 *
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Key to Figures 8 and 9
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Some of the key points from this data, even over the relatively short period of fifteen years 
between the two comparison periods, include:

•	 a large decrease in years of life lost 
from heart disease and associated 
disorders, for women (down 49% 
in Alice Springs and 33% in remote 
areas), but especially for men (down 
58% in town and 65% in remote 
areas); and

•	 a major decrease in years of life lost 
from infectious diseases, especially 
in Alice Springs for both men (down 
80%)  and women (down 74%) and for 
men in remote areas (down 86%) with 
a smaller improvement for women in 
remote areas (down 24%).

It is important to note that improved primary health care is particularly associated with lower 
mortality from cardiovascular diseases and infectious diseases [46, 49, 53].

Low birthweight
Low birthweight (LBW)18 is an important 
population health indicator relating to 
maternal health, nutrition, healthcare delivery, 
and poverty. Low birthweight infants are 
more likely to develop ill-health in childhood 
and chronic disease such as diabetes and 
cardiovascular disease as adults. Achieving 
higher rates of healthy birthweight is one of 
the key targets of the National Agreement  
on Closing the Gap [55]. 

However, in Central Australia, low birthweight 
figures may be distorted over time by 
pregnant women who were transferred to 
interstate hospitals to give birth due to risk 

of premature birth or complication. This was 
particularly the case in the 1980s when women 
at risk were frequently transferred to Adelaide 
to give birth and as a result these babies 
were not included in Northern Territory data. 
As NT hospital services improved, especially 
in the 2000s, fewer pregnant women were 
transferred interstate.

For this reason, Figure 10 shows the 
proportion of babies that were small for 
their gestational age, a measure that is less 
distorted by the interstate transfers19.  
This shows that the proportion of small babies 
born to Aboriginal mothers declined in the 
thirty years between 1986 and 2016.  
The majority of this improvement was 
in remote areas of the region where the 
percentage of small babies fell from around 
24.9% to 17.2 %, while in Alice Springs it fell only 
slightly from 19.9% to 18.5%. The patterns 
of improvement were different as well. In 
remote areas the improvement was steady 
and consistent, while in Alice Springs there 
was a major improvement from 1986 to 1996, 
after which the proportion of babies small for 
their gestational age babies increased for the 
following fifteen years before falling slightly  
by 2016. 

Although low birthweight 
is heavily associated with 
poverty and other markers of 
disadvantage, access to primary 
health care can offset those 
effects through providing early 
access to antenatal care and 
supporting a healthy lifestyle for 
pregnant women. [46, 47, 54]

18 Low birthweight is defined as babies who weigh less 
than 2,500 grams at birth; healthy birthweight is defined 
as between 2,500 and 4,499 grams; and high birthweight 
as 4,500 grams or more. 

19 ‘Small for gestational age’ applies to babies who 
are smaller than expected for the number of weeks 
of pregnancy. These babies weigh less 90% of other 
babies of the same gestational age.
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FIGURE 10 Proportion of babies that were small for their gestational age,  
Central Australian Aboriginal and NT non-Aboriginal, 1986-2016
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It is known that culturally appropriate 
maternity and birthing services can improve 
a range of outcomes around pregnancy and 
birth, including low birthweight [44]. Congress 
Alukura – an Aboriginal women’s health 
service established by Congress in Alice 
Springs – has provided multi-disciplinary 
primary health care including antenatal 
care to Aboriginal women and babies since 
1986. It has also provided culturally safe 
birthing services, as was the original vision 

of the Aboriginal women who established 
the service. While a range of staffing, 
accreditation, and clinical governance issues 
have prevented birthing services being 
offered throughout, its initial period of doing 
so (1993 – 1997) coincides with the fall in the 
proportion of small babies in Alice Springs20.

Last, we note evidence of the effects of 
compulsory income management for 
recipients of citizenship entitlements 
(welfare payments), introduced as part of 
the Northern Territory Emergency Response 
(the ‘Intervention’) in the Northern Territory 
in 2007. A study of this policy found a range 
of negative effects on Aboriginal children 
and families, including an increase in the rate 
of low birthweight by 3% due to increased 
income insecurity for affected women [56].

We Aboriginal women want control 
over our own birth business as a 
whole, and we strongly ask for our 
Aboriginal Law and traditions to be 
used alongside the western way.

 
Birthrights Conference, 1984

20 Alukura also ran a Midwifery Group Practice (from 2022-
2005 and 2010-2011) that provided continuity of antenatal 
care through pregnancy for Aboriginal women, including 
birthing support at the Alice Springs Hospital. This service 
was re-established in November 2023.
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Alcohol-related hospitalisations
Alcohol is a key cause of preventable death 
and disability globally, and its serious effects on 
health in the Northern Territory – for both the 
Aboriginal and non-Indigenous communities – 
have been widely recognised. 

This perception is strongly backed by the 
evidence from around the world that excessive 
alcohol consumption is associated with a wide 
range of health and social problems including 
accidents, violence, assaults and self-harm; the 
development of diseases such as liver disease, 
pancreatitis, heart disease, stroke, diabetes, 
obesity and cancer; its negative effects on 
social and emotional wellbeing and mental 
health; and a range of health effects on babies 
born to mothers who drink during pregnancy 
including Foetal Alcohol Spectrum Disorders 
(FASD). Including alcohol’s effects on disease 
and injury, 10.5% of the total disease burden 
among Aboriginal and Torres Strait Islander 
Australians in 2018 was due to alcohol use [55].

Figure 11 shows the rate of hospitalisation 
where the primary diagnosis was for any 
condition attributable to drinking alcohol for 
Central Australia. Such conditions include 
those that can take a long time to develop, 
such as liver cancer or alcoholic liver cirrhosis, 
as well as acute conditions such as acute 
alcoholic pancreatitis.

Primary health care can reduce 
alcohol-related harm (including 
hospitalisations) through addressing 
the social determinants of AOD 
use; advocacy on supply reduction; 
prevention or early treatment 
of adverse early childhood 
development issues associated with 
AOD use later in life; support for 
residential treatment; and provision 
of care in primary health settings 
such as through brief interventions 
or multidisciplinary care. [57-59]
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The overall pattern from 1992 to 2021 is very 
clear, with significant increases in the rate of 
alcohol-related hospitalisations for both Alice 
Springs and remote Aboriginal residents. 

However, the picture is complicated by 
the fact that the hospitalisations rates for 
Aboriginal people in the 1990s are almost 
certainly underestimates. This results from 
those with  alcohol-related conditions not 
being admitted to the Alice Springs Hospital 
even though their medical condition might 
have indicated inpatient care; or through 
misdiagnosis and/or lack of treatment, 
consistent with studies from the period that 
showed that Aboriginal and Torres Strait 
Islander public hospital patients diagnosed 
with alcohol-related disorders received 
treatment at only 40% of the rate of that 
provided for non-Indigenous patients with 
the same diagnosis [60]. The spike upwards 
in alcohol-related hospitalisations from 
2001 may thus be explained in part by the 
increased investment in and improved 
clinical standards of the Northern Territory 
hospital system following the change of 
government in the Northern Territory in 
2001 (see section below on Addressing 
institutional racism, lack of cultural safety 
and underinvestment in hospitals).

Nevertheless the hospitalisation rates for 
alcohol-related conditions began falling from 
2013 to 2021 for Aboriginal people in Alice 
Springs (down 35% over this period) while the 
increasing rate was halted and plateaued for 
Aboriginal people from remote communities 
(a slight fall of 5% for the period). 

This reversal – at a time when the rate 
of alcohol-related hospitalisations for 
Aboriginal people in Darwin, for example, 
was increasing steadily – will be discussed in 
detail below (Supply reduction approaches 
to alcohol and petrol sniffing). However, 
we note that at this time a number of key 
alcohol policy interventions were made, 
such as the Temporary Beat Locations 
(TBLs, 2012); the Banned Drinkers Register 
(2011); and a Minimum Unit Price on alcohol 
(2018) [29]. While the inconsistency of 
government alcohol policy through the 2010s 
and 2020s no doubt contributes to the 
uneven improvements since 2013, the trend 
downwards in alcohol-related hospitalisations 
since that time is clear.

Alcohol is a key cause of preventable death and disability 
globally, and its serious effects on health in the Northern 
Territory - for both the Aboriginal and non-Indigenous 
communities - have been widely recognised

This perception is strongly backed by the evidence from around 
the world that excessive alcohol consumption is associated with a 
wide range of health and social problems
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Summary of the changes in health status
The diagram on the next page (Figure 12) summarises the changes in health status described in 
more detail in the preceding sections.

1.	 Life expectancy.  
There was a substantial increase in 
life expectancy for Aboriginal men 
in Central Australia (from 47.3 years 
in 1975-77 to 65.6 years in 2014-18, 
an increase of 18.3 years), and a 
moderate increase in life expectancy 
for Aboriginal women (from 61.3 years 
in 1975-77 to 69.8 years in 2014-18, an 
increase of 8.5 years). For both men 
and women, there were two main 
periods of improvement: the ten years 
from 1975, and the years after 2003. 
The gap in life expectancy with the 
non-Indigenous population of the 
Northern Territory narrowed markedly 
from 1999-2003 to 2014-18.

2.	 Infant mortality.  
The infant mortality rate saw a 
moderate improvement in Alice 
Springs from 21.2 infant deaths for 
every live birth in the period 1984-
1988, to 16.1 deaths in 2014-2018. In 
remote Central Australia there was a 
slight improvement (from 20.4 to 19.8 
infant deaths over the same period). 
However, before this period there 
had already been major falls in the 
IMR from around 30 deaths per 1,000 
live births across the whole Central 
Australian region in 1975-1977 (not 
shown in Figure 12).

3.	 Premature mortality.  
There were substantial improvements 
between 1999 and 2010 in the number 
of Years of Life Lost (YLL) for Aboriginal 
people in Alice Springs (from 783 annual 
years of life lost per 1,000 population 
in 1999 to 370 in 2010, a fall of 53%)  
and those in remote areas (from 598 
to 359 years of life lost, a fall of 40%). 
No further gains were made after 
2010. Decreases in heart disease and 
infectious disease drove most gains.

4.	 Low birthweight.  
There was a slight improvement in the 
proportion of Aboriginal babies who 
were small for their gestational age 
in Alice Springs between 1986 and 
2016 (from 19.9% to 18.5%). However, 
there was a substantial improvement 
for those babies born to Aboriginal 
mothers from remote areas (from 
24.9% to 17.2 %).

5.	 Alcohol-related harm.  
Alcohol related hospitalisations 
showed substantial deterioration 
between 1992 and 2012 across the 
region, doubling for Aboriginal people 
in Alice Springs and quadrupling for 
those from remote communities 
over this period noting however the 
possible effect of better access to 
hospital treatment for Aboriginal 
people over this period. However, 
with the beginning of effective alcohol 
supply regulations, from 2013 to 2021 
these trends showed uneven but 
substantial improvements in the rate 
of alcohol-related hospitalisations 
for people Aboriginal people from 
Alice Springs (down 35%) and a slight 
improvement for those from remote 
areas (down 5%).

For both men and women, 
there were two main periods 
of improvement: the ten 
years from 1975, and the 
years after 2003.
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FIGURE 12 Summary of changes in health status of Aboriginal people in  
Alice Springs and remote Central Australia from the 1980s onwards

YEARS OF LIFE LOST
Annual years of life lost per 1,000 population.

1999 2018 CHANGE

Alice  
Springs  782.7 386.4 -51%

370.0 -38%598.0

LOW BIRTHWEIGHT
Proportion of babies who are small  
for their gestational age.

1986 2016 CHANGE

Alice  
Springs  19.9% 18.5% -7%

17.2% -31%24.9%

INFANT MORTALITY RATE 
Number of deaths of children under 1 year old 
for every 1,000 live births.

1984–1988 2014–2018 CHANGE

Alice  
Springs  

Remote  
Central Aus.

21.2 16.1 -24%

19.8 -3%20.4

Remote  
Central Aus.

Remote  
Central Aus.
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ALCOHOL-RELATED HARM
Alcohol-related hospitalisations per 1,000 population

1992 2012 CHANGE

Alice  
Springs  42 125 +198%

66 +408%13

2013 2021 CHANGE

135 88 -35%

83 -5%87

Substantial improvement  
of more than 25% over the period

Slight improvement / deterioration  
over the period

Moderate improvement  
of between 10% and 25% over the period

Moderate deterioration 
of between 10% and 25% over the period

Substantial deterioration 
of more than 25% over the period

Male life 
expectancy at 

Birth (years)

Female life 
expectancy at 

Birth (years)

47.3 65.6 +39%

69.8 +14%61.3

1975–1977* 2014–2018

LIFE EXPECTANCY

*All figures in this table are from the MSHR / NT Health analysis carried out 
for Congress, with the exception of life expectancy figures for 1975–77 which 
are taken from Khalidi 1989.

CHANGE

Key to Figure 12:

Remote  
Central Aus.
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These positive changes at a regional level 
should be recognised, celebrated and the 
reasons for them unpacked (which is what 
the following section of this report will 
attempt to do). 

However, it is equally important to recognise 
that in the case of all the indicators above, 
there is a continuing and unacceptable gap 
between the health outcomes for Aboriginal 
people in Central Australia and non-Aboriginal 
people of the Northern Territory and Australia. 
Furthermore, the gaps are not closing, and in 
many cases have widened over the reporting 
periods above.

Further, recent years have seen increasing 
prevalence of diabetes, renal disease, 
cardiovascular disease and obesity as well as 
rheumatic heart disease amongst Aboriginal 
people in Central Australia21. This first group 
of diseases is often referred to as ‘metabolic 
syndrome’ as they frequently occur together 
and have common origins across the life 
course including an adverse pregnancy; low 
birth weight; and early childhood trauma and 
adverse events leading to risk behaviours 
such as poor diet, lack of physical activity, 
smoking, and excessive alcohol consumption, 
which are in turn deeply connected with the 
experience of poverty and marginalisation [61]. 

Last, there are many other measures such 
adult incarceration and early childhood 
development that are currently worsening at 
the Northern Territory level [50] and may be 
expected to be doing so in Central Australia, 
and others that we know are worsening in this 
region especially relating to income inequality 
and poverty. 

In this context, there is no room for 
complacency. Rather, it points towards the 
need to redouble efforts to achieve ‘health 
for all’ in Central Australia and beyond, and 
to increase investment in and commitment 
to those interventions which have shown 
themselves effective in the past. 

