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Great honour to be here
Thanks to the trustees for the opportunity
Acknowledge the traditional owners of the land on which we meet and 
Also the aspiring fellows and wish them all the best of luck in their endeavours



Outline – Overcoming Inequalities 
• Describe and Educate 
• Precision Targeting 
• De-Bunk and De-Mystify 
• Intervene 
• Influence 
• Train 
• Inspire 
• Re-Imagining a Better Future for all 



South Australian Aboriginal population, 1971, 1991 and 2011. 

Sources:  ABS Census of Population and Housing, 1971 and 2011; ABS (1998) Experimental 
estimates of the Aboriginal and Torres Strait Islander population (Cat. No. 3230.0)  
 

2,000 1,500 1,000 500 0 500 1,000 1,500 2,000 

0-4 

5-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 and over 
1971 

1991 

2011 

Ag
e 

gr
ou

p 
(y

ea
rs

) 

females males 

Presenter
Presentation Notes
Non adjusted – figures on census night
Identification and statistical 



Age at Death 
Indigenous and non-Indigenous Australians 

 

Source: AIHW 2014 



Contributors to the L/E Gap 

16.7 years 1996-2000 19.0 years 1996-2000 

B/w 1996-2000  

NCD - 77% Gap in LE 

 

CVD –  33% 

GUT –  9% 

DM –  9% 

COAD -  9% 

Cancer -  10% 

 

Group I -  15% 

Injury -  9% 

Zhao and Dempsey, MJA 2006 



Precision - Tips to ‘CLOSE THE GAP’ 

1. Know your enemy 

2. Ask the right questions 

3. Choose your target (be ruthless) 

4. Maximise Gain 

5. Use (or develop) the evidence 

6. Deliver the goods 

7. Adapt and Survive 
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Acknowledgement: The authors with to thank the Registries of Births, Deaths and Marriages, the Coroners and the national Coronial Information System for 
enabling COD URF data to be used for this publication.  
Data source: Cause of Death Unit Record File for South Australia provided by the Australian Coordinating Registry (unpublished) extracted for the Landscape 
Project 22 June 2015. 

Mortality Profile – CVD and Cancer 



Age Adjusted Survival following Acute Coronary 
Events – the CASPA Study 

Indigenous 

Non-Indigenous 

HR = 3.8 [2.15 - 6.58]; p < 0.001 HR = 2.1 [1.40 - 3.02]; p < 0.001 

Brown. Heart Lung Circulation 2009.  
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Our first extensive assessment of acute coronary events – CASPA study – quality and outcomes of ACS – impact of system level and individual factors 



Cancer stage at diagnosis and Survival among Aboriginal South 
Australians, 1977 - 2010  
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Snapshot of cancer in Aboriginal peoples 
• Mortality –   2nd most common cause of death (20%) 
• Stage at diagnosis -  More advanced stage of cancer. 
• Remoteness –   Higher incidence and more advanced at diagnosis 
• Types of cancer -  Higher preventable cancers with poorer prognoses  

   (lung, throat and primary liver cancer).  
• Risk factors –   Higher modifiable cancer risk factors  
   (smoking, alcohol, diet, physical activity, HepB).   
• Lower Screening rates 
• Co-morbidities/treatment 
Higher co-morbidities, less treatment for cancer. 
• Survival  Lower 5yr survival - particularly within the first year. 
• Mortality rate   Lower rate of cancer diagnosis but a 30% higher  

   mortality rate. 



Building a Comprehensive CD Research Approach 

Comprehensive, holistic, systematic approaches to Chronic Disease Control 

“What drives Chronic Disease Differentials borne by Indigenous Australians?” 

“What must be done to reduce unacceptable disparity and suffering?” 

“What are the national and international implications?” 

Psychosocial 
Factors 

 
 

Social Determinants 
of Indigenous Health 

 

Health Care Systems 
 

Quality of Care 
 

Evidence/Practice Gaps 
 

‘Making the Job Easier’ 

Burden 
 

Risk Factors 
 

Co-morbidity 
(CVD, DM, CKD) 

 



“The truth is governments have never been able to achieve 
equality of outcomes. Some governments try but they always 
fail…We have moved on…it is up to individuals to accept personal 
responsibility for their lives and their destiny”. 

Debunking the Assumptions 



EVIDENCE….WHAT EVIDENCE? 
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“It can’t be done” - Deconstructing Excess Mortality 

Excess     69.86  21.00            0.75    12.7    3.20       9.47           1.58         8.20  

All Cause CVD  Cancer     Injury  Diabetes Respiratory Nervous system Liver Disease  



Measuring the Un-measurable? 

““What scientists hold stock in, is only what they can measure. But 
you can’t measure the mind or spirit. You can’t weigh it, you can’t 

deconstruct it. But only if we do will they see that Aboriginal people 
are spectators to the death of their culture, their lives…. 

We watch as our culture dies.  
How are you going to measure that?” 



