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The cover photo features the hands of Aboriginal and non-Aboriginal women holding the 

flower of the Red-flowered Kurrajong (Brachychiton megaphyllus). The Red-flowered Kurrajong 

is commonly found across the north of Australia in areas ranging from open forest, sand stone 

country and escarpment plateau to sparse woodland in dry regions. Flowering once a year this 

versatile plant is a useful indicator of seasonal events such as crocodile nesting time, and water 

lily roots maturing, as well as an important source of food for Aboriginal people. The seeds may 

be roasted to remove the hairy outer covering and eaten or ground into flour for damper, the 

tap root cooked and eaten and the gum softened to make sweets for children or stored as 

emergency food. Besides its edible functions this plant has many practical uses. The large leaves 

make useful containers for carrying sugar bag and the frayed tips of the young stems are handy 

paintbrushes. Once treated the inner bark may be rolled to make strong string for fishing line and 

nets and rope for harpoons.
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Ministers’ Foreword
In February 2004, this Government launched Building Healthier Communities, our five year 

framework for better health and well-being for all Territorians.

Building Healthier Communities is about building sustainable, high quality health and community 

services for all Territorians. Of course, in many areas the health and wellbeing service needs 

of women and men are similar. But there are some important differences in health and social 

needs between the two sexes, and some areas in which their experience of wellness and ill 

health are different.

The Health and Wellbeing of Northern Territory Women: from the Desert to the Sea 2005 recognises 

these differences, and provides comprehensive information on the health and wellbeing of 

Northern Territory women. Through this report, this Government endorses the tailoring of our 

efforts to meet the specific needs of women.

The title, From the Desert to the Sea, reflects the vast and contrasting surroundings in which 

women in the Northern Territory live. The report encompasses the whole of the Northern Territory 

from its vibrant coastal waters to its unique arid terrain and includes women from all ethnic and 

social backgrounds.

This report provides a single source of data for policy makers and service providers and will no 

doubt be a valuable resource for all those interested in improving the health and wellbeing of 

Territory women. In particular, we hope that it will contribute to partnerships between women, 

service providers and Government, which are vital for ensuring that all Territory women have 

access to high quality care and optimal health and wellbeing.

We are confident that this report will help keep the spotlight on women’s health and assist in 

making further progress on improving the health and wellbeing of all Territory women.

The Hon Dr Peter Toyne MLA  The Hon Delia Lawrie MLA

Minister for Health   Minister for Family and Community Services
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Executive Summary
The aim of this project was to collate a broad range of information relating to the health and 

wellbeing of Northern Territory (NT) women into the one report in order to assist policy makers in 

the development of policies and programs targeting women in the NT. 

Health related research includes not just measures of ill health but measures such as health 

determinants (factors influencing health), self-rated health status and a person’s level of 

functioning, in order to better measure health and wellbeing. This report recognises the social 

context of health and wellbeing. The report is comprised of six chapters which cover the broad 

notion of health as described by the World Health Organisation (WHO) in the declaration 

of Alma-Ata as “a state of complete physical, mental and social wellbeing and not merely 

the absence of disease or infirmity”. The report covers the population characteristics of NT 

women, the social environment in which they live, their pregnancy and childbirth experiences, 

information on health and health behaviour and available health services.

Population characteristics of women in the Northern Territory
• There were 94,740 women and 105,173 men in the NT in June 2004.

• Women were outnumbered by men with 111 men for every 100 women compared to 99 
men for every 100 women nationally.

• Of all women, 30% were Indigenous and 70% non-Indigenous.

• Only 28% of Indigenous women lived in major urban areas (including Darwin and Alice 
Springs) compared with 84% of non-Indigenous women.

• On average, NT women were younger than Australian women, and Indigenous women 
were younger than non-Indigenous women.

• Nearly 24% of women spoke a language other than English at home.

• About 87% of non-Indigenous women reported that they spoke only English at home, 
compared to 32% of Indigenous women.

• About 15% of women were born overseas compared to 22% nationally.

• Around 74% of Indigenous women identified themselves as Christian compared to 58% of 
non-Indigenous women.

• Women were less mobile than men; more men than women moved to the NT from interstate 
or left the NT to move interstate.

• Women represented around 47% of 107 humanitarian program settler arrivals in the NT during 
the 2003/2004 financial year.

The social environment in which women live
• In the NT, women working full time earned 85% or less of male full time earnings.

• Women were more likely than men to have completed year 12 but were less likely to have 
obtained a post-school qualification.

• Women were over-represented in clerical, sales and service occupations and under-
represented as tradespersons and related workers. Six percent of women in the workforce 
were managers and administrators compared to 10% of men in the workforce.

• Fifteen percent of women did not have access to a motor vehicle to drive and 3% had 
difficultly getting to the places they needed to go.

• Lone mothers with dependent children were less likely to work than mothers in couple 
families and were more likely to rely on government pensions and allowances as their main 
source of income.
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• Four out of five callers to Parentline (80%) were women. Women were more likely than men 
to seek help about a child’s mental or emotional health or infant development whereas 
men were more likely than women to seek help about their parent to parent relationships, 
contact and access issues or family law concerns. Both women and men sought help about 
challenging behaviour or discipline.

• Women were less likely than men to feel safe in their home alone after dark.

• Women represented a large proportion of all crime victims but only a small proportion of 
perpetrators.

• Most victims of sexual assult (95%) were women.

• Domestic and family violence disproportionately affected women; women made up less 
than half (45%) of non-domestic violence related assault victims but represented 88% of 
domestic violence related assault victims.

Fertility, pregnancy and childbirth 
• In 2002, the total fertility rate for Indigenous women was 2.7 babies per woman and for 

non-Indigenous women was 1.9 babies per woman, both of which were higher than the 
Australian rate of 1.75 babies per woman.

• In general, Indigenous women had babies at a much younger age than non-Indigenous 
women and a greater proportion of teenage mothers were Indigenous.

• While the trend nationally shows an increase in the rate of assisted reproductive technology 
service utilisation, the trend in the NT has been towards a reduction in the rate.

• Less than one percent of mothers had no antenatal visits during their pregnancy.

• More than half of all pregnancy complications and nearly three quarters of all maternal 
medical conditions affected Indigenous mothers, who represented less than 40% of all 
mothers.

• Indigenous mothers were more likely to give birth to a low birthweight baby than non-
Indigenous mothers.

• Over 90% of all babies were breastfed and nearly 60% were still being breastfed at six months 
of age.

• Over a third of the Indigenous mothers reported smoking during the first trimester of 
pregnancy and just less than 30% during the third trimester. These proportions were much 
lower in non-Indigenous mothers.

• About one in 10 Indigenous and non-Indigenous mothers reported alcohol consumption 
during the first trimester of pregnancy. In the third trimester this proportion dropped below 4% 
in the non-Indigenous mothers while remained relatively high in Indigenous mothers. 

Health and behaviour
• The majority of women considered themselves to be in good, very good or excellent health 

(90%).

• Less than half of all women (47%) engaged in sufficient levels of physical activity for health 
and only a minority of women consumed the recommended daily intake of fruit (46%) or 
vegetables (26%}.

• Around a quarter of all women were overweight (24%) and 14% were obese.

• Over the past ten years there has been a significant decline in smoking rates among women 
in Australia, however there is no evidence of such improvement in the NT with 26% of women 
smoking daily compared to 16% nationally. 

• Indigenous women were six times more likely than non-Indigenous women to die from injuries 
as a result of violence and were 40 times more likely to be admitted to hospital with injuries 
as a result of violence.

• Between 1981 and 1990, there were no reported suicide deaths among Indigenous women, 
however, from 1991, the suicide death rate in Indigenous women increased substantially and 
by 2001, was higher than the suicide death rate in non-Indigenous women.
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• While the incidence rate for all cancers combined was higher for non-Indigenous women 
than Indigenous women, the mortality rate was higher for Indigenous women than non-
Indigenous women indicating that cancer survival is lower for Indigenous than non-
Indigenous women.

• Indigenous women were more likely to develop a chronic disease, be admitted to hospital 
as a result of a chronic disease or die from a chronic disease, than non-Indigenous women.

• Among women, mental disorders were the leading contributor to years lived with a disability; 
nearly 30% of all years lived with a disability were attributable to mental disorders. This was 
higher for non-Indigenous women (37%) than Indigenous women (21%).

• Cardiovascular disease was the leading contributor to total burden of disease for Indigenous 
women and mental disorders was the leading contributor for non-Indigenous women.

• Between 1996 and 2000, life expectancy for Indigenous women was 65 years and for non-
Indigenous women was 84 years. The Australian average for women was 84 years and for 
men was 77 years.

Health Services
• Excluding admissions related to pregnancy/childbirth/puerperium and admissions as 

boarder adults, between 1999 and 2003, women had more admissions to hospital than men.

• Indigenous women had much higher rates of admission to hospital than non-Indigenous 
women.

• Across the NT, women in the Barkly health district have the highest rates of admission to 
acute care followed by women in the Alice Springs Rural health district.

• Of all aged care assessments undertaken, more than half (55%) were provided for women.

• Around 9% of community aged care package recipients were aged 85 years and over (10% 
of female recipients and 8% of male recipients) compared to 36% nationally.

• Around 25% of residents in residential aged care services were aged 85 years and over 
(around 30% of female residents and 20% of male residents) compared to just over half (51%) 
all aged care residents nationally.

• While women used Medicare services more than men (7.9 services per capita for women 
compared to 4.8 for men), their Medicare usage was less than women in all other states and 
territories in Australia (average of 13.2 services per capita).

Conclusion
This report attempts to provide policy makers, researchers, health professionals and others, 

from a broad range of backgrounds, with a basis from which to better understand the issues 

confronting women’s health and wellbeing in the NT. The report has been developed based on 

the best available information, and the data presented are believed to be the most complete 

and up to date available. While not definitive, this report provides a comprehensive and reliable 

picture of the health and wellbeing of NT women.
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1 Introduction
1.1 Understanding health
In 1946, the World Health Organisation (WHO) in the declaration of Alma-Ata described health 

as “a state of complete physical, mental and social wellbeing and not merely the absence of 

disease or infirmity”. An extension of this definition has been proposed by the National Aboriginal 

Health Strategy (NAHS) Working Party in 1989; “Not just the physical wellbeing of the individual 

but the social, emotional and cultural wellbeing of the whole community. This is the whole-of-life 

view and it also includes the cyclical concept of life-death-life”.1 

The Declaration of Alma-Ata notes that achieving health in this broad sense is beyond the health 

sector alone. The NAHS definition identifies wellbeing as an attribute of communities as well as 

of the individuals within a community and it identifies cultural, social and emotional wellbeing as 

equally central to health.1

Despite widespread understanding of health and wellbeing in its broadest sense, most health-

related research has focused on ill health. Of late however, efforts have greatly expanded to 

include measures such as health determinants (factors influencing health), self-rated health 

status and a person’s level of functioning to better measure health and wellbeing.

A conceptual framework for health and wellbeing
Health and wellbeing, including disease and disability, are influenced to varying degrees by a 

range of determinants that are in complex interplay. These determinants can be socioeconomic 

(such as income, employment or education), environmental (such as housing and clean water), 

behavioural (such as alcohol use or physical activity), biomedical (such as blood cholesterol or 

blood pressure) or genetic factors (Figure 1).

Figure 1 Conceptual framework for health and wellbeing

Adapted from Australian Institute of Health and Welfare 2004. Australia’s health 2004.2

Determinants
Biomedical and
genetic factors
Health
behaviours
Socioeconomic
factors
Environmental
factors

Health and Wellbeing
Life expectancy,
mortality
Subjective health
Functioning, disability
Illness, disease, injury

Interventions
Prevention and health
promotion
Treatment and Care
Rehabilitation

Resources and
Systems
Human
Material
Financial
Research
Evaluation
Monitoring
Surveillance
Technology
Other
information
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Gender issues
Women and men experience health differently. Gender refers to the different social and cultural 

roles, expectations and constraints placed upon women and men by virtue of their sex. When 

analysing the different experiences and impacts of health on women and men, differences 

relating to gender, in addition to biological sex, need to be considered.3 A gender-based analysis 

goes beyond simple male-female comparisons of basic disease indicators to an understanding 

of the different social, structural and power relations among women and men. 

There are three reasons for a gender-based approach to health and wellbeing issues. Firstly, 

women have distinct health profiles and needs - in questions of health, it matters whether you 

are a woman or a man. Secondly to eliminate the traditional biases that have impeded progress 

towards better women’s health and wellbeing and ensure equal treatment for women. Thirdly, a 

gender perspective can allow policy makers to identify and target health care resources more 

effectively and accurately and achieve the best return on investment.3 

Gender issues specific to the Northern Territory
Gender roles cut across age group and culture – regardless of where you live, how old you 

are, or what language you speak, being male or female means there are certain ways that we 

behave or are expected to behave.  For example, women tend to have the main responsibility 

for looking after children.  The Northern Territory’s (NT) isolated and dispersed population and 

the diversity of cultures means there are gender issues specific to the Territory.  One-third of all 

women are Indigenous, many of whom are governed by cultural norms of ‘women’s business’ 

and ‘men’s business’. ‘Business’ refers to the customs and responsibilities for culture held by men 

and women, as well as those activities that are for women only or men only. Women’s health 

and wellbeing is part of women’s business, so gender roles can create a barrier to access for 

services if there are male service providers for example. The Territory also has a reputation as 

being a bit ‘blokey’, due to the large, predominantly male, military presence and the large 

concentrations of men working in the mines and the pastoral industry.  In an environment where 

men outnumber women 111 to 100, there is a risk of women’s issues and needs being seen to 

lack legitimacy and importance.  The diversity of women and women’s lives is less likely to have 

visibility or priority. 

The Women’s Health Strategy Unit of the NT Department of Health and Community Services 

(DHCS) recognises the need for policy and program approaches that respond to the different 

requirements of women and men. It is well recognised that for policy and programs to be 

effective, up-to-date data are required.  In the NT a wealth of data on the health status of men 

and women exists in a variety of publications and other formats but have not been compiled 

into a single comprehensive report since 1998.4  To meet this need the Women’s Health Strategy 

Unit has commissioned a report presenting the latest data in a broad range of topics relating 

to the health and wellbeing of women. It is anticipated that this report will be used to guide the 

development of the next NT Women’s Health Policy.  It will be of use to anyone who is planning 

services, programs or policies for women, or who works in an area that affects women.  It will also 

provide a baseline for future monitoring of women’s health and wellbeing in the NT. 
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1.2 Report development
This report, The Health and Wellbeing of Northern Territory Women: From the Desert to the Sea 

2005, differs in style from the 1998 report4 by taking a more narrative approach. An abundance 

of text boxes have been used to contextualise the statistics and formatting standards used in 

other major reports have been followed where possible. In an effort to minimise the complexity 

of this report, data have been presented in graphs in preference to tables. However, in instances 

where it has been necessary to present data in table format, percentages have been used in 

preference to numbers. Source data used to create the graphs and tables are located in the 

appendix at the end of each chapter. 

Data sources
For the most part data were collated from NT Government and non-government reports and 
publications. In several instances data were obtained by updating existing reports or by re-
analysing existing data by sex. 

NT Government and non-government reports: 
• Northern Territory Physical Activity Survey 2003: Non-Indigenous Population; 

• CATI Data Pooling Pilot Project: Filling the Gaps in Data Pooling 2004; 

• Adult non-Indigenous population CATI Survey: Northern Territory Health and Wellbeing Survey 
2000;

• Child CATI survey: Northern Territory Child Health and Wellbeing 2004;

• Northern Territory Midwives Collection: Mothers and Babies 2000-2002; 

• Cancer Incidence and Mortality, Northern Territory 1991-2001;

• Mortality, Morbidity and Health Care Costs of Injury in the Northern Territory 1991-2001;

• Mortality in the Northern Territory 1981-2000, Part 1: Key Indicators and Overview (updated);

• Northern Territory Sexual Health and Blood Borne Virus Unit Surveillance Quarterly Update;

• Burden of Disease and Injury in Aboriginal and non-Aboriginal populations in the Northern 
Territory;

• Survey of the prevalence of petrol sniffing on the Anangu Pitjantjatjara Yankunytjatjara 
Lands, October 2004; 

• Family Planning Welfare Association Northern Territory Progress Report, 1 July – 31 December 2004.

Other NT Government sources:
• Databases and registries managed by DHCS branches: Health Gains Planning Branch, 

Centre for Disease Control; Aged and Disability Services, Mental Health Services; 

• Databases managed by the Office of Crime Prevention;

• Unpublished NT Government reports. 

Australian Government sources:
• Australian Bureau of Statistics catalogues (see reference list at end of each chapter for details); 

• Australian Institute of Health and Welfare catalogues (see reference list at end of each 
chapter for details);

• Australia’s Health 2004;

• Australia’s Welfare 2002;

• Australian Government Health Insurance Commission. MBS/PBS Group Statistics Report; 

• SCRGSP (Steering Committee for the Review of Government Service Provision) Report on 
Government Services 2005; 

• Homicide in Australia: 2002–2003 National Homicide Monitoring Program (NHMP) Annual Report; 

• Population Flows: Immigration Aspects, January 2005.
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Framework for indicators
Data used in this report came in several formats; either as raw data or as published tables 

extracted from reports.  Raw data were preferred over published tables because these data 

could be presented in a variety of configurations such as counts, percentage distributions, 

rates broken down by sex, Indigenous status and age groups, or age-standardised rates. Trend 

analysis was performed provided annual counts were large and robust enough to cancel out 

seasonal fluctuations. 

If data were only accessible as published tables, the tables were copied and generally 

presented in the same format as the report from which the data originated. On several 

occasions complex tables from published reports were modified for easy reading, thus may 

not resemble the source tables.

Early in the planning stages of this report a decision was made to exclude information relating to 

girls by restricting the minimum age to 15 years. Where possible, data were presented for ages 

15 years and above only.  If clarification was required, the age group to which the data refers 

was specified in the footnotes of each figure or table. Two exceptions to the 15-year minimum 

age were made: the data related to teenage pregnancy and petrol sniffing where data related 

to adolescents and children aged 10 to 14 years were included. The rationale underpinning 

the decision to exclude girls from this report was firstly based on a desire to rationalise the 

breadth of the report and secondly to avoid duplication of information. The NT Department 

of Health and Community Services (DHCS) Health Gains Planning Branch are concurrently 

compiling information relating to girls and adolescents in a report called From Infancy to Young 

Adulthood. 

Although the focus of this report was the health and wellbeing of NT women, it was considered 

important for benchmarking purposes to compare statistics between women and men. 

Furthermore, the NT population is comprised of two large and markedly different population 

groups, Indigenous and non-Indigenous Territorians, and comparisons between the two groups 

were also considered essential. For this reason, the majority of tables and figures included data 

for all NT women and men (Indigenous and non-Indigenous combined), Indigenous women, 

non-Indigenous women and Australian women.  Depending upon the availability of data, 

three sets of comparisons were made: all NT women were compared to all NT men, Indigenous 

women in the NT were compared to non-Indigenous women in the NT, and all NT women 

were compared to Australian women. In the few instances where NT data were not available 

Australian data were used to strengthen the discussion.  

Limitations
Many of the limitations of the data presented centre around the issues of completeness, 

representativeness and accuracy. In particular, data on Indigenous people was often 

incomplete or absent. Identification of Indigenous status varies considerably in many existing 

data collections and in addition, the difficulty of accessing Indigenous people has meant much 

research has focused on non-Indigenous people only. Comparisons between NT and Australian 

data were often challenging because of the different age structure of the two populations. To 

address this limitation, where raw data were available we compared NT and Australian statistics 

using standardised rates. The standard population used to standardise rates was the 1991 

Australian Estimated Resident population, unless otherwise stated.
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1.3 Report structure
The report is comprised of the following chapters: 

Population characteristics
Population characteristics of the NT, both current and future are presented in this chapter as well 

as cultural diversity and mobility. The latest available NT estimated resident population counts 

are used and presented in tables either broken down by sex, Indigenous status and health 

district or by sex, Indigenous status and five-year age groups. 

Social environment
This chapter is concerned with the social environment of NT women and contains three main 

topics: socioeconomic indicators, families and social support, and crime and safety. Within 

each topic a narrative approach is taken to discuss a broad range of issues, supported with the 

best available NT and Australian data. 

Fertility, pregnancy and childbirth
This chapter focuses on reproduction and looks at the three core themes of fertility, pregnancy 

and childbirth outcomes. In most instances comparisons are made between Indigenous 

and non-Indigenous women in the NT, and several specialist topics including infertility and 

assisted reproductive technology, teenage pregnancy, maternal medical complications and 

pregnancy complications are discussed.    

Health and behaviour
This chapter is the largest chapter encompassing health behaviours, health conditions, disability 

and burden of disease, morbidity and mortality, Health behaviours are reported on the basis of 

self-reported data obtained from face-to-face surveys and computer assisted telephone surveys 

(CATI). Health conditions, including mental health, cancer, injury, chronic diseases and infectious 

diseases, are derived from raw data obtained from internal sources and presented as morbidity 

and mortality rates.  Health services utilisation data are also presented in this chapter where the 

service relates to a specific health condition. For example, breast and cervical cancer screening 

service data are presented in the cancer section and data on drug and alcohol rehabilitation 

services are presented in the drug and alcohol section. Conditions affecting older women and 

disabilities are reported separately.

Health services
The final chapter focuses on the utilisation of general health services such as acute care services, 

primary health care services and aged care and disability services.   
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2 Population characteristics
2.1 Northern Territory women at a glance
In the Northern Territory:

• There were 94,740 women and 105,173 men in June 2004.

• Women were outnumbered by men with 111 men for every 100 women compared to 99 
men for every 100 women nationally.

• Of all women, 30% were Indigenous and 70% non-Indigenous.

• Only 28% of Indigenous women lived in major urban areas (including Darwin and Alice 
Springs) compared with 84% of non-Indigenous women.

• On average, NT women were younger than Australian women, and NT Indigenous women 
were younger than NT non-Indigenous women.

• Nearly 24% of women spoke a language other than English at home.

• About 87% of non-Indigenous women reported that they spoke only English at home, 
compared to 32% of Indigenous women.

• About 15% of women were born overseas compared to 22% nationally.

• Around 74% of Indigenous women identified themselves as Christian compared to 58% of 
non-Indigenous women.  

• Women were less mobile than men; more men than women moved to the NT from interstate 
or left the NT to move interstate.

• Women represented around 47% of 107 humanitarian program settler arrivals in the NT during 
the 2003/2004 financial year period.

2.2 Profile
Population profiles help us understand trends in health inequality among different population 

groups. Demographic information allows for the efficient and effective planning of services 

required to maximise the health and wellbeing of people in a community. We need to know 

how many people there are, where they are living, and what their needs are, if we are to 

provide services that result in optimal outcomes.

Population
The estimated resident population (ERP) of the Northern Territory (NT) at June 2004 was 199,913 

(1% of the Australian population) and comprised 94,740 women and 105,173 men. The average 

annual growth rate of the NT population was 0.9% for the five years to June 2003.5 Indigenous 

people made up 28% (56,886) of the population compared with less than 4% in other States and 

Territories in Australia. 

Geographic distribution
The Department of Health and Community Services (DHCS) is administered across seven health 

districts: Darwin Urban, Darwin Rural, Katherine, East Arnhem, Barkly, Alice Springs Urban and 

Alice Springs Rural  (Map 1). In June 2004, the majority of the population (68%) lived in the two 

major urban districts of the NT; Darwin Urban (54%) and Alice Springs Urban (14%). The other 

five health districts cover the remote and very remote areas where the remaining 32% of the 

NT population reside. Around 28% of Indigenous women and 28% of Indigenous men lived in 

the two major urban areas compared with 84% of non-Indigenous women and 83% of non-

Indigenous men (Table 1).
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Map 1 Northern Territory showing health districts
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Table 1 Estimated resident population of health districts, by Indigenous status and sex, Northern 
Territory, 2004 

Source: ‘NT Resident Population Estimates by Age, Sex, Indigenous Status and Health Districts (1971–2005)’, NT 
Government: http://internal.health.nt.gov.au/healthplan/epi/epi.htm

Box 1 The health of Australians living in rural and remote areas

In Australia, people residing in rural and remote areas have poorer health than those living in 

capital cities and other metropolitan areas.6 Some of the issues related to the poorer health 

in rural and remote areas include poor access to health services, lower socioeconomic 

status and employment levels, exposure to comparatively harsher environments and 

occupational hazards. In addition, a large proportion of the population in the rural areas of 

Australia are Indigenous people who have poorer health status further contributing to the 

rural-urban differences in health.7

Sex distribution
In June 2004, men outnumbered women in the NT with 111 men for every 100 women compared to 

99 men for every 100 women nationally.5 This reflects differences in the non-Indigenous population 

(115 men for every 100 women) rather than in the Indigenous population (101 men for every 100 

women). Men outnumbered women in all seven health districts in the NT. The highest ratio of men 

to women occurred in Katherine health district (114 men to 100 female), where there is a large air 

force base, followed by Darwin Urban health district (113 men to 100 women), where the largest 

population resides and therefore the most significant contributor to the overall sex ratio. The sex 

ratios were more evenly balanced for Barkly and East Arnhem health districts with 109 men to 100 

women, Alice Springs Urban and Darwin Rural health districts with 107 men to 100 women, and 

Alice Springs Rural health district with 105 men to 100 women (Table 1).

Age structure
The age structure of the NT population is quite different from that of the general Australian 

population (Figure 2). This is due to two effects; the younger age structure of the Indigenous 

population (Figure 3) and the high turnover of the non-Indigenous working age population 

(Figure 4). 

Health District Females Males Females Males Females Males

Alice Rural 4936 4808 1199 1631 6135 6439

Alice Urban 2539 2643 10,595 11,455 13,134 14,098

Barkly 1630 1654 1010 1229 2640 2883

Darwin Rural 5028 5069 1657 2071 6685 7140

Darwin Urban 5320 5362 45,508 52,129 50,828 57,491

East Arnhem 4443 4370 2255 2898 6698 7268

Katherine 4395 4689 4225 5165 8620 9854

Total 28,291 28,595 66,449 76,578 94,740 105,173

Indigenous non-Indigenous Total
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Figure 2 Age structure of total population, by sex, Northern Territory, 2004

Figure 3 Age structure of Indigenous population, by sex, Northern Territory, 2004

Figure 4 Age structure of non-Indigenous population, by sex, Northern Territory, 2004

Source: see Appendix Table A1
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Box 2 Comparing health of groups with different age structures

Age is a significant factor contributing to the health characteristics of a population. Health 

indicators such as crude death rates are influenced by the age structure of the population, 

and comparisons of populations with different age structures using these types of statistics 

may be misleading. For example, a population with a high proportion of older people is 

likely to have a higher rate of overall mortality as compared with a younger population, 

with all other things being equal. The prevalence rates of many diseases also vary by age. 

For example, conditions such as asthma are more prevalent in young people (under 25 

years old), while chronic conditions such as heart disease steadily increase with age.7 For 

this reason comparisons between Indigenous and non-Indigenous populations, which 

are markedly different in age structure, should be made by age group or by using age-

standardised rates to allow for the effect of age. 

The NT population is younger than other States and Territories in Australia. In June 2003, the 

median age of the NT population was 29 years compared to 36 years nationally.8 In 2004, 34% of 

Indigenous women and 37% of Indigenous men were aged less than 15 years, compared to 22% 

and 20% of non-Indigenous women and men respectively.  The proportion of people aged over 

65 years was 3% in the Indigenous population and 5% in the non-Indigenous population, both of 

which were less than the Australian population (13%). 