21 Data from Central Australian Aboriginal Congress 
clinical information system for the period 2015 to 2025.

There are many other 
measures such adult 
incarceration and early 
childhood development that 
are currently worsening 
at the Northern Territory 
level and may be 
expected to be doing so  
in Central Australia
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The 1978 Declaration 
of Alma-Ata identified 
primary health care as 
the key to the attainment 
of ‘Health for All’ by the 
year 2000 

In this section we ask two 
key questions regarding the 
improvements in health outcomes 
we have seen in Central Australia 
amongst Aboriginal people in the 
Northern Territory.

First, are the changes consistent with what 
the literature says that primary health care 
can achieve?

Second, could these changes be better 
explained by factors outside the health 
system, such as: improved income and 
equality; housing; education; food security 
and cultural engagement (the social 
determinants of health)?
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What can primary  
health care achieve?
The 1978 Declaration of Alma-Ata identified 
primary health care as the key to the 
attainment of ‘Health for All’ by the year 2000. 
It marked a global shift towards ‘the first 
level of contact of individuals, the family, and 
community … bringing health care as close as 
possible to where people live and work’ and 
emphasised the need for universal access, and 
the full participation of the community in the 
spirit of self-reliance and self-determination. 
It also recognised that inequality within and 
between countries was a major barrier for 
health improvement and called for economic 
inequality to be addressed as part of the 
primary health care approach [25]22.

Since Alma-Ata, an increasing body of evidence 
has accumulated on how primary health care 
can improve health, with numerous international 
studies now confirming that improved primary 
health care can be expected to:

•	 increase life expectancy [48, 49];

•	 reduce infant mortality [46, 62];

•	 reduce the years of life lost by 
preventing early deaths through 
vaccinations, health education, and 
early detection and management of 
illness [47, 62];

•	 reduce rates of low birthweight 
through early access to antenatal care 
and supporting a healthy lifestyle for 
pregnant women  [46, 47, 54]; and

•	 reduce alcohol-related harm through 
addressing the determinants of 
addiction including adverse early 
childhood development; advocacy on 
supply reduction; prevention or early 
treatment of addiction; and support for 
residential treatment [57-59].

Clearly then the advances in the population 
health indicators for Aboriginal people in 
Central Australia from the 1970s are consistent 
with an improved primary health care system. 

Clearly then the advances 
in the population health 
indicators for Aboriginal 
people in Central 
Australia from the 1970s 
are consistent with an 
improved primary health 
care system

22 It is important to note that the International conference 
on primary health care held at Alma-Ata came after the 
establishment of the first Aboriginal Medical Services 
(ACCHSs) in Australia including at Redfern in 1973 and the 
Congress health service in 1975.
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Changes in the  
social determinants  
in Central Australia
Consistent with the Alma-Ata Declaration 
and the Aboriginal definition of health, health 
services are only one factor that impacts on 
health. The social determinants of health 
– such as housing, education, income and 
inequality, racism, and the sense of control 
that people have over their lives – all have a 
deep impact on the health of a population. 
In contemporary Aboriginal Australia, it is 
estimated that two thirds (65%) of the gap 
in health is explained by either the social 
determinants of health (35%) or individual 
health risk factors (30%), with a large overlap  
of 20% between these two categories [3]23. 

In this section we will look at data on  
housing; poverty, inequality and food 
insecurity; education; and culture (as a 
protective factor) to see whether changes  
in these social determinants can explain  
the improvement in population health  
seen in Aboriginal Central Australia24.

While consistent data on the social 
determinants over the full fifty years of 
Congress’ history is not available, analysis  
of Australian Bureau of Statistics (ABS) 
Census data from 2001 to 2021 gives a good 
picture for both Alice Springs and remote 
Central Australia of any changes that might 
have occurred during this period [42]25.  
The results are summarised in Figure 13.

The social determinants 
of health - such as 
housing, education, 
income and inequality, 
racism, and the sense of 
control that people have 
over their lives - all have 
a deep impact on the 
health of a population 

23 Congress’ model of comprehensive primary health care 
(see Appendix 4) is founded on the idea that the provision 
of health services and attempts to address risk factors 
(such as addiction, overweight, etc) at the level of an 
individual client or their family must be allied with action to 
address the social determinants at a systemic level.

24 Addiction to alcohol and other drugs is a social 
determinant of health which we will consider in the  
next section.

25 Note that not all indicators are available for the  
full period.
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HOUSING
Proportion of overcrowded houses  
(needing 1 or more bedrooms)

INCOME / POVERTY
Median weekly household income of 
Aboriginal households (2021 dollars)

INCOME INEQUALITY
Ratio of Aboriginal to non-Indigenous median 
household income

CHANGE

CHANGE

CHANGE

Alice  
Springs  

Alice  
Springs  

Alice  
Springs  

Remote  
Central Aus.*

Remote  
Central Aus.

Remote  
Central Aus.

16%

$1,208

0.66

17%

$1,355

0.61

+4%

+12%

-7%

42%

$955

0.43

-13%

-10%

-26%

49%

$1,062

0.58

2011 2016

2006

2006

2021

2021

2021

FIGURE 13 Changes in the social determinants of health in Alice Springs and 
Remote Central Australia, 2001 to 2021

Substantial improvement  
of more than 25% over the period

Slight improvement / deterioration  
over the period

Moderate improvement  
of between 10% and 25% over the period

Moderate deterioration 
of between 10% and 25% over the period
Substantial deterioration 
of more than 25% over the period

Key to Figure 13:

*Remote housing data 
available from 2016
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FOOD SECURITY
Proportion of weekly household income required 
to purchase Healthy Food Basket for a week

CULTURAL HEALTH
Proportion of Aboriginal people who speak an 
Indigenous language at home

EDUCATION

Post-School 
qualifications: 
number of 
Aboriginal adults 
with a Bachelor 
Degree or higher

Ratio of 
Aboriginal to NT 
non-indigenous 
people with a 
Bachelor Degree 
or higher

Proportion of 
Aboriginal people 
aged over 15 who 
completed Yr 12 
or equivalent

CHANGE

CHANGE

CHANGE

Alice  
Springs  

Alice  
Springs  

Alice  
Springs  

Alice  
Springs  

Alice  
Springs  

Remote  
Central Aus.

Remote  
Central Aus.

Remote  
Central Aus.

Remote  
Central Aus.

Remote  
Central Aus.

30%

38%

11%

76

0.137

20%

36%

23%

171

0.142

-32%

-6%

+104%

+125%

+4%

47%

90%

12%

58

0.030

+15%

-5%

+689%

+123%

+8%

41%

95%

2%

26

0.028

2006

2001

2001

2021

2021

2021
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From these figures we can conclude the following.

Housing 

Inadequate and overcrowded housing 
leads to poor health through its effects 
on early childhood development; mental 
health and social and emotional wellbeing; 
communicable diseases; exposure to tobacco 
smoke and other environmental hazards. 
There is also an association between lower 
housing standards and decreased school 
attendance observed in Northern Territory 
remote Aboriginal communities [63].

Overcrowded housing became marginally 
worse in Alice Springs between 2011 and 2021, 
while it improved slightly in remote areas 
between 2016 and 2021. This is consistent with 
additional government investment in housing 
in remote Aboriginal communities through 
programs such as the National Partnership 
Agreements on Remote Indigenous Housing, 
counter-balanced by reduced investment 
in social housing in urban areas such that 
the wait for access to social housing in Alice 
Springs is now eight to ten years [64].

Poverty, inequality and  
food insecurity

Both absolute deprivation (poverty) and 
relative deprivation (inequality) strongly 
determine the health of a population 
through infant and adult mortality rates, life 
expectancy, and rates of illness [65, 66]. 
Poverty is closely linked to food insecurity, 
that is the lack of reliable access to affordable, 
nutritious food. In Central Australia:

•	 income increased in real terms for 
Aboriginal households in Alice Springs 
between 2006 and 2021, however it fell 
for households in remote areas over 
the same period. 

•	 income inequality:  the income gap 
between Aboriginal households and 
the non-Indigenous Northern Territory 
average closed for those in Alice 
Springs, but widened considerably in 
remote communities;

•	 food security: while the affordability 
of healthy food improved for Aboriginal 
households in Alice Springs, it 
worsened considerably for those in 
remote areas.

In Alice Springs, it is likely that Aboriginal 
employment in an expanding network 
of Aboriginal community controlled 
organisations strongly contributed to the 
increase in household income26. However, 
the reliance on a government income 
support system that is experienced as 
increasingly punitive and reliant on access 
to technology has seen falling income and 
widening inequality gap for those in remote 
communities, a phenomenon that has  
been noted more widely for remote  
Aboriginal Australia [67]. 

Prices for healthy, fresh foods, particularly 
fresh fruit, vegetables and dairy foods, are 
significantly higher in remote areas for a 
number of reasons, including the cost of 
freight over long distances, and the high  
cost of storing perishable food.

Education

Education is a key pathway to achieve greater 
personal empowerment, improved self-
esteem, and employment with a reasonable 
and reliable income.  As a result, educational 
attainment is a critical social determinant of 
health [68]. A particularly strong relationship 
has been demonstrated internationally 
between the education of women and the 
health of children [69]. 

26 Note for example, the increase in Aboriginal employment 
at Congress itself from around 70 individuals in 2009-10 to 
192 in 2020-21 [Congress Annual Report data]
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The proportion of the Aboriginal adult 
population who had completed Year 12 
improved considerably between 2001 and 
2021 in both town and remote areas, as it did 
for those with Bachelor Degrees or higher27. 
However, in considering the effects on health 
at a population level it is important to note that:

•	 these improvements were from a 
very low base. As Congress noted at 
the time, in 1996 only one Aboriginal 
person graduated from Year 12 in 
Central Australia [70]. Since then the 
situation has improved but in 2021 [42]:

	o only 23% of Aboriginal people 
aged 15 or over and who were no 
longer at school had completed 
Year 12, and in remote areas it was 
half this (12%), compared to 65% of 
non-Indigenous Territorians; and

	o there were only 230 Aboriginal 
people in Central Australia who 
had completed a Bachelor’s 
Degree or higher.

•	 	while Year 12 completion rates have 
improved, this does not measure the 
quality of the education provided, with 
only 14% of Aboriginal students in very 
remote NT schools at or above national 
minimum standards of attainment [71];

•	 over the period from 2011-12 to 2023-
24, attendance rates for Northern 
Territory Aboriginal students are falling, 
the proportion of Aboriginal Year 7 
students achieving national standards 
in reading and numeracy is declining 
and the gap to non-Indigenous 
students widening [72].

Given these facts, it is unlikely that the 
improvements in education were sufficient  
to account the health improvements seen  
in this period.

Culture

Connection to family, kin, language, traditional 
Country and cultural activities are recognised 
as protective factors that can positively 
influence the health of Aboriginal people [44].

While it is not possible to reduce the 
complexity and richness of cultural life to 
a single measure, the ABS Census records 
the number of people who report speaking 
an Aboriginal language at home. This figure, 
while being significantly higher in remote 
areas than in Alice Springs,  declined slightly 
across the region between 2001 and 2021. 
The lack of consistent access to bilingual 
education in Central Australian schools 
has not only challenged the educational 
attainment of Aboriginal students (see above) 
but may also have undermined the use of 
Aboriginal languages [73].

Summary

While there are limitations around the social 
determinants data presented above – including 
that it is only available at best for the first 
twenty years of this century – it does not 
present a picture of consistent and sustained 
improvement. In particular, remote Central 
Australia has seen a significant worsening of 
indicators related to poverty and inequality. 
While improvements are greater in town – 
especially in relation to income – many critical 
social determinants such as housing have not 
improved, or (as with education) have improved 
but with small numbers from a very low base.

Despite this, we have seen substantial  
health improvements in both town and 
remote areas (as summarised in Figure 12). 
This strongly suggests that factors other than 
improvements in the social determinants are 
mainly responsible for the positive health 
outcomes for Aboriginal people in Central 
Australia since the 1970s.

27 The changes are not necessarily the result of improvements in the NT education system over these twenty years. Before 
the establishment of the NT Education Department in 1979, education services in the NT were fragmented and their focus 
on Aboriginal students, especially in remote areas, very limited or non-existent. Under these conditions, many Aboriginal 
people of this generation had little opportunity to gain any edcuation, let alone complete high school. In 2001, the cohort 
of Aboriginal people born before 1976 made up the majority (69%) of the Aboriginal population. However, by 2021, many 
people of this generation who had effectively been denied an education had passed on. As they now made up only  
32% of the overall adult population, the proportion who had completed Year 12 rose.
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In the previous section we have 
seen how improved primary health 
care can lead to exactly the kind of 
population health changes we have 
seen in Central Australia from the 
1970s onwards; and how changes 
in housing, poverty, inequality, 
education and culture were not of 
a scale and consistency to explain 
these changes.

Instead, we believe that there is strong 
evidence to suggest that there were four 
key reforms which contributed to the 
improvements in Aboriginal health status, 
and that Congress and other Aboriginal 
community controlled health services  
made significant contributions to these.  
They are:

1.	 Increased primary health  
care funding directed through 
Aboriginal community controlled 
health services

2.	 Addressing institutional racism,  
lack of cultural safety and 
underinvestment in hospitals 

3.	 Supply reduction approaches to 
alcohol and petrol sniffing

4.	 Sustainable and collaborative  
needs-based planning

Congress began its 
medical services in 
1975 with a grant 
from the Community 
Health Program 
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Increased primary health  
care funding directed  
through ACCHSs
From their beginning in the 1970s, ACCHSs 
across Australia campaigned for consistent, 
needs-based funding as a prerequisite for 
establishing a platform of comprehensive 
primary health care from which to address 
the health of their communities. It was 
apparent that the mainstream health system, 
with its divided responsibilities between 
the Commonwealth and State / Territory 
governments and its focus on private general 
practice for the delivery of primary care, was  
ill suited to provide this. 

Congress began its medical services in 1975 
with a grant from the Community Health 
Program under the Medibank scheme 
introduced by the Whitlam Labor government 
in that year. The grant allowed Congress to 
employ amongst the first general practitioners 
to ever work in Alice Springs [74].

Importantly, Medibank had two funding 
mechanisms: fee-for-service for private 
general practitioners in areas that could 
attract them, and the Community Health 
Program, a grant program to fund services for 
disadvantaged communities where private 
GPs would not work. This model enabled 
the Australian Government to directly fund 
primary health care services – such as 
Congress – that were independent of  State 
and Territory governments, enabling them to 
advocate for changes in those jurisdictions’ 
health systems [75]. 