Clinical and social correlates of prevalent CVD  

VARIABLE OR 95%CI P 

Age  1.05 1.01-1.1 0.017 

Hypertension (≥140/90) 2.88 1.1 – 7.8 0.038 

Major depression§ 9.46 1.8– 50.6 0.009 

TOTAL CHOLESTEROL 1.16 0.7 – 1.8 0.529 

DIABETES 1.52 0.4 – 6.1 0.554 

CURRENT SMOKER 0.69 0.2 – 2.2 0.692 

EMPLOYMENT (Y/N) 0.87 0.3 – 2.9 0.825 

Education ≥ 16YRS  1.6 0.5 – 4.9 0.406 

INCOME  (>$1000 v $0-399) 0.58 0.1 – 2.5 0.462 

§PHQ-9 scoring for DSM-IV Criteria for Major Depressive Disorder  
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This in comparison to the more routinely established RFs for CVD
No cause and effect, but important elements of understanding the context of depression and CVD



Intervening – Delivering what we know we should 
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Central Australian Heart Protection Study 

1. Learning about your heart 

2. Looking after your heart 

3. Keeping a healthy heart 

4. Engaging family 
© M. Ellis 2011 

Testing the effectiveness of a 
culturally appropriate, family based 
secondary prevention program. 

Presenter
Presentation Notes
Learn - Health education
Look - stepped program of guideline based care to reduce risk
Keep – coordinated secondary prevention and support for long term behaviour modification

Recruitment of a family buddy – values role and importance of family in health and wellbeing

Determine whether
Engaging families is assoc with improved CV outcomes
Outline pos and neg influences of family 
Collate family level barriers
Define critical targets for future work



Influencing Policy and Practice 



Towards an Exemplar Approach to Close the Gap? 
ESSENTIAL SERVICE STANDARDS  

1. Trends in and contribution of various conditions to health 
differentials over time;  

2. Equitable service elements and standards of care for all 
Australians;  

3. Mapping which Australians are missing out on various 
essential elements of care;  

4. How best to deliver necessary services and programs to 
those missing out; and,  

5. The costs and likely benefits of delivering essential services 
and conversely the cost of inaction if inequality is not 
overcome.  
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Standards for Reducing Inequity in CVD Care 

Monitoring Cardiovascular Systems and Processes of Care 

Continuum of Risk and Disease 
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KNOWLEDGE TRANSLATION  
maximising impact on policy and practice  
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Over the last 14 months we have been leading the development of 3 State Plans The SA Diabetes Strategy, the Heart and Stroke Plan and the SA Aboriginal Cancer Control Plan. The development of these were funded by SA Health and the South Australian Aboriginal Health Partnership forum has adopted these as their priorities for their work plan over the next couple of years.  SA is leading the way nationally by developing these and has a real opportunity to lead the way in implementation.  



CONTROL Respectful and 
culturally appropriate 
management of our all biologica  
and non-biological research 
materials 

OWNERSHIP Acknowledge, 
respect, protect Aboriginal 
intellectual property rights 

RECIPROCITY Delivering 
tangible benefits determined 
by Aboriginal people 

INVOLVEMENT of 
Aboriginal people and 
organisations is 
essential  

PRIORITIES arising from 
and endorsed by the 
Aboriginal community   

Equivalent 
PARTNERSHIPS, Mutual 
trust 

RESPECT for Aboriginal knowledge, knowledge systems, 
and custodianship of that knowledge 

KNOWLEDGE TRANSLATION 
Sharing and translation of 
knowledge generated through 
research to maximise impact on 
policy and practice 

COMMUNICATION that 
is culturally and 
community relevant – 
willing to listen and 
learn 

GUIDING PRINCIPLES FOR HOW WE DO OUR WORK 

Presenter
Presentation Notes
There are 9 Principles in the ACCORD. These have been informed by the Aboriginal community in SA and build on the work of the Guidelines for Ethical Conduct in Aboriginal and Torres Strait Islander Health Research published by the NHMRC. 



Our People 
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RE-IMAGINING THE FUTURE – WHAT DO ABORIGINAL 
PEOPLE OFFER THE WORLD? 



Grand Challenge #1 – Chronic Disease 

#2 – Overcoming Intergenerational Disadvantage  



#3 – Overcoming Income Inequality 



Grand Challenge #4 – Global Degradation 



Grand Challenge #5  
Building Better Health Care Systems 



What if Aboriginal people ruled? 



Fire Storms v Fire Management? 

Working together 
Emma Bamblett 
Wemba Wemba 



Consumption v Sustainability 



Politics of Power v Collective Wisdom 



Partnerships 
Connectedness 
Equivalence 
Leave no one behind 
Respect 
Two ways of knowing 



What Would Proper Care Look 
Like? 

• Beyond words– felt rather than 
articulated 

• Family – holism – totality of context 
• Respect – connection 
• Relational 
• Worth, valued, belonging, visibility 
• Gentleness – ‘a way about them’ 
• Time/flexibility 
• Communication/Explanation 
• Proactive > reactive 
• ‘Leave no one behind’ 
• ‘Humanness’ – our impulse 
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. 
Available research has largely ignored the potential contributing impact of differing expectations and perceptions of care between Aboriginal patients and health systems, on patient willingness and ability to access services. 

More rarely even than asking such fundamental questions, do we listen to what Aboriginal people say when it comes to their expectations, needs and experiences of care during illness.

An exception to this is Urapuntja Health Service, which operates on a decentralised or outreach model of care-provision within Utopia – ‘care’ is taken via ‘clinic runs’ directly to people living on traditional homelands in small family-based communities.




CAN INDIGENOUS PEOPLE SAVE THE WORLD? 

Yes, but only if you let US!!. 
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