Box 3 The ageing population

The ageing of the population is the inevitable result of sustained low fertility accompanied 

by increasing life expectancy. The Australian Bureau of Statistics (ABS) states that: “In 1961, 

at the height of the baby boom, the total fertility rate peaked at 3.6 babies per woman. 

By the late 1970s, it had fallen to around half that level and has continued to decline (at 

a much slower rate) throughout the 1980s and 1990s. Based on assumptions of continued 

low fertility, and continued small declines in mortality, Australia’s population is projected to 

continue ageing into the next half century”.9

In 2004, people aged 0–14 years accounted for 25% of the NT population and people aged 

65 years and over accounted for 4%. By 2021, the proportion of 0–14 year olds is projected 

to decrease to 22%, while the proportion of people aged 65 years and over is projected to 

increase to 8%.10

In 2004, people aged 0–14 years accounted for 20% of the Australian population and 

people aged 65 years and over accounted for 13%. By 2021, the proportion of 0–14 year 

olds is projected to decrease to 16%, while the proportion of people aged 65 years and 

over is projected to increase to 19% or more.10

The ageing of the population will change the ratio of old to young, and the proportion of 

the population who are of working age. These shifts will affect many areas of social and 

economic activity, forcing change not only in the health and aged care systems, but also 

in labour market structures and skills. As a result, population ageing is a major focus of social 

and economic planners and policy makers in Australia, as it is throughout the developed 

regions of the world. Of particular concern is the anticipated increase in costs associated 

with the care and income support of a rapidly increasing aged population. 
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2.3 Population changes 
The NT population at any point in time is subject to five changes: babies are born; people die; 

people move within Australia; people come from overseas to live in the NT; and NT residents 

leave to live overseas. Migration (interstate and international) is an important factor affecting 

population change in the NT, especially in the non-Indigenous population. However short term 

changes associated with visitors who stay in the NT for 12 months or less are not reflected in 

overall patterns of population change. All five changes have an impact on the NT population, 

with some having a greater impact than others. The most significant factors are the excess in the 

number of births over the number of deaths (referred to as natural increase), and that over the 

last 10 years, more people have been leaving the NT to live in other parts of Australia than have 

been arriving (Table 2). 

Table 2 Population change, Northern Territory, 1973–2003

Notes:
a Births and deaths figures used to compile natural increase for population estimates are based on year of occurrence.
b Also include ‘category jumping’. Due to deficiencies identified in the measurement of category jumping, estimates for 
the September quarter 1997 to the June quarter 2001 were set to zero. 
c Also includes intercensal discrepancy not accounted for by natural increase and net migration. 
Source: ‘Australian Historical Population Statistics’ (Cat. No. 3105.0.65.001), ABS

Population growth
Since 1976, subsequent to a sharp decline in the population following Cyclone Tracy in 1974, 

the NT has experienced sustained population growth. For 10 years between 1976 and 1985, the 

annual population growth remained at around 5%, due in equal parts to natural increases (the 

excess of births over deaths) and interstate migration. However, in the 1990s and beyond, while 

natural increases have continued to contribute positively to population growth, these gains 

have been mitigated by losses due to net interstate migration (Table 2). Consequently annual 

population growth has slowed down, particularly since entering the 21st century (Figure 5).

1973 1983 1993 2003

Estimated resident population 97,127 135,916 170,734 198,544

Births a 2969 2991 3594 3815

Deaths a 538 561 737 872
Natural increase 2431 2430 2857 2943

Permanent and long-term arrivals 1989 1719 1393 2564
Permanent and long-term departures 2068 1215 1121 2130

Net overseas migration b -79 482 44 325

Interstate arrivals 11,700 10,734 17,405 14,757
Interstate departures 9500 10,204 18,104 18,146
Net interstate migration 2200 530 -699 -3389

Annual population growth (number) c 5258 6735 2617 725
Annual population growth (percent) 5.6% 5.1% 1.5% 0.4%
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Figure 5 Annual population growth, Northern Territory, 1972–2003

Source: ‘Australian Historical Population Statistics’ (Cat. No. 3105.0.65.001), ABS

Population projections
Population projections are estimates based on assumptions about future levels of births, deaths 

and migration. Those reported here are based on the NT 2002 ERP originally derived from Census 

2001. Although population projections are not predictions or forecasts,11 they do provide an 

indication of what could reasonably happen to the NT’s population over the next 20 years. The 

methodology used to calculate the following population projections can be found in Box 6 in 

the Appendix.

The total Northern Territory population, 1991−2021
In 1991, the NT ERP was 165,643 (78,961 women and 86,682 men). By 2001, this had grown 

to 197,768 (94,293 women and 103,475 men). In 2021, the projected population for the NT is 

estimated to be 240,387 (115,871 women and 124,516 men)  (Table 3). 

Table 3 Historical and projected population, by sex and age group, Northern Territory

Sources: 
a ‘NT Resident Population Estimates by Age, Sex, Indigenous Status and Health Districts (1971–-2005)’, 
NT Government: http://internal.health.nt.gov.au/healthplan/epi/epi.htm
b NT population projection 2002–2022, see explanation Box 6 (unpublished data)
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Annual growth rate

Estimated resident population ('000)

Age group 1991 a 2001 a 2011 b 2021 b 1991 a 2001 a 2011 b 2021 b

<15 years 22,329 24,696 24,821 25,545 23,749 26,479 26,376 27,129
15-24 years 14,882 14,789 15,531 16,088 15,245 16,114 17,171 17,693
24-44 years 29,617 33,708 34,406 37,137 32,387 35,847 36,558 40,278
45-64 years 9885 17,585 24,018 27,741 13,063 21,155 26,174 29,262
65 years & over 2248 3515 5506 9360 2238 3880 6434 10,154

All ages 78,961 94,293 104,282 115,871 86,682 103,475 112,713 124,516

MalesFemales
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The Indigenous population, 1991−2021
In 1991, the estimated Indigenous population of the NT was 46,937 (23,632 women and 23,305 

men). By 2001, this had grown to 56,875 (28,383 women and 28,492 men). In 2021, the projected 

population is estimated to be 69,085 (34,802 women and 34,283 men) (Table 4)

Table 4 Historical and projected Indigenous population, by sex and age group, Northern Territory

Sources: 
a ‘NT Resident Population Estimates by Age, Sex, Indigenous Status and Health Districts (1971–2005)’, NT Government: http:
//internal.health.nt.gov.au/healthplan/epi/epi.htm
b NT population projection 2002–2022, see explanation Box 6 (unpublished data)

Dependency ratio
The number of ‘non-working age’ persons in a community dependent on ‘working age’ persons 

is called a ‘dependency ratio’. A dependency ratio combines the proportion of people who 

are not of working age, either because they are under 15 years (youth) or because they are 65 

years and over (aged), and compares this total with the proportion of people of working age 

(15–64 years).  This gives some indication of the burden falling on working age persons to provide 

for non-working age persons. 

As at 30 June 2004 the NT had a dependency ratio of 42.1 compared to the national ratio of 48.7. A 

reduced value for the dependency ratio indicates that there is a larger proportion of working age 

persons to support the population of non-working age. The NT has the second highest proportion 

of people aged 15–64 in Australia (70%), higher than the national figure of 67%.8 

In the NT Indigenous population every 100 working age people are responsible for 58 young 

people and 6 old people, while in the NT non-Indigenous population 100 working age people 

are responsible for 29 young people and 7 old people. In contrast, 100 working age people 

are responsible for 29 young people and 19 old people in the Australian population (Figure 6 

and Figure 7). 

Age group 1991 a 2001 a 2011 b 2021 b 1991 a 2001 a 2011 b 2021 b

<15 years 8860 9750 10,214 10,281 9423 10,599 10,641 10,717
15-24 years 5327 5630 6474 6555 5267 5765 7062 7071
24-44 years 6237 8630 9962 10,465 5788 8338 9676 10,389
45-64 years 2439 3424 4778 5586 2192 3122 4156 4652
65 years & over 769 949 1223 1915 635 668 912 1454

All ages 23,632 28,383 32,651 34,802 23,305 28,492 32,447 34,283

MalesFemales
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Figure 6 Historical and projected proportion of Indigenous persons, by sex and working and non-
working age group, Northern Territory 

Source: see Appendix Table A1 and Box 6

Figure 7 Historical and projected proportion of non-Indigenous persons, by sex and working and 
non-working age group, Northern Territory
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2.4 Cultural diversity
Cultural diversity is largely determined by the range of countries of birth and their respective 

proportions in the population,12 although for the NT with its many different social, cultural and 

linguistic characteristics cultural diversity is also greatly influenced by the large proportion of 

locally born Australians: the Indigenous population. Cultural differences, particularly proficiency 

in English, can create barriers to accessing appropriate health services and information. These 

may be exacerbated by gender roles or expectations within different cultural groups.

Language spoken at home
In 2001, 24% of NT women spoke a language other than English at home, much higher than the 

proportion of women in Australia (15%).  About 30% of Indigenous people (32% of women and 

31% of men) reported that at home they spoke English only, compared to close to 90% of non-

Indigenous people (87% of women and 88% of men) (Table 5). 
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Table 5 Language spoken at home, by Indigenous status and sex, Northern Territory and 
Australia, 2001

Notes:
a Includes ‘Inadequately described’ and ‘non-verbal so described’.
b For Indigenous people it includes cases where both language spoken at home and proficiency in English were not stated.
c Excludes ‘Overseas visitors’  (defined as any person who states they will be in Australia for less than 12 months) in Census 2001
d Also includes persons who did not state their indigenous status.
Source: Census 2001 ‘Basic Community Profile’  (Cat. No. 2001.0) and ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Box 4 Women born in non-English speaking countries

The Australian Government report Women in Australia 2004, 13 indicated that women born in 

non-Main English Speaking Countries (non-MESC)* had lower workforce participation rates 

than the total Australian female population (44% compared to 55%), and lower rates than 

men born in non-MESC countries (63%).

Women born in non-MESC countries who worked full time earned slightly less per week than 

full-time employed women in the total Australian population. In contrast, non-MESC women 

who worked part-time earned somewhat more per week than all women employed in part-

time work. Non-MESC women earned less than non-MESC men and the total population of 

Australian men. A higher proportion of non-MESC women relied on a government pension 

or allowance as their main form of income (44% versus 36% for all Australian women). Non-

MESC women had similar rates of educational attainment to the total Australian female 

population. 

*Non-Main English Speaking Countries (non-MESC) include all countries other than the United Kingdom, Ireland, 
Canada, South Africa, the United States, New Zealand and Australia.

English proficiency
Information about proficiency in English is available for the Indigenous population only. Around 

61% of Indigenous women in the NT spoke an Aboriginal or Torres Strait Islander language at 

home, a much larger proportion than in the rest of Australia (12%) (Table 6). While 43% reported 

that they also spoke English ‘well’ or ‘very well’, a significant proportion (13%) reported that 

they did not speak English well and four percent not at all, which has serious implications for 

information provision and service delivery. Speaking Indigenous languages were much more 

likely to be reported by people living in geographically remote areas. People aged 55 years and 

over were more likely to report difficulty with spoken English.12 

Females Males Females Males Females Males Females Males

English only 32% 31% 87% 88% 68% 70% 80% 80%

Other language: 62% 61% 24% 21% 15% 15%

        Indigenous 61% 60% <1% <1% 16% 15% <1% <1%

        Other a 1% 1% 8% 7% 15% 15%

Not stated b 6% 8% 7% 9% 5% 5%

Total persons c 25,563 25,222 65,710 74,129 96,546 106,183

Indigenous non-Indigenous Total d Australia
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Table 6 Language spoken and proficiency in spoken English amongst Indigenous people, 
by sex, Northern Territory and Australia, 2001

Notes:
a Includes cases where language spoken at home was stated but proficiency in English was not stated.
b Includes ‘Non-verbal so described’ and ‘Inadequately described’.
c Includes cases where both language spoken at home and proficiency in English were not stated.
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Country of birth
In 2001, 14% (29,354) of people in the NT were born overseas (14,206 women and 15,148 men) 

(Table 7). The majority of NT residents born overseas were from the UK or New Zealand. Of those 

born in a non-MESC, the majority came from the Philippines, Indonesia, Germany and Greece.

Country of birth gives another indicator of cultural diversity, although this does not capture 

Australian-born children and grandchildren of immigrants who often identify with the cultural 

background of their parents.14 People born overseas, in particular women, may face different 

barriers to accessing health services because of language, not understanding the Australian 

health system or cultural practices, and may require different services and support systems to 

Australian-born people. 

For a range of reasons, one of them being the immigration screening process, the health of the 

average newly arrived immigrant is often better than that of the general population. However, 

ten years after arrival, their health, including mental health, has often deteriorated to below the 

level of the general population. Some of this has to do with the stresses of grief, the migration 

processes, adapting to a new country, isolation, not being able to let relatives come to Australia 

for re-unification, not knowing how to access services and what is available, and the lack of 

culturally appropriate health services and education, particularly around preventive health, 

diet, exercise and general wellbeing.14 

Females Males Females Males

Speaks English only 32% 31% 81% 79%

Speaks Australian Aboriginal or Torres Strait Islander language 61% 60% 12% 12%

      and Speaks English:

           Very well or Well 43% 41% 9% 9%

           Not well 13% 13% 2% 2%

           Not at all 4% 4% 1% 1%

           Not stated a 2% 2% <1% <1%

Speaks other language b 1% 1% 2% 3%

Not stated c 6% 8% 5% 7%

Total Indigenous persons 25,563 25,222

Northern Territory Australia
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Table 7 Country of birth, by sex, Northern Territory and Australia, 2001

Notes:
a  Includes ‘England’, ‘Scotland’, ‘Wales’, ‘Northern Ireland’, ‘Channel Islands’, ‘Isle of Man’, and ‘United Kingdom, not 
further defined’.
b  Includes ‘Inadequately described’, ‘At sea’ and ‘Not elsewhere classified’.
c Excludes ‘Overseas visitors’  (defined as any person who states they will be in Australia for less than 12 months) in Census 2001. 
Source: Census 2001 ‘Basic Community Profile’ (Cat. No. 2001.0), ABS

Religion
In 2001, 74% (18,824) of Indigenous women and 70% (17,553) of Indigenous men identified 

themselves as Christian compared to 66% (43,054) of non-Indigenous women and 61% (45,150) 

of non-Indigenous men. Over one third of people either had no religion or did not state their 

religion (Table 8).

Table 8 Religious affiliations, by Indigenous status and sex, Northern Territory and Australia, 2001

Notes:
Data for NT non-Indigenous were calculated by subtracting the NT Indigenous from the all NT.
a Includes ‘Buddhism’, ‘Hinduism’, ‘Islam’, ‘Judaism’, ‘Other Religions’ and ‘Inadequately described’ (i.e. not further defined’).
b Includes ‘No religion not further defined’, ‘Agnosticism’, ‘Atheism’, ‘Humanism’ and ‘Rationalism’. 
c Excludes ‘Overseas visitors’  (defined as any person who states they will be in Australia for less than 12 months) in Census 2001.
Source: Census 2001 ‘Basic Community Profile’  (Cat. No. 2001.0) and ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Females Males Females Males

Born in Australia 78% 78% 73% 72%

Born overseas: 15% 14% 22% 22%

    Top 10 places in NT:

        United Kingdom a 4% 4% 5% 6%

        New Zealand 2% 2% 2% 2%

        Philippines 1% <1% 1% <1%

        United States of America 1% 1% <1% <1%

        Germany <1% 1% 1% 1%

        Greece <1% 1% 1% 1%

        Indonesia <1% <1% <1% <1%

        Netherlands <1% <1% <1% <1%

        Malaysia <1% <1% <1% <1%

    Elsewhere overseas b 5% 5% 11% 11%

Not stated 7% 8% 5% 6%

Total persons c 96,546 106,183

Northern Territory Australia

Females Males Females Males Females Males

Christianity 74% 70% 64% 59% 70% 66%

Australian Aboriginal Traditional Religions 5% 5% 1% 1% <1% <1%

Other religions b 1% 1% 4% 5% 6% 7%

No religion c 9% 10% 17% 20% 14% 17%

Not stated 12% 14% 13% 15% 9% 10%

Total persons d 25,564 25,224 96,546 106,183

AustraliaNT Indigenous All NT
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2.5 Population mobility 
In 2003 the estimated resident population of the NT decreased by 121 people. A total of 2943 

people were gained through natural increase and a further 325 through net overseas migration, 

while 3389 people were lost through interstate migration.

Interstate migration
During the 2002/2003 financial year period, NT residents departing interstate moved mainly to 

Queensland (35%), and South Australia (17%). Interstate arrivals came mainly from Queensland 

(29%), New South Wales (17%) and South Australia (17%).15 Males were more mobile than women 

with 7629 men moving to the NT from interstate compared to 7128 women and 9408 men leaving 

the NT to move interstate compared to 8738 women (Table 9).

Table 9 Migration, by sex, Northern Territory, 2002/2003 financial year

Notes:
a Based on stated intention on arrival and departure.
b The figure has been adjusted for changes in traveller intention and multiple mover error. 
Source: ‘Demography, NT 2003’ (Cat. No. 3311.7.55.001) & ‘Australian Demographic Statistics 2004’ (Cat. No.3101.0), ABS

Overseas migration
During the 2003/2004 financial year period, a total of 596 people from overseas settled in the 

NT. The top five countries of birth for settler arrivals were the United Kingdom (90 people), New 

Zealand (66 people), the Philippines (53 people), Sudan (52 people) and Indonesia (33). There 

were more female settler arrivals (57%) than men (44%). The distribution of women and men 

across most source countries was relatively even, except for Thailand (25 women and three 

men), Indonesia (22 women and 11 men) and the Philippines (31 women and 22 men).15 Women 

from these three countries are less likely to have family support. 

Refugees 
There are four different migration streams for overseas settlers to the NT: Family Stream, Skill 

Stream, Humanitarian Program and New Zealand migrants. During the 2003/2004 financial year 

period, the NT received 107 Humanitarian Program settler arrivals (29% of total settler arrivals). Of 

these, 67 people (63%) were accepted as refugees and 40 people (37%) were accepted under 

the Special Humanitarian Program. Women represented 47% of Humanitarian Program settler 

arrivals.15 A further 205 refugees are expected to arrive in the NT during the next financial year 

period, 2004/2005.

Females Males Persons

Overseas migration

Permanent and long-term movement a

      Arrivals - - 2564

      Departures - - 2130

      Net overseas migration b - - 325

Interstate migration

      Arrivals 7128 7629 14,757

      Departures 8738 9408 18,146

      Net interstate migration -1610 -1779 -3389
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The Refugee and Special Humanitarian Program represent two different visa categories, and 

are eligible for different levels of services. A refugee visa represents the highest level of need. In 

this case, a medical examination prior to entering Australia and an airfare are arranged by the 

Department of Immigration and Multicultural and Indigenous Affairs (DIMIA). Refugees are also 

eligible for a broad range of settlement services on arrival in Australia. A special humanitarian 

visa is granted to people who have been proposed by people already in Australia, for example 

extended family members. In this case, the proposer is responsible for the cost of the airfare. 

These people are eligible for a restricted range of settlement services. 

Box 5 Refugee women in the Northern Territory

Nearly half (47%) of refugees arriving in the NT are women. Counselling services are 

available to refugees many of whom have experienced significant trauma including being 

exposed to violence and war, torture, loss of family members or loved ones and rape. Many 

women who arrive in the NT, particularly those from Africa (which represent 100% of Darwin’s 

refugee intake), have experienced years of malnutrition and lack of access to clean water. 

The average length of stay in a refugee camp prior to coming to Australia, is 10 years. 

Malaria, schistosomiasis, hepatitis B and other infectious diseases, as well as iron deficiency 

anaemia, are common. 

It is not unusual for refugee women to have had 8–10 pregnancies, although these will not 

have all resulted in live-births. Many have never had antenatal care, and have continued 

doing physical work such as carrying water and firewood over great distances while 

pregnant. 

Many women have been victims of rape. Those who do not have a male protector such as 

a husband or brother, are particularly vulnerable in many refugee camps. Women not only 

suffer from the psychological consequences of rape but HIV infection rates are high and 

sexually transmissible infections are common. People who screen positive for HIV fail their 

medical examination and are not eligible for an Australian visa. Female genital mutilation is 

practised in some of the countries from which NT refugee women arrive. 

Some of the challenges faced by newly arrived refugees encountering the health system 

include: limited English proficiency, lack of familiarity with our complex health system, 

feelings of confusion or intimidation, differing attitudes towards health, differing concepts 

of health and sometimes a lack of translation from one language to another, for example, 

there is no word for diabetes in Sudanese languages.16

Settlement services for refugees in the Northern Territory
At the present time, all refugee arrivals to the NT settle in Darwin. Melaleuca Refugee 

Centre is a community organisation funded to provide integrated humanitarian settlement 

services. Melaleuca assists refugees by providing two broad programs of settlement services: 

the settlement program and the early health assessment and intervention program. The 

settlement program begins before the refugee family arrives in the NT. Suitable housing and 

furniture is procured for the family so that the house is ready to live in when the family arrives. 

Schools, Centrelink, Medicare, and the Health Department are all informed about the arrival 

of the family and on the day of arrival, culturally appropriate food is provided for the family to 

get them started.
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Soon after their arrival, the family is provided with assistance with things such as bank accounts, 

a tax file number, a lease, Medicare and Centrelink. A support group of volunteers provide social 

support for the family as a loss of cultural and social networks on arrival in the NT adds to the 

difficulty faced by many refugees. 

The early health assessment and intervention program involves malaria screening for the whole 

family at Royal Darwin Hospital. Following that, a range of other health checks is performed 

through a general practitioner.

2.6 Appendix
Table A1 Estimated resident population, by Indigenous status, sex and age group, Northern 
Territory, 2004

Age group Females Males Females Males Females Males

0-4 3362 3512 5208 5526 8570 9038

5-9 3162 3501 4829 5148 7991 8649

10-14 3118 3451 4736 5007 7854 8458

15-19 2886 3000 4093 4673 6979 7673

20-24 2537 2821 4717 5800 7254 8621

25-29 2373 2432 5731 6220 8104 8652

30-34 2353 2255 6736 7046 9089 9301

35-39 1971 1853 5962 6884 7933 8737

40-44 1632 1616 5920 7034 7552 8650

45-49 1304 1190 5385 5944 6689 7134

50-54 1002 900 4786 5852 5788 6752

55-59 788 699 3390 4547 4178 5246

60-64 693 548 1964 3011 2657 3559

65-69 448 332 1085 1718 1533 2050

70-74 260 181 750 1027 1010 1208

75-79 175 124 542 689 717 813

80-84 121 111 355 260 476 371

85+ 106 69 260 192 366 261

All ages 28,291 28,595 66,449 76,578 94,740 105,173

Indigenous non-Indigenous Total

Source: ‘NT Resident Population Estimates by Age, Sex, Indigenous Status and Health Districts (1971–2005)’, NT Government: 
http://internal.health.nt.gov.au/healthplan/epi/epi.htm

Box 6 Methodology for calculating population projections

Population projections for the whole NT for 2002 to 2022 by Statistic Local Area (SLA) are 

prepared by the ABS according to assumptions agreed to by the NT DHCS Health Gains 

Planning Branch. The projections for the Indigenous population are an in-house project of 

the Health Gains Planning Branch, which up to 2009 is consistent with ABS Experimental 

Estimates and Projections, Aboriginal and Torres Strait Islander Population Projection 2001 to 

2009 (Cat. No. 3238.0.55.002). The projection for the Indigenous population beyond 2009 is 

calculated on the basis of the projection for the whole NT by applying the same proportions 

of Indigenous in 2009 for each sex and five-year age group at SLA level. From this non-

Indigenous population projection is also derived. 
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3 Social Environment
3.1 Northern Territory women at a glance
In the Northern Territory:

• Women working full-time earned 85% or less of male full-time earnings.

• Women were more likely than men to have completed Year 12 but were less likely to have 
obtained a post-school qualification.

• Women were over-represented in clerical, sales and service occupations and under-
represented as tradespersons and related workers. Six percent of women in the workforce 
were managers and administrators compared to 10% of men in the workforce.

• Fifteen percent of women did not have access to a motor vehicle to drive and 3% had 
difficultly getting to the places they needed to go.

• Lone mothers with dependent children were less likely to work than mothers in couple 
families and were more likely to rely on government pensions and allowances as their main 
source of income. 

• Four out of five callers to Parentline (80%) were women. Women were more likely than men 
to seek help about a child’s mental or emotional health or infant development, whereas 
men were more likely than women to seek help about their parent to parent relationships, 
contact and access issues or family law concerns. Both women and men sought help about 
challenging behaviour or discipline. 

• Women were less likely than men to feel safe in their home alone after dark.

• Women represented a large proportion of all crime victims but only a small proportion of 
perpetrators.

• Substantially more women than men were the victims of sexual assault (95%).  

• Domestic and family violence disproportionately affected women; women made up less 
than half (45%) of non-domestic violence related assault victims but represented 88% of 
domestic violence related assault victims. 

3.2 Socioeconomic indicators
The health and wellbeing of women is related to the social context in which they live. The strong 

association between health and socioeconomic factors is well documented.17 Socioeconomic 

factors that influence health include income, occupation, education and training and access 

to employment, housing and transport. 

In the Northern Territory (NT), as elsewhere, people with lower socioeconomic status bear a 

higher burden of disease than those with higher socioeconomic status. Social and economic 

disadvantage (for example poor education, unemployment and few assets) tend to occur 

together and magnify the negative effects on health.2 By almost all socioeconomic indicators, 

Indigenous people are the most disadvantaged group in Australia. Indigenous people 

experience much higher unemployment rates, lower average incomes, lower participation 

and achievement in education and training, much higher rates of incarceration, and poorer 

health and housing situations than non-Indigenous people.18 The following sections describe the 

socioeconomic indicators of income, education, employment, housing and transport in their 

own right and comment on their relationships with health. 
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Income 
Poverty is one of the most reliable predictors of poor health.19 Poverty is associated with adverse 

lifestyle factors including poorer nutrition, higher rates of smoking, obesity and physical inactivity.3 

Higher household income is associated with greater attendance at cultural and leisure venues 

and higher rates of participation in sport and physical recreation activities.20

In 2001 only 12% of Indigenous women and 11% of Indigenous men earned more than $400 per 

week compared to 41% of all NT women and 54% of all NT men. Seventeen percent of men in 

the NT earned more than $1000 per week compared to 7% of all NT women, 2% of Indigenous 

men and 1% of Indigenous women (Figure 8). 

Figure 8 Weekly income, by sex and Indigenous status, Northern Territory and Australia, 2001
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Note: Data includes 15 years and over only. Not showing income ‘not stated’ category.
Source: see Appendix Table A2 

NT women in full-time adult managerial or non-managerial occupations earned 83% and 85% 

of men’s earnings respectively. Women in full-time junior non-managerial positions earned 67% 

of men’s earnings. However, women in part-time employment earned 6% more than their male 

counterparts (Figure 9).
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Figure 9 Average weekly total earnings of employees, by sex and employment category, 
Northern Territory, 2002
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managerial adult
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Full-time employment:
non-managerial junior

Part-time employment

Average weekly total earning ($)

Females

Males

Notes:
Managerial employees are employees who are in charge of a significant number of employees and/or have strategic 
responsibilities in the conduct or operations of the organisation and usually do not receive payment for overtime. Includes 
professionally qualified staff who primarily perform managerial tasks in conjunction with utilising their professional skills. 
Working proprietors and working directors of their own incorporated businesses are regarded as managerial employees.
Non-managerial employees are employees who are not managerial employees as defined above, including non-
managerial professionals and some employees with supervisory responsibilities.
Adult employees are employees who are 21 years of age or over, and employees under 21 who are paid at the full adult 
rate for their occupation.
Junior employees are employees who are under 21 years of age and are not paid at the adult rate for their occupation.
Source: see Appendix Table A3

Education
Education directly influences health status by improving employment and earning opportunities. 