After Medibank was effectively abolished by the 
Coalition’s Fraser government in 1981, it was 
re-established as Medicare in 1984 under the 
incoming Federal Labor government. However, 
Medicare did not include a grant-funded 
community health program. As a result, many 
mainstream community health services such 
as workers’ or women’s health services were 
defunded or brought under direct government 
control. Fortunately, Congress and other 
ACCHSs were able to continue the delivery of 
primary health care using Aboriginal-specific 

funding from the Australian Government. 
However they remained locked out of the 
large budgets afforded to mainstream health 
funding, including the Medicare Benefits 
Schedule (MBS) and Pharmaceutical Benefits 
Scheme (PBS)28.  

With the establishment of the Aboriginal and 
Torres Strait Islander Commission (ATSIC) in 
1990, Aboriginal health funding became part 
of its responsibilities. Unfortunately, ATSIC’s 
budget of around $1 billion in the early 1990s 
had to cover ‘all things Aboriginal’ including 
employment programs, legal aid, housing, 
community infrastructure, and Native Title / 
Land Rights. Health services often struggled 
to make their priorities heard in competition 
with many other sectors and organisations  
for scarce funding dollars. Although funding 
was increased under ATSIC, Aboriginal  
health expenditure was still only $71 million 
nationally in 1993-94 [76], far short of what  
was needed to address the profound gap  
to non-Indigenous health status.

28 This policy approach, where essential services for 
Aboriginal people are funded through specific budget 
appropriations and not as part of normal citizenship rights  
is often referred to as welfare colonialism.

After Medibank was effectively 
abolished by the Coalition’s Fraser 
government in 1981, it was  
re-established as Medicare in 
1984 under the incoming Federal 
Labor government
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In the Northern Territory, the situation was 
further complicated by twenty-seven years 
of unbroken CLP government from 1974 
until 2001. The CLP regarded Aboriginal 
self-determination as an economic, social 
and political threat and thus were opposed 
at a policy level to Aboriginal health services 
such as Congress, which they argued were 
duplications to government services [77].

By the early 1990s, the ACCHS sector had 
successfully established itself in many 
areas of the Northern Territory, but faced 
an uncertain future: politically under threat 
from the Northern Territory Government in 
Darwin and with no consistent and sufficient 
source of funding at the Federal level. At this 
time, Congress was the largest ACCHS in the 
Northern Territory, and had an annual budget 
of around $5 million and around 90 staff.

The formation of AMSANT as the peak body 
representing the sector at a meeting in Alice 
Springs in October 1994 proved decisive. With 
Congress and the newly established Danila 
Dilba Health Service in Darwin providing 
leadership AMSANT began a campaign for 
sustained, needs-based funding for ACCHSs. 

This involved a number of lobbying trips 
to political leaders and policy makers in 
Canberra and even internationally, with 
AMSANT sending a delegation to the  
United Nations Working Group on the Rights 
of Indigenous Peoples in Geneva in 1996.  
With the support of  the Central Land Council, 
the Australian Medical Association (AMA) 
and the Cape York Land Council, AMSANT’s 
demands centred around the transfer of 
responsibility of funding for Aboriginal 
health from ATSIC to the much larger 
budget of the Commonwealth Department 
of Health; improved access to the MBS 
and PBS; creation of regional, jurisdictional 
and national collaborative health planning 
structures; and the creation of State / 
Territory framework agreements in  
Aboriginal health [40].

This intensive action bore fruit in July 
1995, when the Keating Labor Government 
transferred responsibility for Aboriginal 
health funding from ATSIC to a newly 
created program in the health department, 
the Office of Aboriginal and Torres Strait 
Islander Health (OATSIH). 

Although there was a change of government 
following the 1996 Federal election, the 
incoming Coalition Federal Minister for 
Health, Dr Michael Wooldridge, strongly 
supported the increased funding for Aboriginal 
primary health care. He also led other health 
policy reforms that were critical for remote 
Aboriginal health services, especially in 
relation to access to workforce such as the 
Overseas Trained Doctors Scheme and 
improvement in the Rural Incentives Program.

In the Northern Territory, 
the situation was further 
complicated by twenty-
seven years of unbroken 
CLP government from 
1974 until 2001



61

MAKING HISTORY: TRANSFORMING ABORIGINAL HEALTH IN CENTRAL AUSTRALIA, 1973 - 2023

The effects were soon felt on the ground. 
National Aboriginal health expenditure 
jumped from $84.8 million in 1994-95,  
the last year under ATSIC, to $136.6 million  
in 1995-96 through OATSIH [76]. But the  
transfer unlocked long-term funding 
increases, through the:

•	 Primary Health Care Access 
Program (PHCAP). 
Announced in the 1999-2000 Budget, 
PHCAP was a national program with 
an initial allocation of $78.8 million 
over four years, followed by a further 
$19.7 million per year in 2001-2002 
and $40 million over four years 
in 2003-04. These funds were to 
improve Aboriginal people’s access 
to comprehensive primary health 
care; fund regional planning through 
Framework Agreement structures 
to direct funds to areas of greatest 
need; and continue funding of the 
Coordinated Care Trials in Aboriginal 
health in the Katherine region and Tiwi 
Islands [40, 78].

•	 Expanded Health Service Delivery 
Initiative (EHSDI). 
Announced in the 2008-09 Federal 
Budget as part of the Northern 
Territory Emergency Response 
(NTER), EHSDI committed $99.7 
million over two years to improve 
health service delivery in remote areas 
of the Northern Territory, including 
funding for expanding PHC services 
and moving service delivery towards 
community control [78, 79].

Alongside these funding programs, policy 
changes allowed ACCHSs and remote clinics 
to access MBS payments from 1996, and the 
introduction of the PBS Section 100 scheme 
in 1998 allowed remote area clinics to be 
reimbursed for the costs of medicines. These 
reforms further boosted the funding and 
capacity of the primary health care system 
in the Territory, especially through Aboriginal 
community controlled health services, 
including for the first time, uncapped access 
to essential, life-saving medicines [40].

These reforms led to significant  increases in 
funding to the ACCHS sector, with  national 
Commonwealth funding of ACCHSs doubling 
in real terms from $458 per person in 1995-96 
to $919 per capita in 2019-20 [80, 81] (Figure 
14). Access to MBS for Aboriginal and Torres 
Strait Islander people trebled over the same 
period (Figure 15).

While these increases were national, 
the Northern Territory benefitted 
disproportionately because ACCHSs provided 
a much higher proportion of the NT’s primary 
health care compared to other jurisdictions 
and by 2014, per capita primary health care 
funding for Aboriginal communities in the 
Northern Territory was estimated to be around 
$3,000 per person [82]. 

Although there was a change of government following the  
1996 Federal election, the incoming Coalition Federal Minister 
for Health, Dr Michael Wooldridge, strongly supported the 
increased funding for Aboriginal primary health care
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FIGURE 14 Australian Government health expenditure (ACCHS) per person for 
Aboriginal and Torres Strait Islander people, 1995-96 to 2019–20*

FIGURE 15 Australian Government health expenditure (MBS) per person for 
Aboriginal and Torres Strait Islander people, 1995-96 to 2019–20*

All amounts are national and in 2019-2020 dollars (estimated). 
Data is drawn from the AIHW Expenditure on Health for Aboriginal and Torres Strait Islander people series (published in 
2005, 2013) and from the AIHW Aboriginal and Torres Strait Islander Health Performance reports as updated July 2023. 
Amounts between series may not be comparable.
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ACCHSs in Central Australia were thus able to 
substantially increase the reach and range of 
primary health care to Aboriginal communities 
in the region. Particularly important was the 
joint commitment to transition government-
run remote clinics to Aboriginal community 
control, initially under PHCAP but then more 
explicitly under EHSDI. This agreed approach 
was based on the accumulating evidence of 
the greater effectiveness of primary health 
care services under Aboriginal community 
control, with one major study at the time 
concluding that:

… up to fifty percent more health gain 
or benefit can be achieved if health 
programs are delivered to the Aboriginal 
population via ACCHSs, compared to 
if the same programs are delivered via 
mainstream primary care services [83].

The commitment to transitioning government-
run clinics to Aboriginal community control 
allowed Congress to support services at Utju 
and Ntaria (2002); then auspice the services 
at North Barkly, Willowra, Yuendumu and 
Nyirripi (2003) and at Mutitjulu, Amoonguna, 
and  Ltyentye Apurte (2008); before eventually 
delivering primary health care services at 
many of these communities directly from 2011. 
In this way, the ACCHS sector became the 
major primary health care provider in Central 
Australia, such that by 2023 it provided over 
70% of episodes of care with Congress clinics 
alone providing around 60% of the total. 
Congress itself increased the episodes of 
care, it provided by a factor of twenty, from 
around 9,750 in 1975-76 [21], to around 170,000 
in the years before the COVID-19 pandemic29.

The increased funding unlocked by the 
advocacy campaigns of Congress and other 
ACCHSs led to major increases in access to 
primary health care for Aboriginal people in 
Central Australia, which in turn contributed 
considerably to the improvements in 
Aboriginal health seen in the region from  
the late 1990s and early 2000s.

This went hand-in-hand with the increasing 
sophistication of primary health care, driven 
by a collaborative Continuous Quality 
Improvement (CQI) approach and a focus on 
chronic disease management. This improved 
the quality of services provided through both 
ACCHS and government clinics. 

The NTAHF was an important driver of these 
improvements for example through the 
adoption of core functions of primary health 
care and an agreed set of KPIs for all PHC 
services (see below). However, earlier efforts at 
promoting evidence-based care go back to the 
development and publication of the first edition 
of the CARPA Standard Treatment Manual in 
1991. This manual, to which Congress doctors 
contributed significantly, set out standard 
treatment protocols for common conditions in 
Aboriginal health, translating medical evidence 
into practice. Today the manual is in its eighth 
edition and continues to form the foundation  
of common evidence-based clinical practice 
not just in Central Australia but across much  
of remote Australia.

29 Congress NTAHKPI data.

The increased funding 
unlocked by the advocacy 
campaigns of Congress 
and other ACCHSs led to 
major increases in access 
to primary health care 
for Aboriginal people in 
Central Australia
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Addressing institutional racism,  
lack of cultural safety and  
underinvestment in hospitals 
Historically, the hospital system in Central 
Australia was marked by systemic racism,  
lack of cultural safety and under-investment.  
This severely compromised its ability to 
provide care for the Aboriginal community 
(see The impact of colonisation above). 

The segregation of the Alice Springs Hospital 
and its complicity in the forcible removal of 
Aboriginal children from their families had 
long-lasting effects on Aboriginal access 
to hospital care. These did not end with 
the official desegregation of Alice Springs 
Hospital in 1969, nor with the abandonment of 
a racially-based policy of forcible child removal 
in the 1960s and 1970s [16]. Deep suspicions 
of the hospital remained in the Aboriginal 
community. In the absence of a strong primary 
health care system which could ensure 
access and advocate for appropriate care, 
these understandable suspicions were in 
themselves a significant barrier to access.

For many years the focus of the hospital 
remained on providing care for the non-
Indigenous residents of the region, 
marginalising the care of Aboriginal 
people30. Gradually, however, the growing 
strength of the primary health care system 
under Aboriginal community control; the 
increasing economic importance of Aboriginal 
organisations in Central Australia31; and 
continued national political pressure forced 
the health system in the Northern Territory to 
begin a process of internal reform.

Critical to this process were the 1989 National 
Aboriginal Health Strategy (NAHS) [1] and the 
1991 Royal Commission Into Aboriginal Deaths 
in Custody (RCIADIC) [45]. 

30 For example, the 1978-79 report of the Southern Region 
of the NT Department of Health suggests that ante- and 
post-natal care provided by the maternal and child health 
staff was predominantly, if not exclusively, delivered to non-
Indigenous women in the town; and Alice Springs Hospital 
Management Board Annual Reports in the mid- to late 
1980s documented a decision not to re-admit patients who 
had temporarily left the hospital and returned intoxicated, 
alongside the suspicion that some mothers who had just 
given birth were misusing the provision of free meals by 
the hospital [NT Department of Health Annual Reports; 
Available from: 

https://digitallibrary.health.nt.gov.au/entities/
publication/604edb82-1e39-4d88-84d3-f050cfa87499]

 31 The Institute of Aboriginal Development (IAD – 1969) and 
Congress (1973) were joined by the Central Land Council 
(1977), Yipirinya School (1978), Tangentyere Council (1979), 
NPY Women’s Council (1980), the Central Australian 
Aboriginal Media Association (CAAMA – 1980) and the 
Arrernte Council (1990). The Aboriginal organisations 
became a significant source of employment, and provided 
a much-needed influx of funding for the town.

Congress was active in 
promoting the principles  
of the NAHS and RCIADIC, 
and demanding that they 
be reflected in practice 
often against widespread 
Departmental resistance 
and hostility

https://digitallibrary.health.nt.gov.au/entities/publication/604edb82-1e39-4d88-84d3-f050cfa87499] 
https://digitallibrary.health.nt.gov.au/entities/publication/604edb82-1e39-4d88-84d3-f050cfa87499] 
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The NAHS – drafted by a Working Party made 
up of a majority of Aboriginal representatives 
from ACCHSs including from the Northern 
Territory – formed the basis for a new 
approach in Aboriginal health, emphasising 
the importance of primary health care 
under Aboriginal community control and 
the need for intersectoral collaboration 
to tackle the drivers of poor health. The 
RCIADIC supported recommendations of 
the NAHS, supporting the principles of self-
determination and that [84]:

[for] any policy or program which will 
particularly affect Aboriginal people, 
the delivery of the program should, 
as a matter of preference, be made by 
such Aboriginal organisations as are 
appropriate [Recommendation 188].

Congress was active in promoting the 
principles of the NAHS and RCIADIC, and 
demanding that they be reflected in practice 
often against widespread Departmental 
resistance and hostility.  

However, it is important to note that there 
were always those in the Northern Territory 
Health Department who not only did their 
best to provide care for Aboriginal clients, 
but who also supported the principles 
of self-determination and the role of 
Congress and the other ACCHSs. This often 
demanded courage and commitment within 
a government system which had become 
heavily politicised through decades of rule 
by CLP governments explicitly opposed to 
Aboriginal rights and organisations.