Educational attainment has been linked to both health behaviours and health care utilisation.3 

Education influences health behaviour by contributing to the development of the skills necessary 

for the adoption of healthy behaviours and for parents, particularly mothers, to promote healthy 

behaviours in their children.21 Lower levels of education have been linked with increased levels 

of obesity and increased use of physician services.3

By 2001 almost all non-Indigenous people aged 15 years and over had received some 

school education. In contrast, 9% of Indigenous women and 8% of Indigenous men aged 15 

years and over never attended school. It should be noted that these figures reflect rates of 

school attendance for adults in the NT aged 15 years and over and do not reflect the current 

attendance rates for young people. The proportion of Indigenous adults who have never 

attended school has fallen significantly over past decades (Figure 10).

Only 7% of Indigenous women aged 15 years and over and 7% of Indigenous men in the NT 

had completed Year 12 or equivalent. In comparison 44% of non-Indigenous women aged 

15 years and over and 39% of non-Indigenous men had reached this level of education. 

While Indigenous men and women attained similar levels of education, in the non-Indigenous 

population, 5% more women than men completed Year 12 or equivalent and 11% more men 

than women achieved a post-school qualification. Post-school qualifications include Certificate, 

Diploma, Advanced Diploma, Graduate Certificate, Graduate Diploma, Bachelor Degree, and 

Postgraduate Degree (Figure 10).

Non-Indigenous women in the NT aged 15 years and over were 5.3 times more likely to have 

obtained a post-school qualification than Indigenous women and non-Indigenous men aged 15 

years and over were eight times more likely to have obtained a post-school qualification than 

Indigenous men (Figure 10).
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Figure 10 School education and post-school qualification, by sex and Indigenous status, 
Northern Territory and Australia, 2001
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Source: see Appendix Table A4  

Box 7 Educational experiences of Indigenous people

The educational experience of Indigenous people is subject to a number of influences 

including the relevance of mainstream Australian education in Aboriginal life and the 

practical realities of access to schooling in extremely isolated areas.22 

The Western Australian Aboriginal Child Health Survey found that formal education, 

while highly valued in mainstream Australian culture, is only one aspect of learning for 

Aboriginal people. Carers of young Aboriginal people acknowledged the importance 

of formal education for themselves and their children. They also acknowledged that 

culturally transmitted knowledge about Aboriginal history, land, culture, and spirituality, 

along with skills in traditional ways of living and bushcraft all constitute a vital part of 

Aboriginal life and learning.22 

Box 8 Education in regional and remote Australia

According to the Australian Bureau of Statistics (ABS) report Australian Social Trends 2003, 

retention rates for secondary school students, particularly girls, are increasing. However, 

retention rates are influenced by geography. Students in remote and regional areas are 

more likely than those in cities to face problems of access and limited choice as they aim 

to complete their education. Residents of regional and remote Australia have consistently 

had lower rates of attendance in the non-compulsory school years (11 and 12) and at non-

school education institutions than city residents.23  
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Employment
Participation in the labour force is, for most individuals and families, the main way of providing 

for their living expenses. Work can also provide people with a way of being involved with their 

community: an important facet of personal wellbeing. Employment has been demonstrated to 

have an effect on both physical and mental health with the unemployed consistently having 

worse health outcomes than those who are employed.24 Women show less reliance on paid 

employment as a source of personal support and friendship than men, however, both women 

and men face a greater risk of social and emotional isolation if they lose their job.25

A person is defined as ‘in the labour force’ if they are aged 15 years or over and either 

‘employed’ or ‘unemployed but looking for employment’. Some people are not actively 

engaged in the labour force for a variety of reasons, including participating in school, suffering 

illness, having caring responsibilities and/or having a lack of labour market opportunities in their 

area. The proportion of the population which is not participating in the labour force provides an 

indicator, beyond the proportion of unemployed persons, of the potential additional workforce 

in the population.18 In 2001 in the NT, only 31% of Indigenous women and 41% of Indigenous 

men were in the labour force compared with 70% of non-Indigenous women and 79% of non-

Indigenous men (Figure 11). 

Figure 11 Labour force status, by sex and Indigenous status, Northern Territory and Australia, 2001
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Source: see Appendix Table A5 

According to the Australian Bureau of Statistics (ABS) report Labour Force Status of Aboriginal 

and Torres Strait Islander Peoples, for the Indigenous population, the labour force participation 

rate tended to decline with increasing geographic remoteness.18 Of those in the labour force, 

12% of Indigenous women and 14% of Indigenous men were unemployed compared with 4% of 

non-Indigenous women and 5% of non-Indigenous men (Table 10).
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Table 10 Employment status of the labour force, by sex and Indigenous status, Northern Territory 
and Australia, 2001

Note: Data includes 15 years and over only.     a Community Development Employment Program. 
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

The Community Development Employment Project (CDEP) is federally funded, and principally 

operates in rural and particularly remote regions of the NT. The CDEP scheme enables members 

of Indigenous communities to work and train in activities managed by local Indigenous 

community organisations, where the local labour market might not otherwise offer employment 

opportunities. The CDEP scheme is a significant feature of labour force participation by 

Indigenous people with weekly hours similar to that worked by people on the Work for the Dole 

Scheme, and remuneration roughly equivalent to Newstart Allowance. 

A smaller proportion of Indigenous women than Indigenous men were employed under the 

CDEP and a greater proportion of Indigenous women than Indigenous men were employed in 

the general work sector. Where there are non-Indigenous people living in remote communities 

some may be employed under the CDEP however, this represented a very small proportion of 

the non-Indigenous labour force (<1%).18  

Box 9 Employment in the Community Development Employment Project

According to the ABS, Indigenous people identified as CDEP participants had a different work 

profile to that of all Indigenous people employed in Australia. CDEP participants were:

• twice as likely to report part-time hours (74% compared with 38%);

• more likely to report working in a low skill occupation (79% compared with 60%);

• one-third as likely to report a non-school qualification (9% compared with 29%).18

Although an increasing proportion of women are in the paid work force, gender separation by 

occupation still typifies much of the labour force.13 Women in the NT were over-represented in 

clerical, sales and service occupations and under represented as tradespeople and related 

workers. Six percent of women in the workforce were managers and administrators compared 

to 10% of men in the workforce (Table 11).

Thirty seven percent of Indigenous women in the workforce and 45% of non-Indigenous women 

were employed in clerical, sales and service occupations. In contrast the leading occupational 

groups for Indigenous men were labourers and related workers (44%) and for non-Indigenous 

men the leading occupational groups were tradespeople and related workers (23%).

A substantially higher proportion of Indigenous women in the workforce were employed as 

labourers and related workers (25%) compared to non-Indigenous women (6%) and Australian 

women (7%). This is consistent with the nature of employment under the CDEP and the high 

proportion of Indigenous women that are CDEP participants (Box 9). 

Females Males Females Males Females Males Females Males
Employed persons

     Employed: CDEP a 38% 49% <1% <1% 5% 6% <1% <1%
    Employed: Others 50% 37% 95% 94% 89% 87% 93% 92%
Unemployed 12% 14% 4% 5% 5% 6% 7% 8%

Total labour force 5291 6478 36,259 47,333 41,840 54,308

NT Indigenous NT non-Indigenous All NT Australia
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Table 11 Occupation of employed persons, by sex and Indigenous status, Northern Territory 
and Australia, 2001

Note: Data includes 15 years and over only. 
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Box 10 The relationship between education, training and employment 

The probability of entering the workforce greatly increases with increased level of education 

and training. Education and training have a greater effect on the employment prospects 

of Indigenous people than non-Indigenous people.26 Training is also particularly relevant 

to mature age people and women with children who are returning to the workforce after 

a period of absence. Access to accredited training such as apprenticeships, traineeships 

and certificates as well as less formal training that develops relevant skills and knowledge, 

enables people trying to re-enter the workforce to meet the demands of employers and 

participate effectively in the labour market. 

Learning not only improves an individual’s skills and knowledge but also allows them to 

better participate and contribute to the community.  Education and training helps to 

develop an individual’s ability to realise their full potential and make positive choices that 

will enhance their wellbeing.26

Females Males Females Males Females Males Females Males

Occupation:

Managers and 
Administrators

3% 3% 6% 11% 6% 10% 6% 12%

Professionals 15% 7% 23% 15% 22% 14% 21% 16%

Associate
Professionals

10% 7% 15% 15% 14% 14% 11% 12%

Tradespersons and 
Related Workers

2% 8% 3% 23% 3% 22% 3% 20%

Advanced
Clerical and 
Service Workers

2% <1% 7% 1% 6% 1% 7% 1%

Intermediate
Clerical, Sales and 
Service Workers

26% 7% 25% 9% 25% 9% 26% 9%

Intermediate
Production and 
Transport Workers

2% 11% 2% 12% 2% 12% 2% 13%

Elementary
Clerical, Sales and 
Service Workers

9% 4% 13% 5% 12% 5% 14% 6%

Labourers and 
Related Workers

25% 44% 6% 8% 8% 12% 7% 10%

Inadequately
described

3% 5% 1% 1% 1% 1% 1% 1%

Not stated 4% 5% 1% 1% 1% 1% 1% 1%

 Total employed 
persons

4632 5543 34,666 44,857 39,570 50,863

NT Indigenous NT non-Indigenous AustraliaAll NT
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Housing 

Home ownership
Home ownership is an important indicator of social disadvantage, as it points both to the 

financial capacity of a household and also to the degree of security, privacy and autonomy 

that a household enjoys.27 There was a lower level of home ownership in the Indigenous 

population compared to the general population. In the NT, 45% of households were renting but 

this increased to 72% if the household contained Indigenous people. Similarly, 46% of households 

in the NT either owned or were purchasing their home but this decreased to 14% if the household 

contained Indigenous people (Table 12).

Table 12 Tenure types of occupied private dwellings, by Indigenous status of household, 
Northern Territory and Australia, 2001

Notes: 
a Indigenous households include households where any family in the household is defined as an Indigenous family or a 
lone person household where the lone person is of Aboriginal/Torres Strait Islander origin.
b Include dwellings not containing any Indigenous household or household where the reference person and/or spouse/
partner did not state their Indigenous status.
c Includes dwellings being purchased under a rent/buy scheme.
d Includes dwellings being occupied rent-free and dwellings being occupied under a life tenure scheme.
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Homelessness
Homelessness, also an indicator of poor social cohesion, is caused by a number of things such 

as an inadequate supply of affordable housing, domestic and family violence, relationship or 

family breakdown, substance abuse or discrimination.28 Homelessness can be categorised into 

three main subtypes: primary, secondary and tertiary. Primary homelessness is defined as people 

with no conventional accommodation ie living rough, secondary as people living in temporary 

accommodation ie residing with friends, and tertiary as people living in long-term unleased 

accommodation ie boarding houses. 28

Supported Accommodation Assistance Program

The Supported Accommodation Assistance Program (SAAP) was established in 1985 to 

consolidate a number of Australian, State and Territory Government programs designed to assist 

people who are homeless or at risk of being homeless, including women and children escaping 

family violence.

The overall aim of SAAP is to provide transitional supported accommodation and related support 

services to help homeless people achieve the maximum possible degree of self-reliance and 

independence. Agencies funded under SAAP provide accommodation and support services to 

a range of groups: families, single men, single women, young people, and women and children 

escaping family violence.29

In the NT during the 2003/2004 financial year period, there were more female SAAP clients (62%) 

than male clients (38%). Over 99% of SAAP clients were aged 15 years and above (note that 

NT Dwellings containing NT other All NT Australia

Tenure type Indigenous householdsa dwellingsb dwellings dwellings
Fully owned 4% 20% 17% 42%

Being purchasedc 10% 33% 29% 28%
Being rented 72% 39% 45% 25%

Other tenure typed 5% 5% 5% 2%
Not stated 9% 3% 4% 2%

Total number of dwellings 9741 42,629 52,370
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children accompanied by an adult are not included in the data but children presenting on 

their own are). The average age for female clients was 30 years and for male clients 36 years.29 

Women aged between 20 and 34 years of age represented the largest proportion of SAAP 

clients. Most SAAP clients were born in Australia (92%) (Figure 12).

Indigenous women were over-represented as SAAP clients; Indigenous women represent 12% of 

the NT adult population but account for 45% of SAAP clients (Table 13).

Figure 12 Supported Accommodation Assistance Program clients, by sex and age group, 
Northern Territory, 2003/2004 financial year

Males                                                       Females

8 6 4 2 0 2 4 6 8 10 12

Under 15 years

15–17 years

18–19 years

20–24 years

25–29 years

30–34 years

35–39 years

40–44 years

45–49 years

50–54 years

55–59 years

60–64 years

65 years and over

Age group

Percentage of all clients

Note: Figures have been weighted to adjust for agency non-participation and client non-consent.
Source: see Appendix Table A6

A SAAP support period commences when a client begins to receive support and/or supported 

accommodation from a SAAP agency. Men presenting alone at SAAP agencies accounted for 

the largest proportion of all support periods (34%) followed by women presenting alone (32%) 

and women presenting with children (28%). Men with children accounted for just 0.5% of support 

periods (see Appendix Table A7). 

Table 13 Supported Accommodation Assistance Program clients, by sex and cultural and 
linguistic diversity, Northern Territory, 2003/2004 financial year

Notes: English proficiency groups are based on country of birth. English proficiency group 1 countries include Canada, 
Ireland, New Zealand, South Africa, the United Kingdom, and the United States of America. English proficiency group 2–4 
countries are those not included in English proficiency group 1 excluding Australia. Figures have been weighted to adjust for 
agency non-participation and client non-consent. Number excluded due to errors and omissions (weighted): 43 clients.
Source: ‘Homeless people in SAAP: SAAP National Data Collection annual report 2003–04 Northern Territory supplementary 
tables’ (Cat. No. HOU 121.), AIHW

Female Male All
number

Cultural and linguistic diversity
Indigenous Australians 44.7% 12.6% 1850
Australian-born non-Indigenous people 13.8% 20.8% 1100
People born overseas, English proficiency group 1 1.3% 2.3% 100
People born overseas, English proficiency groups 2–4 2.0% 2.5% 150

All cultural and linguistic diversity 61.8% 38.2%

Total number 1950 1200 3200

SAAP Clients

percentage of all clients
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The main reason clients gave for seeking assistance was domestic violence (35%). Ninety seven 

percent of people seeking assistance for domestic violence were women; 51% were women 

with children and 46% were women alone.  The second most common reason given by clients 

for seeking assistance was ‘usual accommodation unavailable’ (10%). Most people seeking 

assistance for this reason were male (Figure 13).

Figure 13 Supported Accommodation Assistance Program support periods, by main reason for 
seeking SAAP support, Northern Territory, 2003/2004 financial year

0 5 10 15 20 25 30 35

Domestic violence
Usual accommodation unavailable

Recent arrival to area with no means of support
Physical/emotional abuse

Time out from family/other situation
Financial difficulty

Eviction/previous accommodation ended
Other

Relationship/family breakdown
Itinerant

Drug/alcohol/substance abuse
Recently left institution

Interpersonal conflict
Emergency accommodation ended

Psychiatric illness
Sexual abuse

Gambling

Percent

Notes:
A SAAP support period commences when a client begins to receive support and/or supported accommodation from a 
SAAP agency.
Figures have been weighted to adjust for agency non-participation and client non-consent. 
Source: see Appendix Table A8 

Transport
Lack of access to transport due to problems of affordability, safety, availability, convenience, 

and appropriateness of the type of transport available, can act as a barrier to people’s 

participation in the range of social, civic and economic activities of mainstream society.30 

Indigenous Territorians are more likely to have difficulties accessing transport than non-indigenous 

Territorians, as demonstrated in the findings of two surveys conducted in 2002, The National 

Aboriginal and Torres Strait Islander Social Survey and the General Social Survey 2002 (Table 14). 

It should be noted that this table provides data for all Indigenous Territorians aged 15 years and 

over and for all NT people aged 18 years and over. Although the two populations are not directly 

comparable, the distinctions between motor vehicle accessibility are plainly evident.  

In 2002 Indigenous women (72%) were more likely than Indigenous men (64%) to report that 

they could easily get to places where they needed to go; however, they were less likely than 

all women in the NT (87%) to be able to easily get places they needed to go. Indigenous men 

had the greatest difficulty getting to such places (20%) followed by Indigenous women (17%) 

who were both much more likely to experience difficulty than all NT women and men (3% and 

4% respectively).
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Table 14 Transport access, by sex and Indigenous status, Northern Territory, 2002

Notes: 
a For Indigenous: data includes 15 years and over only. 
b For all NT: data includes 18 years and over only. 
c Not showing all data items.
Sources: a National Aboriginal and Torres Strait Islander Social Survey 2002 (Cat. No. 4714.7.55.001), ABS; b General Social 
Survey 2002 - Northern Territory (Cat. No. 4159.7.55.001), ABS

Box 11 The community harmony strategy

Long-standing community concerns about the health and well-being of ‘itinerants’ and the 

anti-social behaviour exhibited by some groups are being addressed by the Community 

Harmony Strategy (CHS). Concerns include health, wellbeing, alcohol usage and social 

behaviour of ‘itinerant’ groups and the effect of these groups’ behaviour on themselves, 

their relatives, acquaintances and visitors to the NT.

The CHS aims to reduce the incidence of anti-social behaviour by ‘itinerants’ by the delivery 

of infrastructure, intervention programs and health services. These programs and services 

respond to the identified needs of ‘itinerant’ groups in order to allow people to return home 

or live more productive lifestyles in town. The focus of the CHS is on outreach, withdrawal 

and rehabilitation services for those affected by substance abuse and mental illness. 

Intervention strategies include proactive and positive approaches where day patrols and 

other service providers are able to reach out and refer, and the promotion of protocols and 

appropriate behaviour for ‘itinerants’ by traditional owners.31

Females Males Females Males

Has access to motor vehicle(s) to drive 48.0% 34.3% 84.8% 90.6%

Difficulty with transportc

Can easily get to the places needed 71.9% 63.6% 86.5% 87.1%

Cannot, or often has difficulty, getting to the places needed 16.7% 19.8% 3.1% 3.5%

All NTbNT Indigenousa

3.3 Families and social support
Social and economic changes in Australia over the last 30 years have contributed to significant 
changes in the nature and composition of families.  Families have been influenced by the 
decline in fertility rates and a preference for smaller families. The increasing number of de facto 
relationships has also changed the nature of couple families. Trends in divorce and remarriage 
have contributed to changing numbers of one-parent, step and blended families. The age 
profile of family types such as couples with children has shifted as young people increasingly 
delay this phase of life. For instance, young adults are remaining in education for longer, gaining 
economic independence later in life and forming long-term relationships at older ages.32 Also, 
trends towards delayed childbearing, increased childlessness and greater longevity have 
contributed to an increase in the number of couple only families.13 

Family and community are important aspects of society. The quality and strength of peoples’ 
relationships and bonds with others - their family, friends and the wider community - are important 
to the level of social cohesion. “A more cohesive society is one in which communities are strong 
and inclusive, and where fewer people fall through the cracks”.33 The pattern of interstate and 
international migration into the NT means many Territorians don’t have extended family networks 
as they might have elsewhere. Family responsibilities may therefore extend beyond the NT itself.



3434 35

3 Social Environment

35

The following sections describe family and social support indicators including marriage, divorce, 
family composition, including Indigenous and one-parent families, caring for children, social 

support and their relationships with health.

Marriage
In the NT in 2002 there were 747 marriages which was a rate of 3.8 marriages per 1000 people 
(compared to 5.4 marriages per 1000 people nationally). Around 81% of couples cohabitated 
prior to marriage compared to 73% nationally. There is an increasing trend towards cohabitation 
prior to entering a registered marriage.34 

The median age at first marriage was 28 years for women and 30 years for men. In the youngest 
age group, 15–24 years, a much larger proportion of Indigenous women were married (29%) 
compared to all women in the NT (16%) and all women in Australia (7%). Marriages in which 
neither party had been previously married comprised 61% of all marriages registered in the NT. 
A further 23% were first marriages for one partner and a remarriage for the other and 16% were 
remarriages for both partners.34 

In Table 15 Indigenous people were counted as ‘married’ if they were ‘married in a registered 
marriage’ or ‘married in a de facto marriage’. For all NT people and all Australian people, 
people were counted as ‘married’ if they were ‘married’ or ‘previously married but separated’ 
but not if they were in a de facto relationship.

Table 15 Marital status as percentage of persons married, by Indigenous status, sex and age 
group, Northern Territory and Australia, 2001

Age group Females Males Females Males Females Males

15-24 years 29% 18% 16% 10% 7% 3%

25-34 years 60% 49% 51% 42% 54% 43%

35-44 years 63% 57% 67% 63% 73% 69%

45-54 years 57% 62% 71% 70% 75% 77%

55-64 years 40% 56% 71% 74% 73% 80%

65 years & over 19% 44% 47% 67% 45% 74%

All aged 15 years and over 47% 42% 53% 50% 54% 56%

Australia bAll NT bNT Indigenous a

Table 15 Notes: 
a For Indigenous, ‘Married’ includes ‘Married in a Registered Marriage’ and ‘Married in a De Facto Marriage’. Categories 
other than ‘Married’ include ‘Not Married’ and ‘Not Applicable’ (including ‘Persons in Non-classifiable households’, 
‘Persons in Non-private dwellings’ and ‘Persons in migratory and off-shore CDs).
b For All NT and Australia, ‘Married’ includes ‘Married’ and ‘Separated’. Categories other than ‘Married’ include 
‘Divorced’, ‘Widowed’ and ‘Never Married’.
Source: Census 2001 ‘Basic Community Profile’ (Cat. No. 2001.0) & ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Box 12 Changing trends in Australian marriage

Twenty years ago only 30% of couples in Australia had lived together prior to marriage and 

the median age at first marriage was 22 years for women and 25 years for men. In 2002, 

73% of couples in Australia had lived together prior to marriage and the median age at first 

marriage was 27 years for women and 29 years for men. In 2002 the NT recorded the highest 

proportion of couples cohabiting prior to marriage (81%) and New South Wales recorded 

the lowest (69%).34 
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Divorce
In the NT in 2001, the divorce rate was 2.3 divorces per 1000 people, less than the national 

average of 2.9 per 1000 people. Marriages which ended in divorce in 2001 lasted for a shorter 

period before separation (7.1 years) than marriages anywhere else in Australia (8.3 years).34 

Box 13 Women and the economics of divorce

A report by the National Centre for Social and Economic Modelling showed that the 

changed lifestyles of separated and divorced women and men have different financial 

consequences. An analysis of couples separated for one year showed the average man’s 

household disposable income decreased by 8% (or $4,100 per annum), while the average 

woman’s household disposable income fell 42% (or $21,400 per annum).35

Divorced women were more likely than divorced men to live with their children with two out 

of three divorced women living in households with children either as a lone parent (42%) 

or as a parent in a new relationship (24%). Divorced lone parents were the most likely to 

struggle in retirement. “On average they had the lowest current income, their wealth was 

too heavily concentrated in the home and they had negligible levels of superannuation 

or other investments. The average lone parent’s superannuation was only one-quarter of 

single person households and one-sixth of couple households”.35

Anne Summers, in her book The End of Equality, describes the economic consequences of 

divorce particularly for older women in Australia. “There has been a great increase in older 

divorced women who have limited means of support. In 2001, the number of divorced 

women aged over 60 out-numbered widows of that age for the first time. Widows are more 

likely to have inherited the family home and their husband’s savings and superannuation; in 

addition, they were able to get the age pension at age 60. The large and growing cohort 

of ageing divorced women now have to wait longer for the pension, the result of the 

government phasing in equal retirement and qualifying ages”.36

Family composition
The structure of a family can influence the level of resources and the available social support 

necessary for healthy family functioning. Some of the social changes that have influenced the 

amount of economic support available to families include increasing labour force participation 

rates of women and increasing joblessness in families.28 

Indigenous families are more likely than other families to be couples with children under 15 

years. They are also more likely to be one-parent families (28%), than all NT families (18%) (Figure 

14). According to 2001 ABS census data, NT Indigenous households contained an average of 

4.6 persons, compared to 2.6 persons in all households.37 Indigenous families were more likely 

to live in households with other families, and Indigenous households were less likely to be one-

person households, likely due in part to a greater extended family network within Indigenous 

communities and in part to a comparatively lesser economic ability to afford a separate 

household.38
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Figure 14 Family type, by Indigenous status of family, Northern Territory and Australia, 2001

Notes: 
Data includes families in occupied private dwellings only. 
An Indigenous family is where either the reference person and/or spouse/partner is of Aboriginal and/or Torres Strait 
Islander origin.
All NT families Includes families where the reference person and/or spouse/partner did not state their Indigenous status.
Couple family without children aged under 15 years: includes ‘couple family without children’ and ‘couple family with 
children but without children under aged 15 years’.
Source: see Appendix Table A9

Box 14 Indigenous families.

The profile of Indigenous families differs from that of other NT families in a number of ways. 

Caution must be exercised when interpreting information about differences between 

Indigenous and non-Indigenous families because of the culturally different meaning 

attached to the concept of the family unit, family relationships and family responsibilities in 

the two populations.21 Aboriginal and Torres Strait Islander people have a complex system 

of family relations, where each person knows their kin and their land. 

“These extended family relationships are the core of Indigenous kinship systems that are 

central to the way culture is passed on and society is organised. Kinship systems define 

where a person fits in to the community, binding people together in relationships of sharing 

and obligation. These systems may vary across communities but they serve similar functions 

across Australia. Kinship defines roles and responsibilities for raising and educating children 

and structures systems of moral and financial support within the community”.39

“All people with the same skin grouping as my mother are my mothers... They have the right, 

the same as my mother, to watch over me, to control what I’m doing, to make sure that I do 

the right thing. It’s an extended family thing... It’s a wonderful secure system”.40
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One-parent families
One of the most significant changes in families in Australia between 1992 and 2002 has been 

the large increase in the number of one-parent families.28 One-parent families often have less 

economic resources and social support in providing for the material and emotional needs of 

children. 

In the NT in 2001 lone parents of dependent children were more likely to be women than men 

(Table 16). Women in couple families were more likely to be employed full-time or part-time than 

women in one-parent families ie women who were lone parents of dependent children. The 

likelihood of women being employed increased as their children aged. 

For instance, 38% of women in couple families, where the youngest child was aged 13-14, were 

employed full-time and 26% were employed part-time. In contrast, only 18% of women in couple 

families where the youngest child was aged less than five years worked full-time. Part-time work 

participation was similar for women in couple families with young children as women in couple 

families with older children (25%) (Figure 15).

Of women who headed one-parent families, 28% were in full-time and 20% were in part-time 

employment by the time the youngest child reached the ages of 13-14. However, of lone 

mothers with a youngest child aged 0–4, only 14% were in full-time and 14% were in part-time 

employment (Figure 15).