There was also increasing pressure from 
ACCHSs on the Alice Springs and Tennant 
Creek Hospitals to address poor clinical safety. 
As well as advocating on behalf of individual 
patients, this included demanding system-
level accountability for preventable deaths, 
firstly through an attempt to get the RCIADIC 
to include these as a form of ‘death in custody’ 
and then by calling for a public inquiry into 
numerous deaths of Aboriginal patients in 
hospitals in Central Australia in the late 1980s, 

including through the newly formed Central 
Australian Rural Practitioners Association 
[85]. Unfortunately, one of the reactions of 
the Northern Territory health system to these 
demands was to stop hospital discharge 
summaries being sent to ACCHSs, further 
elevating the level of risk for Aboriginal people.

Despite the opposition by many in the 
Department and government, the pressure led 
to the 1991 Review of Central Australian Health 
and Community Services by Professor Charles 
Kerr, Professor of Social and Preventive 
Medicine at Sydney University. The Kerr 
Review made numerous recommendations 
for improving the safety and effectiveness of 
the hospital system, as well as recognising 
the important role of Aboriginal community 
controlled health services; strengthening 
primary health care; ensuring the flow of 
discharge information from hospitals to 
ACCHSs; establishing a Central Australian 
Health Council; improving recruitment and 
training of AHWs; and recognising of the role  
of Congress Alukura [86].

While the NT Government failed to implement 
all of the recommendations of the Kerr 
Review, the advocacy of Congress and other 
ACCHSs to reform the hospital system in 
Central Australia continued. 

In the 60s I worked at Native 
Ward and they didn't have 
interpreters or anything like 
that … doctors would say things 
to them, but they couldn't 
understand them half of the 
time, and it was very sad.

 
Pat Ansell Dodd 
Congress worker, 1970s and  
later Board member*
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The issue of cultural and clinical safety for 
Aboriginal patients in mainstream hospitals 
had been raised in both the NAHS and 
the RCIADIC. By the 1990s this was widely 
recognised as a core problem for the health 
system, but progress was slow and the 
disparity in care provided to Aboriginal patients 
in hospitals was widespread: in the late 1990s, 
Aboriginal and Torres Strait Islander patients 
were only two-thirds (67%) as likely to undergo 
a procedure once admitted to an Australian 
public hospital compared to non-Indigenous 
patients with the same diagnosis [60].  And 
while the problem of lack of cultural safety 
was recognised, with NT Health trialling an 
Aboriginal cross cultural awareness program 
for its staff in Central Australia from 1994-95 
[87], cultural safety was …

… all too frequently glossed over as 
busy service providers come to accept 
a grossly deficient cross-cultural 
communication standard as the norm 
and, therefore, acceptable [38].

Systemic racism and poor cultural safety were 
exacerbated by the failure to adequately fund 
the public hospital system to meet the needs 
of all Territorians. Keeping hospital costs 
down was a major government focus during 
the 1980s and 1990s: the Cresap review of 
1991, for example, carried out for the Minister 
of Health and Community Services, believed 
that the health system was actually over-
servicing the community, and recommended 
significant cuts to its budget and in its staff 
[86]. These funding cuts disproportionately 
affected Aboriginal people, who were much 
sicker than the non-Aboriginal population 
and were significantly less likely to have the 
resources to travel interstate for care (it was 
a common saying amongst non-Aboriginal 
people in the Territory at the time that ‘if in 
pain, get on a plane’).

Attempts to minimise expenditure meant that 
the number of beds at Alice Springs Hospital 
was reduced between 1984-85 and 1994-95, 
with the number of admissions rising only 
very slowly at around 1% per year and much 

effort put into reducing the average length 
of stay especially for Aboriginal patients [87]. 
This, allied with the difficulty in recruiting 
and retaining nursing staff and medical 
specialists, worked against allocating the 
human and financial resources needed to 
address the complex burden of culturally  
and clinically unsafe care.

However, the election of the first Northern 
Territory Labor Government in 2001 was a 
watershed moment, and one of its most 
significant effects was a substantially increased 
investment in the Territory’s public hospitals. 

Beginning under the new government, public 
hospital expenditure for Aboriginal and Torres 
Strait Islander people in the Northern Territory 
more than doubled from around $2,100 per 
capita in 1998-99 to $4,827 per capita in 
2010-11 (constant prices: see Figure 16) [81, 
88]. Over the same period, the rate of public 
hospital separations for Aboriginal people in 
the Northern Territory increased from 887 to 
1,704 per 1,000 population, and the proportion 
of total separations which were for Aboriginal 
and Torres Strait Islander people rose from 
59% to 70%. Most of these increases in 
hospital care for Aboriginal people came in  
the years from 2002-03 to 2005-06 [89].

The segregation of the 
Alice Springs Hospital 
and its complicity in 
the forcible removal 
of Aboriginal children 
from their families had 
long-lasting effects 
on Aboriginal access to 
hospital care
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FIGURE 16 State and Territory Government expenditure for Aboriginal and  
Torres Strait Islander people on public hospital care, 1998-99 to 2010-11

Alice Springs Hospital significantly benefitted 
from the increased investment, with its 
expenditure increasing by around 30% to 
$75M in just three years to 2003-04, and 
hospital activity32 increasing by around 7% 
per year. An increasing proportion of the 
increased activity was the provision of care  
for Aboriginal patients [87].

This improved the clinical safety and range 
of hospital care available for Aboriginal 
people in Central Australia, including through 
allowing the increased recruitment of medical 
specialists and the adoption of quality 
improvement approaches such as mortality 
reviews. These hospital-level improvements 
initiated by the Northern Territory 
Government complemented the increased 
funds made available for primary health care 
by the Federal Government.

The Northern Territory public hospital system, 
and particularly the Alice Springs Hospital, 
greatly improved both the safety and quality 
of care for the Aboriginal community since the 
1970s. This undoubtedly contributed to the 
improvements in Aboriginal health status in the 
region since the 1970s. It should also be clear 
that ACCHSs, including especially Congress in 
Alice Springs and Anyinginyi in Tennant Creek, 
played an important role in this process. 

It is important to remember that – especially 
in the early years – the hospital system did not 
reform itself. It needed a strong and engaged 
primary health care system under community 
control to hold it to account, both on the level 
of care for individual patients and at a systemic 
level. As Congress argued in 1997 [70]:

For many Aboriginal people, hospitals 
are frightening and intimidating places, 
often associated with death and 
shame. In recent years, hospitals in the 
Northern Territory have made efforts to 
become more appropriate to Aboriginal 
people. However, … they can only learn 
[this] through interaction with the 
community that they are serving. In our 
experience, hospitals interaction with 
Aboriginal controlled health services 
has proved the most powerful incentive 
for making their own service more 
appropriate for our people. … making 
secondary services appropriate for 
Aboriginal people is largely dependent 
on ensuring there is a strong, well-
resourced primary health care sector.
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Supply reduction approaches to alcohol and petrol sniffing
Addiction – to alcohol and other drugs, tobacco, or gambling – is a major determinant of 
health, and is strongly associated with social and economic disadvantage and the experience 
of the violence and margination resulting from colonisation [65]. In Central Australia, the 
dispossession of Aboriginal people from their lands; their economic and social marginalisation; 
their experience of trauma especially associated with the forcible removal of children and 
suppression of culture; and their experience of racism has created a situation where addiction 
is a major health and social problem. 

In this section we will focus on the two substances – alcohol and petrol sniffing – which have had 
particularly profound health impacts in Central Australia.

Alcohol

Before 1964, Aboriginal people in the  
Northern Territory were prohibited from 
buying and consuming alcohol. With the 
repeal of this legislation, however, the largely 
unrestricted sale of alcohol to Aboriginal 
communities became a profitable business, 
and consumption surged. By the 1970s,  
there were 51 liquor outlets in Alice Springs 
which had a population of little more 
than 15,000 people. A report at the time 
documented the consequences, including 
the presence of intoxicated people in public; 
family conflict; crime; violence; and health 
effects for drinkers. [90].

Congress identified alcohol use as a major 
issue early in its organisational life, with one of 
its first programs being the transport service 
to  for those who had been drinking (1975) and 
the establishment of an alcohol rehabilitation 
centre at the Congress Farm (1976). Congress’ 
actions also included advocating for the 
supply of alcohol to be addressed, through 
opposing the granting of new, and the 
extension of existing, licences in the town. In a 
highly symbolic action in 1990, after Congress 
bought a licensed shop on Gap Road next 
to the main clinic, members of the Congress 
Cabinet poured the remaining stock of alcohol 
down the drain outside the premises.

As its services developed, Congress developed 
a sophisticated model to address alcohol and 
other drug (AOD) issues which included:

•	 public health responses such as 
primary prevention through a suite 
of early childhood development and 
family services; and advocacy for 
evidence-based healthy public policy 
especially focused on reducing alcohol 
supply; plus

•	 an integrated model of care for 
individual clients based on three 
streams of care (social and cultural 
support; psychological therapy; and 
medical support) [58].

Congress bought a shop … and 
there was some grog left over there 
… I was real hard-headed grog 
fighter at that point in time.  I said, 
“No, it kills enough of our people, 
lets pour it down the drain”, and 
everyone was for it … to prove 
a point to the world maybe, just 
to say here is a group of people 
saying enough of the grog.

 
Dougie Abbott 
Congress President, 1991†
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However, alcohol related harms – including 
violence, accidents and a range of alcohol-
attributable health conditions – kept rising. 
While it was clear that dangerous drinking was 
never solely an Aboriginal problem [91], the 
majority of these harms were experienced  
by Aboriginal people, and especially women 
and children.

Attempts by the Northern Territory 
Government to address the rising harms 
often ignored evidence-based policies in 
favour of punitive approaches aimed at the 
individual drinker [92]. Successes were hard 
to sustain in an environment where tackling 
alcohol-related antisocial behaviour was 
frequently made an election issue, and where 
the alcohol industry provided donations 
to both major parties [29]. Many measures 
were undermined by poor design, lack of 
evaluation, and political contestation or   
– in the case of the harm-minimisation 
approach of the Living With Alcohol (LWA) 
program – High Court intervention33. 

However, faced by rising harms and the 
apparent failure of many previous policies, 
during the 2010s Northern Territory 
Governments began introducing reforms 
to address the issue of dangerous drinking 
and availability in a more evidence-based 
way [29, 93, 94]. In many cases these 
remained contested, and were subject to 
repeal, reintroduction and modification as 
governments changed, but nevertheless 
reflected a realisation that broad scale reform 
was needed. These included34: 

•	 a Banned Drinkers Register (BDR) 
to reduce access to take-away alcohol 
by problem drinkers (introduced 
by a Territory Labor Government in 
2011, repealed by an incoming CLP 
Government in 2012, reintroduced 
as part of a new Labor Government’s 
alcohol reforms in 2017),

•	 uniformed officers at bottle shops 
to prevent the sale of takeaway 
alcohol destined for consumption in 
declared ‘dry areas’ which included 
many Aboriginal communities and 
town camps. Initially called Temporary 
Beat Locations (TBLs), later Point of 
Sale Interventions (POSIs) and Police 
Auxiliary Liquor Inspectors (PALIs), 
these had numerous iterations in Alice 
Springs and Tennant Creek from 2012,

33 LWA was introduced in 1992 by the CLP Government.  
It funded a range of harm minimisation activities funded 
by a levy on alcohol sales containing more than 3% alcohol. 
However, the levy was removed in 1997 after the Federal 
High Court decision found the collection of such a levy by  
a State or territory government to be unconstitutional.

34 The frequently changing face of alcohol policy at an 
NT and regional level is  documented in detail in Clifford 
et al 2021.

Congress identified alcohol use as a major issue early in its 
organisational life, with one of its first programs being the transport 
service to  for those who had been drinking (1975) and the establishment 
of an alcohol rehabilitation centre at the Congress Farm (1976)
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•	 a Minimum Unit Price (MUP) of $1.30 
per standard drink to prevent the 
sale of cheap and dangerous alcohol 
(introduced by the Territory Labor 
Government in October 2018, removed 
by the incoming CLP Government in 
March 2025), and

•	 alcohol free days on Monday and 
Tuesday for takeaway purchases 
in Alice Springs, introduced by the 
Territory Labor Government in 2023 
in response to the failure to address 
the expiry of the Stronger Futures in 
the Northern Territory Act 201235, and 
maintained by the CLP Government 
elected in 2024.

In particular, the package of Territory-wide 
reforms introduced in 2017-19 (including the 
reintroduction of the BDR, extension of PALIs 
at bottle shops, the MUP, and a new Liquor 
Act that included risk-based licencing and 
greater monitoring of on-licence drinking 
(2019) had a noticeable effect. Following 
these reforms, and prior to the emergence 
of COVID-19 in 2020, alcohol consumption in 
Alice Springs as measured by wholesale data 
fell 9% and alcohol-related domestic violence 
in the town were reduced by 21% [95]. 

The COVID-19 pandemic (2020-22) reversed 
the many positive effects of these reforms, 
which were then catastrophically undermined 
by the expiry of Stronger Futures in July 2022, 
before the additional reforms were introduced 
in Alice Springs in early 2023 (see above).

Despite the ‘two-steps forward, one step 
back’ nature of the alcohol policy and 
legislative reforms, these have seen major 
improvements for the health of Aboriginal 
people in Central Australia since the 2010s. 
This can be seen in the uneven but real 
improvement in Aboriginal alcohol-related 
hospitalisations over this period (see Figure 11 
above). At the Territory level, alcohol-induced 
mortality has significantly improved: in 2017, 
the jurisdiction had 16.3 alcohol-induced 
deaths per 100,000 population, 3.1 times 
the rate for Australia, but this fell to 7.2 per 
100,000 in 2022, only 1.2 times the national 
rate [96]. The latest figures show that following 
the latest reforms on alcohol supply in 2023, 
per capita consumption in Central Australia is 
now lower than the national average [97].

Throughout this period, Congress’  
advocacy on alcohol availability as a major 
driver of ill health was consistent, public,  
and increasingly influential.