Table 16 Dependent children under 15 years of age in one-parent families, by sex and labour 
force status of parent and age of children, Northern Territory, 2001

0-4 years 5-12 years 13-14 years 0-4 years 5-12 years 13-14 years

Children of parents

in the labour force 887 2349 578 155 542 149
    employed 756 2104 529 129 487 131

        working full-timea 368 1046 297 80 324 91

        working part-time 367 980 213 38 144 37

        working time not stated 21 78 19 11 19 3

    unemployed 131 245 49 26 55 18

        looking for full-time work 60 139 28 22 25 14

        looking for part-time work 71 106 21 4 30 4

not in the labour force 1637 2340 462 161 447 111
labour force not stated 64 96 38 14 48 12

Total number of children 2588 4785 1078 330 1037 272

Male one-parent familiesFemale one-parent families

Age of dependent childrenAge of dependent children

Note: a Full-time is defined as having worked 35 hours or more in all jobs during the week prior to Census night.
Source: Census 2001 ‘Expanded Community Profile’ (Cat. No. 2005.0), ABS
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Figure 15 Dependent children aged under 15 years, by family type, child’s age and mother’s 
employment status, Northern Territory, 2001

Note: Mother not working includes mothers unemployed and not in the labour force. 
Source: see Appendix Table A10

Box 15 The economic plight of lone mothers with dependent children

Anne Summers, in her book The End of Equality, describes the economic plight of women who 
are lone parents of dependent children. “More and more women are now reliant on government 
payments as their sole or main source of income. Such women are, by definition, living at the 
economic margin of our society. Sixty five percent of female lone parents with dependent children 
rely on government support payments as their principal source of income. Female one-parent 
families with dependants are growing in number – 549,100 in 2000 compared with 383,500 in June 
1991 – and the proportion relying on government support as their main source of income has also 
increased, from 63.5% in 1990 to 65.5% in 1997-1998. The incomes of these female lone parent 
headed families are declining relative to other families with children. Women with partners in families 
or ‘females in couple families’ are more likely to be in the workforce, albeit in part-time jobs, and 
to earn more than women who are sole parents. In 1996-97 the latter had gross weekly income of 
just $442 per week, whereas couples whose youngest child was under five had a weekly income of 
$986. Where the youngest child was over five, enabling the woman to work longer hours, the family’s 
weekly income shot up to $1135 per week, but in 62% of these families there were two earners”.36
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Caring for Children
Trends in child care arrangements and needs reflect labour market changes and the changes to 

family structure and functioning that have taken place in Australia over the last two decades.32 

Childcare enables parents to participate in employment, education and training, community 

activities and personal activities and may also be used for family support reasons. 

Formal childcare services provide care and developmental activities for children usually 

between the ages of 0–12 years. Informal child care is provided by relatives and friends and 

other individuals such as paid babysitters and nannies (Box 16). Childcare for very young 

children is usually needed throughout the day, while out of school hours childcare for school-

aged children is often required to bridge the gap between formal school hours and parents’ 

working hours.

Box 16 Child care services28

Children’s services are provided using a variety of service delivery types that can be 

grouped into the following categories:

Long day care: Comprises services aimed primarily at 0–5 year olds, provided in a centre 

usually by a mix of qualified and other staff. Centres typically operate for at least eight hours 

per day. 

Family day care: Comprises services provided in the carer’s home. The care is largely aimed 

at 0–5 year olds, but primary school children may also receive care before and after school, 

and during school vacations. 

Occasional care: Comprises services primarily aimed at 0–5 year olds, at a centre on an 

hourly or sessional basis for short periods or at irregular intervals for parents who need time 

to attend appointments, take care of personal matters, undertake casual and part-time 

employment, study or have temporary respite from full-time parenting. 

Outside school hours care: Comprises services provided for school aged children (5–12 

year olds) outside school hours during term and vacations. Care may also be provided on 

student free days and when school finishes early. 

Other services: Comprise government funded services to support children with additional 

needs or in particular situations (including children from an Indigenous or non-English 

speaking background, children with a disability or of parents with a disability, and children 

living in regional and remote areas).

Informal care: Non-regulated child care provided either in the child’s home or elsewhere, 

includes care given by family members (such as the child’s brothers or sisters, grandparents 

or other relatives), friends or neighbours, and paid baby-sitters. 
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Formal childcare
In the NT during the 2003/2004 financial year period, 23% of 0–5 year olds and 14% of 6–12 

year olds were reported as using Australian and NT Government funded childcare services.41 

In contrast the self reported use of formal childcare was higher according to the findings of a 

population based child survey conducted in the NT in 2004 using computer assisted telephone 

interviews (CATI).42 The survey report NT Child Health and Wellbeing: Parent Survey 2004 found 

that 41% of 0–4 year olds, 25% of 5–8 year olds and 8% of 9–12 year olds were cared for in formal 

child care the week prior to the survey. The largest users of formal childcare were children who 

had not started school (Figure 16).42 Indigenous children were significantly under represented in 

this survey and the results reflect non-Indigenous childcare patterns, possibly accounting for the 

difference in reported and self reported usage.

Figure 16 Children in formal childcare, by age group and hours spent in care per week, Northern 
Territory, 2004
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There are limited data on formal childcare usage by NT Indigenous children, as the majority 

of data have been collected from urban areas. The exceptions to this are data on pre-school 

attendance. The proportion of pre-school attendees from Indigenous backgrounds has steadily 

increased since 1999/2000. During the 2003/2004 financial year 43% of pre-school attendees 

were Indigenous children (Figure 17).41

Figure 17 Indigenous children attending preschool, Northern Territory, 1999/2000 to 2003/2004 
financial years
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Informal childcare
In addition to formal childcare services, which are subject to government regulation, there are 

informal arrangements provided either in the child’s home or elsewhere, by family members 

such as the child’s brothers or sisters, grandparents or other relatives, friends, neighbours, and 

paid baby-sitters. 

The NT Child Health and Wellbeing: Parent Survey 2004 found that 36% of children aged 0–12 

had been cared for by someone apart from their parent, primary carer or the parent’s spouse 

or partner in the week before the survey. Grandparents were the most common providers of 

informal childcare for all age groups. Family friends were also heavily relied upon as providers 

of informal childcare and brothers and sisters were increasingly used as carers as the age of the 

child increased (Figure 18).42 

Figure 18 Children in informal childcare, by age group of children and care provider, Northern 
Territory, 2004

Source: see Appendix Table A13

Access to childcare
Some of the important issues related to childcare for parents with dependent children include 

the availability of places in relation to demand, the allocation of scarce places preferentially 

to working parents, the affordability of places, the needs of rural families, childcare places for 

disadvantaged groups of children and quality of care of childcare services. 

Demand for additional formal childcare provides an indicator of children’s services’ ability to 

meet the requirements of families. Demand for additional formal childcare is defined as the 

proportion of children aged under 12 years for whom additional services, over and above 

their usual childcare arrangements, were required in a four-week period. A lower proportion of 

children for whom additional services were required indicates that demand by families is being 

met to a greater extent.41

In the NT in 2002, the majority of children aged under 12 years, did not require any additional 

formal childcare (92%).  However, additional services were required for 8% of children. The 

proportion of children for whom additional formal childcare was required ranged from around 

10% for children aged 0–4 years to around 6% for children aged 5–11 years (Table 17).
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Table 17 Requirement of formal childcare, by age group of children, Northern Territory and 
Australia, 2002

Notes: 
a NT data refers mainly to urban areas only.  
– refers to nil or rounded to zero.
Source: ‘Report on Government Services 2005’, Productivity Commission Canberra

The reasons given for needing additional services were mainly work related (65%). Another 35% 

of people required additional childcare for personal reasons including parent’s respite (Table 

18). The most common reason given for not being able to access additional childcare was lack 

of available places (booked out or no places) (61%), followed by cost too expensive (22%).41 

Table 18 Main reasons for requiring additional formal childcare, Northern Territory and 
Australia, 2002

Note: – refers to nil or rounded to zero.
Source: ‘Report on Government Services 2005’, Productivity Commission Canberra

Australia

Aged 0-4 
years

Aged 5-11 
years

All aged 
under 12 

years

All aged 
under 12 

years
Formal care required by who:
    currently using formal care 3.4% – 1.3% 2.1%
    currently using informal care only 4.6% 1.9% 3.0% 1.6%
    using neither formal nor informal care 2.0% 3.9% 3.0% 1.8%

Children who required (additional) formal care 9.9% 5.9% 7.7% 5.5%

No formal care required by who:

    currently using formal care 42.3% 9.9% 23.7% 23.3%
    currently using informal care only 17.8% 20.8% 19.7% 21.7%
    using neither formal nor informal care 30.0% 63.4% 49.3% 49.4%
Children who did not require (additional) formal care 90.1% 94.1% 92.3% 94.4%

All children 12,700 17,300 30,000

Northern Territory a

Northern Territory Australia
Work-related reasons: 65.2% 48.4%
    Working 56.5% 42.7%
    Looking for work – 3.5%
    Work-related study or training 8.7% 2.2%

Personal reasons: 34.8% 35.8%
    Parents respite 13.0% 15.3%
    Other personal reasons 21.7% 20.5%

Child-related reasons – 13.8%
Other reasons – 2.0%

Total number of children required (additional) formal care 2300 169,400
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Box 17 Working mothers - balancing work and family 

Increasingly, both men and women participate in the paid work force, with the consequence 

that finding time for unpaid work, including parental childcare, is problematic. While 

working parents are obliged to use non-parental childcare, a study by Craig 2005, found 

that parents who use non-parental childcare do not reduce their parental childcare time 

on an hour for hour basis. 

Instead, time for children comes from sacrificing recreation and personal care time (which 

is comprised of activities such as sleeping, eating, drinking, bathing dressing and grooming). 

Women contribute nearly all of the lost time in recreation and while both sexes sacrifice 

personal care time, mothers contribute nearly twice as much as fathers.

The study found that working mothers of young children are the most time-pressured of all 

demographic groups. Working mothers, through flexibly managing their own time, try to 

avoid an unacceptable trade-off between time in paid work and time in care of their own 

children. Since much of the time they preserve for paid work and childcare is found by 

reducing their own time spent on recuperative activities, the findings imply that mothers are 

more willing to contemplate adverse outcomes to themselves than to their employers or to 

their children. The results illustrate how demanding the lived reality of ‘balancing’ work and 

family is upon mothers of young children.43

Child protection 
Across Australia, statutory child welfare authorities are receiving increasing numbers of reports 

regarding children and young people who are believed to have suffered, or are at risk of suffering 

maltreatment.  Often it is a combination of social problems such as isolation, stress, substance 

misuse, family violence, poverty and social disadvantage that increases the likelihood that a 

child may suffer from harm.

Child maltreatment includes sexual abuse, physical abuse, emotional abuse or neglect. Often 

it is a combination of social problems such as isolation, stress, substance misuse, family violence, 

poverty and social disadvantage that increases the likelihood that a child may suffer from harm.

In the NT any person who believes that a child is being or has been abused or neglected is 

required by law to report that belief to the Minister or to the police. Not all reports result in a child 

protection investigation being undertaken. 

The NT Family and Children’s Services program delivers statutory care and protection services to 

children and young people aged 0–17 years inclusive.  Child protection data relating to young 

women aged 15 to 17 years inclusive has been extracted for the purposes of this report. Data 

regarding children aged 0–15 years can be sourced from another NT DHCS report From Infancy 

to Young Adulthood. Child protection notification data should be interpreted with caution, as it 

is considered to be a conservative estimate of the true extent of child maltreatment with many 

cases of child maltreatment not reported to the authorities. 

In the NT during the 2003/2004 financial year period there were 1967 notifications of child abuse, 

65 of which related to women aged 15–17 years (3% of all notifications in the NT during this 

period). Of the 65 notifications, 14 related to reports of emotional abuse (22%), 26 of physical 

abuse (40%), 16 for sexual abuse (25%) and nine for neglect (14%). Twenty-three of the 65 

notifications proceeded to an investigation. During this period 10 investigations relating to all 

young people aged 15–17 years (both men and women) were substantiated.
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At 30 June 2004, a total of 258 children and young people were living in out of home care 

in the NT. Out of home care includes foster care, relative or kinship care, other home based 

care, and residential care. Twenty four (9%) of the 258 children living in out of home care were 

young people aged 15–17 years inclusive, eight of whom were admitted to out of home care 

throughout the 2003/2004 financial year period (five women and three men). At the same time, 

27 young people aged 15–17 years (8%) were on a current care and protection order. Not all 

children and young people on a statutory care and protection order are living in out of home 

care placements, which accounts for the slight variation in the figures above.

Parentline
Parentline is a confidential telephone counselling service providing professional counselling 

and support for parents and care givers. The service is based in Queensland and commenced 

operation in the NT in May 2004. During 2004, Parentline counsellors responded to 12,544 calls 

from parents and care givers in Queensland and the NT.  Nearly half of all callers are from a one-

parent family.

In the NT, during the ten-month period from May 2004 to February 2005 there were 493 attempted 

calls to Parentline, of which more than half (277) were answered. Four out of five of these calls 

were made by women. The age of NT callers ranged from 15 to 65 years with the average age 

being 36 years. 

Location of calls
Sixty two percent of all calls to Parentline in the NT were from Darwin (60%) or Palmerston (2%), with 

the remainder from Alice Springs region (8%), Katherine region (28%) and other NT region (2%).44

Differing concerns between female and male callers 
There were differences in the issues that concerned male and female callers. Women were 

more likely than men to seek help about a child’s mental or emotional health or infant 

development whereas men were more likely than women to seek help about their parent to 

parent relationships, contact and access issues or family law concerns. Both female and male 

callers sought help about challenging behaviour or discipline.44

Social support
Relationships and networks are an essential function of society and are important to individual 

wellbeing. People are linked together through family and friends, and through their relationship 

with the wider community.30 Supportive social networks can act as a buffer against social 

problems. Two indicators of social support have been described by Colman; the degree to 

which people have someone they can confide in and count on, and the strength of community 

networks as measured by the level of voluntary work.3 Of particular importance to women is 

the fact that social supports ‘may help to mitigate and ameliorate other social and economic 

inequities to which women have traditionally been subject’.3
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Box 18 The Australian Bureau of Statistics General Social Survey 2002

The ABS 2002 General Social Survey (GSS) was a multi-dimensional social survey that ranged 

across many aspects of life to enable analysis of the interrelationship of social circumstances 

and outcomes.30 The topics covered in the GSS include demographic characteristics, family 

and community, health, work, income, financial stress, assets and liabilities, housing, crime, 

transport, education, information technology, attendance at selected culture, leisure 

and sport venues and participation in sport or recreational activities. The GSS collected 

information from 15,500 people aged 18 years and over across all states and territories of 

Australia. The results for the NT are available separately, however details of the NT sample 

including sample size are not available.

Family and community support
The ABS 2002 General Social Survey (Box 18) found that most people in the NT (97% of women 

and 95% of men) reported having contact with family or friends with whom they did not live in 

the previous week, either in person or via telephone, mail or e-mail. Most people (95% of women 

and 94% of men) reported they would be able to ask people outside of their household for small 

favours, such as looking after pets, collecting mail, watering gardens, minding a child for a brief 

period, or borrowing equipment and most people (96% of women and 93% of men) said they 

would be able to get support in a time of crisis from people living outside the household.30  

Voluntary work
The ABS 2002 General Social Survey (Box 18) defined voluntary work as the provision of unpaid 

help in the form of time, service or skills through any of the organisations or groups listed in 

Table 19. In the NT, 40% of people aged 18 years and over, had undertaken voluntary work in 

the last 12 months. For both women and men the leading type of voluntary work was sport/

recreation/hobby followed by welfare/community. Proportionately more women than men 

undertook voluntary work in the areas of welfare/community, health, education/training/youth 

development, religion or arts/culture whereas men were more likely to have contributed to 

sport/recreation/hobby, emergency services and business/professional/union (Table 19).

Younger people were more likely to undertake voluntary work in the area of sport/recreation/

hobby whereas older people were more likely to contribute to the area of welfare/community. 

The highest rate of participation in voluntary work was in the 45–54 year age group (48%). People 

aged 65 years and over were more likely to undertake volunteer work than people aged 18–24 

years (32% and 28% respectively).30 
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Table 19 Voluntary work undertaken, by sex, Northern Territory and Australia, 2002

Notes: 
Data includes 18 years and over only. 
a Not all categories are shown for this data item. Each person who had undertaken voluntary work may be involved in 
more than one types of work. 
Source: General Social Survey 2002 - Northern Territory (Cat. No. 4159.7.55.001) and Australia (Cat. No. 4159.0), ABS

Women’s perceived level of control over their lives

Box 19 Women and social support

Women generally have higher levels of social support than men. A study by Flood (2005) 

found that men tend to be lonelier than women from early adulthood right through to old 

age. They are more likely to agree that ‘I often feel very lonely’; ‘people don’t come to visit 

me as often as I’d like’ and ‘I don’t have anyone I can confide in’.25

Lone parents have been found to have significantly lower levels of social support than 

parents in couple families.3 Lone mothers experience markedly lower levels of social support 

than mothers in couple families but are generally better supported than lone fathers. Lone 

fathers with young children experience the lowest levels of support and friendship and were 

found to be the loneliest people in the country. Both lone mothers and lone fathers have 

worse physical, emotional and mental health than their counterparts in couple families.25

Women in couple households with young children report levels of support similar to those 

experienced by women who live by themselves. However, men in most couple households 

experience far higher levels of personal support than men who live alone. The results 

suggest that men rely on their wives or de facto partners for their emotional and social 

needs to a greater extent than women, who draw on wider sources of support. Women are 

less likely than men to nominate their spouse or partner as the person to whom they feel 

closest and women have a greater number of close persons in their primary social networks 

than men.25

Females Males All NT Australia

Persons undertaken voluntary work in last 12 months 40.9% 38.3% 39.5% 34.4%

Type(s) of voluntary work in last 12 months a

    Sport/recreation/hobby 15.6% 19.9% 17.9% 12.1%

    Welfare/community 13.4% 9.3% 11.2% 11.2%

    Health 3.8% 1.3% 2.5% 2.3%

    Emergency services 1.9% 2.7% 2.3% 1.8%

    Education/training/youth development 9.8% 8.3% 9.0% 8.0%

    Religious 6.6% 5.3% 5.9% 7.7%

    Environmental/animal welfare 3.4% 3.3% 3.3% 2.1%

    Business/professional/union 2.6% 5.6% 4.2% 2.1%

    Arts/culture 3.4% 2.4% 2.9% 2.3%

    Other organisation 6.0% 4.2% 5.1% 3.2%

Nil or rounded to zero (including null cells).

Percentage of total persons

NT by sex
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In 2000, The Northern Territory Health and Wellbeing Survey, a computer assisted telephone 

interview (CATI) survey was undertaken on 2352 non-Indigenous Territorians aged 18 years and 

over from metropolitan, rural and remote areas.45 Participants were asked questions about the 

level of control they felt they had over their lives. This included questions about their perceived 

level of control over life in general, their financial situation, their personal life, their job security, 

their work life and their health.

The results indicated that women were more likely to report a lack of control over their financial 

situation than any of the other areas outlined above. Nearly 40% of women reported that they 

felt a lack of control over their financial situation. In contrast, women appeared to perceive the 

greatest amount of control over their personal lives (78%) followed by their life in general (75%) 

and their health (73%) (Table 20).

Table 20 Perceived level of control over lives, by sex, Northern Territory, 2000

Note: * Not showing the ‘not applicable’ category.
Source: CATI Survey 2000, Health Gains Planning Branch, DHCS (unpublished data)

Females Males
Lack of control over life in general

Never/Rarely 74.7% 78.6%
Sometimes 20.5% 15.1%
Often/Always 4.8% 6.3%

Lack of control over financial situation
Never/Rarely 60.7% 66.7%
Sometimes 25.0% 20.3%
Often/Always 14.3% 13.0%

Lack of control over personal life
Never/Rarely 77.9% 80.7%
Sometimes 17.0% 14.8%
Often/Always 5.1% 4.5%

Lack of control over job security*
Never/Rarely 63.1% 66.6%
Sometimes 8.5% 11.6%
Often/Always 3.5% 5.9%

Lack of control over work life*
Never/Rarely 59.0% 62.6%
Sometimes 13.1% 13.4%
Often/Always 3.9% 5.1%

Lack of control over health
Never/Rarely 73.2% 76.9%
Sometimes 17.5% 16.7%
Often/Always 9.3% 6.3%

Total number (weighted) 1079 1273

Used Allied Health Care service during past 12 monthsEstimate Estimate
None 0.7216 0.7611
1 to 5 times 0.1547 0.1588
6 to 10 times 0.0729 0.0376
More than 10 times 0.0508 0.0424
Don't know 0.0000
Total 1.0000 0.9999
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3.4 Crime and safety
Crime has been identified as a determinant of health.3 Crime may signify a temporary or longer 

term collapse of social support, threatening basic physical safety and security and thereby 

undermining health and well being. People who are socially and economically disadvantaged 

are at increased risk of becoming involved with the legal system, either as perpetrators or as 

victims of crime.46

In the NT, women represent a large proportion of all crime victims but only a small proportion of 

perpetrators. Crimes such as family violence affect women disproportionately and have very 

serious adverse impacts on health and well being.24

Feelings of safety
According to the ABS 2002 General Social Survey (Box 18), the feelings people have of safety 

when alone at home often relate to their perceptions of crime levels in their vicinity; previous 

experience as a victim of assault or household break-in; relationships with people living nearby; 

sense of their own strength and capacity to be in control; and their level of trust in their local 

community.30 

In the NT, women were less likely to feel safe in their home alone after dark than men; 70% of 

women and 88% of men felt safe or very safe at home alone after dark. Women (16%) were 

more than three times as likely as men (5%) to feel unsafe or very unsafe. The rest were either 

never at home alone after dark or felt neither safe nor unsafe.30

Victims of crime
In the NT in 2003, proportionately more women than men were the victims of manslaughter, 

assault and sexual assault. Women accounted for 67% of manslaughter victims, 60% of assault 

victims and 95% of sexual assault victims. Women were less likely than men to be victims of robbery 

(32%) and murder (40%) (Figure 19). Reidpath (2004), describes the differences in the types and 

causes of violence that are experienced by women and men; “Men who are physically assaulted 

will generally have been attacked by a stranger, who is almost always male. Women who are 

physically assaulted will generally be attacked by someone known to them”.19

Figure 19 Female victims of recorded crimes, by selected offences, Northern Territory, 2003

0 10 20 30 40 50 60 70 80 90 100

Murder

Manslaughter

Assault

Sexual assault

Robbery

Armed robbery

Unarmed robbery

All offences

Percentage of victims as female

Note: Data includes 15 years and over only.
Source: see Appendix Table A14
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Box 20 Indigenous women and violence

Indigenous women experience violence at far higher rates than non-Indigenous women.47 

• Indigenous women are the victims of homicide at a rate that is 10 times greater than the 

rate for non-Indigenous women; 

• Based on offences reported to police in Western Australia, Indigenous women were 45 

times more likely to experience family violence than non-Indigenous women; 

• 69% of assault cases against Indigenous women were carried out by the spouse or partner.

The rate of violence in Indigenous communities and among Indigenous people is 

disproportionately high in comparison to the rates of similar types of violence in the Australian 

population as a whole.48 The reasons for these higher rates of violence are complex. 

Historical circumstances, the loss of land and traditional culture, the disempowerment of 

traditional elders, breakdown of community kinship systems and Aboriginal law, entrenched 

poverty and racism are clearly factors underlying the use of violence.47

The report Aboriginal and Torres Strait Islander Women’s Task Force on Violence noted 

“many Indigenous people are suffering from post traumatic stress disorder. To survive over 

the years, many Aboriginal people have had to suppress and/or deny their feelings of 

distress and despair. This pain has become internalised within the family, expressing itself in 

destructive behaviours such as family violence, alcohol and drug abuse and suicide. Thus 

this enacting of trauma is seen as a form of coping mechanism”.48

Type of offences
On 30 June 2004, there were 16 female prisoners and 700 male prisoners in the NT. Of the 16 

women imprisoned, the most common offences/charges were acts intended to cause injury 

(31%) and illicit drug offences (31%). The most common offences/charges for male prisoners 

were acts intended to cause injury (34%) and unlawful entry with intent (11%) (Figure 20).

Women in prison
Women represent only a small proportion of the total prisoner population in the NT. On 30 June 

2004, there were 16 female prisoners (2% of the prisoner population) and 700 male prisoners in 

the NT (98% of the prisoner population). Of the 16 women imprisoned, nine were Indigenous 

(56%) and seven were non-Indigenous (44%). Of the 700 men imprisoned, 546 were Indigenous 

(78%) and 154 were non-Indigenous (22%).49 The imprisonment rate for women in the NT was 24 

per 100,000 adult female population and for men was 964 per 100,000 adult male population; 

i.e. men were 40 times more likely than women to be in prison.49

In the NT, the average age of female prisoners in 2004 was 38 years. Female prisoners tend to 

have been imprisoned at an older age than male prisoners (average age of 33 years).
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Figure 20 Percentage distribution of types of offences, by sex of offender, Northern Territory, 2004
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Source: see Appendix Table A15

Prisons for women in the Northern Territory
There are two prisons in the NT, one in Darwin and one in Alice Springs. Darwin Correctional Centre 

has a dedicated female section that accommodates 18 maximum/medium security prisoners in 

one building and 16 low security prisoners in a separate area. Alice Springs Correctional Centre 

does not have a dedicated female accommodation unit. Under normal circumstances any 

female prisoner in custody in Alice Springs for more than two weeks is transferred to Darwin. 

When female prisoners are kept in Alice Springs, suitable accommodation is provided but there 

is limited access to programs and recreation activities.

Female prisoners are managed under the same security and classification guidelines as male 

prisoners. These are outlined in the NT Correctional Services Prisoners Classification and Security 

Assessment Manual. The Commissioner may allow female prisoners to keep their children within 

the Correctional Centre where the occupancy is in the best interests of the child, providing the 

offence for which the woman is being held does not pose a risk to the child and adequate 

facilities are available. Each case is examined on its merits to ensure flexibility.

There are no female specific programs currently being run in the NT.  There is an attempt to 

structure all current programs that address offending behavior to meet the needs of the target 

audience whether it is men, women, Indigenous people or other special groups. However, it 

has been highlighted that there are no programs specifically tailored to meet the requirements 

of Indigenous women, who are recognised as having needs, which differ from those of non-

Indigenous women and Indigenous men. The Aboriginal and Torres Strait Islander Social Justice 

Commissioner argues that Indigenous women are likely to re-offend after a jail term because 
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of the lack of targeted counselling or accommodation services in the NT.50 In addition the 

circumstances in which the offence was originally committed remain unchanged.

Box 21 Health and wellbeing of women prisoners

According to the ABS report Australian Social Trends Women in Prison, women prisoners are 

a high-need group compared with women in the general community. Surveys of women 

prisoners’ health conducted by several state government agencies indicate that mental 

health and substance abuse were prominent problems among women prisoners in New 

South Wales, Queensland and Western Australia. The findings revealed that a significant 

proportion of female prisoners reported that they had been sexually assaulted prior to 

imprisonment and more than half (ranging from 51% to 57%) had been diagnosed with 

a mental health condition, most commonly depression. Between 30% and 40% of women 

prisoners reported that they had attempted suicide at some stage, although most attempts 

had taken place in the community rather than in prison.49

Sexual assault
An incident of sexual assault does not appear in the crime statistics unless it is reported to and 

recorded by the police. The majority of sexual assault incidents are not reported to police 

including sexual assault by intimate partners.51,52 As a result, research into sexual assault using 

police and other official data sources is incomplete and under-representative.