Before 1964, Aboriginal 
people in the Northern 
Territory were prohibited 
from buying and consuming 
alcohol. With the repeal of 
this legislation, however, 
the largely unrestricted 
sale of alcohol to Aboriginal 
communities became a 
profitable business, and 
consumption surged

35 The Alcohol Protected Area provisions of this Federal legislation, introduced in the wake of the Northern Territory 
Emergency Response, saw 34 town camps, six Aboriginal Land Rights Act communities and 74 Community Living 
Areas declared ‘dry’. The expiry of these provisions on 17 July 2022, led to an exponential increase in alcohol related 
harm, much of it suffered by Aboriginal women and children; to serious social disorder; and especially in Alice Springs 
to mounting community concern and finally national  and international media and political attention.
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Petrol sniffing

From the 1980s, petrol-sniffing became a 
major source of concern in many remote 
communities. It resulted in many deaths 
(including through suicide) and long-term 
neurological damage almost exclusively 
amongst young Aboriginal people. Reliable 
figures for the numbers of people sniffing, and 
the deaths this caused, are not consistently 
available. However, in 2006 there were 
estimated to be around 600 Aboriginal people 
in the Central Desert region who were sniffing 
[98]; and from 1998 to 2003 there were 16 
petrol-sniffing deaths in the region [99].

High levels of concern and advocacy by 
Aboriginal controlled organisations and 
communities led to the roll out of low aromatic 
fuel (LAF, also known as Opal) which does 
not produce the same ‘high’ when inhaled, 
supported by a range of youth programs and 
community action. The use of LAF across the 
region from 2005 almost eliminated petrol 
sniffing in many communities, leading to a 
dramatic fall in morbidity and mortality.  
As one worker stated:

There used to be hundreds and 
hundreds of sniffers in the remote 
communities. When you went to 
Papunya, people there were talking 
about when there were 100 petrol 
sniffers in that community, and now 
there is zero. That is very consistently 
the story through the remote 
communities we work with. By a 
combination of Opal and community 
action, the number has been reduced to 
zero in pretty much all the communities 
we work with [98].

Although results varied by community, 
numerous evaluation reports backed up 
this conclusion, with one documenting a 
decline from 66 sniffers in three selected 
communities in 2005-06 to only 17 in 2013-14, 
accompanied by a reduction in the frequency 
of sniffing by those involved [100].

This highly successful advocacy leading 
to action on petrol sniffing has, with some 
occasional but tragic exceptions, largely 
eliminated deaths from petrol sniffing. It was 
led particularly by those remote communities 
most affected and their representative 
organisations such as the Central 
Australian Youth Link Up Service (CAYLUS), 
Ngaanyatjarra Pitjantjatjara Yankunytjatjara 
(NPY) Women’s Council, and Tangentyere 
Council [98]. However, Congress continued to 
speak out publicly on those occasions when 
volatile substance misuse issues re-emerged 
[101], as well as to advocate for collaborative 
planning structures to provide a forum where 
health services, Aboriginal communities, and 
both levels of government could coordinate 
and plan action on petrol sniffing [70].

From the 1980s, petrol-
sniffing became a major 
source of concern in many 
remote communities
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Sustainable and collaborative needs-based planning
As well as increased resourcing, the 
ACCHS sector had campaigned since the 
1970s for a more rational and collaborative 
approach to health care resource allocation 
and planning. This was in recognition of 
the complexity of driving health change in 
Aboriginal communities and the need for a 
coordinated approach to service delivery; 
for intersectoral collaboration to address the 
social determinants of health; and to address 
the potential for cost-shifting by government.

The 1989 National Aboriginal Health Strategy 
proposed the formation of Tripartite Forums 
(TPFs) in each state and territory, composed 
of representatives from the community, 
from state and territory governments, and 
from the Australian government to oversee 
the implementation of the NAHS and drive 
intersectoral collaboration [1]. In the NT, 
however, membership of the TPF was made 
up of the Northern Territory and Australian 
Governments and representatives from ATSIC, 
thus excluding the ACCHS sector which 
was by now a significant provider of primary 
health care. Congress and AMSANT lobbied 
unsuccessfully for the inclusion of the sector; 
and also for the establishment of separate 
forums for the Top End and Central Australia. 
While this was supported by the 1991 Kerr 
Review (see above), the Northern Territory 
Government refused to agree to this36. 

The transfer of responsibility for primary health 
care funding to the Australian Government 
Department of Health in 1995 included other 
much-needed reforms advocated by AMSANT, 
including the creation of a National Aboriginal 
Health Council; funding peak Aboriginal 
community-controlled health organisations 
(such as AMSANT); and the establishment of 
jurisdictional health planning forums based 
upon state/territory framework agreements in 
Aboriginal health [40].

Nevertheless, consistent with their long-
held opposition to the Aboriginal community 
controlled sector, the Northern Territory 
Government refused to sign the Framework 
Agreement with AMSANT for some years.   
The Northern Territory Framework Agreement 
was finally signed in April 1998, establishing 
the Northern Territory Aboriginal Health 
Forum (NTAHF) with senior representation 
from the Australian and Northern Territory 
Departments of Health, ATSIC, and ACCHSs 
through  AMSANT [78]. The NTAHF held 
its first meeting in Darwin in June 1998 and 
resolved to:

•	 increase the allocation of resources to 
reflect need,

•	 improve access to health services and 
programs (ACCHS and other),

•	 conduct regional planning and jointly 
identify priorities for action, and

•	 improve data collection and evaluation.

36 Congress organised meetings of a ‘Central Australian 
Aboriginal Health Council’ in the early 1990s that 
included regional representation of government and 
ACCHSs, but without formal endorsement it had little 
power to enforce or agree change.

The 1989 National 
Aboriginal Health Strategy 
proposed the formation of 
Tripartite Forums (TPFs) 
in each state and territory, 
composed of representatives 
from the community
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An updated Framework Agreement was 
signed in 2007, which noted the need to 
address the social determinants and the need 
for comprehensive primary health care, as 
well as committing to community control of 
such services as critical to progress [78].

With the establishment of the NTAHF, 
finally ACCHSs had a seat at the table 
where the strategic decisions were made. 
Congress, as the oldest and largest ACCHS 
in the jurisdiction, consistently provided 
representation at the NTAHF through its 
leading role in AMSANT.

The NTAHF, despite periods of challenge, 
proved a remarkably durable institution. It 
contributed significantly to improved quantity 
and quality of health care for Aboriginal 
communities across the Territory, including for 
those places that continued to be serviced by 
government clinics. While tensions between 
the partners did not disappear overnight, and 
frustrations with slow progress were common, 
nevertheless over time the NTAHF  provided a 
space for the establishment of trust between 
the government and ACCHS sectors, after 
decades of antagonism and conflict [78]. 

These relationships and the additional 
resources flowing from the Australian 
government were critical to improving primary 
health care across the Northern Territory and 
in Central Australia, through:

•	 Regional planning, priority setting 
and funding allocation.  
In 1997, AMSANT commissioned the 
OATSIH-funded Central Australian 
Health Planning Study [102] which 
comprehensively mapped the 
demographics and primary health 
care delivery in Central Australia. 
This became the basis for work by 
the NTAHF in identifying regions for 
the additional Australian Government 
primary health care funding [40]. 
This collaborative setting of priorities 
and allocation of funding to areas of 
greatest need continued through the 
life of the NTAHF and was critical in 
improving the primary health care 
system in the region. 

•	 Pathways to community control. 
Much of the conflict between the 
ACCHS sector and the NT Government 
in the 1990s centred around the issue 
of Aboriginal community control of 
services. The NTAHF provided an 
opportunity for community control of 
health services to become an agreed 
goal, first through its recognition in 
the Framework Agreement, later 
formulated in more detail in the NTAHF 
document Pathways to Community 
Control [103]. Although progress was 
often painfully slow, this opened the 
way for government-run clinics to 
transition to community control, with 
Aboriginal communities either seeking 
to establish their own services, or 
requesting Congress to auspice and 
eventually run the services with greater 
flexibility, resources and cultural safety 
that Aboriginal governance allowed (see 
The expansion of community controlled 
health across Central Australia above).

The transfer of 
responsibility for primary 
health care funding to the 
Australian Government 
Department of Health in 
1995 included other much-
needed reforms advocated 
by AMSANT, including 
the creation of a National 
Aboriginal Health Council
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•	 Indicators for measuring progress. 
A key success of the NTAHF was 
the development of an agreed 
set of key performance indicators 
(KPIs) to provide a basis for quality 
improvement and reporting across 
the entire primary health care system, 
both government and community 
controlled [79]. Work on the KPIs 
began in 2003-04, and by 2005 there 
was an agreed set of 19 ‘Universal 
Performance Indicators’ for all primary 
health care services to report against, 
which were expanded and adopted 
as the Northern Territory Aboriginal 
Health KPIs (NTAHKPIs) from 2011.

•	 Defining the core services of PHC.  
The work of the NTAHF in allocating 
funds in order to improve health 
required a definition of what 
programs and functions were part of a 
comprehensive model of primary health 
care. Early work on core functions was 
led by Congress through AMSANT 
with a 1998 paper that organised the 
model around three functions: Clinical 
Services, Support Services and Special 
Programs [78]. This was later expanded 
into a much expanded NTAHF 
document in 2011 [104].

The Forum also provided a place where such 
unworkable policy prescriptions as the 2007 
Northern Territory Emergency Response 
(NTER) demand for mandatory health checks 
for Aboriginal children could be effectively 
opposed and quietly dropped. [41]

An updated Framework 
Agreement was signed 
in 2007, which noted the 
need to address the social 
determinants and the need 
for comprehensive primary 
health care, as well as 
committing to community 
control of such services as 
critical to progress

With the establishment 
of the NTAHF, finally 
ACCHSs had a seat at the 
table where the strategic 
decisions were made. 
Congress, as the oldest 
and largest ACCHS in the 
jurisdiction, consistently 
provided representation 
at the NTAHF through its 
leading role in AMSANT
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N This project began with the 
Congress Board of Directors 
reflecting on the history of Congress 
in the lead up to the organisation’s 
fifty year celebrations in 2023, 
and asking the question: what has 
Congress achieved in terms of 
improving the health Aboriginal 
people in the region?

Using the regional data for some key 
indicators gathered and analysed by our 
partners in NT Health and the Menzies 
School of Health, this report has been able 
to document major improvements in health 
over that half-century as measured by key 
indicators such as infant mortality, life 
expectancy, years of life lost, alcohol-related 
hospitalisations, and low birth weight. 

These changes are consistent with what 
better primary health care can achieve. They 
are not able to be explained by improvements 
in social determinants such as poverty 
and inequality, food security, housing, 
education, or culture. Improvements in 
these determinants have been inconsistent 
– especially with worsening poverty and 
inequality in remote areas of Central Australia 
– or made from a very low base. 

Instead, we have proposed four key factors 
that have contributed to the health gains 
for Aboriginal people in the region since the 
1970s.  Each of these factors is complex, with 
many different organisations and communities 
playing their roles within a broad context of 
political and social change and the increasing 
sophistication and quality of health care.

There's an old saying, you know, 
‘Aboriginal Health in Aboriginal 
hands’ and I think Congress is 
leading the way in that. And I 
think we have got to keep going 
forward. Not rest on our laurels ... 

 
Joe Hayes 
Congress Board member*

While it is not possible 
to separate out the 
contribution of Congress 
and other ACCHSs 
specifically, it is clear that 
the Aboriginal community 
controlled sector was 
significant in all of these 
factors driving positive 
health outcomes.
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While it is not possible to separate out the contribution of Congress and other ACCHSs specifically, 
it is clear that the Aboriginal community controlled sector was significant in all of these factors 
driving positive health outcomes. Congress, as the oldest and largest ACCHS in the Northern 
Territory and in Central Australia, played a particularly significant role in these as follows.

1. Fundamental to the health 
improvements in Central Australia was 
increased primary health care provision 
based on major funding increases 
advocated by and predominantly 
directed through ACCHSs. 

This came in two waves. The first wave came 
with the establishment of the first ACCHSs 
across the region in the 1970s and 1980s by 
the Aboriginal community, and their funding by 
the Australian Government. The second wave 
resulted from securing increased, sustained 
funding for ACCHSs during the late 1990s 
and into the first decade of the 21st century, 
enabled by the transfer of administrative 
responsibility for funding Aboriginal and 
Torres Strait Islander primary health care from 
ATSIC to the Australian Government Health 
Department in 1995. Congress, through the 
newly established peak body AMSANT, played 
a significant role in successfully advocating for 
this transfer, which not only led to significantly 
increased grant funding but also access to the 
uncapped MBS and PBS funds. This allowed 
significantly increased primary health care 
provision and quality as well as the transfer 
of government-run clinics to Aboriginal 
community control.

2. Alongside these improvements in the 
provision of primary health care came 
improvements in the hospital system. 

This was a long and often contested process 
as the Alice Springs Hospital addressed issues 
of systemic racism in its provision of care, lack 
of cultural safety for its Aboriginal patients, and 
profound under-investment relative to the care 
needs of Central Australian residents.  
From the 1970s and 1980s, Congress and other 
ACCHSs were able to successfully advocate 
for individual Aboriginal patients to be admitted 
to hospital and receive appropriate care, 
as well as for systemic changes to enhance 
clinical and cultural safety. 

The 1980s and 1990s in particular were marked 
by frequent and open conflict between the 
Aboriginal community controlled sector and 
the Northern Territory Government health 
system, including the hospitals. During this 
period, pressure increased on that system 
from a range of national and regional inquiries 
and strategies (the NAHS, the RCIADIC, the 
Kerr Review etc). Eventually, it was the election 
of the first Labor Government in the Northern 
Territory in 2001 that led to a significant 
increase in investment in the hospital system, 
and the beginning of a more collaborative 
relationship between government and the 
ACCHS sector (although of course, ACCHSs 
continue their advocacy for individual clients 
and for system change to this day).

FUTURE T
O

 
T

H
E 

…

The answer to the Congress 
Board of Directors question:  
‘Have we made a difference?’ 
is therefore a clear ‘Yes!’
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3. Addressing the health effects 
of harmful alcohol use and petrol 
sniffing reduced sickness, early 
death and social disruption although 
addiction remains a major health 
and social issue.

Drinking and petrol sniffing became significant 
concerns in the Aboriginal community 
from the 1960s. By 1991, it was noted by the 
Royal Commission Into Aboriginal Deaths in 
Custody that [45]:

… in many communities, it is the 
widespread Aboriginal view that alcohol 
abuse and petrol sniffing are the main 
obstacles to attaining good health, to the 
orderly development of communities, 
and to the safety and welfare of women 
and children. They believe that hope for 
the futures of their communities lie in 
ways to Beat the Grog. 