Box 22 Sexual violence in Australia

In 1996, the ABS published the results of The Women’s Safety Survey which was designed to 

provide national estimates on the nature and extent of violence experienced by women. 

Findings from the survey sample were as follows:

• One in five women in Australia had been sexually assaulted or threatened in the past;

• During the 12 months prior to the survey 1.9% of women in Australia had experienced 

sexual violence. This includes sexual assault, involving acts of a sexual nature carried out 

against a woman’s will, and threats of sexual assault which a woman believed were likely 

to be carried out;

• Sexual violence was almost exclusively perpetrated by men (99%); 

• Women were likely to experience sexual violence from someone other than their 

partner;

• Of women who were sexually assaulted in the previous 12-month period, 22% were 

physically injured in the last incident;

• Nine out of ten victims of sexual assault did not report the incident to the police.51
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Box 23 Barriers to reporting incidents of sexual assault

The reasons why victims of sexual assault may not report the incident to police are complex. 

Some of the barriers to the reporting of an incident by a victim include:

• Being blamed or held responsible;

• Being disbelieved;

• Reprisals by the offender;

• Implications for reporting on family members (where offenders are family members);

• Fear of going to court and being cross-examined;

• Concerns about community reaction (particularly in regional areas);

• Concerns about the lack of privacy and confidentiality associated with disclosure of 

sexual assault;

• Absence of culturally sensitive police processes53

Despite the fact that the rate of reported sexual assault is higher for Indigenous women 

than for non-Indigenous women, there is a far greater likelihood of under reporting by 

Indigenous women. The barriers to reporting by Indigenous women include the list above 

as well as the following:

• Shame and fear of experiencing racism;

• Fear of perpetrator, his family and community reaction which is exacerbated by living in 

small closed communities;

• Pay back from relatives;

• Feeling the need to protect the perpetrator because of the high number of Indigenous 

deaths in custody (it has been noted that in some Indigenous communities in Cape York, 

a death in custody could be seen as the sexual assault victim’s fault);

• No official to report the incident to;

• No means of reporting the incident in a remote community without public transport or 

private vehicles;

• Mistrust of authorities;

• Past inaction by authorities;

• Concerns that children will be taken by authorities, community members.48

The NT has the highest recorded rate of sexual assault in Australia. In 2003 there were 246 

female victims of sexual assault aged 15 years and over for every 100,000 women of the same 

age. In contrast the rate among male victims in this age group was much lower at 12 per 

100,000 (Figure 21).

This report focuses on victims of sexual assault aged 15 years and above but it should be noted 

that the highest rate of sexual assault is reported by girls aged less than 15 years.54 The long-term 

effects of sexual violence on girls and young women and the impact upon their health and 

wellbeing as adults is well recognised. Data on sexual assault of young girls is included in another 

NT DHCS report ‘From Infancy to Young Adulthood’.21
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In addition, it should be noted that data on the age of victims does not accurately reflect the age 

at which an incident of sexual assault occurred. Reporting mechanisms only allow for recording 

the age of the victim when the incident was reported. For example, if a woman was assaulted at 

age 15 but reported it at age 25, the age of 25 is recorded in the statistics. In a number of instances, 

the sexual assault may have occurred during the victim’s childhood and it is only reported many 

years later or the sexual assault may have occurred over a number of years.

Figure 21 Rates of recorded sexual assault, by sex of victim, Australia and States/Territories, 2003
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Notes:
Data includes 15 years and over only. Excludes those victims whose ages are unknown.
Rates were calculated from the number of victims (age 15 years and over) of recorded sexual assault in 2003 and 
estimated resident population of the same age group for 2003.
Sources: ‘Recorded Crime - Victims, Australia 2003’ (Cat. No. 4510.0) and ‘Population Estimates by Age and Sex, Australia 
and States 2003’ (Cat. No. 3235.0.55.001), ABS

In the NT in 2003, of all women aged 15 years and above, women aged 15–19 years reported 

the highest number of sexual assaults to police (37%), followed by women aged 20–24 years 

(24%) and women aged 25–34 years (22%) (Figure 22). Women aged 45 years and over reported 

the least number of sexual assault incidents to police. The level of reporting of sexual assault by 

women in this older age group may be influenced by generational effects such as increased 

reluctance to disclose sexual assault, increased acceptance of assault particularly by an 

intimate partner, and a reduced use of support services in this age group.47

Women represent 95% of all victims of sexual assault aged 15 years and over (Figure 19). While 

data by Indigenous status is not published here, the rate of reported sexual assault is higher for 

Indigenous women than for non-Indigenous women.55 The Robertson Report (2000) noted that 

88% of all rapes in Indigenous communities go unreported.56 It would appear therefore that “….the 

documented extent of sexual assault in Indigenous communities is just the tip of the iceberg”.48 

Unpublished data from the Darwin Sexual Assault Referral Centre (SARC) reports that Indigenous 

women are more likely to sustain moderate to severe injuries when sexually assaulted.57 

It is well recognised that the majority of sexual assault incidents are not reported to police and very 

few cases of sexual assault reported to police result in a conviction.58 In the NT in 2003, there were 318 

reports of sexual assault made to police, 153 apprehensions and 36 convictions. These numbers are 

indicative only as apprehensions and convictions made in a particular year may not correlate with 

the year of the reported incident. The issues around convictions for sexual assault are complex and 

relate to the nature of evidence in sexual assault cases, delays in reporting of sexual assault cases, the 

reluctance of victims to participate in cases and general criminal justice systems issues (Box 24). 
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Figure 22 Percentage distribution of female victims of recorded sexual assault, by age of victim 
at the time of reporting, Northern Territory, 2003
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Notes:
Data for victims aged 15 years and over at the time when sexual assaults were reporting to police only. Excludes victims 
whose ages were not recorded.
Data showing in the figure are as: age group (number of victims), percentage of total female victims aged 15 years and over.
Source: ‘Recorded Crime - Victims, Australia 2003’ (Cat. No. 4510.0), ABS

Box 24 Convictions for sexual assault

Lievore (2004) in the report Prosecutorial Decisions in Adult Sexual Assault Cases: An 

Australian Study outlines some of the issues in sexual assault cases. “In the past few decades 

the performance of the criminal justice system in general has come under fire for low 

prosecution and conviction rates in sexual assault cases. These findings are consistent with 

comparative international data, which show a widening gap between numbers of cases 

reported, prosecuted and convicted, lower conviction rates for sexual offences than for 

other violent crimes against women, and relatively high levels of charge negotiations and 

discontinued cases. Low prosecution and conviction rates are at least partially attributable 

to the nature of the evidence, which is often word against word, and to lengthy delays 

in reporting, which complicate investigation and evidence gathering and reduce witness 

credibility due to fading memories”.59

Drug facilitated sexual assault and ‘drink spiking’
Drug facilitated sexual assault is a term used to describe a situation where “a person has sexual 

intercourse with another person or touches that person in a sexual way after administering, 

being a party to the administration or being aware of the administration of a drug or noxious 

substance, including alcohol, to that person thereby interfering with that person’s ability to 

consent”.60 The ingestion of drugs and/or alcohol in this case may be voluntary or involuntary.
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The term ‘drink spiking’ refers to a situation where drugs or alcohol are added to a drink without 

the consent of the person consuming it.61 Where a drink spiking incident is associated with 

sexual assault, this constitutes a drug facilitated sexual assault (since drugs or alcohol were 

administered to the victim prior to the sexual assault) (Figure 23). Drink spiking that does not 

involve sexual assault is still a crime. 

Figure 23 Inter-relationship between drink spiking, sexual assault and drug facilitated sexual assault

Source: Adapted from National project on drink spiking: Investigating the nature and extent of drink spiking in Australia. 
Australian Institute of Criminology. 61

A report by Taylor et al 61 outlines the diffi culty in identifying the nature and extent of drink spiking. 

The report states that: “As the motivations for drink spiking can vary widely, there is no single 

‘typical’ incident of drink spiking. Rather, drink spiking is a complicated phenomenon which 

can occur in a variety of locations, against a variety of victims, with a variety of different spiking 

additives, for a number of different reasons resulting in disparate effects and consequences”.

Drink spiking can occur at either a public venue such as a pub or club or a private venue such 

as a party at someone’s home. The perception of what constitutes a drink spiking incident is 

strongly infl uenced by societal prejudices and stereotypes. For example, the report of a drink 

spiking incident made by a forty year old women who has been at a cocktail bar may be 

treated differently to that of a teenage woman who has been celebrating her eighteenth 

birthday with friends at a nightclub. 

In addition, research into drink spiking using police and other offi cial data suffers from the 

three key obstacles which also hamper sexual assault research, namely: under reporting to 

police, inconsistent recording of information and the diffi culties inherent in verifying a drink 

spiking incident.61

Domestic and family violence
Domestic and family violence are major issues that profoundly affect the social, emotional, 

physical and fi nancial wellbeing of individuals and families and result in signifi cant social and 

economic costs to the community.62 There is overwhelming evidence that women and children 

are the main victims of domestic and family violence.63 Accurate statistics around the incidence 

of domestic and family violence are diffi cult to obtain due to the under reporting of incidents 

to police. Statistics can, at best, be an indication of minimum levels of domestic and family 

violence. Women experiencing domestic and family violence are more likely to deal with the 

issues themselves or talk to family and friends rather than seek outside support due to barriers 

such as fear, isolation, lack of support and shame.47 

Sexual
assault

Drug
facilitated 

sexual 
assult

Drink 
spiking
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According to the report The Cost of Domestic Violence to the Australian Economy, domestic 

violence is defined as follows; “when one partner attempts by physical or psychological means 

to dominate and control the other. The most commonly acknowledged forms of domestic 

violence are: physical and sexual violence; threats and intimidation; emotional and social abuse; 

and financial deprivation. Domestic violence can involve a continuum of controlling behaviour 

and violence, which can occur over a number of years, before and after separation”.63

“Many women experience domestic violence within ongoing relationships which may 

involve economic dependence and emotional connections. Strong community and 

cultural expectations can mitigate against the use of outside help or the woman may fear 

the escalation of violence if she chooses to leave the relationship”. 

Kate Halliday, Senior Policy Solicitor, Department of Justice, Northern Territory Government.

Box 25 The importance of terminology in relation to domestic violence

Tomison (2000) explains that ‘family violence’ is the term adopted in Australian Federal 

Law as the term that best encompasses the various forms of violence that may take place 

between family members and most accurately reflects changing ideas about what ‘family’ 

means in late 20th century Australia. Some Indigenous communities believe the term ‘family 

violence’ most accurately describes “how violence reverberates through the entire family 

or community”. It recognises that family members may perpetrate violence and relies on a 

wide conception of violence. Moreover it is not dependent to the same extent as the term 

‘domestic violence’, on a clear delineation between private and public spheres, which are 

more blurred for Indigenous than for non-Indigenous people.64

In addition, when considering children’s experiences of domestic or family violence, the 

terms ‘exposed to domestic violence’ or ‘living with domestic violence’, are considered 

preferable to ‘witnessed domestic violence’ as ‘witnessing’ implies merely observing 

violence and therefore fails to reflect the realities of living in a violent family such as “being 

hit or threatened while in her/his mother’s arms; being used as a hostage or as a means of 

ensuring a mother’s return to the home; being used as a physical weapon against a parent; 

being forced to watch or participate in assaults; being interrogated or involved in spying on 

their mother and attempts to break down the parent-child bond”.65

The more inclusive term ‘family violence’ encompasses all forms of intra-familial violence, 

including child abuse and neglect. The impact of family violence on girls and young 

women and upon their health and wellbeing as adults is well recognised. However, while 

many girls and young women are directly affected by child abuse and neglect, the focus 

of this report is on women aged 15 years and over. For further data on the abuse and 

neglect of children and young girls please refer to another NT DHCS report From Infancy to 

Young Adulthood.21
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Box 26 The cost of domestic violence in Australia

The report The Cost of Domestic Violence to the Australian Economy found that domestic 

violence cost Australia $8.1 billion during the 2002/2003 financial year period. Nearly half 

of the cost is borne by the victims of violence in the form of pain, suffering and premature 

mortality ($3.5 billion), but the general community also bears a significant cost ($1.2 billion) 

with the rest of the costs borne by perpetrators, employers, friends and family, children and 

State and Federal Governments. 

The report estimated that “in 2002/2003 the total number of Australian victims of domestic 

violence may have been of the order of 408,100, of which 87% were women. It is also 

estimated that there were a similar number of perpetrators of domestic violence, 98% of 

which were male, and that around 263,800 children were living with victims of domestic 

violence and 181,200 children witnessed domestic violence in 2002/2003. These findings 

support the overwhelming international research that women and children are the main 

victims of domestic violence”.63

Between 30 to 40% of all assault offences in the NT are domestic violence related. While there 

was an increase in the number of domestic violence related assault offences in 2003, there was 

a subsequent reduction in 2004. This pattern was consistent across the Central and Darwin Police 

Command Regions and the NT as a whole but was not seen in the Southern Police Command 

Region where the number of domestic violence related assault remained constant between 

2002 and 2003 then increased marginally in 2004 (Figure 24).

Figure 24 Assault offences associated with domestic violence, by Police Command Region, 
Northern Territory, 2002–2004
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In the NT in 2004, women made up less than half (45%) of all non-domestic violence related 

assault victims but represented 88% of domestic violence related assault victims. The vast 

majority of people seeking assistance under the Supported Accommodation Assistance 

Program for domestic violence in 2003/2004 were women (97%). Approximately 58% of women 

seeking assistance because of domestic violence had one or more children accompanying 

them (Appendix Table A8 and Figure 13).29
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Figure 25 Victims of assault offences related to domestic violence, by sex of victim and Police 
Command Region, Northern Territory, 2002–2004

Females                                                                                     Males

18
0 25

3

49
5

92
8

12 39 44 95

34
0

32
9

53
7

12
06

42 84 57

18
324

9

26
5

54
6

10
60

26 44 69

13
9

0

250

500

750

1000

1250

1500

Central
Region

Darwin
Region

Southern
Region

All NT Central
Region

Darwin
Region

Southern
Region

All NT

Number
2002 2003 2004

Note: For information on Police Command Region see Appendix Table A16 
Source: Police, Fire and Emergency Services (unpublished data)

Domestic and family violence restraining orders
A Restraining Order (RO) is an order made by the court to help protect a person from further 

domestic violence by the perpetrator. The time limit of the RO is for a period stipulated by the 

court generally ranging between six to 12 months however, an application to vary the conditions 

or revoke a RO can be brought before the court at anytime. Figure 26 shows that the number 

of ROs filed at the Magistrates Courts have steadily increased during the period 1999–2003. Men 

are much more likely to be the subject of a restraining order than women.

Figure 26 Applications for restraining orders filed at the Magistrates Courts, by sex of subject of 
restraining order, Northern Territory, 1999–2003
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Screening for domestic and family violence 
According to the report Domestic/Family Violence Screening Evaluation, the rate of hospital 

admission for assault in the NT is the highest in the country. Violence, particularly domestic and 

family violence, is the single greatest cause of hospital admissions for injury among Indigenous 

women in the NT. The 1999–2000 Domestic Violence Data Collection, a NT wide collection of 

domestic violence data by the Office of Women’s Policy, reported a total of 8611 incidents of 

domestic violence from 19 agencies (government and non-government) across the NT. The 

report indicated that:

• 92% of victims were female;

• 90% of offenders were male;

• 89% of victims reported experiencing violence previously from the same offender;

• 87% of offenders were affected by alcohol or other drugs at the time of the incident;

• 76% of both victims and offenders were Indigenous Territorians;

• 42% of reported incidents involved children who were exposed to the violence;  

• 7% of victims were pregnant at the time of the domestic violence incident.

The broad aims of domestic violence screening are to identify people subjected to domestic 

violence, raise awareness of domestic violence among health care providers and improve 

their capacity to respond appropriately to victims of domestic violence. In 2004, screening for 

domestic violence commenced at all NT public hospital antenatal departments and is due to 

commence at all NT public hospital emergency departments from 2005. 

“In the NT, as is the case nationally and internationally, there is a high use of health services 

by women experiencing domestic violence, but low identification of domestic violence by 

health workers” 

Jenny Young, Chair, NT Wide Domestic/Family Violence Hospital Screening Implementation 

Taskforce.

The following table describes the results of the screening process as at 10 February 2005. 

Screening commenced at Gove District Hospital in February 2004, at Tennant Creek Hospital 

and Katherine Hospital in March 2004, at Royal Darwin Hospital in May 2004 and at Alice Springs 

Hospital in July 2004.

Table 21 Domestic violence hospital screening, by hospital antenatal department, Northern 
Territory, as at 10 February 2005

Note: The commencing time for the screening project is: Gove District Hospital - February 2004, Tennant Creek Hospital 
and Katherine Hospital - March 2004, Royal Darwin Hospital - May 2004, Alice Springs Hospital - July 2004.
Source: ‘Domestic/Family Violence Screening Pilot Evaluation Report’

Patients
screened

number number
percentage of patients

screened
number

percentage of cases
identified

Hospital

Royal Darwin Hospital 833 146 18% 18 12%

Gove District Hospital 65 6 9% 1 17%

Katherine Hospital 125 16 13% 4 25%

Tennant Creek Hospital 27 10 37% 6 60%

Alice Springs Hospital 185 25 14% 4 16%

Total 1235 203 16% 33 16%

Help sought for domestic violence
cases

Domestic violence cases identified
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Homicide 
The National Homicide Monitoring Program (NHMP) has been collecting Australian homicide data 

for 14 years and demonstrates that the rate of homicide victimisation in the NT has consistently 

been greater than the national average.66 Despite a decline in the rate of homicide in the NT 

from 11.5 per 100,000 population during the 2001/2002 financial year period to 8.6 in 2002/2003, 

it is still much higher (approximately five times) than the national homicide victimisation rate.

In the NT during the 2002/2003 financial year period there were 17 victims of homicide and 16 

offenders. Women represented 59% of victims of homicide and 13% of offenders. Of all female 

victims, 70% were Indigenous and of all female offenders, 100% were Indigenous. 

In 41% of NT homicide incidents the offender and victim were intimate partners. In another 

35% of incidents the offender and victim were family members. The offender and victim were 

intimate partners in all homicide incidents where a woman was the victim.66

Box 27 Domestic homicide in Australia.

The Australian Institute of Criminology study analysing homicides in Australia between 1989 

and 1999 found that:

• Around 20% of all homicides involve intimate partners (approximately 76 homicide 

incidents within Australia each year);

• Over three-quarters (77%) of these intimate partner homicides involved a male offender 

and a female victim;

• In almost half of spousal homicides, there is a clear history of preceding violence;

• Indigenous women are far more likely to be killed by their partner than non-Indigenous 

women. Just under half of all Indigenous homicides occur as a result of a domestic 

altercation; 

• Filipino women living in Australia are almost six times over-represented as victims of 

homicide, compared to other women.67
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3.5 Appendix

Table A2 Weekly income, by sex and Indigenous status, Northern Territory and Australia, 2001

Notes: 
Data includes persons aged 15 years and over only. Not showing all data items.
a Post-school qualification includes: Certificate, Diploma, Advanced Diploma, Graduate Certificate,  Graduate Diploma, 
Bachelor Degree, and Postgraduate Degree. Not including qualifications out of scope of the Australian Standard 
Classification of Education, and ‘Inadequately described’.
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Note:  Data includes persons aged 15 years and over only. Not showing all categories.
Source: Census 2001 ‘Basic Community Profile’ (Cat. No. 2001.0) & ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Table A3 Average weekly total earnings of employees, by sex and employment category, 
Northern Territory and Australia, 2002

Notes:

a Managerial employees are employees who are in charge of a significant number of employees and/or have strategic 
responsibilities in the conduct or operations of the organisation and usually do not receive payment for overtime. Includes 
professionally qualified staff who primarily perform managerial tasks in conjunction with utilising their professional skills. 
Working proprietors and working directors of their own incorporated businesses are regarded as managerial employees.
b Adult employees: Employees who are 21 years of age or over, and employees under 21 who are paid at the full adult 
rate for their occupation.
c Non-managerial employees are employees who are not managerial employees as defined above, including non-
managerial professionals and some employees with supervisory responsibilities.
d Junior employees: Employees who are under 21 years of age and are not paid at the adult rate for their occupation.
e Ratio as percentage of females’ earning over males’ earning.
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS

Table A4 School education and non-school qualification, by sex and Indigenous status, 
Northern Territory and Australia, 2001

Females Males Females Males Females Males
Negative/Nil income 6% 6% 6% 4% 7% 5%
$1-$119 6% 7% 6% 4% 9% 4%
$120-$199 47% 53% 18% 16% 16% 13%
$200-$399 22% 13% 19% 12% 26% 16%
$400-$599 6% 5% 16% 14% 15% 16%
$600-$799 4% 3% 12% 13% 9% 13%
$800-$999 1% 2% 6% 10% 5% 9%
$1000 or more 1% 2% 7% 17% 6% 16%
Not stated 7% 9% 9% 11% 8% 7%

Total persons aged 15 years and over 16,815 15,718 72,895 80,689

NT Indigenous All NT Australia

Females ($) Males ($) Ratioe Females ($) Males ($) Ratioe

Full-time employment:

    manageriala adultb 955.2 1145.4 83 985.2 1227 80

    non-managerialc adultb 764.8 895.1 85 759.5 900.5 84

    non-managerialc juniord 455.1 675.6 67 358.7 400.5 90

Part-time employment 340.7 322.7 106 331.3 347.2 95

Northern Territory Australia

Females Males Females Males Females Males Females Males
School education
Highest level of schooling 
completed:
       Year 9 or equivalent 16% 16% 6% 7% 8% 8% 7% 8%
       Year 12 or equivalent 7% 7% 44% 39% 33% 30% 38% 38%
Did not go to school 9% 8% 1% 1% 3% 2% 1% 1%

Post-school qualification a 7% 6% 37% 48% 28% 37% 29% 41%

Total persons aged 15 
years and over

16,813 15,719 52,154 59,645 72,895 80,689

NT Indigenous NT non-Indigenous All NT Australia
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Table A5 Labour force status, by sex and Indigenous status, Northern Territory and Australia, 2001

Notes:
Data includes persons aged 15 years and over only. 
a In the labour force includes employed persons and persons who are unemployed but looking for employment. 
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS 

Table A6 SAAP clients, by sex and age group, Northern Territory, 2003–2004

Notes:
Figures have been weighted to adjust for agency non-participation and client non-consent.
Number excluded due to errors and omissions (weighted): 20.
Source: ‘Homeless people in SAAP: SAAP National Data Collection annual report 2003–04 Northern Territory supplementary 
tables’ (Cat. No. HOU 121.), AIHW

Table A7 SAAP support periods, by client group, Northern Territory, 2003–2004

Females Males Females Males Females Males Females Males

 In the labour forcea 31% 41% 70% 79% 57% 67% 53% 68%

 Not in the labour 
force

63% 53% 30% 20% 36% 25% 43% 28%

 Labour force status 
not stated

6% 6% 1% 1% 7% 8% 4% 4%

 Total persons aged 
15 years and over

16,813 15,719 52,154 59,645 72,895 80,689

NT Indigenous NT non-Indigenous All NT Australia

Female Male All
(number)

Age group
Under 15 years 0.4% 0.2% <25
15–17 years 4.5% 2.1% 200
18–19 years 4.9% 2.0% 200
20–24 years 10.5% 3.6% 450
25–29 years 10.7% 4.1% 500
30–34 years 11.5% 5.8% 550
35–39 years 8.3% 5.7% 450
40–44 years 5.4% 4.8% 350
45–49 years 2.9% 3.6% 200
50–54 years 1.6% 2.3% 150
55–59 years 0.8% 1.8% 100
60–64 years 0.4% 0.7% 50
65 years and over 0.1% 1.2% 50

All ages 62.1% 37.9%

Total number 2000 1200 3200

(Percentage of all clients)

SAAP clients

SAAP support periods
Client group
Female alone 31.7%
Female with children 28.0%
Male alone 34.3%
Male with children 0.6%
Couple no children 1.6%
Couple with children 2.6%
Other 1.2%

Total number 4400

Notes:
A SAAP support period commences when a client begins to receive support and/or supported accommodation from a 
SAAP agency. Figures are unweighted and have not been adjusted for client non-consent and agency non-participation.
Number excluded due to errors and omissions (unweighted): 86. Source:  ‘Homeless people in SAAP: SAAP National Data 
Collection annual report 2003–04 Northern Territory supplementary tables’ (Cat. No. HOU 121.), AIHW.
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Table A8 SAAP support periods, by client group and main reasons for seeking assistance, 
Northern Territory, 2003–2004

Notes:  
A SAAP support period commences when a client begins to receive support and/or supported accommodation from a 
SAAP agency.  Figures have been weighted to adjust for agency non-participation and client non-consent.
Number excluded due to errors and omissions (unweighted): 229.
—’ as nil or rounded to zero (including null cells)
‘*—’ was used to replace the values of some cells to ensure confidentiality. While these cases are not presented 
separately, they are included in the total.
a It may include a small proportion of support periods where the main reason for seeking assistance was listed above. 
These cells have been merged to ensure client confidentiality.
Source:  ‘Homeless people in SAAP: SAAP National Data Collection annual report 2003–04 Northern Territory 
supplementary tables’ (Cat. No. HOU 121.), AIHW.

Table A9 Family type, by Indigenous status of family, Northern Territory and Australia, 2001

Female Female Female Male Male Male Couple Couple All

alone alone with alone alone with no with Other clients

<25yrs 25yrs+ children <25yrs 25yrs+ children children children

Main reason for seeking assistance

Domestic violence 31.2% 51.5% 58.0% *— 0.6% 29.9% *— 4.9% 26.8% 34.5%

Usual accommodation unavailable 12.6% 8.5% 8.1% 19.1% 9.3% *— 17.4% 16.1% 16.7% 10.2%

Recent arrival to area with no means 
of support

3.4% 1.7% 3.7% 15.2% 26.8% *— 18.2% 14.2% — 9.4%

Physical/emotional abuse 9.4% 13.0% 11.6% *— 1.1% — — *— *— 8.1%

Time out from family/other situation 6.9% 5.0% 5.4% 7.7% 8.7% — 7.0% 11.6% 12.0% 6.6%

Financial difficulty 8.1% 1.0% 3.0% 12.8% 12.9% 23.0% 16.6% 12.5% 8.5% 6.5%

Eviction/previous accommodation 
ended

10.0% 0.9% 2.5% 7.2% 7.7% *— 11.4% 17.6% 17.1% 5.2%

Relationship/family breakdown 6.2% 1.7% 2.9% 11.5% 3.4% 18.2% *— 5.8% *— 3.8%

Itinerant 1.1% 1.3% 1.2% 1.7% 8.4% *— *— — — 2.8%

Drug/alcohol/substance abuse 1.4% 2.4% 0.5% 1.7% 6.4% — 8.7% 5.9% — 2.7%

Recently left institution 0.8% *— *— 7.6% 5.3% — *— *— — 1.9%

Interpersonal conflict 3.5% *— 0.5% 7.6% 1.6% — *— *— 7.5% 1.6%

Emergency accommodation ended 0.9% *— 0.6% *— 1.3% — *— 3.2% — 0.8%

Psychiatric illness *— *— *— — 1.0% — *— *— *— 0.5%

Sexual abuse — 0.7% 0.7% — — — — — — 0.4%

Gambling *— — — — — — — — — 0.1%

Other a 3.6% 11.6% 1.1% 5.3% 5.3% — — *— — 5.0%

Total number 500 1000 1250 250 900 <25 50 100 50 4150

Table A7 SAAP support periods, by client group and main reasons for seeking assistance, Northern Territory, 2003–04

A SAAP support period commences when a client begins to receive support and/or supported accommodation from a SAAP agency.

Figures are unweighted and have not been adjusted for client non-consent and agency non-participation.

Number excluded due to errors and omissions (unweighted): 229.

—' as nil or rounded to zero (including null cells)

‘*—’ was used to replace the values of some cells to ensure confidentiality. While these cases are not presented separately, they are included in the total.
a It may include a small proportion of support periods where the main reason for seeking assistance was listed above. These cells have been merged to ensure client confidentiality.

Source:  'Homeless people in SAAP: SAAP National Data Collection annual report 2003–04 Northern Territory supplementary tables' (Cat. No. HOU 121.), AIHW.

Percentage of the total within each client group

Client group

NT Indigenous NT other All NT Australia

familiesb familiesc families families

Family type

Couple family without children 18% 36% 31% 36%

Couple family with children 50% 49% 49% 47%

        with children aged under 15 years 45% 38% 40% 33%

One-parent family (with children) 28% 14% 18% 15%

        with children aged under 15 years 23% 10% 13% 9%

Other types of family 3% 1% 2% 2%

Total number of familiesa 10,815 32,436 43,251
 Notes:  a Includes families in occupied private dwellings.   b An Indigenous family is a family where either the reference 
person and/or spouse/partner is of Aboriginal and/or Torres Strait Islander origin.   b Includes families where the reference 
person and/or spouse/partner did not state their Indigenous status.
Source: Census 2001 ‘Indigenous Profile’ (Cat. No. 2002.0), ABS
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Table A10 Dependent children aged under 15 years, by family type, children’s age group and 
mother’s employment status, Northern Territory, 2001

Source: Census 2001 ‘Expanded Community Profile’ (Cat. No. 2005.0), ABS

Table A11 Children in formal childcare, by age group and hours spent in care per week, 
Northern Territory, 2004

Source: ‘Northern Territory Child Health and Wellbeing Survey’

Table A12 Representation of Indigenous children in preschool services, Northern Territory, 1999/
2000 to 2003/2004 financial years

Note: b Data relate to children aged under 15 years at each finance year are obtained from the estimated resident 
population at June each year.
Sources: a ‘Report on Government Services 2005’, Productivity Commission Canberra; b ‘NT population projection DHCS 
2002-2022’, Health Gains Planning Branch, DHCS (unpublished data)

0-4yrs 5-12yrs 13-14yrs 0-4yrs 5-12yrs 13-14yrs
Children of mothers
employed, working full-time 18% 30% 38% 14% 22% 28%
employed, working part-time 25% 28% 26% 14% 20% 20%
employed, working time not known 1% 2% 2% 1% 2% 2%
unemployed 3% 3% 2% 5% 5% 5%
not in the labour force 50% 35% 29% 63% 49% 43%
employment/labour force status not 
known

2% 2% 2% 2% 2% 4%

Total number of dependent children 11,846 18,495 3927 2588 4785 1078

In couple families In female one-parent families
Age of dependent children Age of dependent children

0-4 years 5-8 years 9-12 years

No formal care 58.9% 74.7% 92.0%

1-4 hours 2.2% 4.7% 2.0%

5-9 hours 6.3% 8.6% 1.2%

10-14 hours 3.0% 8.4% 3.9%

15-19 hours 5.0% 2.5% 0.9%

20-24 hours 5.5% 0.3%

25-29 hours 2.8% 0.4%

30-34 hours 4.9% 0.3%

40 hours or more 11.4% 0.1%
Unknown 0.1%

Total number of children 703 550 523

Total 1775

Age of children

1999/2000 2000/2001 2001/2002 2002/2003 2003/2004
Number of Indigenous children in preschool
services a

1052 1129 1128 1323 1407

Representation of Indigenous children in
preschool services a

32% 34% 35% 40% 43%

Total number of Indigenous children aged
under 15 years b

20,218 20,349 20,181 20,047 20,106

Proportion of Indigenous in all children aged
under 15 years b

40% 40% 40% 40% 40%
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Table A13 Children in informal childcare, by age group of children and care provider, Northern 
Territory, 2004

Source: ‘Northern Territory Child Health and Wellbeing Survey’

Table A14 Female victims of recorded crimes, by offence, Northern Territory, 2003

Note: Data includes victims aged 15 years and over only.
Source: ‘Recorded Crime - Victims, Australia’ 2003 (Cat No. 4510.0), ABS 2004

Provider of childcare 0-4 years 5-8 years 9-12 years

Grandparent 45.3% 41.1% 32.6%

Brother/Sister 3.2% 14.4% 18.0%

Other parent living elsewhere 0.6% 0.8% 3.7%

Other relative 10.9% 11.8% 9.7%

Family friend 27.6% 23.2% 24.2%

Neighbour 4.8% 5.1% 2.4%

Other 4.3% 3.5% 5.8%

Other organisations 2.7% 2.9%

None of the above 0.6% 0.6%

Total number of children 288 188 170

Age of children

Victims as female Total number of victims

Offence

Murder 40% 10

Attempted murder - 0

Manslaughter 67% 6

Driving causing death - 0

Assault 60% 3229

Sexual assault 95% 181

Kidnapping/abduction - 0

Robbery 32% 74

Armed robbery 30% 27

Unarmed robbery 34% 47

Blackmail/extortion - 0

All offences 61% 3500
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Table A15 Percentage distribution of types of offences/charges, by sex, Northern Territory, 2004

Source: Police, Fire and Emergency Services (unpublished data)

Table A16 List of Police Districts, by Police Command Region, Northern Territory

Source: Police, Fire and Emergency Services (unpublished data)

Females Males
Offences/charges in the sequence of frequency occurring amongst females
Acts Intended to Cause Injury 31% 34%
Illicit Drug Offences 31% 3%
Deception and Related Offences 13% <1%
Road Traffic and Motor Vehicle Regulatory Offences 6% 13%
Homicide and Related Offences 6% 10%
Sexual Assault and Related Offences 6% 10%
Dangerous or Negligent Acts Endangering Persons 6% 2%
Unlawful Entry with Intent/Burglary, Break and Enter 0% 11%
Offences Against Justice Procedures, Government Security and Government Operations 0% 5%
Theft and Related Offences 0% 3%
Miscellaneous Offences 0% 2%
Robbery, Extortion and Related Offences 0% 2%
Property Damage and Environmental Pollution 0% 2%
Weapons and Explosives Offences 0% <1%
Abduction and Related Offences 0% <1%
Public Order Offences 0% <1%

Number of all offences/charges 16 701

Central Region Darwin Region Southern Region
Police Districts Alyangula Adelaide River Ali Curung

Daly River Batchelor Alice Springs
Gunbalanya Casuarina Avon Downs
Jabiru Darwin (City) Borroloola
Kalkaringi Nguiu Elliott
Katherine Palmerston Harts Range
Lajamanu Pirlangimpi Kintore
Maningrida Kulgera
Maranboy Ntaria
Mataranka Papunya
Ngukurr Tennant Creek
Nhulunbuy Ti Tree
Pine Creek Yuendumu
Timber Creek Yulara
Wadeye

Police Command Region
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4 Fertility, Pregnancy and 
Childbirth

4.1 Northern Territory women at a glance
In the Northern Territory:

• In 2002, the total fertility rate for Indigenous women was 2.7 babies per woman and for 
non-Indigenous women was 1.9 babies per woman, both of which were higher than the 
Australian rate of 1.75 babies per woman.

• In general, Indigenous women had babies at a much younger age than non-Indigenous 
women and a greater proportion of teenage mothers were Indigenous.

• While the trend nationally shows an increase in the rate of assisted reproductive technology 
service utilisation, the trend in the NT has been towards a reduction in the rate.

• Less than one percent of mothers had no antenatal visits during their pregnancy.

• More than half of all pregnancy complications and nearly three quarters of all maternal 
medical conditions affected Indigenous mothers, who represented less than 40% of all 
mothers.

• Indigenous mothers were more likely to give birth to a low birthweight baby than non-
Indigenous mothers.

• Over 90% of all babies were breastfed and nearly 60% were still being breastfed at six months 
of age

• Over a third of the Indigenous mothers reported smoking during the first trimester of 
pregnancy and just less than 30% during the third trimester. These proportions were much 
lower in non-Indigenous mothers.

• About one in 10 Indigenous and non-Indigenous mothers reported alcohol consumption 
during the first trimester of pregnancy. In the third trimester this proportion dropped below 4% 
in the non-Indigenous mothers while remained relatively high in Indigenous mothers. 

4.2 Fertility
According to the Australian Bureau of Statistics (ABS), the total fertility rate in Australia is 1.75 

babies per woman,68 well below that required for replacement (2.1). There is now much public 

debate about the social and economic consequences of this trend. This section discusses 

the fertility rates in the Northern Territory (NT), contraception usage, infertility and assisted 

reproductive technology.

Fertility rate in the Northern Territory

Total fertility rate
The total fertility rate (TFR) is the average number of children a woman would be expected to 

bear by the end of her reproductive years based on the current age-specific fertility rates.

The TFR in the NT has remained relatively constant for non-Indigenous women but has 

demonstrated considerably more year-to-year variation for Indigenous women. In 2002, the TFR 

for NT Indigenous women was 2.7 babies per woman and for non-Indigenous women was 1.9 

babies per woman, both of which were higher than the Australian rate which was 1.75 babies 

per woman (Figure 27). Indigenous women had higher total fertility rates than non-Indigenous 

women across all health districts of the NT except Darwin Rural.69



Figure 27 Total fertility rate, by Indigenous status, Northern Territory, 1986–2002
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Box 28 Fertility in Australia in Indigenous and non-Indigenous populations

The Australian total fertility rate (TFR), which reflects the average number of babies born per 

woman, has been influenced by the social and technological changes that have occurred 

in Australia, as in other developed countries, over the course of the 20th century. In Australia 

there have been two separate fertility transitions, one for non-Indigenous women and one 

for Indigenous women. Among non-Indigenous women, fertility was relatively low during 

the Great Depression of the 1930s, reaching 2.1 babies per woman in 1934. In 1961, at the 

height of the ‘baby boom’, it peaked at 3.5 babies per woman. The late 1960s and early 

1970s saw major changes in access to birth control (in particular, the oral contraceptive pill) 

and abortion. Along with changing laws and attitudes surrounding the role of women in 

society, these changes allowed women greater reproductive choice and greater freedom 

to pursue education and employment. As a result, female participation in the labour force 

increased dramatically and, in addition to changing views on family size and standards of 

living, saw the TFR fall below the replacement level of 2.1 in the 1970s. The TFR then stabilised 

somewhat during the 1980s, before resuming a more gradual decline during the 1990s. At 

1.7 babies per woman, the fertility rate for 2000 was the lowest on record.68

The fertility patterns of Indigenous women show that while Indigenous women tend to have 

more children at younger ages than non-Indigenous women, they too have experienced 

a decline in fertility over the last 40 years.70 Previous estimates of Indigenous fertility, based 

on Census data, found a substantial downward trend in fertility from a rate of about 5.8 

babies per woman the 1950s to the early 1980s when fertility fell steeply to about 3.0 babies 

per Indigenous woman.71 Much of this decline is explained by the impact of age at leaving 

school, labour force status and participation and income.72 Since the 1980s the decline has 

slowed and in 2001 the TFR was 2.3 babies per Indigenous woman.70

Age-specific fertility rates
In general, Indigenous women have babies at a much younger age than non-Indigenous 

women. For Indigenous women, the highest fertility rate was in the 20–24 year age group 

followed by the 15–19 year age group. For non-Indigenous women the highest fertility rate was 

in the 25–29 year age group followed by the 30–34 year age group (Figure 28). 
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Figure 28 Age-specific fertility rates, by Indigenous status, Northern Territory, 2002 
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Contraception usage

Box 29 Contraception use among Australian women

As part of the Australian Study of Health and Relationships (ASHR), a 2001/2002 national 

survey, 9134 women aged between 16 and 59 years were asked about their contraceptive 

practices; 1.5% of the total sample were Indigenous (the sample included 503 women from 

the NT, 4.5% of whom were Indigenous). The following is a summary of the national results 

which are not considered representative of Indigenous women’s contraceptive practices.73 

The study found that over 95% of women at risk of pregnancy (i.e. who were heterosexually 

active and fertile but not pregnant or trying to become pregnant), were using a method 

of contraception. Reasons for not using contraception included side effects (23%), leaving 

it to chance (20%), forgetting or not caring (19%), breast feeding (17%) and believing it 

unnatural or unhealthy (14%). No women cited religious objections or lack of access to 

services as a reason for not using contraception.

The methods of contraception used included oral contraceptives (34%), tubal ligation/

hysterectomy (23%), condom (21%) and vasectomy of partner (19%). Tubal ligation rates 

were higher and condom use lower in regional and remote areas.73

There are limited data regarding contraception usage in the NT. Using data from the Australian 

Government Health Insurance Commission Pharmaceutical Benefits Schedule, there were 

a total of 4860 prescriptions for contraceptives in the NT during the 2003/2004 financial 

year period.74 This included 4132 prescriptions for oral contraceptives, 728 for injectable 

contraceptives and 654 for subcutaneous progestogen implants. In total, this represents a rate 

of 0.09 prescriptions for contraceptives per woman in the NT aged 15–49 years, much lower 

than the national rate of 0.21. 

The Family Planning Welfare Association of the NT (FPWNT) provides contraceptive services, 

information and counselling services, health promotion services and services related to the 

management of sexual and reproductive health. Between July and December 2004, FPWNT 

provided the following contraceptive services; 273 oral contraceptive services, 31 intrauterine 

device services, 159 subcutaneous progesterone implant services, 22 diaphragm/cap services, 

and 99 injectable contraceptive services.75,76
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Termination of pregnancy
A total of 9648 terminations of pregnancy were performed in NT public hospitals during the 

10-year period 1994/1995 to 2003/2004 financial years; an average of 965 per year. These data 

relate to induced terminations of pregnancy only and do not include procedures performed 

following a miscarriage or for other medical reasons not related to pregnancy. 

Infertility 
Common fertility problems for women include: failure to ovulate, blockages in the fallopian 

tubes and abnormalities of the uterus such as fibroids and endometriosis. Common fertility 

problems for men include: poor quality sperm, low sperm count and blockages in the tubes of 

the male reproductive systems.77

According to the Victorian Department of Human Services, around 20% of young couples (aged 

less than 40) will experience difficulties conceiving. A couple isn’t suspected of fertility problems 

until they have tried, and failed, to conceive for one year. Around 40% of fertility problems 

among couples originate in the woman and 40% in the man. Unexplained or ‘idiopathic’ 

infertility accounts for the remainder of fertility problems in couples investigated for infertility.77

The FPWNT provided counselling and information about infertility to a total of 34 clients between 

July and December 2004.75,76 However, follow up data on the proportion of these couples who 

subsequently conceive is absent. Most couples with infertility problems are referred to private 

obstetricians/gynaecologists and data on these couples are unavailable. 

Infertility rates are purported to be high among Indigenous women. In one community the 

prevalence of infertility was found to be just over 26%; 8% of whom were classified as having 

primary infertility and 18% as secondary infertility.78 Primary infertility describes women who have 

never given birth to a live child despite 36 months of unprotected sexual intercourse while 

secondary infertility describes women who have given birth to one or more live children in the 

past but are no longer able to conceive despite 36 months of unprotected sexual intercourse.  

The high prevalence of infertility is linked to endemic levels of sexually transmissible infections 

and pelvic inflammatory disease (PID), with odds ratios for infertility among Indigenous women 

increasing from 8.5 following one episode of PID to 46.8 following three or more episodes.78

Assisted reproductive technology services
Northern Territory legislation regarding Assisted Reproductive Technology (ART) is exempt from 

the Sex Discrimination Act, therefore only married or de facto infertile couples can access ART 

services. 

According to the Australian Government Health Insurance Commission Medicare statistics, 

there were 1021 ART services provided in the NT during the 2003/2004 financial year period.  This 

represents a rate of 472 ART services per 100,000 population, less than the national rate of 709 

services per 100,000 population. While the trend nationally shows an increase in the rate of ART 

service utilisation from 681 per 100,000 population during the 1999/2000 financial year period 

to 709 in 2003/2004, the trend in the NT has been towards a reduction in the rate of ART service 

utilisation from 519 per 100,000 population in 1999/2000 to 472.74 
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Box 30 Assisted reproductive technology in Australia

Since 1979, ART has been used in Australia to help couples achieve pregnancy.2 The main 

ART procedures include In-Vitro Fertilisation (IVF), where eggs and sperm are combined 

in the laboratory for fertilisation outside the body and then replaced into the uterus; and 

Intra-Cytoplasmic Sperm Injection (ICSI), where a single sperm is injected into an egg for 

fertilisation outside the body and then replaced into the uterus. Escalating demand for ART 

services in Australia has seen a 77% increase in ART treatment cycles since 1992.2

Repromed services in the Northern Territory
Repromed is a University of Adelaide company which provide ART services at three locations 

in Australia; Adelaide, Mildura in Victoria and Darwin (at Darwin Private Hospital). Outcomes of 

In-Vitro Fertilisation (IVF) or Intra-Cytoplasmic Sperm Injection (ICSI) techniques (Box 30) in the NT 

are reported here. In-Vitro Fertilisation or ICSI techniques involve three steps: 

• drugs are used to induce ovulation; 

• fresh oocytes (eggs) are then impregnated with sperm;

• once fertilisation has occurred, embryos are implanted into the uterus. 

Repromed has a policy of encouraging single embryo transfers in women less than 35 years of 

age to reduce multiple pregnancies. This policy has reduced the incidence of twin pregnancies 

in these couples from 22% of deliveries in 2002 to only 13% in 2004. Superfluous embryos are 

frozen then later thawed for implantation if subsequent attempts at pregnancy are required. 

The success rate of pregnancy from freshly harvested oocytes is much higher than the rate using 

thawed embryos. 

During the 2003/2004 financial year period Repromed in the NT performed 445 treatment cycles, 

275 of which used freshly harvested oocytes and 170 used thawed embryos. The success rates of 

IVF or ISCI during this period were equal or slightly higher than the overall results for all Repromed 

clinics (Appendix Table A18). 

Both Indigenous and non-Indigenous couples are referred to Repromed every year however 

proportionately fewer Indigenous couples achieve treatment stage, mainly due to remoteness 

issues. The same couple may have a number of treatment cycles during one year. The proportion 

of cycles resulting in pregnancy varied according to the woman’s age and whether fresh or 

thawed embryos were used. For women aged less than 35 years, 43% of all fresh cycles and 18% 

of all cycles using thawed embryos resulted in pregnancy. For women aged between 40 and 43 

years, the proportion of cycles resulting in pregnancy decreased to 24% of all fresh cycles and 

17% of all cycles using thawed embryos. The proportion of pregnancies that were ongoing also 

decreased with increasing age of the women. There were no resultant pregnancies in women 

aged greater than 44 years (Table 22). 
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Table 22 Number and outcome of routine IVF or ICSI, by age group, Northern Territory 
Repromed clinic, 2003–2004

Notes:
IVF (in-vitro fertilisation); ICSI (intra-cytoplasmic sperm injection)
* Age is based on when the thaw occurred, not when the embryos were frozen.
Please note that results based on <50 cycles or small numbers of pregnancies may have a large statistical error.
Source: Repromed

4.3 Pregnancy and childbirth
There is a convincing body of evidence that mothers and babies from disadvantaged groups 

are likely to have poorer maternal health outcomes compared to the population as a whole.79 

Despite reductions in infant mortality in the last 30 years, Indigenous women still experience the 

poorest perinatal outcomes. 

Average age of mothers 
Indigenous mothers were younger than non-Indigenous mothers. Between 2000 and 2002, nearly 

two thirds of all Indigenous mothers were aged less than 25 years at time of delivery, whereas 

nearly two thirds of non-Indigenous mothers were aged between 25–34 years.

In 2002 in the NT, the median age at delivery for Indigenous mothers was 22 years and for non-

Indigenous mothers was 29 years. Both were younger than the median age at delivery for 

Indigenous and non-Indigenous mothers nationally (25 years and 30 years respectively).69

Teenage pregnancy 
The proportion of teenage mothers has been reported to be highest in the most disadvantaged 

groups in the community and lowest in the least disadvantaged groups.79 Many pregnant 

teenagers experience social disadvantage and low self esteem which are often associated 

with smoking and drug and alcohol use.79

Maternal age is a major influence on perinatal outcomes.80 Adverse outcomes for mother and 

baby are more likely to occur with very young or older mothers.69 Most teenagers (those aged 

between 16–19 years) are not considered to be at risk of adverse outcomes, however the risk 

of adverse outcomes for mother and baby increases significantly in teenagers aged less than 

16 years. A greater proportion of teenage mothers are Indigenous. Of all births to Indigenous 

mothers in 2002, 30% were to mothers aged less than 20 years. In comparison, of all births to non-

Indigenous mothers in 2002, 6% were to mothers of this age group.69

Between 1999 and 2003 inclusive, there was a total of 2591 births in the NT to mothers aged less 

than 20 years; an average of 581 births per year. During the same period, a total of 345 births 

were to mothers aged less than 16 years, an average of 65 births per year (Figure 29). There was 

only one birth to a mother aged less than 13 years in the NT during this period. 

Age group
Oocyte

Recoveries
Pregnancy

Ongoing
Pregnancy

Thaws Pregnancy
Ongoing

Pregnancy
years number percent percent number percent percent
<35 145 42.8% 41.4% 100 18.0% 15.0%
35-39 95 30.5% 24.2% 58 22.4% 19.0%
40-43 33 24.2% 18.2% 12 16.7% 8.3%
44 and over 2 0.0% 0.0% 0 - -

Using fresh oocyte Using thawed embryos *
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Figure 29 Number of births by teenage mothers, by Indigenous status and age group of mother, 
Northern Territory, 1999–2003
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Antenatal care
Antenatal care is aimed at the identification and management of risk factors and complications 

which can occur in pregnancy, monitoring of progress and provision of information and support 

in order to optimise health outcomes for the mother and baby.69 Regular use of antenatal 

services has been shown to improve maternal and infant outcomes.79 Under use of antenatal 

care may be due to social isolation, living in rural and remote areas, lack of resources such as 

childcare, transport and money or lack of recognition of the importance of antenatal care. An 

antenatal visit involves a pregnant woman using services supplied by a health care provider 

during the antenatal period.81

From 2000 to 2002, between 95% and 98% of NT mothers were recorded as having had one 

or more antenatal visits during their pregnancy. Less than one percent of all mothers had 

no antenatal visits and most were Indigenous. Indigenous mothers had an average of 8.6 

antenatal visits during their pregnancy compared to an average of 10.3 antenatal visits for 

non-Indigenous mothers.

Complications of pregnancy
Pregnancy complications arise during pregnancy, are directly attributable to the pregnancy 

and may significantly affect the pregnancy outcomes.81

During the combined three-year period (2000–2002) 54% of all pregnancy complications 

affected Indigenous mothers (who represented 38% of all mothers) and 46% of pregnancy 

complications affected non-Indigenous mothers (who represented 62% of all mothers).

The most common pregnancy complications affecting Indigenous and non-Indigenous mothers 

were ‘other complications’, gestational diabetes, pre-term rupture of membranes, intra-uterine 

growth retardation and pre-eclampsia. Proportionately more Indigenous mothers than non-

Indigenous mothers experienced ‘other complications’ (16% compared to 9%), gestational 

diabetes (6% compared to 4%), pre-term rupture of membranes (5% compared to 2%) and 

intra-uterine growth retardation (4% compared to 1%) (Table 23).
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Table 23 Pregnancy complications, by Indigenous status, Northern Territory, 2000–2002

number percent number percent
Type of pregnancy complication*:
Ante-partum haemorrhage 52 1.2% 101 1.5%
Fetal death in utero 27 0.6% 22 0.3%
Gestational diabetes 264 6.3% 248 3.7%
Intra-uterine growth retardation 170 4.1% 98 1.4%
Pre-eclampsia 117 2.8% 178 2.6%
Pre-term rupture of membranes 209 5.0% 102 1.5%
Other 686 16.3% 575 8.5%

All mothers giving births 4197 6763

Indigenous non-Indigenous

Note: * Mothers may have more than one pregnancy condition
Source: ‘Northern Territory Midwives Collection: Mothers and Babies 2000–2002’

Maternal medical conditions
Maternal medical conditions are defined as those already existing or arising during the 

pregnancy. They are not directly attributable to the pregnancy but may significantly affect care 

during the pregnancy and/or pregnancy outcomes.81

During the combined three-year period (2000–2002) 74% of maternal medical conditions 

affected Indigenous mothers (who represented 38% of all mothers) and 26% of maternal medical 

conditions affected non-Indigenous mothers (who represented 62% of all mothers). These results 

reflect the higher burden of disease experienced by Indigenous people in the NT.

The most common maternal medical conditions affecting Indigenous and non-Indigenous 

mothers were anaemia, sexually transmissible infections other than syphilis, urinary tract 

infections and cardiac disease. Proportionately more Indigenous mothers than non-Indigenous 

mothers experienced anaemia (10% compared to 2%), sexually transmissible infections other 

than syphilis (7% compared to 1%), urinary tract infections (5% compared to 2%) and cardiac 

disease (5% compared to 1%) (Table 24).

Table 24 Maternal medical conditions, by Indigenous status, Northern Territory, 2000–2002

number percent number percent
Type of maternal medical condition*:
Anaemia 404 9.6% 141 2.1%
Cardiac Disease 190 4.5% 60 0.9%
Epilepsy 36 0.9% 45 0.7%
Pre-Existing Diabetes 89 2.1% 29 0.4%
Pre-Existing Hypertension 70 1.7% 50 0.7%
Renal Disease 93 2.2% 39 0.6%
Syphilis 179 4.3% 14 0.2%
Urinary tract infection 212 5.1% 103 1.5%
Other sexual transmissible infection 283 6.7% 66 1.0%

All mothers giving births 4197 6763

Indigenous non-Indigenous

Note: * Mothers may have more than one medical condition.
Source: ‘Northern Territory Midwives Collection: Mothers and Babies 2000–2002’



74

4 Fertility, Pregnancy and Childbirth

75

Place of birth
Place of birth indicates whether a baby was born in a hospital or non-hospital setting such as a 

community health centre, home or other place. From 2000 to 2002, 98% of all NT women gave 

birth in a hospital setting (see Appendix Table A19). While the proportion of Indigenous women 

giving birth out of hospital settings has been generally decreasing since 1986, there has been a 

small but steady increase in the proportion of non-Indigenous women giving birth out of hospital 

settings since 1994 (Figure 30).