Both issues were priority areas for action by 
Aboriginal controlled health services from their 
inception, both in terms of providing treatment 
for those harmed by alcohol and other drugs, 
and in advocating for evidence-based public 
policy, especially population-level approaches. 
Congress was a strong advocate throughout 
its history for supply reduction policies in 
Central Australia for alcohol, arguing against 
the granting of new liquor licences, and for 
restrictions on the timing and sales of cheap 
and dangerous types of alcohol. Although it 
took many years, this advocacy began to be 
effective in the 2000s, and especially since 
2010, in reducing the supply and consumption 
of alcohol especially in Alice Springs, which has 
acted as a significant brake on the accelerating 
alcohol-related harms.

4. Last, Congress and the  
ACCHS sector have been centrally 
important to advocating for and 
then participating in a collaborative 
approach to health care resource 
allocation and planning. 

For many years the legitimacy of Aboriginal 
community controlled health services was 
denied by successive Northern Territory 
governments, and moves to establish a 
collaborative approach to system-level 
planning were denied. 

However, the allocation of new funds for new 
Australian Government funds for Aboriginal 
primary health care in the late 1990s opened 
the door for the signing of a Framework 
Agreement and the establishment of the 
NTAHF in 1998. This body has operated ever 
since with senior representation from the 
ACCHS sector, and the Northern Territory 
and Australian Governments. Congress 
participated in the operation of the NTAHF 
through its role as an AMSANT member, and 
worked with other NTAHF partners to drive 
regional planning, priority setting and funding 
allocation and the transition of government 
services to Aboriginal community control, as 
well as system-level improvements such as a 
set of agreed indicators for measuring activity 
and progress (the NTAHKPIs) and agreement 
on the core services of primary health care.

The answer to the Congress Board of 
Directors question: ‘Have we made a 
difference?’ is therefore a clear ‘Yes!’.

However, despite the improvements, 
much still needs to be done. The gap 
in so many areas of health to non-
Indigenous people remains wide and 

Aboriginal people continue to live with 
the effects of colonisation in every 
aspect of their lives. In this context, 
recognising the successes of the past 
must be accompanied by a continued 
determination to address health 
inequities into the future.
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APPENDIX 1: FOUNDING MEMBERS 
OF THE CONGRESS EXECUTIVE, 1973

President Mr. George BRAY

Senior Vice Presidents Mr. William TURNER

Mr. Milton LIDDLE

Mr. Roy DUBOIS

Vice Presidents Mrs. Trixie SIMPSON

Mr. Helmut PAREROULTJA

Mr. Martin JUMBAJIMBA

Mr. Robert LIDDLE

General Secretary Mr. Neville PERKINS

Treasurer Mr. Robert STUART

Alice Springs Secretary Mr. Malcom COOPER

Amoonguna Secretary Mr. Dennis WILIAMS

Aileron Secretary Pastor Tom PNUNGA

Areyonga Secretary Mr. William BRASSIE

Docker River Secretary Mr. Michael MIMA

Ernabella Secretary Mr. Albert LENNON

Finke (Apatula) Secretary Mr. Tom STUART

Haasts Bluff Station Secretary Mr. Jimmy JUGATI

Hermannsburg (Ntari) Secretary Mr. Simon ENARLUNGA

Jay Creek (Iwupataka) Secretary Mr. William OKAY

Karkali Secretary Mr. Shorty BRUNO (JUNGARI)

Maryvale Cattle Station Secretary Mr. Charley SCOBIE

Papunya Secretary Mr. Phillip LANE

Santa Teresa Secretary Mr. Claver YOUNG

Warrabri Secretary Mr. David LONG

Willowra Station Secretary Mr. Jimmy JUNGARI

Yuendumu Secretary Mr. Roy FRY

Available: https://www.tiki-toki.com/timeline/entry/1883335/Congress-History. All spellings as per original.

https://www.tiki-toki.com/timeline/entry/1883335/Congress-History
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APPENDIX 2: METHODOLOGY 
AND DATA SOURCES

The Central Australian Aboriginal Congress 
50-year History Project (the ‘Congress History 
Project’) was established by the Congress 
Board of Directors in the lead up to the fiftieth 
anniversary of Congress in 2023. 

The Congress History Project commenced 
on 15 June 2020, after being approved by 
the Congress Board. Research was directed 
by the Congress Research SubCommittee, 
and a cultural advisory group of Congress 
Aboriginal community leaders, Arrulenye 
Arntarnte-areme (ARRA), was established 
to provide cultural guidance in the project’s 
implementation. 

The project had two main goals: 

1.	 to ensure the existing collection more 
than 50 boxes of historical photos, 
videos, documents, oral histories and 
other items was preserved, and the 
Congress community and stakeholders 
were enabled to have culturally safe 
access to the collection; and 

2.	 to tell the changing story of Aboriginal 
health in Alice Springs and Central 
Australia through quantitative analysis 
of health data, alongside a digital online 
timeline linking themes and events at 
local and broader scales.

These components were incorporated in two 
externally funded projects.

Aboriginal History in 
Aboriginal Hands: Stories 
from Congress on the first  
50 years of self-determination 
in Central Australia
Funded through the Aboriginals Benefit 
Account (managed through the National 
Indigenous Australians Agency), Aboriginal 
History in Aboriginal Hands addressed the 

preservation and storage of the Congress 
History Collection through a major digitisation 
project, which engaged and trained Aboriginal 
employees in archiving and digitisation skills. 
A selection of nearly 5000 photos, documents 
and other media from Congress’ history were 
made publicly available on the Congress 
website at Congress Arrulenye (Congress 
from a long time ago), a culturally safe 
interactive digital portal of photos, documents 
and other media with controls to protect and 
prioritise cultural safety and integrity. 

This was accompanied by the development of 
an interactive digital timeline (funded by the 
Central Australia Academic Health Science 
Network, CAAHSN), that allows users to 
travel through Congress’ history and view 
organisational and community milestones 
alongside major changes in the national socio-
political landscape.

Central Australian 
Aboriginal mortality study: 
transformation 1967-2019
Congress conceived of the Central Australian 
Aboriginal Mortality Study as a retrospective 
trend analysis study of mortality in the central 
Australian region to provide the community, 
policy makers, academic researchers and 
funding bodies with an overview of the 
changing nature of health trends for Aboriginal 
people in the region prior to the establishment 
and development of Congress. This included 
an analysis of health service access in the 
Central Australia region to strengthen the data 
on potential relationships between health 
service access and health gains.

Funded by Researcherenye Wappayalawangka: 
the Central Australia Academic Health Science 
Network (CAAHSN) and the Australian 
Government Department of Health, Indigenous 
Health Division, Congress drove the research 
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for the Mortality Study with external support 
from two expert collaborating institutions: NT 
Health and the Menzies School of Health.

Data governance and ethics
None of the data analysed, including unit 
record data analysed within NT Health, 
included people’s names or other identifying 
information. Other safeguards to reduce the 
risk of individuals being identifiable where  
the number of individuals in a graphed or 
tabulated group was small included averaging 
data to 5 year periods or 5 year moving 
averages, and displaying such values in data 
tables as “<5”.

The project was conducted in accordance 
with an ethical protocol approved by the 
Menzies Human Research Ethics Committee, 
# 2021-4207.

Quantitative data
Three data sets offering long time series  
were used to identify changes in Aboriginal 
health status in Central Australia over the 
last fifty years. 

Australian Causes of Death  
Unit Record (CODURF) file for  
the Northern Territory 

CODURF is compiled and coded by the 
Australian Bureau of Statistics (ABS) from 
each of the state and territory Registries 
of Births, Deaths and Marriages and from 
state and chief coroners.  It is used for 
statistical and research purposes and 
includes the International Classification of 
Disease, version 10 (ICD-10) code for cause 
of death. Access is managed through the 
appointed Australian Coordination Registry, 
in Queensland, who authorised NT Health to 
access the data for this study as a purpose 
additional to their existing and ongoing 
authorisation for use of CODURF. 

Northern Territory Perinatal  
data collection

This data is collected by the attending midwife 
on all births in hospital or other settings in 
the Northern Territory. The NT Midwives 
Collection and NT Neonatal and Infant Death 
Register are maintained and managed by the 
NT Department of Health.  These data are 
available from 1986 except for some indicators 
where collection began more recently. 

NT Department of Health  
Inpatient Activity

This data is collected about inpatients in 
Northern Territory Hospitals. Disaggregation 
of the data into health districts is done 
through the location of the patient’s place 
of usual residence (rather than the hospital 
location). Data includes codes (ICD10.AM) for 
the condition that was mainly responsible for 
the episode of care (primary diagnosis) and 
other conditions experienced by the patient. 

In addition, an analysis of publicly available ABS 
Census data [42] was undertaken to identify 
changes in the social determinants of health 
since 2001 for the two Indigenous Regions 
(IREGs) in Central Australia (Alice Springs and 
Apatula), including on housing, income, food 
security, education, employment, and cultural 
health. Note that not all data was available for 
both regions for all years. 

Other data

Historic data

The project reviewed secondary sources 
for data and results on Aboriginal mortality 
and morbidity in Central Australia that was 
earlier than that available from the three 
main data sets. 
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Estimated resident populations

Where required, NT Department of Health 
resident population estimates for NT Health 
Districts were used. These are derived from 
Estimated Resident Populations published 
each year by the ABS, adjusted by comparison 
to census data to generate estimates by five 
year age groups, Indigenous status, sex and 
Health District. More and better quality data 
became progressively available and was used 
to back-cast estimates for earlier years. For 
example, the DOH health district population 
estimates for 1971 to 1986 were calculated 
from the proportions of the NT Indigenous 
and non-Indigenous population counted in the 
2001 census for five year age groups, sex and 
Health Districts [105, 106]

Health Status Indicators
A range of indicators were selected 
(indicated in bold below) for analysis from the 
quantitative data to give a picture of changes 
in health status in the broad categories of 
mortality, morbidity, the impact of alcohol, 
child and maternal health, and access to 
health services.

Mortality

1.	 Infant Mortality Rate (IMR)

2.	 Stillbirths

3.	 Neonatal deaths

4.	 Deaths under 1 year old

5.	 Deaths aged 1 to 4 years old

6.	 Death Rate

7.	 Years of life lost (YLL) all causes

8.	 Median age at death

9.	 Life expectancy at birth

10.	 Life expectancy at age 20 

11.	 Life expectancy at age 50

Morbidity

12.	 Years of Life Lost (YLL), various 
specific causes (e.g. cancer, 
infectious disease)

13.	 Hospitalisations, various causes

Impact Of Alcohol

14.	 Alcohol-related hospitalisation

15.	 Alcohol-related hospitalisation, acute 
medical conditions 

16.	 Alcohol-related hospitalisation, injury

17.	 Alcohol-related hospitalisation,  
child maltreatment

Child and Maternal Health

18.	 Teenage mothers 

19.	 Mothers who drank alcohol  
during pregnancy

20.	 Mothers who smoked during pregnancy

21.	 Mothers with pre-existing diabetes

22.	 Mothers with gestational diabetes

23.	 Babies born small for gestational age

24.	 Babies born large for gestational age

25.	 Mean gestational age

26.	 Mean birthweight – singleton babies

27.	 Low birthweight babies 

28.	 High birthweight babies 

Access To Health Services

29.	 Births in hospital

30.	 Deaths of children in hospital
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For the purpose of this summary report, five of these indicators were selected (bold above)  
on the basis that they:

•	 are sensitive to interventions from comprehensive primary health care, 

•	 avoid reliance on data for early years with relatively less, poorer quality data, and

•	 are comparable with other analyses.

These indicators and their source data sets are shown below.

INDICATOR DATA SET MEASURE REPORTED
START 
YEAR

MOST 
RECENT 
YEAR

AGGREGATION

Life 
expectancy  
at birth

CODURF Years, age-standardised 1984 1988 5 year periods ª

Infant 
mortality  
rate

CODURF Rate per 1,000 live births 1984 2018 5 year periods ª

Years of life 
lost (YLL),  
all causes

CODURF Age standardised rate 
per 1,000 population

1999 2018 Annual & 5 year 
periods ª

Alcohol-related 
Hospitalisation

NT 
Hospital 
inpatients

Average annual 
hospitalisations per 
1,000 people due to an 
alcohol caused, crude 
rate; primary diagnosis 
except for assault, 
suicide, alcoholic 
poisoning for which any 
diagnosis is included

1992 2021 Annual

Low 
birthweight 
babies 

Perinatal % of all singleton babies 
(not twins etc) born alive 
in the year who weighed 
under 2500g

1986 2021 5 year moving 
average
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TERM USED IN 
THIS REPORT

BURDEN OF DISEASE GROUP 
NAME [107] EXAMPLES

Infectious 
diseases

1 Infectious diseases Bacterial infections of intestine; protozoa 
diseases such as giardia; worms; food 
poisoning from bacteria; TB; syphilis; 
chlamydia; HIV

Cancer 3 Cancer and other neoplasms Malignant and benign cancers in skin or  
organs or blood

Heart disease 
& associated 
disorders

5 Cardiovascular diseases Rheumatic heart disease; stroke; coronary  
heart disease; valve disorders; pulmonary 
embolism; thrombosis

Digestive 
system 
disorders 

10 Gastrointestinal disorders Gastric ulcer; appendicitis; hernia; IBS;  
liver disease; acute pancreatitis

Kidney & 
urinary 
diseases

11 Kidney and urinary diseases Kidney disease; kidney stones; urinary tract 
infection; enlarged prostrate 

Injury – 
intentional 
[108]

17 Intentional injury 
X60–X84 Intentional self-harm, 
X85–Y09 Assault, Y10–Y34 
Undetermined intent

Injury as a result of intentional self-harm  
or assault

a.	 Data averaged for 5 year periods centred on, and tabulated/graphed against, census years.
	 1984 to 1988, graphed/tabulated against 1986
	 1988 to 1993, graphed/tabulated against 1991
	 1994 to 1998, graphed/tabulated against 1996
	 1999 to 2003, graphed/tabulated against 2001
	 2004 to 2008, graphed/tabulated against 2006
	 2009 to 2013, graphed/tabulated against 2011
	 2014 to 2018, graphed/tabulated against 2016. 