Figure 30 Births out of hospital settings, by Indigenous status, Northern Territory, 1986–2002
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Pregnancy outcomes

Low birthweight
Birthweight is obtained by weighing the baby after birth and is measured to the nearest five 

grams. The World Health Organisation classifies low birthweight as less than 2500 grams. Low 

birthweight is associated with low socioeconomic status. Risk factors include teenage births, 

multiple births, cigarette smoking, violence, alcohol consumption and drug use and the 

nutritional status of pregnant women. Low birthweight babies have a greater risk of poor health 

and dying in infancy, require a longer period of hospitalisation after birth and are more likely to 

develop significant disabilities. Low birtheight also has long term effects on health in childhood 

and adulthood. The proportion of babies born with low birthweight is a key indicator of infant 

health.2

Almost one in ten babies born in the NT during the combined three-year period (2000–2002) was 

born with a low birthweight. Since 1986, Indigenous babies have been consistently more likely to 

have a low birthweight than non-Indigenous babies (Figure 31).
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Figure 31 Livebirths with low birthweight, by Indigenous status, Northern Territory, 1986–2002

Percent

0

3

6

9

12

15

18

1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

Year

Indigenous non-Indigenous

Source: Northern Territory Midwives Collection, DHCS (unpublished data)

Box 31 Strong Women, Strong Babies, Strong Culture

The Strong Women, Strong Babies, Strong Culture program began in early 1993 in response 

to the concerns of Indigenous women, nutritionists and doctors that babies were being 

born too small, not growing well and were often anaemic. The aim of the program is to 

implement a bi-cultural holistic health program to enhance the health of pregnant women, 

babies, young women and children. The specific goals of the program are to increase 

infant birthweights through earlier attendance for antenatal care and improved maternal 

weight status. Aboriginal Strong Women Workers work with pregnant Indigenous women in 

a program that emphasises both traditional practices and Western medicine. The program 

is delivered by Indigenous women for Indigenous women.

Strong Women Workers have specialised cultural knowledge related to their local 

community and are selected by the Indigenous community to work on this program. These 

women work hand in hand with nutritionists, community based health workers, local schools 

and other women in the community. If pregnant women need certain bush medicine or 

bush tucker, this will be collected for them. The program utilises the knowledge and skills of 

both Indigenous people and the medical and nutritional professionals.82

During the pilot phase of the program, data from the Northern Territory Midwives Collection 

revealed that the average birthweight of Indigenous babies increased by 171g between 

1990/1991 and 1994/1995 financial years in the three pilot communities and by only 92g in the 

surrounding three rural regions. The prevalence of low birthweight decreased by 8.4% in the 

pilot communities compared to 1.5% in the non-intervention communities. Preterm births fell 

by 1.5% in the pilot communities whilst it rose by 1% in the non-intervention areas.83 However, a 

later follow up study published in 2003 found that no further significant increase in mean birth 

weight or reduction in low birth weight was observed in the intervention groups.84 
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Multiple births
In the NT in 2000, there were 45 multiple births (1.2% of all births), in 2001 there were 41 multiple 

births (1.1%) and in 2002 there were 46 multiple births (1.2%). In Australia in 2000, multiple births 

represented 3.1% of all births.2

Breast feeding
According to the National Health and Medical Research Council (NHMRC), breastfeeding 

is very important in the first six months and has substantial health benefits for the infant.85 The 

NHMRC Infant Feeding Guidelines for health workers, recommends exclusive breastfeeding for 

the first six months and aims for more than 90% of women to initiate breastfeeding and 80% of 

infants being breastfed at the age of six months.85

The NT Child Health and Wellbeing: Parent Survey 2004, a population based survey using 

computer assisted telephone interviews (CATI), was conducted in the NT in 2004.42 Data were 

collected on 2000 children aged 0–12 years. Indigenous children were significantly under 

represented in this survey and for this reason, the following results apply only to non-Indigenous 

children in the NT. 

The survey asked the child’s parent or carer whether or not the child was breastfed and for 

how long. Parents/carers reported that only 8% were never breastfed. Of children who were 

breastfed, 76% were still being breastfed at three months, 57% at six months and 37% at twelve 

months. Less than 6% of children were still being breastfed at two years of age (Figure 32).

Figure 32 Duration of receiving breastfeeding, survey of NT non-Indigenous children aged 0–12 
years, 2004
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Smoking and alcohol consumption during pregnancy
Tobacco smoking and alcohol consumption are two risk behaviours during pregnancy with the 

potential to impair fetal development. The NT Midwives Collection obtained information on self-

reported smoking and alcohol consumption during pregnancy from women giving birth in NT 

public hospitals during 2000 and 2002. Though these data provide an indication of the levels 

of smoking and alcohol consumption during pregnancy, a substantial proportion of mothers 

did not self-report smoking status and alcohol consumption It is, therefore, assumed that these 

self-reported proportions of smoking and consuming alcohol during pregnancy may be an 

underestimate of the true prevalence.2
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Smoking during pregnancy
For the period of 2000–2002 over a third of Indigenous mothers reported smoking during the 

first trimester of pregnancy. The proportion declined to around 30% for the third trimester of 

pregnancy. During the same period the self-reported proportion of smoking during pregnancy 

was lower in non-Indigenous mothers for both the first trimester (about 20%) and the third 

trimester (less than 15%) (Table 25).

Alcohol consumption during pregnancy
The proportion of women consuming alcohol during pregnancy remained relatively stable 

over the years 2000, 2001 and 2002. In 2002, around 10% of Indigenous mothers and 9% of non-

Indigenous mothers reported consuming alcohol during the first trimester. This dropped to 6% of 

Indigenous and 4% of non-Indigenous mothers in the third trimester (Table 26).

Table 25 Self-reported smoking status during pregnancy, by Indigenous status, Northern 
Territory, 2000–2002

Note: * The total numbers of mothers in this table might be slightly different from the figures in other tables due to data 
quality limitations.  
Source: Northern Territory Midwives Collection: Mothers and Babies 2000-2002, Department of Health and Community 
Services

Table 26 Self-reported alcohol consumption during pregnancy, by Indigenous status, Northern 
Territory, 2000–2002

Smoking status Indigenous
non-

Indigenous Indigenous
non-

Indigenous Indigenous
non-

Indigenous

1st trimester
Smoker 34.6% 18.8% 38.8% 19.4% 35.4% 20.3%
Non-smoker 45.2% 71.5% 42.4% 74.5% 43.4% 72.2%
Unknown 20.2% 9.7% 18.7% 6.1% 21.1% 7.5%

3rd trimester
Smoker 28.2% 14.2% 30.6% 14.5% 28.1% 13.2%
Non-smoker 46.5% 69.4% 43.1% 70.9% 43.1% 65.7%
Unknown 25.4% 16.4% 26.3% 14.6% 28.9% 21.1%

Total number of mothers* 1325 2233 1484 2239 1372 2302

2000 2001 2002

Alcohol consumption Indigenous
non-

Indigenous Indigenous
non-

Indigenous Indigenous
non-

Indigenous

1st trimester
Alcohol 9.3% 7.9% 11.2% 7.1% 9.8% 8.6%
No alcohol 67.8% 79.4% 66.5% 84.0% 65.2% 81.1%
Unknown 22.9% 12.8% 22.3% 9.3% 24.9% 10.3%

3rd trimester
Alcohol 5.4% 4.2% 7.3% 3.7% 6.2% 3.9%
No alcohol 66.4% 76.4% 63.5% 81.0% 60.9% 72.5%
Unknown 28.2% 19.4% 29.2% 15.3% 32.9% 23.6%

Total number of mothers* 1325 2233 1484 2239 1372 2302

2000 2001 2002

Note: * The total numbers of mothers in this table might be slightly different from the figures in other tables due to data 
quality limitations.  
Source: Northern Territory Midwives Collection: Mothers and Babies 2000-2002, Department of Health and Community 
Services
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Box 32 Fetal Alcohol Spectrum Disorder

Mothers who drink alcohol during pregnancy can seriously affect the health and 

development of their unborn child. Some babies born to mothers who drink alcohol during 

pregnancy will have Fetal Alcohol Syndrome (FAS) which can include weighing less than 

expected at birth, having unusual facial features, delayed development and learning 

and behaviour problems. FAS is the most severe disorder in the group of disorders known 

as Fetal Alcohol Spectrum Disorder (FASD). Babies with FAS or FASD can have serious 

lifelong disabilities and mental health problems including Attention Deficit Disorder (ADD) 

and Attention Deficit Disorder with Hyperactivity (ADHD), alcohol or drug dependence, 

depression and psychotic episodes, conduct problems in school and trouble with the 

law. The World Health Organisation has stated that FASD is the most common cause of 

congenital developmental delay in developed countries.86

The number of affected babies in Australia is not clear. In the NT, a study by Harris and 

Bucens (2003) reported a prevalence of FAS 0.68 per 1000 live births87 and in Western 

Australia, a study by Bower et al (2000) reported a prevalence of FAS 0.18 per 1000 live 

births.88 In this study, FAS was 100 times more likely in the Indigenous compared to the non-

Indigenous population; 2.76 per 1000 live births in the Indigenous population and 0.02 per 

1000 births in the non-Indigenous population. These data probably underestimate the true 

prevalence. In addition, FAS is only the tip of the iceberg; other less severe types of FASD 

are more common.  

As it is not known what a safe level of alcohol consumption is during pregnancy, less alcohol 

is better, but no alcohol is the best and safest choice.86
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4.4 Appendix
Table A17 Age-specific fertility rates, by Indigenous status, Northern Territory, 2000–2002

Notes:
IVF (in-vitro fertilisation); ICSI (intra-cytoplasmic sperm injection)
* Age is based on when the thaw occurred, not when the embryos were frozen.
Please note that results based on <50 cycles or small numbers of pregnancies may have a large statistical error.
Source: Repromed

Table A19 Births, by facilities, Northern Territory, 2000–2002

Age group Indigenous
non-

Indigenous Indigenous
non-

Indigenous Indigenous
non-

Indigenous
10-14 years 10.2 0.2 5.5 0.6 7.2 0.2
15-19 years 138.0 28.1 141.6 28.0 134.1 28.7
20-24 years 136.2 85.5 159.9 81.2 172.8 82.1
25-29 years 106.4 106.7 135.4 107.6 107.0 107.7
30-34 years 75.7 96.4 76.9 105.0 75.6 104.2
35-39 years 26.4 47.4 28.9 43.5 37.4 54.6
40-45 years 3.9 10.9 8.7 11.0 5.5 11.2
45-49 years 0.8 0.0 0.0 0.9 0.8 0.6

2000 2001 2002

Note: Rates are as number of livebirths per 1000 females. 
Source: ‘Northern Territory Midwives Collection: Mothers and Babies 2000–2002’

Table A18 Number and outcome of routine IVF or ICSI, by age group, all Repromed clinics, 2003

Age group
Oocyte

Recoveries
Pregnancy

Ongoing
Pregnancy

Thaws Pregnancy
Ongoing

Pregnancy

years number percent percent number percent percent
<35 552 41.0% 37.7% 297 19.5% 16.2%
35-39 367 23.7% 16.6% 196 19.4% 17.9%
40-43 229 14.0% 7.0% 56 5.2% 1.7%
44 and over 39 5.1% 0.0% 9 11.1% 11.1%

Using fresh oocyte Using thawed embryos *

Type of facility Number Percent Number Percent Number Percent Number Percent
Royal Darwin Hospital 1563 43.9 1657 44.5 1550 42.2 4770 43.5
Alice Springs Hospital 800 22.5 771 20.7 806 21.9 2377 21.7
Darwin Private Hospital 576 16.2 634 17 689 18.7 1899 17.3
Katherine Hospital 319 9 370 9.9 343 9.3 1032 9.4
Gove District Hospital 203 5.7 144 3.9 167 4.5 514 4.7
Tennant Creek Hospital 41 1.2 37 1 39 1.1 117 1.1

Community Health Centres a 35 1 54 1.4 39 1.1 128 1.2

Home a 8 0.2 39 1 35 1.0 82 0.7

Others a 12 0.3 21 0.6 7 0.2 40 0.4

All births b 3557 100.0 3727 100.0 3675 100.0 10959 100.0

2000 2001 2002 2000-2002 total

Notes:
a Data for births in non-hospital facilities in 2000 are incomplete.
b One missing value encountered for 2000.
Source: ‘Northern Territory Midwives Collection: Mothers and Babies 2000–2002’
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5 Health and Behaviour
5.1 Northern Territory women at a glance
In the Northern Territory:

• The majority of women considered themselves to be in good, very good or excellent 
health (90%);

• Less than half of all women (47%) engaged in sufficient levels of physical activity for health 
and only a minority of women consumed the recommended daily intake of fruit (46%) or 
vegetables (26%);

• Around a quarter of all women were overweight (24%) and 14% were obese;

• Over the past ten years there has been a significant decline in smoking rates among women 
in Australia, however there is no evidence of such improvement in the NT with 26% of women 
smoking daily compared to 16% nationally;

• Indigenous women were six times more likely than non-Indigenous women to die from injuries 
as a result of violence and were 40 times more likely to be admitted to hospital with injuries 
as a result of violence; 

• Between 1981 and 1990, there were no reported suicide deaths among Indigenous women, 
however, from 1991, the suicide death rate in Indigenous women increased substantially and 
by 2001, was higher than the suicide death rate in non-Indigenous women;

• While the incidence rate for all cancers combined was higher for non-Indigenous women 
than Indigenous women, the mortality rate was higher for Indigenous women indicating that 
cancer survival is lower for Indigenous women;

• Almost without exception, Indigenous women were more likely to develop a chronic 
disease, be admitted to hospital as a result of a chronic disease or die from a chronic 
disease, than non-Indigenous women;

• Among women, mental disorders were the leading contributor to years lived with a disability; 
nearly 30% of all years lived with a disability were attributable to metal disorders. This was 
higher for non-Indigenous women (37%) than Indigenous women (21%);

• Cardiovascular disease was the leading contributor to total burden of disease for Indigenous 
women and mental disorders was the leading contributor for non-Indigenous women;

• Between 1996 and 2000, life expectancy for Indigenous women was 65 years and for non-
Indigenous women was 84 years. The Australian average life expectancy for women was 84 
years and for men was 77 years;

5.2 Health behaviours 
Over the course of the previous century the nature of illness and disability in developed countries 

has dramatically shifted away from infectious diseases to chronic conditions, especially those 

influenced by lifestyle and behaviour. Advances in public health such as improved sanitation and 

the introduction of vaccinations have dramatically reduced the impact of infectious diseases 

in developed countries. Chronic conditions such as circulatory diseases which are strongly 

influenced by health behaviours such as smoking, physical activity and nutritional intake are 

now one of the leading causes of death and disability in Australia. The following section begins 

with a description of the self-reported health of Territorians and then describes health behaviours 

and risk factors including physical activity, nutrition, body mass index, and tobacco, alcohol and 

illicit drug use. There is generally a lack of available data about Indigenous Territorians’ health 

behaviours. Where possible throughout the following text, a brief description of the reported 

studies has been included such that the applicability of their results to Indigenous Territorians 

can be assessed. 
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Self-reported health status
Self-reported health refers to physical and mental health as assessed by individuals according 

to their values. It has been argued that self-reported health is an important component of 

contemporary health research.89 Self- reported health has been found to be a strong indicator 

of future health care use and mortality.2  

The Australian Bureau of Statistics (ABS) 2002 National Aboriginal and Torres Strait Islander Social 

Survey (NATSISS) and the 2002 General Social Survey (GSS) both included the question ‘In general, 

would you say that your health is excellent, very good, good, fair or poor?’ The NATSISS only included 

people aged 15 years and over while the GSS only included people aged 18 years and over.  

The majority of women in the NT considered themselves to be in good health. NT women were 

more likely than women in Australia to have good or better self-assessed health and no disability 

or long term health condition (68% compared to 59%) (Table 27).

Table 27 Self-assessed health status and disability or long term health condition, by Indigenous 
status, Northern Territory, 2002

Females Males Females Males Females Males Females Males

Self-assessed health
status
Excellent/Very good 60.2% 53.6% 41.3% 47.1% 67.3% 62.4% 59.8% 58.6%
Good 27.0% 32.9% 34.6% 30.1% 22.3% 22.1% 24.4% 25.4%
Fair/Poor 10.9% 12.9% 24.0% 22.5% 10.4% 15.4% 15.8% 16.0%
Disability or long-term
health condition
Has a disability or long-
term health conditiona

23.5% 29.6% 36.1% 36.9% (29.6%) (29.0%) (39.2%) (40.2%)

Has no disability or long-
term health condition

(76.5%) (70.4%) (63.9%) (63.1%) 70.4% 71.0% 60.8% 59.8%

Has good or better self-
assessed health and no
disability or long-term
health condition

68.1% 66.5% 58.8% 57.8%

NT Indigenousa All NTc All Australiad
Australia

Indigenousb

Notes:
a, b For Indigenous: data includes 15 years or over only.  c, d For all NT and Australia: data includes 18 years or over only.
Brackets indicate data derived from other data items in the same category.
Source: a ‘National Aboriginal and Torres Strait Islander Social Survey- Northern Territory 2002’ (Cat. No. 4714.7.55.001), 
ABS; b ‘National Aboriginal and Torres Strait Islander Social Survey 2002, Australia’ (Cat. No. 4714.0.55.001), ABS; c ‘General 
Social Survey 2002 - Northern Territory’ (Cat. No. 4159.7.55.001), ABS; d ‘General Social Survey 2002, Australia’ (Cat. No. 
4159.0.55.006), ABS

Indigenous women in the NT were more likely to rate their health as excellent or very good and 

less likely to rate their health as fair or poor than Indigenous women in Australia. NT Indigenous 

women were also more likely to rate their health as excellent or very good and less likely to rate 

their health as fair or poor than NT Indigenous men. While self-reported health has been found 

to be a strong indicator of future health care use and mortality this relationship does not seem to 

hold for Indigenous women who rate their health highly despite poor health outcomes.

Despite the fact that Indigenous people in the NT, as elsewhere in Australia, suffer a clear health 

disadvantage relative to their non-Indigenous counterparts with shorter life expectancy and 

higher morbidity and mortality, only 24% of Indigenous women and 30% of Indigenous men 

reported having a disability or long term health condition compared to 30% of all NT women 

and 30% of all NT men.
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Physical activity
Increased levels of physical activity protect against cardiovascular disease, diabetes, 

hypertension, obesity, high cholesterol, falls and injuries in older people and improve mental 

health.90 As well as preventing disease, participation in physical activity can also help foster 

social networks. Sufficient physical activity has been defined as the accumulation of 150 

minutes of moderate activity, over at least five sessions per week.91 People who do less than 

recommended levels of physical activity have an increased risk of mortality and morbidity from a 

range of diseases and conditions. Low levels of physical activity have been ranked second only 

to tobacco smoking in terms of the burden of disease and injury from risk factors in Australia.92

Box 33 National physical activity guidelines for adults93

• Think of movement as an opportunity, not an inconvenience.

• Be active every day in as many ways as you can.

• Put together at least 30 minutes of moderate-intensity physical activity on most, 
preferably all, days.

• If you can, also enjoy some regular, vigorous exercise for extra health and fitness.

In 2004, a computer assisted telephone interview (CATI) survey was undertaken in the NT to 

provide surveillance data for inclusion in the national data pooling project which includes data 

from all states and territories. Data were obtained from 1192 NT respondents on the risk factors: 

smoking, nutrition, alcohol, physical activity and psychological distress. 

The NT data were made available in an unpublished report CATI Data Pooling Pilot Project: Filling 

the Gaps in Data Pooling 2004. A small proportion (6.5%) of respondents were Indigenous but 

were excluded from the final results as this small proportion was unlikely to be representative of 

all Indigenous people in the NT. Hence, the survey findings reflect the responses of 1114 non-

Indigenous people.

The results of the survey estimated the proportion of people in the NT (non-Indigenous people 

aged 18 years and over), who undertake sufficient physical activity where sufficient physical 

activity was defined as the accumulation of at least 150 minutes of moderate activity, over at 

least five sessions in the previous week.94

The survey found that 50% of people in the NT undertook sufficient levels of physical activity 

however, proportionately fewer women (47%) than men (52%) engaged in sufficient physical 

activity for health. Women were more likely than men to fall into the category of undertaking 

physical activity but not at sufficient levels (35% compared to 28%). Similar proportions of women 

and men did not undertake any physical activity (19% and 20% respectively) (Figure 33). 
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Figure 33 Distribution of physical activity, by sex, Northern Territory, 2004
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Source: 2004 NT CATI Survey, Health Gains Planning Branch, DHCS (unpublished data)

These results differ to those of the Northern Territory Physical Activity Survey 200391 which surveyed 

328 non-Indigenous Territorians aged 18–54 years about their participation in physical activity and 

their knowledge of and attitude towards current recommendations for participation in physical 

activity. This survey, which used the same CATI methodology and definition of sufficient activity, 

found that 55% of respondents reported engaging in sufficient activity for health benefits, with 

no difference between men and women. Women were more likely to report insufficient levels of 

activity than men (39% compared to 31%), whereas men were more likely to be sedentary than 

women (14% compared to 5%). 

While differences in sample size may have played a role, the disparity observed between the 

two surveys are likely to be the result of seasonal variations in participation in physical activity in 

the NT. The 2004 NT CATI Survey was undertaken in December when the weather is hot and/or 

humid throughout the NT while the NT Physical Activity Survey 2003 was conducted in July when 

temperatures and humidity levels are lower throughout the NT and the weather more conducive 

to outdoor activities. 

The NT Physical Activity Survey 2003 found that the most commonly cited reasons for not being 

more active were lack of time (53%), already active enough (21%), not motivated/can’t be 

bothered (16%) or family commitments (11%).91

Participation in sport

Participation in organised sport

A large number of sporting and recreational organisations receive support from the NT 

Government Department of Community Development, Sport and Cultural Affairs, Office of Sport 

and Recreation. Data on participation rates in these sporting and recreational organisations 

are incomplete but indicate that about equal proportions of women and men participate in 

sporting and recreational activities in the NT. The data show that some sporting organisations 

are dominated by either female or male members, while others have a mixture of both. For 

example, callisthenics, softball and equestrian were dominated by female members while rugby 

league, pistol shooting, motor sports and boxing were dominated by male members. Swimming, 

badminton, cycling, polocrosse, table tennis, triathlon and volleyball all had a mixture of both 

female and male members. There are many other sporting and recreational organisations in the 

NT which have not been listed here.
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Participation in major sporting events 

Data from the NT Government Department of Community Development, Sport and Cultural 

Affairs, Office of Sport and Recreation on the Alice Springs Masters Games indicate that:

• In 2000, 4065 people participated in the Games; 40% were NT residents and of these 31% 
were female;

• In 2002, there were 3365 participants; 50% were NT residents and of these 30% were female;

• In 2004, there were 4559 participants; 38% were NT residents and of these 45% were female.

Nutrition
It is well established that the way we eat contributes to our health. At one extreme this 

simply means having enough food. In general in Australia, the food supply is sufficient and 

affordable so that most people can begin to seek the most healthy diet for their lifestyles and 

circumstances. However, despite the availability of a nutritious food supply, the National Health 

and Medical Research Council (NHMRC) report that large sections of the Australian population 

do not consume adequate amounts of fruit and vegetables.2 In addition, it is estimated that the 

current economic cost to the nation of the principal diet related health conditions - coronary 

heart disease, stroke and cancer - is about $6 billion a year.95

Not all Australians have equal access to affordable nutritious foods and this can affect 

nutritional status. Special efforts are needed to ensure an adequate diet for disadvantaged 

groups in Australia whose nutritional intake may be compromised because of factors such as 

poverty, remoteness, disability or particular food beliefs. People living in remote areas of the 

NT are vulnerable to inadequate nutrition as healthy foods are typically more expensive and 

perishable items such as dairy foods, fruit and vegetables are frequently in short supply and of 

poorer quality. Many Indigenous people living in remote areas suffer from poor nutrition, which 

contributes to their poor health.95

Fruit and vegetable intake
The NHMRC Dietary Guidelines for Australian Adults include a review of a number of scientific 

surveys of populations around the world. These studies have provided good epidemiological 

evidence that people who regularly eat diets high in fruits and vegetables and legumes have 

substantially lower risks of coronary heart disease, stroke, several major cancers and possibly 

hypertension, type II diabetes, cataracts, and macular degeneration of the eye.95

The guidelines recommend that adults consume at least two serves of fruit and five serves of 

vegetables per day.95 Large sections of the Australian population do not consume adequate 

amounts of fruit and vegetables.2 

In 2004, a computer assisted telephone interview (CATI) survey was undertaken in the NT to 

provide surveillance data for inclusion in the national data pooling project which includes data 

from all states and territories. Data were obtained from 1192 NT respondents on the risk factors: 

smoking, nutrition, alcohol, physical activity and psychological distress. These survey findings 

reflect the responses of non-Indigenous people only. 

In CATI surveys the national food and nutrition indicator used to assess the eating habits of a 

population is the proportion of people consuming two or more serves of fruits and four or more 

serves of vegetables daily. In the 2004 survey it was estimated that 41% of non-Indigenous people 

aged 18 years and over consumed at least two serves of fruit but only 24% consumed four or more 

serves of vegetables. Women were slightly more likely than men to consume at least two serves of 

fruit and four of vegetables daily (Figure 34). Compared to a previous CATI survey undertaken in 

2000 the proportion of Territorians eating four or more serves of vegetables per day has increased, 

from 16% in 2000 to 24% in 2004, however there has been no change in Territorians’ fruit intake.45
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Figure 34 Distribution of daily intakes of vegetables and fruit, by sex, Northern Territory, 2004
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Healthy weight
Being overweight and in particular, being obese, is associated with higher mortality and morbidity 

including increased risk of type II diabetes, cardiovascular disease, high blood pressure, certain 

cancers, sleep apnoea, osteoarthritis, psychological disorders and social problems.96 Being 

underweight is usually associated with under nutrition and is also associated with poor health.2

Body mass index (BMI) is a measure of body weight relative to height and can be used 

to determine if people are at a healthy weight, underweight, overweight, or obese. BMI is 

calculated by dividing weight in kilograms by the square of height in metres (kg/m2). While 

BMI is considered an imperfect clinical measure, it provides the most useful population level 

measurement.94 Weight categories for adults aged 18 years and over based on BMI are: 

Underweight:  BMI < 18.5; Healthy weight:  BMI ≥ 18.5 and < 25; Overweight:  BMI ≥ 25 and < 30; 

Obese:  BMI ≥ 30.

Box 34 Self-reported weight and height

Height and weight data are often collected in surveys using self-reported measures (as 

opposed to direct measurement). Previous comparisons have shown that people tend 

to overestimate their height and underestimate their weight leading to an underestimate 

of BMI. Thus, rates of overweight and obesity based on self-reported data rare likely to 

underestimate the true prevalence and should not be directly compared with rates based 

on measured data. 2

In general in the NT, women were less likely than men to be overweight or obese. In 2004 the CATI 

survey revealed that, of the non-Indigenous population age 18 years and above, an estimated 

34% were overweight and 16% were obese. Women were considerably less likely than men to 

be overweight (24% of women and 42% of men) but were only slightly less likely than men to be 

obese (14% of women and 18% of men). Only 4% of NT adults are estimated to be underweight 

(6% of women and 2% of men) (Figure 35). 
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Figure 35 Distribution of body mass index, by sex, Northern Territory, 2004
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5.3 Tobacco, alcohol and illicit drugs 
Tobacco, alcohol and illicit drug use contributes to significant illness and disease, injury, 
workplace concerns, violence, crime, and family and relationship breakdown in Australia. It 
has been estimated that the economic costs associated with licit and illicit drug use during the 
1998/1999 financial year period amounted to $34.5 billion, of which tobacco accounted for 
60%, alcohol 22%, and illicit drugs 17%.97

Box 35 Tobacco, alcohol, illicit drug use and social disadvantage

According to the World Health Organisation publication, The Solid Facts; Social 
Determinants of Health, tobacco, alcohol and illicit drug use are all closely associated with 
markers of social and economic disadvantage and are a response to social breakdown.99 
Social disadvantage, whether measured by poor housing, low income, lone parenthood, 
unemployment or homelessness, is associated with high rates of smoking and very low 
rates of quitting. Smoking is a major drain on poor people’s incomes and a huge cause 
of ill health and premature death. The report suggests that policy makers need to address 
the patterns of social disadvantage that lead to the problems of drug use. Trying to shift 
the whole responsibility on to the user is blaming the victim rather than addressing the 
complexities of the social circumstances that lead to drug use.99

The following data on tobacco, alcohol and illicit drug use were derived largely from the 
Australian Institute of Health and Welfare (AIHW) report, The 2001 National Drug Strategy 
Household Survey. This survey included a sample of 1300 people aged 14 years and over from 
the NT. The sample was drawn predominantly from urban areas and only 5.5% of the sample 
were Indigenous people. This small proportion is unlikely to be representative of all Indigenous 
people and the survey results should therefore be considered a reflection of the behaviour of 
non-Indigenous people only. 