Terms used in this report for burden of disease groups
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APPENDIX 3:  
TIMELINE OF KEY EVENTS, 1973 TO 2023

POLICY &  
POLITICAL 
EVENTS

Federal Racial Discrimination Act 

Medibank established by the 
Whitlam Government

Federal Aboriginal Land Rights 
(Northern Territory) Act 1976

Declaration of Alma-Ata

COMMUNITY 
ORGANISING  
& ADVOCACY

Establishment of Congress 
by Aboriginal community 
members from across  
Central Australia

First National Aboriginal  
Health Workers Conference 
held in Darwin

RESEARCH  
& REPORTS

Report on Community Health 
Model: Health by the People

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Angarappa Health Service  
(later Urapuntja) established  
at Utopia

Pitjantjatjara Homelands Health 
Service (later Nganampa Health) 
established at Pipalyatjara

Lyappa Congress established 
at Papunya

PROGRAMS  
& SERVICES

Tent program

Medical Service established

Welfare Service 

Alcohol Rehabilitation Centre 
at the Congress Farm

Dental services

Congress Childcare

Family Support

1 9 7 3

1 9 7 5

1 9 7 6

1 9 7 7

1 9 7 8

1 9 8 0

1 9 8 1
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POLICY &  
POLITICAL 
EVENTS
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Federal Aboriginal Land Rights 
(Northern Territory) Act 1976
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COMMUNITY 
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& ADVOCACY

Establishment of Congress 
by Aboriginal community 
members from across  
Central Australia

First National Aboriginal  
Health Workers Conference 
held in Darwin

RESEARCH  
& REPORTS

Report on Community Health 
Model: Health by the People

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Angarappa Health Service  
(later Urapuntja) established  
at Utopia

Pitjantjatjara Homelands Health 
Service (later Nganampa Health) 
established at Pipalyatjara

Lyappa Congress established 
at Papunya

PROGRAMS  
& SERVICES

Tent program

Medical Service established

Welfare Service 

Alcohol Rehabilitation Centre 
at the Congress Farm

Dental services

Congress Childcare

Family Support

1 9 7 3

1 9 7 5

1 9 7 6

1 9 7 7

1 9 7 8

1 9 8 0

1 9 8 1

This timeline draws upon the rich history documented by Congress Arrulenye (Congress from a 
long time ago), which includes an interactive digital timeline that allows users to travel through 
Congress’ history along with a culturally safe interactive digital portal of photos, documents and 
other media with controls to protect and prioritise cultural safety and integrity. 



86

CENTRAL AUSTRALIAN ABORIGINAL CONGRESS

POLICY &  
POLITICAL 
EVENTS

Medicare universal health 
insurance scheme introduced

COMMUNITY 
ORGANISING  
& ADVOCACY

Congress supports protests 
against NT Government plans 
to create a recreation dam on 
the Todd River

Birthrights Conference for 
Aboriginal women, Alice 
Springs

Grog Forum, Alice Springs

Congress staff attend the 
Bicentennial March for justice, 
freedom and hope, Sydney

RESEARCH  
& REPORTS

Congress Research Guidelines

Health Business: a community 
report for the Central Australian 
Aboriginal Congress and its people

Settle down country –  
Pmere arlaltyewele

Borning: Pmere Laltyeke 
Anwerne Ampe Mpwaretyeke 
– Congress Alukura by the 
Grandmother's Law

Congress Research Guidelines

All that Rama Rama mob: 
Aboriginal disturbed behaviour 
in Central Australia

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Pintupi Homelands Health 
Service established at 
Walungurru (Kintore)

Anyinginyi Congress (later 
Anyinginyi Health Aboriginal 
Corporation) established in 
Tennant Creek  (Jurnkkurakurr)

Mutitjulu Health Service 
established at Uluru

PROGRAMS  
& SERVICES

Town Camp Health Program 
later (1993) the Community 
Health Program

Alukura Women’s Health Service

1 9 8 2

1 9 8 3

1 9 8 4

1 9 8 5

1 9 8 6

1 9 8 8
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POLICY &  
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Alukura Women’s Health Service

1 9 8 2

1 9 8 3

1 9 8 4

1 9 8 5

1 9 8 6

1 9 8 8



88

CENTRAL AUSTRALIAN ABORIGINAL CONGRESS

POLICY &  
POLITICAL 
EVENTS

National Aboriginal Health 
Strategy Working Party Report

Aboriginal and Torres Strait 
Islander Commission (ATSIC) 
established by the Hawke 
government

Report of the Royal Commission 
into Aboriginal Deaths in 
Custody (RCIADIC)

Kerr Review of Central Australian 
Health and Community Services 
recommends recognition  
of ACCHSs 

Redfern speech by Prime 
Minister Paul Keating

NT Government’s Living With 
Alcohol policy

COMMUNITY 
ORGANISING  
& ADVOCACY

Public Health Association 
conference on ‘The Health of 
Indigenous Peoples’ held in 
Alice Springs with participation 
of Congress and other ACCHSs

Central Australian Aboriginal 
Health Council established 
(1993 – 1994?)

Congress and other ACCHSs 
establish AMSANT in Alice 
Springs and lobby for improved 
funding for Aboriginal health

Anwernekenhe: Aboriginal 
and Torres Strait Islander 
Gay Men’s Sexual Health 
Conference, Hamilton Downs

RESEARCH  
& REPORTS

Rhetoric and reality: 
perceptions of the roles of 
Aboriginal health workers in 
Central Australia

Beyond the maze : 
proposals for more effective 
administration of Aboriginal 
health programs

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

PROGRAMS  
& SERVICES

Department of Aboriginal 
Affairs Review of Alukura 
recommends its expansion  
to include birthing services

Gaol health service

Alukura birthing service begins 
and runs to 1997

1 9 8 9

1 9 9 0

1 9 9 1

1 9 9 2

1 9 93

1 9 9 4
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POLICY &  
POLITICAL 
EVENTS
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recommends recognition  
of ACCHSs 

Redfern speech by Prime 
Minister Paul Keating

NT Government’s Living With 
Alcohol policy

COMMUNITY 
ORGANISING  
& ADVOCACY

Public Health Association 
conference on ‘The Health of 
Indigenous Peoples’ held in 
Alice Springs with participation 
of Congress and other ACCHSs

Central Australian Aboriginal 
Health Council established 
(1993 – 1994?)

Congress and other ACCHSs 
establish AMSANT in Alice 
Springs and lobby for improved 
funding for Aboriginal health

Anwernekenhe: Aboriginal 
and Torres Strait Islander 
Gay Men’s Sexual Health 
Conference, Hamilton Downs

RESEARCH  
& REPORTS

Rhetoric and reality: 
perceptions of the roles of 
Aboriginal health workers in 
Central Australia

Beyond the maze : 
proposals for more effective 
administration of Aboriginal 
health programs

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

PROGRAMS  
& SERVICES

Department of Aboriginal 
Affairs Review of Alukura 
recommends its expansion  
to include birthing services

Gaol health service

Alukura birthing service begins 
and runs to 1997

1 9 8 9

1 9 9 0

1 9 9 1

1 9 9 2

1 9 93

1 9 9 4
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POLICY &  
POLITICAL 
EVENTS

Aboriginal health funding 
transferred from ATSIC  
to the Commonwealth  
Health Department

Bringing them home report

Framework Agreement 
between AMSANT & 
Commonwealth & Territory 
Health Departments 
establishes Northern Territory 
Aboriginal Health Forum

Commonwealth Primary 
Health Care Access Program 
(PHCAP)

COMMUNITY 
ORGANISING  
& ADVOCACY

Central Australian and Barkly 
Aboriginal Health Workers 
Association established 

Formation of the Peoples 
Alcohol Action Coalition (PAAC)

Congress represents AMSANT 
at the meeting of the United 
Nations Working Group on 
Indigenous Populations, Geneva

Alukura hosts Women’s 
ConFest, Alice Springs

Central Australian  
Aboriginal Health Summit, 
Ilpurla Outstation 

Congress Indigenous Youth 
Forum, Alice Springs

RESEARCH  
& REPORTS

Building Aboriginal Health  
from the ground upwards 
paper presented to the 
‘Aboriginal Health:  social 
and cultural transitions’ 
Conference, Darwin

Cooperative Research  
Centre for Aboriginal and 
Tropical Health established 
with Congress as a  
founding member

Central Australian Health 
Planning Study Final Report

Living on Medicine / On the 
Machine – Cultural study of 
End Stage Renal Disease 
amongst Aboriginal people  
in Central Australia

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

PROGRAMS  
& SERVICES

Mental health unit, later (1997) 
Social and Emotional Wellbeing

Congress becomes a Registered 
Training Organisation to deliver 
AHW training

Male Health program, later 
(2007) Ingkintja

Youth Outreach Team

Nurse Home Visiting and 
parenting support program 
established

1 9 9 5

1 9 9 6

1 9 9 7

1 9 9 8

1 9 9 9

2 0 0 0
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POLICY &  
POLITICAL 
EVENTS
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POLICY &  
POLITICAL 
EVENTS

Alice Springs trial alcohol 
restrictions (2002-2003)

ATSIC abolished by the 
Howard Government

Alice Springs Alcohol 
Management Plan

United Nations Declaration 
on the Rights of Indigenous 
Peoples 

Howard Government’s 
Northern Territory Emergency 
Response

COMMUNITY 
ORGANISING  
& ADVOCACY

Central Australian Indigenous 
Youth Summit, Ross River

Cover Your Tracks Indigenous 
Youth Sexual Health Summit, 
Alice Springs

RESEARCH  
& REPORTS

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Congress supports services at 
Amoonguna, Utju (Areyonga) 
and Ntaria (Hermannsburg) 
under PHCAP arrangements

Congress auspices services  
at Utju

PHCAP Health Boards in  
North Barkly and WYN Zones 
engage Congress as their 
auspicing body

PROGRAMS  
& SERVICES

Remote Health Service 
program established  
at Congress

Alukura Midwifery Group 
Practice established to 
support births at the hospital 
(2002-2005)

2 0 0 1

2 0 0 2

2 0 03

2 0 0 4

2 0 0 5

2 0 0 6

2 0 0 7



93

MAKING HISTORY: TRANSFORMING ABORIGINAL HEALTH IN CENTRAL AUSTRALIA, 1973 - 2023

POLICY &  
POLITICAL 
EVENTS

Alice Springs trial alcohol 
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2 0 0 5

2 0 0 6

2 0 0 7
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POLICY &  
POLITICAL 
EVENTS

National Apology to Australia’s 
Indigenous peoples delivered 
by Prime Minister Kevin Rudd

Commonwealth Expanded 
Health Service Delivery 
Initiative (EHSDI)

NT and Australian Governments 
announce $125 million Alice 
Springs Transformation Plan

Banned Drinkers Register 
(BDR) introduced

Temporary Beat Locations 
established in Alice Springs

COMMUNITY 
ORGANISING  
& ADVOCACY

Taking Care of Our Children 
Aboriginal Male Health 
Summit, Ross River

Congress under Statutory 
Management. Transitions 
to incorporation under the 
Corporations (Aboriginal and 
Torres Strait Islander) Act

New Board of Directors elected, 
new rule book adopted and three 
independent (non-member) 
director positions established

RESEARCH  
& REPORTS

Rebuilding Family Life in Alice 
Springs and Central Australia: 
the social and Community 
dimensions of change for  
our people

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Congress auspices PHC 
services at Mutitjulu, 
Amoonguna, and  Ltyentye 
Apurte / Santa Teresa

Auspice arrangements cease 
for Willowra, Yuendumu, and 
Nyirripi, and services are 
transferred back to NT Health

Congress Remote Health 
Services restructured into 
Remote Health Division to 
provide better services and 
improved input from remote 
health boards

PROGRAMS  
& SERVICES

‘Grog Mob’ program trials 
‘three streams of care’ for 
clients with alcohol issues

Australian Nurse-Family 
Partnership Program (ANFPP)

Safe & Sober Support Service

Headspace

Preschool Readiness Program

Healthy Lifestyle Program

Targeted Family Support Service

Alukura Midwifery Group 
Practice resumes (2010-2011)

Chronic Disease Care 
Coordination Program

Intensive Family Support 
Service

2 0 0 8

2 0 0 9

2 0 1 0

2 0 1 1

2 0 1 2
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POLICY &  
POLITICAL 
EVENTS
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2 0 0 8
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2 0 1 0

2 0 1 1

2 0 1 2
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POLICY &  
POLITICAL 
EVENTS

BDR repealed by incoming 
CLP government in the NT

Abbott Government’s 
Indigenous Advancement 
Strategy cuts $534 million from 
Indigenous programs

The Redfern Statement calls 
for the restoration of the $534 
million funding cuts

Uluru Statement from the Heart

BDR re-introduced in the NT

NT Government introduces 
Minimum Unit Price (MUP) for 
alcohol, Police Auxiliary Liquor 
Inspectors (PALIs) established 
in Alice Springs

COMMUNITY 
ORGANISING  
& ADVOCACY

RESEARCH  
& REPORTS

Aboriginal health in Aboriginal 
hands: Community-controlled 
comprehensive primary health 
care @ Central Australian 
Aboriginal Congress

Towards an integrated model 
for child and family services in 
central Australia

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Remote Health Board advisory 
group established to improve 
communication across all 
remote sites

Congress remote and town 
health services integrated in a 
new Health Services Division

PROGRAMS  
& SERVICES

Research Section

Congress organisational 
restructure

Larapinta and Sadadeen clinics 
opened in Alice Springs 

Congress Link Up Service

Health Care Homes

Child Health &  
Development Centre

Right Tracks Program

Child &Youth Assessment & 
Treatment Service (CYATS)

Connected Beginnings

Braitling (Northside) clinic 
opened in Alice Springs

2 0 1 3

2 0 1 4

2 0 1 5

2 0 1 6

2 0 1 7

2 0 1 8
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POLICY &  
POLITICAL 
EVENTS
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2 0 1 8
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POLICY &  
POLITICAL 
EVENTS

National Coalition of  
Peaks formed

NT COVID-19 pandemic Public health 
emergency declared

National Agreement on Closing the Gap 
agreed by the Coalition of Peaks and all 
Australian governments

NT COVID-19 pandemic Public Health 
Emergency ends

Governments allow Stronger Futures  
‘dry areas’ provisions to expire

Australian Government announces $250 
million for a Better, Safer Future for Central 
Australia; NT Government regulations on 
alcohol supply in Alice Springs

Defeat of Referendum to establish a 
national Indigenous Voice to Parliament

COMMUNITY 
ORGANISING  
& ADVOCACY

Sustained Congress 
advocacy for measures 
to keep Aboriginal 
communities safe from  
the COVID-19 pandemic 
(2020 onwards)

Congress celebrates with 
‘50 Years Strong’ concert, 
Alice Springs

RESEARCH  
& REPORTS

Congress Guide for health 
researchers working with 
Aboriginal people in  
Central Australia

Congress Priorities for  
A Better, Safer Future  
for Central Australia

EXPANSION 
OF REMOTE 
HEALTH 
SERVICES

Two seats on Congress 
Board allocated to remote 
representatives

Cultural protocols in place 
for  Ntaria (Hermannsburg), 
Ltyentye Apurte (Santa Teresa), 
Areyonga (Utju) and Amoonguna

Kaltukatjara (Docker River),  
Imanpa and Yulara clinics 
transition to Congress 
following extensive community 
consultation and approval

PROGRAMS  
& SERVICES

National Disability Insurance 
Scheme (NDIS)

Child, Youth & Family Services 
Division established

COVID-19 response, 2020 - 2022

Complex Diabetic Foot Program

Expanded Allied Health Program

Mparntwe Urgent Care Clinic 
(UCC)

Alukura Midwifery Group 
Practice re-established

2 0 1 9

2 0 2 0

2 0 2 1

2 0 2 2

2 0 2 3
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POLICY &  
POLITICAL 
EVENTS
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2 0 1 9
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2 0 2 1

2 0 2 2

2 0 2 3
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APPENDIX 4: THE CONGRESS MODEL OF 
COMPREHENSIVE PRIMARY HEALTH CARE*

MECHANISMS ACTIVITIES

G
O

V
ER

N
A

N
C

E

•	 Accessible, locally delivered
•	 Community driven / Community 

controlled
•	 Mix of prevention, promotion, 

treatment, and rehabilitation
•	 Multi-disciplinary teamwork (e.g. 

AHWs)
•	 Intersectoral and interagency 

collaboration
•	 Culturally respectful
•	 Promotion of economic paradigms 

consistent with public health

CONTEXT

INPUTS / RESOURCES

Staff, FTE, Funding

CATCHMENT AREA + REMOTE 

COMMUNITY CONTEXT

•	 Community’s needs, values,  
and cultural practices

•	 Chronic disease epidemic
•	 Resource availability for health  

in community
•	 Educational disadvantage  

(inc. for employing staff)

ORGANISATIONAL OPERATING 
ENVIRONMENT

•	 Physical work environment, 
infrastructure

•	 Complexity of interaction between 
Indigenous knowledge & culture 
and Western styles of professional 
practice in the context of 21st 
Century life

SOCIO-POLITICAL CONTEXT

•	 Political environment
•	 Close the Gap
•	 Northern Territory  

Emergency Response

SOCIAL JUSTICE AND  
SOCIAL VIEW OF HEALTH

P
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re
ve

n
ti

ve
 P

ro
g

ra
m

s

Service 
Governance 
& Leadership

Service planning, monitoring, 
management, administration, 
development, capacity building for 
remote health, research, Continuous 
Quality improvement

Health Prof. 
Education & 
Training

AHW training, registrar program, 
supporting medical, social work, psyc, 
midwifery, nurse, AHW students, 
supporting junior and OS doctors, 
encourage local doctors

Advocacy & 
Intersectoral 
Action

Support development of ACC PHCs,  
improve models of ACC PHCs, 
Intersectoral committees eg AS 
Transformation Plan, PAAC, early 
childhood

Clinical 
Services & 
Programs

GP, pharmacy, chronic disease, 
hearing, children’s programs, frail 
aged & disabled, dental, specialists, 
immunisation, health checks, sexual 
health, allied health, preschool 
program, School Health/Trachoma 
Program, Renal Outreach Program, 
Healthy Lifestyle Program

Women’s 
Health 
(Alukura)

Antenatal care, birthing, sexual health, 
ANFP program, specialist clinic, 
dispensary, health checks, cultural 
program, YWCHEP

Men’s Health 
(Ingkintja)

Health checks, drop in centre, violence, 
sexual health, Men’s shed, hygiene, 
cultural program, Nungkaris, health 
summits, community liaison

Social & 
Emotional 
Wellbeing

Therapy, youth outreach & drop 
in, Safe and Sober, targeted family 
support, FWBP, suicide prevention, 
community development, advocacy, 
Targeted Family Support Program, 
Intensive Family Support Program

Adolescent 
Health

Headspace, youth advisory group, GP, 
psyc services, community development

Remote 
Health

Remote health services (direct and 
auspiced) inc. podiatrist, diabetic nurse, 
nutritionist, GPs, nurses, AHWs, AOD

Child Care Long daycare
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SERVICE  
QUALITIES

ACTIVITY  
OUTCOMES

COMMUNITY  
OUTCOMES

•	 Community participation
•	 Build capacity of remote PHCs

•	 Local community health  
professionals

•	 Stable, skilled workforce

•	 Achieved change in SDH
•	 Strengthened ACC PHC field

•	 Reduced rates of disease  
and disability

•	 Reduced progress and impact  
of disease and disability

•	 People feel cared for

•	 Increased child and  
mental health

•	 Increased and promote  
women’s health

•	 Increased rate of healthy  
weight babies

•	 Reduced rates of STIs
•	 Reduced rates of violence
•	 Increased men’s health  

and wellbeing

•	 Increased social and emotional 
wellbeing in community

•	 Reduced rates of suicide

•	 Increased health, wellbeing of 
Aboriginal and non-aboriginal 
adolescents

•	 Improved health, wellbeing, access  
to health care in remote NT

•	 Improved outcomes for children

Improved health and  
wellbeing of individuals and  
the community

•	 Improved quality of life  
in our community

•	 Increased dignity in the 
community (through 
true holistic service that 
encompasses social, 
emotional, self-worth, 
empowerment)

•	 Reduced avoidable 
premature mortality

Increased equity in:

•	 Health
•	 Housing
•	 Income
•	 Employment
•	 Tertiary qualifications

Sustainable CPHC-oriented 
health system

•	 Full Aboriginal employment  
at Congress

•	 Achieved Aboriginal 
community controlled  
PHCs in all communities

C
O

N
TR
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U

TE
S

 T
O

 A
C

H
IE

V
EM

EN
T 

O
F

This model was documented by the Southgate Institute for Health, Society and Equity in 
collaboration with Central Australian Aboriginal Congress as part of the Comprehensive  
Primary Health Care in Local Communities project funded by the NH&MRC.

*

•	 CPHC mechanisms 
embedded in processes, 
systems and structures

•	 Skilled, accountable, 
satisfied workforce

Services that are: 

•	 Encouraging of individual 
and community 
empowerment and dignity

•	 Responsive to community 
needs

•	 Holistic

•	 Efficient and effective

•	 Universal and used by 
those most in need

•	 Culturally respectful

•	 Compassionate
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APPENDIX 5: DATA TABLES
TABLE 1 Male and female life expectancy at birth (years), Central Australia and 
Northern Territory, 1984-1988 to 2014-2018

TABLE 2 Infant Mortality Rates NT Aboriginal and non-Aboriginal populations, 
1984-1988 to 2014-2018

YEAR

ABORIGINAL 
– CENTRAL 

AUSTRALIA –
MALE

NON-
ABORIGINAL – 

NT – MALE

ABORIGINAL 
– CENTRAL 

AUSTRALIA – 
FEMALE

NON-
INDIGENOUS – 
NT – FEMALE

1984–1988 55.8 72.4 68.1 80.3

1989–1993 54.1 72.4 64.4 81.1

1994–1998 55.9 75.4 64.9 81.1

1999–2003 54.4 77.6 64.8 83.8

2004–2008 59.2 77.2 66.0 83.9

2009–2013 62.5 78.8 69.2 84.5

2014–2018 65.6 79.9 69.8 85.4

1984–1988 to 
2014–2018 +18% +10% +2% +6%

YEAR
ABORIGINAL 

– ALICE 
SPRINGS

ABORIGINAL 
– REMOTE 

CA

ABORIGINAL 
– DARWIN

ABORIGINAL 
– OTHER NT

NON-
INDIGENOUS 

– NT

1984–1988 21.2 20.4 43.3 29.1 8.8

1989–1993 29.3 26.0 37.4 30.3 8.9

1994–1998 24.9 21.0 21.7 26.2 6.9

1999–2003 * 18.9 14.3 24.2 6.2

2004–2008 12.9 15.6 17.9 19.2 3.9

2009–2013 10.8 19.0 17.8 14.8 3.9

2014–2018 16.1 19.8 14.6 13.3 3.9

1984–1988 to 
2014–2018 -24% -3% -66% -54% -56%

Values are averages for the respective 5 year periods. 
Source: NT Health / MSHR analysis of CODURF for Central Australian Aboriginal Congress (2023)

Values are averages for the respective 5 year periods. 
*data point ommitted in compliance with ethics protocols 
Source: NT Health / MSHR analysis of CODURF for Central Australian Aboriginal Congress (2023)
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TABLE 3 Annual years of life lost per 1,000 population, NT Aboriginal and  
non-Aboriginal populations, 1999 to 2018

YEAR

ABORIGINAL 
–  

ALICE 
SPRINGS

ABORIGINAL 
–  

REMOTE CA

ABORIGINAL 
–  

DARWIN

ABORIGINAL 
–  

OTHER NT

NON-
INDIGENOUS 

–  
NT

1999 782.7 598.0 482.2 498.3 148.7

2000 655.5 544.7 403.7 568.6 114.7

2001 627.3 525.2 507.2 483.9 122.7

2002 689.8 597.2 481.2 512.6 165.1

2003 521.8 502.9 439.9 422.3 159.4

2004 511.4 531.7 378.8 409.7 146.5

2005 765.1 500.9 392.1 476.4 135.9

2006 440.1 329.4 341.6 532.4 131.3

2007 555.1 367.2 482.4 412.2 167.2

2008 412.1 327.3 475.7 434.6 173.5

2009 403.7 289.6 467.8 377.9 136.9

2010 369.8 358.6 383.1 347.1 158.6

2011 530.1 286.9 400.4 382.9 134.5

2012 502.5 281.0 414.7 383.2 108.0

2013 482.3 362.0 405.9 358.1 102.9

2014 398.1 327.2 356.3 430.6 94.5

2015 341.3 253.1 329.5 399.0 99.6

2016 287.8 310.0 254.7 359.8 113.0

2017 343.4 290.2 246.5 396.2 95.5

2018 386.4 370.0 310.3 348.2 115.6

1999 to 2018 -51% -38% -36% -30% -22%

All causes, age standardised. 
Source: NT Health / MSHR analysis of CODURF for Central Australian Aboriginal Congress (2023)
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TABLE 4 Proportion of babies that were small for their gestational age,  
NT Aboriginal and non-Aboriginal populations, 1986-2016

TABLE 5 Alcohol-related hospitalisations per 1,000 population, Central Australian 
Aboriginal and NT non-Aboriginal populations 1992-2021

YEAR
ABORIGINAL  

–  ALICE SPRINGS
ABORIGINAL  

–  REMOTE CA
NON-INDIGENOUS  

– NT

1986 19.9 24.9 15.7

1991 21.2 23.9 16.8

1996 13.7 19.9 13.3

2001 14.7 19.5 11.1

2006 17.2 18.4 10.3

2011 19.4 18.0 10.3

2016 18.5 17.2 9.6

1986 to 2016 -7% -31% -39%

5 year moving averages. Small for gestational age are those babies is below the 10th percentile of other babies  
of the same gestational age. 
Source: NT Health / MSHR analysis of Northern Territory Perinatal data collection for Central Australian Aboriginal 
Congress (2023)

YEAR
ABORIGINAL 

– ALICE 
SPRINGS

ABORIGINAL 
– REMOTE 

CA

ABORIGINAL 
– DARWIN

ABORIGINAL 
– OTHER NT

NON-
INDIGENOUS 

NT

1992 42 13 10 10 4

1993 38 17 7 16 4

1994 36 10 9 17 4

1995 34 10 9 17 4

1996 30 9 10 16 3

1997 35 12 8 18 3

1998 37 14 11 18 3

1999 41 15 15 18 3

2000 38 14 16 18 3

2001 58 24 16 17 3
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TABLE 5 (Cont.) Alcohol-related hospitalisations per 1,000 population, Central 
Australian Aboriginal and NT non-Aboriginal populations 1992-2021

All conditions, age standardised annual rate per 1000 population. 
Source: NT Health / MSHR analysis of NT Department of Health Inpatient Activity for Central Australian Aboriginal 
Congress (2023)

2002 78 25 21 19 4

2003 69 26 20 18 4

2004 54 36 20 18 3

2005 71 42 20 21 4

2006 91 41 19 20 4

2007 88 41 24 20 5

2008 88 47 25 21 5

2009 92 41 24 19 5

2010 102 51 26 22 5

2011 101 50 23 24 5

2012 125 66 22 23 5

2013 135 87 21 23 5

2014 105 76 19 22 5

2015 125 102 29 33 6

2016 102 83 37 45 7

2017 120 90 44 44 7

2018 115 103 44 46 6

2019 103 68 51 55 7

2020 112 98 58 54 7

2021 88 83 48 46 7

1992 to 2012 +198% +408% +120% +130% +25%

2013 to 2021 -35% -5% +129% +100% +40%

Substantial improvement  
of more than 25% over the period

Slight improvement / deterioration  
over the period

Moderate improvement  
of between 10% and 25% over the period

Moderate deterioration 
of between 10% and 25% over the period
Substantial deterioration 
of more than 25% over the period

Key to Tables 1, 2, 3,4 and 5:
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ABOUT CENTRAL AUSTRALIAN ABORIGINAL CONGRESS
Congress is a large Aboriginal Community Controlled Health Service 
(ACCHS) based in Mparntwe (Alice Springs). One of the most experienced 
organisations in the country in Aboriginal health, Congress is a national 
leader in primary health care, and a strong advocate for the health of our 
people. Since the 1970s, we have developed a comprehensive model of 
primary health care that includes multidisciplinary clinical care; health 
promotion and disease prevention programs; and action on the social, 
cultural, economic and political determinants of health and wellbeing.

Congress delivers services to more than 14,000 Aboriginal people living 
in Mparntwe (Alice Springs) and remote communities across Central 
Australia including Ltyentye Apurte (Santa Teresa), Ntaria (Hermannsburg), 
Wallace Rockhole, Utju (Areyonga), Mutitjulu, Amoonguna, Kaltukatjara 
(Docker River), Yulara and Imanpa.