As a comparison, the 2002 Australian Bureau of Statistics National Aboriginal and Torres Strait 
Islander Social Survey (NATSISS) was a survey of 9,400 Indigenous people across all States and 
Territories, or about 1 in 30 of the total Indigenous population aged 15 years or over, living in 
private dwellings throughout remote and non-remote areas across Australia.98 The proportion of 

Indigenous people in the survey from the NT is not known.
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Tobacco
Tobacco smoking contributes to more deaths and drug related hospitalisations than alcohol 

and illicit drug use combined.2 

“Smoking is the single largest contributor to the burden of disease in the NT. Smoking is 

associated with chronic diseases including ischaemic heart disease, stroke and chronic 

lung disease, cancers including lung cancer and with low birth weight of infants. Over the 

past ten years there has been a significant decline in smoking rates in Australia, however 

there is no evidence of a parallel improvement in the NT in either the Indigenous or non-

Indigenous populations”. 

Steve Guthridge, Director, Health Gains Planning Branch, NT Department of Health and 

Community Services.

Smoking rates vary considerably between Indigenous and non-Indigenous people in the NT. 

Table 28 illustrates that different studies consistently show that the prevalence of smoking is 

higher in the Indigenous population compared to the non-Indigenous population and is higher 

among Indigenous men than Indigenous women.

Table 28 Comparison of daily smoking prevalence data from different data sources

Study and Year Female Male Female Male Female Male

AIHW National Drug Strategy Household Survey, 2001a 26.4% 29.3% 18.0% 21.1%

AIHW National Drug Strategy Household Survey, 2004b 25.9% 28.6% 16.3% 18.6%

ABS NATSISS, 2002c 44.1% 57.8% 47%* 51%*

NT CATI survey, 2004d 25.8% 27.1%

NT CATI survey, 2000e 21.5% 27.0%

NT Midwives collection, Mothers and Babies report, 
Department of Health and Community Services, 2002f

28%** 13%**

Hoy W et al.  A health profile of adults in a Northern 
Territory Aboriginal community, 1997g

70% 83%

NT Indigenous
NT non-

Indigenous
Australia

Notes:
a 1309 people aged 14 years and over living mainly in urban areas in the NT. Although 5.5% of the sample were Indigenous 
people the results are considered a reflection of the behaviour of non-Indigenous people.100

b 1076 people aged 14 years and over living mainly in urban areas in the NT. The 2004 survey was conducted in a similar 
manner to the 2001 survey. 101

c 9400 Indigenous people aged 15 years and over across all States and Territories in Australia living in urban, rural and 
remote areas.102 
d 1114 non-Indigenous people aged 18 years and over living in mainly urban areas of the NT. 94

e  2352 non-Indigenous people aged 18 years and over living in urban, rural and remote areas of the NT.45

f  Demographic data on 3674 mothers as well as details of their pregnancy, labour, delivery and perinatal health.
g  438 Indigenous people living in Aboriginal community in rural Northern Territory.103

*National Indigenous smoking prevalence           **Smoking daily in third trimester of pregnancy

In 2001 AIHW National Drug Strategy Household Survey (the results of this survey are considered 

a reflection of the behaviour of non-Indigenous people only) found that 28% of Territorians aged 

14 years and over smoked daily, while the results of the 2002 NATSISS survey showed that 51% 

of Indigenous Territorians aged 15 years and over smoked daily. Both these figures are higher 

than the national figure of 20%. Women in the NT were more likely to smoke daily than women 

in Australia (26% compared to 18%) but were much less likely to smoke daily than Indigenous 

women (44%). The daily smoking prevalence for women in the NT was slightly less than for men in 

the NT (26% compared to 29%). Similarly, Indigenous women were less likely to smoke daily than 

Indigenous men (44% compared to 58%) (Table 29).
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Table 29 Tobacco smoking status, by sex, Northern Territory and Australia, 2001

Smoking status Females Males Persons Females Males Persons
Smoking daily 26.4% 29.3% 27.9% 18.0% 21.1% 19.5%
Smoking weekly 2.4% 1.0% 1.6% 1.3% 2.0% 1.6%
Smoking less than weekly 1.6% 1.7% 1.7% 1.5% 2.6% 2.0%

Ex-smokers a 25.9% 26.9% 26.4% 22.9% 29.6% 26.2%

Never smoked b 43.7% 41.2% 42.4% 56.4% 44.7% 50.6%

Northern Territory Australia

Notes:
Data includes 14 years and over only.
a Smoked at least 100 cigarettes (or equivalent amount of tobacco) in their lifetime, but reported no longer smoking.
b Never smoked more than 100 cigarettes (or equivalent amount of tobacco).
Source: ‘2001 National Drug Strategy Household Survey: State and Territory supplement’ (Cat. No. PHE 37), AIHW.

Smoking daily peaked in the 20–29 years age group for both women (35%) and men (34%). The 

age group with the lowest proportion of daily smokers was the 60 years and over age group for 

women (18%) and the 14–19 year age group for men (20%). In every age group the proportion 

of NT people who smoked daily was higher than for Australians of the same age group. In 

particular, 18% of women in the NT aged 60 years and over smoked daily compared to 8% of 

Australian women in this age group. NT women in their teens (aged 14–19) were more likely than 

Australian female teenagers to smoke daily (20% compared to 16%) (Figure 36).

Figure 36 Proportion of people smoking daily, by age group and sex, Northern Territory, 2001
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Source: ‘2001 National Drug Strategy Household Survey: State and Territory supplement’ (Cat. No. PHE 37), AIHW.

Alcohol
In 2001 AIHW National Drug Strategy Household Survey (the results of this survey are considered 

a reflection of the behaviour of non-Indigenous people only) found that the alcohol drinking 

status of Territorians aged 14 years and over varied considerably between men and women. 

Women in the NT were less likely than men in the NT to drink daily (6% compared to 11%) and 

were also less likely to drink weekly (37% compared to 53%). Women represented a slightly larger 

proportion of ex-drinkers than men (7% compared to 5%) (Table 30).
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Table 30 Alcohol drinking status, by sex, Northern Territory and Australia, 2001

Drinking status Females Males Persons Females Males Persons
Drinking daily 6.1% 11.4% 8.9% 5.6% 11.1% 8.3%
Drinking weekly 37.0% 53.3% 45.5% 33.2% 46.0% 39.5%
Drinking less than weekly 41.6% 24.8% 32.9% 40.3% 28.8% 34.6%

Ex-drinker a 7.0% 5.4% 6.2% 9.2% 6.8% 8.0%
Never drink a full serve of alcohol 8.3% 5.0% 6.6% 11.7% 7.4% 9.6%

Northern Territory Australia

Notes:
Data includes 14 years and over only.
a Consumed a full serve of alcohol, but not in the past 12 months.
Source: ‘2001 National Drug Strategy Household Survey: State and Territory supplement’ (Cat. No. PHE 37), AIHW.

In Figure 37 the definition of short term harm for women is the consumption of 5 or more standard 

drinks on one occasion and for men is the consumption of seven or more standard drinks on one 

occasion. The definition of long term harm for women is the consumption of 15 or more standard 

drinks per week and for men is the consumption of 29 or more standard drinks per week. A 

standard drink is 10 grams (or 12.5 millilitres) of pure alcohol.

In the 12 months prior to the 2001 AIHW National Drug Strategy Household Survey (the results of 

this survey are considered a reflection of the behaviour of non-Indigenous people only), 45% of 

Territorians aged 14 years and over had consumed alcohol in a way considered risky or high risk 

to health in the short term (40% of women and 49% of men). A small percentage (13%) had not 

consumed alcohol in the previous 12 months (15% of women and 11% of men) (Figure 37).

Figure 37 Proportions of people with risk of alcohol-related short and long term harm, by sex, 
Northern Territory and Australia, 2001
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Source: see Appendix Table A20

Illicit drugs
Illicit drug use refers to drugs such as marijuana, heroin, ecstasy and cocaine; volatile substances 

such as glue, solvent and petrol as inhalants; or the non medical use of prescribed drugs.2 Illicit 

drug use is a major risk factor for ill health and is associated with HIV/AIDS, hepatitis C virus, 

low birthweight, malnutrition, infective endocarditis (inflammation of the lining of the heart), 

poisoning, unsafe sex and self inflicted injury. Illicit drug use can also be a direct cause of death 

including suicide or accidental drug overdose. 

In 2001 AIHW National Drug Strategy Household Survey (the results of this survey are considered a 

reflection of the behaviour of non-Indigenous people only) found that 28% of the NT population 

aged 14 years and over, reported having used an illicit drug in the past 12 months compared 
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to 16% nationally. Cannabis (marijuana) was the most commonly used illicit drug (24% of the 

population aged 14 years and over).100 Overall, women were slightly less likely than men to 

have used cannabis in the past 12 months (23% of women compared to 26% of men aged 14 

years and over). This difference was most marked in the 14–24 year age group (33% of women 

compared to 41% of men). Cannabis use dropped off significantly over the age of 40; only 8% of 

women and 9% of men in this age group had used cannabis in the past 12 months (Table 31).

In contrast, women were slightly more likely than men to have used an illicit drug other than 

cannabis in the past 12 months; 4% of women aged 14 years and over compared to 3% of men. 

This difference was most marked in the 14–24 year age group (4% of women compared to 1% 

of men) (Table 31).

Table 31 Recent use of cannabis and any illicit drug excluding cannabis, by sex and age 
group, Northern Territory and Australia, 2001

Drugsa Age group Females Males Females Males
Cannabis 14–24 years 32.6% 41.0% 23.8% 31.6%

25–39 years 33.0% 34.3% 14.6% 24.4%
40 years and over 8.2% 9.3% 2.8% 5.4%
All ages over 14 years 23.2% 25.6% 10.0% 15.8%

Any illicit excluding cannabis 14–24 years 4.1% b1.0% 4.9% 2.7%
25–39 years 5.3% 4.7% 4.1% 3.9%
40 years and over 3.0% 3.1% 3.0% 3.2%
All ages over 14 years 4.2% 3.2% 3.7% 3.3%

Northern Territory Australia

Notes:
Recent use counts as in past 12 months. 
a See Appendix Table A21 for a complete list of names of illicit drugs.
b Relative standard error greater than 50%.
Source: ‘2001 National Drug Strategy Household Survey: State and Territory supplement’ (Cat. No. PHE 37), AIHW.

The Illicit Drug Reporting System (IDRS) is a federally funded project that provides a standardised 

system for the collection of data to enable trends in illicit drug use to be monitored and to 

detect emerging trends. The IDRS is conducted annually in each state and territory in Australia; 

2004 represents the sixth year that the IDRS has been conducted in the NT.104

The IDRS uses data from a survey of injecting drug users (IDU) and key informants. In 2004 in 

the NT, 111 IDU were surveyed. As in previous years, the sample was primarily male (75%) with 

a mean age of 36 years. The majority of the sample were unemployed (83%), 17% identified as 

Indigenous, 49% had been in prison and 20% were in treatment at the time of the interview. The 

results of the IDRS are not broken down by sex but in general the NT survey found that:

• The use of heroin in the IDU sample had increased in 2004, reversing a declining trend seen 
over the past four years;

• Methamphetamine use remained high (75% of the IDU sample) which is consistent with 
previous years;

• Cocaine use declined from 18% of the IDU sample in 2000 to 6% in 2004;

• While the use of cannabis remained high (75% of the IDU sample), unlike previous years, 
morphine, replaced cannabis as the drug used by the largest proportion of the IDU sample;  

• Morphine (most frequently MS Contin) remained the most frequently injected drug among 
the IDU sample;

• The high rates of morphine use reflect a unique situation in the NT with 79% of the IDU sample 
rating morphine as ‘easy’ or ‘very easy’ to obtain. The use of morphine is highest in the NT 

and Tasmania, jurisdictions where traditionally, heroin has not been freely available.104
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Petrol sniffing
Toluene is the active substance in petrol which, when inhaled or ‘sniffed’, produces a ‘high’ 

which can result in hallucinations and disinhibition for up to four or five hours. Violent, aggressive, 

erratic, uncontrolled or unsafe behaviour can result from petrol sniffing. Sniffing petrol is 

associated with a range of serious health problems, including pneumonia, asphyxiation, burns, 

coma, seizures, malnutrition, permanent brain damage, injuries and sudden death. Other 

adverse health effects can result as sniffers become a danger to themselves through erratic 

and uncontrolled behaviour including unsafe sex. 

Petrol sniffing and inhalant abuse (including glue and paint sniffing or chroming) generally 

is considered the poor person’s drug, used when cannabis and alcohol are not accessible 

or affordable. This explains why, in the main, petrol sniffing is restricted to remote areas and 

affects Indigenous communities almost exclusively. It has been estimated that between 90 to 

95% of petrol sniffers are men aged 12–25 years of age, however, there has been very little 

data collected around the prevalence of petrol sniffing.105 One of the only studies that has 

been conducted was commissioned by the Nganampa Health Council who, since 1984, have 

undertaken 11 surveys of the Anangu Pitjantjatjara Yankunytjatjara (APY) Lands in Central 

Australia. The most recent survey was conducted in October 2004, and a summary of the results 

is presented in Table 32.106 The results of studies from the APY lands are relevant to the NT because 

people from this tri-state region use Alice Springs as their major service centre.

Table 32 Prevalence of petrol sniffing by age group and sex, Anangu Pitjantjatjara 
Yankunytjatjara Lands, 2004

Females Males Persons
Petrol sniffers
Schoolchildren: aged 10-14 years 10 5 15
Young adults: aged 15-24 years 43 72 115
Adults: aged 25-39 years 17 75 92
All ages (10-39 years) 70 152 222
Survey population (aged 10-39 years) 798 750 1548
Proportion of survey population who sniff petrol 8.8% 20.3% 14.3%

Source: ‘Survey of the prevalence of petrol-sniffing on the Anangu Pitjantjatjara Yankunytjatjara Lands’, commissioned by 
the Nganampa Health Council, 2004.

The survey results revealed that 14% of the population between the ages of 10–39 years on the 

APY Lands, sniff petrol or had experimented with petrol sniffing (9% of women and 20% of men 

in this age group). Most petrol sniffers were aged between 15–24 years (52%). Of sniffers aged 

between 25–39 years, 18% were women and 82% were men. The survey found that in the older 

age group, 25–39 years, most sniffers were heavy users (76%) and that there appeared to be a 

tendency for older sniffers to either cease sniffing or graduate to the heavy sniffing category.106

Petrol sniffing is endemic across the NT and not just in the APY lands. However, petrol sniffing 

does not affect all Aboriginal communities. Current initiatives to tackle petrol sniffing include the 

introduction of petrol alternatives (Box 36). In addition the NT Government is introducing Volatile 

Substance Abuse Prevention legislation. This legislation will give police and communities more 

power to stop sniffing and send chronic abusers into mandatory treatment programs without 

criminalising sniffers. Some communities have introduced their own programs to tackle the 

problem, for example at Yuendumu, youth caught sniffing are ‘banned’ to a distant outstation 

at Mt Theo where they engage in cattle station work within a traditional framework. 
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Box 36 Substitution initiatives to tackle petrol sniffing

The most recent substitution initiative to tackle petrol sniffing in remote communities is the 

development of Opal® unleaded petrol by BP® (which will replace Avgas®, a previous 

petrol alternative). Opal® contains no lead and very low levels of aromatics - which are 

responsible for the high associated with sniffing. The Central Australian Youth Link-Up Service 

(CAYLUS), based at Tangentyere Council, Alice Springs, is a federally funded program 

designed to assist remote communities to reduce petrol sniffing. CAYLUS support the 

introduction of Opal®, which will be subsidised by the Federal Government in 30 remote 

communities in Australia. The communities in the NT where this initiative will be introduced 

include Kaltukatjara (Docker River), Kintore, Mt Leibig, Papunya, Areyonga, Apatula, Ntaria, 

Wadeye (Port Keats), Maningrida, Warruwi (Goulburn Island), Minjilang (Croker Island), 

Numbulwar, Milingimbi, Galiwin’ku (Elcho Island), Ramingining, and Gapuwiyak.

“CAYLUS is part of a lobbying campaign to get the Federal Government to make this very 

practical and proved option available to every remote community, and also to roadhouses 

and municipal centres in affected regions.  A review found that the positive effect of Avgas® 

(a previous petrol substitute) was undermined if there were nearby sources of regular 

sniffable fuel. We are commissioning a cost benefit analysis of fuel subsidy versus health 

costs and crime costs (court time, vandalism in communities, prison terms, etc) associated 

with petrol sniffing. We also think that the cost to BP® of producing Opal® will go down if 

larger volumes are produced”. Blair McFarland, Co-ordinator, CAYLUS, Alice Springs.

Tobacco, alcohol and other drug services in the Northern Territory

Quitline
Quit is a federal, state and territory health initiative to encourage people to quit smoking 

and raise awareness of tobacco related issues. Quitline is one of the services offered by Quit 

and is a confidential 24-hour telephone service providing information, support and advice 

for quitting. Quitline can be called from anywhere in Australia for the cost of a local call. The 

majority of women who call the Quitline will receive a Quit pack which is specifically tailored 

to the caller depending on individual issues. One of the major concerns expressed by women 

calling the Quitline is that of weight gain. Resources are made available to support women who 

quit smoking to manage their weight and to explain why weight gain so often occurs. There 

are also resources related to smoking during pregnancy, young women, relaxation and stress 

management techniques. A referral system is in place so that women can join a Quit group to 

improve their chances of successfully quitting. 

Between 01 June 2004 and 15 May 2005, there were 977 calls to Quitline in the NT; 61% of which 

were by women.

Sobering up shelters
Several major centres in the NT have Sobering Up Shelters, which provide an alternative to 

police cells for lodging people affected by alcohol. Sobering up shelters provide a safe place 

for people who are drunk to sleep off the acute effects of alcohol. People may get a bed for the 

night and sometimes a good meal the next morning. Taking people badly affected by alcohol 

to a shelter is a way to prevent them hurting themselves or other people, or becoming victims 

of crime or being hit by cars. It is a harm reduction strategy. If the shelters are full or the person 

is deemed unsuitable for accommodation at the shelters (for example if they are violent) they 

are taken to police cells.
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During the five-year period, 2000–2004, there were 95,812 admissions to sobering up shelters 

in the NT, the majority of which were men (67%). Many clients were admitted to sobering up 

shelters repeatedly over the period, with an average of six admissions per female client and 

seven per male client. Of the 4786 women admitted to sobering up shelters the vast majority 

were Indigenous (98%). Indigenous female clients were more likely to be readmitted than non-

Indigenous female clients, an average of seven times compared with two times (Table 33). 

Table 33 Number of admissions to sobering up shelters, by sex and Indigenous status, Northern 
Territory, 2000–2004

All All Total*
Shelter Indigenous non-Indigenous females males
Darwin 11,339 46 11,385 25,253 36,645
Alice Springs 9548 8 9556 19,205 28,761
Katherine 5713 62 5775 11,645 17,516
Tennant Creek 4321 19 4340 8550 12,890

All admissions 30,921 135 31,056 64,653 95,812
All clients 4712 74 4786 9766 14,552
Readmissions (average) 6.56 1.82 6.49 6.62 6.58

Females

Note: * Not showing sex unknown category. The sum of all females and all males may not add up to the total.
Source: Alcohol and Other Drugs Program, DHCS (unpublished data)

Alcohol and other drug treatment services in the Northern Territory
The Australian Institute of Health and Welfare (AIHW) report Alcohol and Other Drug Treatment 

Services in Australia 2002–2003 provides national, state and territory level statistics from the 

National Minimum Data Set on alcohol and other drug treatment services. The following is a 

summary of the services provided in the NT.107

Treatment agencies

Nineteen government funded alcohol and other drug treatment agencies in the NT (79% of 

which were non-government agencies) supplied data on treatment services.  Most treatment 

agencies were located in Darwin and surrounding areas (47%); another 42% were located in 

Katherine, Alice Springs and Jabiru.

Client profile

During the 2002/2003 financial year period, there were a total of 3032 closed treatment episodes 

in the NT. The majority of closed treatment episodes were for clients aged between 20–39 years. 

The proportions of treatment episodes for female (36%) and male clients (64%) were similar to the 

national proportions (35% and 65% respectively) (Table 34). 

The proportion of closed treatment episodes involving clients who identified as being Indigenous 

was much higher in the NT (60%) than nationally (9%). Both these proportions were higher 

than the proportion of Indigenous people in the NT and Australian populations (28.8% and 

2.4% respectively).107 These figures need to be treated with caution however, due to the fact 

that there are a high number of ‘not stated’ responses to this data item and the majority of 

dedicated Indigenous substance use services are not included in this data.
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Table 34 Closed treatment episodes, by sex and age group of client, Northern Territory and 
Australia, 2002/2003 financial year

Females Males Personsa Females Males Personsa

Age group
10–19 years 2.6% 3.8% 6.4% 3.9% 8.3% 12.2%
20–29 years 9.0% 15.9% 25.0% 10.8% 22.4% 33.2%
30–39 years 12.1% 24.1% 36.3% 9.4% 17.8% 27.2%
40–49 years 8.7% 13.1% 21.8% 6.2% 10.5% 16.7%
50–59 years 2.8% 5.4% 8.2% 2.6% 4.0% 6.6%
60 years and over 0.9% 1.4% 2.2% 0.8% 1.4% 2.3%

All agesb 36.2% 63.8% 100.0% 34.5% 65.3% 100.0%

Total number of clientsb 1098 1934 3032 45,231 85,537 130,930

Northern Territory Australia

Note:    a Includes not stated for sex.     b Includes not stated for age.
Source: ‘Alcohol and other drug treatment services in the Northern Territory’, Drug Treatment Data Briefing October 
2004, AIHW.

Principal drug of concern

Alcohol was the drug most commonly recorded in closed treatment episodes for both women 

(69%) and men (73%) (Figure 38). This was followed by cannabis (9%) and amphetamines (9%) for 

women and cannabis (9%) for men. There was a lower proportion of reports of cannabis as the 

principal drug for both women (9%) and men (9%) in the NT compared to nationally (19% and 

24% respectively). Similarly, there was a lower proportion of female and male clients reporting 

heroin as the principal drug (1% and 2% respectively) in the NT compared to nationally (19% and 

18%). This is consistent with patterns of heroin use in the NT.

Figure 38 Closed treatment episodes, composition of selected principal drugs of concern, by 
sex of client, Northern Territory and Australia, 2002/2003 financial year
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Treatment programs

Closed treatment episodes for women were more likely to involve counselling (36%) than those 

for male clients (18%) and were less likely to be for withdrawal management (detoxification) 

(6% and 11% respectively) and rehabilitation (13% and 20% respectively) (Table 35). The most 

common treatment for women was counselling (36%) and for men was assessment only (23%).
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Table 35 Closed treatment episodes, composition of main treatment types, by sex of client, 
Northern Territory and Australia, 2002/2003 financial year

Females Males Personsa Females Males Personsa

Main treatment type
Counselling 36.4% 18.0% 24.7% 47.1% 38.6% 41.5%
Information and education only 22.9% 20.6% 21.4% 6.3% 8.9% 8.0%
Assessment only 14.0% 23.2% 19.9% 8.5% 14.9% 12.7%
Rehabilitation 12.6% 20.1% 17.4% 7.2% 7.7% 7.5%
Withdrawal management (detoxification) 5.5% 10.8% 8.9% 17.6% 19.6% 18.9%
Support & case management only 4.5% 3.3% 3.7% 7.3% 6.8% 6.9%

Otherb 4.2% 4.0% 4.1% 4.0% 2.1% 2.8%

Total number of clients 1098 1934 3032 45,231 85,537 130,930

Northern Territory Australia

Notes:
Data includes 10 years and over only a Includes not stated for sex.
b ‘Other’ includes 38 treatment episodes in the NT and 2,064 treatment episodes nationally, where the main treatment 
type was reported as pharmacotherapy. 
This represents a small proportion of pharmacotherapy treatment in Australia as agencies whose sole activity is to 
prescribe and/or dose for methadone or other opioid maintenance pharmacotherapies are currently excluded from the 
AODTS–NMDS.
Source: ‘Alcohol and other drug treatment services in the Northern Territory’, Drug Treatment Data Briefing October 
2004, AIHW.

5.4 Injury
Injuries are a significant health burden for Australia. Injury prevention and control was identified 

as a National Health Priority Area by the Australian Health Ministers in 1986 in recognition of the 

national burden of injury. During the 2000/2001 financial year period, of the top seven disease 

groups accounting for the greatest health expenditure in Australia, injury ranked fourth (after 

cardiovascular disease, nervous system disorders and musculoskeletal system disorders). The 

cost of injury in Australia during this period was $4.0 billion (or 8.0% of total allocated health 

expenditure).108

Injuries represent a greater health burden in the NT than in other Australian states. The NT has 

substantially higher mortality rates and increasing rates of hospital treatment are required as a 

result of injury. Injury accounts for nearly a third of all Emergency Departments (ED) presentations 

at NT public hospitals.109

Emergency Department presentations due to injury 
The following section contains information relating to NT residents who presented at the ED of 

the five NT public hospitals during the period 1998–2001. No data are available for the Darwin 

Private Hospital ED.

The number of ED presentations due to injury remained stable between 1998 and 2001 

with approximately 30,000 presentations each year. Injury accounted for 28% of all the ED 

presentations in NT public hospitals during this period.109 In the Indigenous female population, the 

highest number of presentations to the ED for injury occurred in the 30–34 year age group and 

in the non-Indigenous female population in the 25–29 year age group. In the Indigenous male 

population the highest number of injury presentations occurred in the 30–34 year age group and 

in the non-Indigenous male population in the 25–29 year age group (Table 36).
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Table 36 Number of Emergency Department presentations due to injury, by age group, sex and 
Indigenous status, Northern Territory public hospitals, 1998–2001

Age Group Female Male Indigenous non-Indigenous

15-19 years 3869 7147 1387 2482
20-24 years 5166 9000 2255 2911
25-29 years 6438 10,251 3387 3051
30-34 years 5956 8839 3515 2441
35-39 years 4712 7260 2545 2167
40-44 years 3530 5145 1746 1784
45-49 years 2548 3765 970 1578
50-54 years 1852 2853 644 1208
55-59 years 1132 1832 272 860
60-64 years 764 1142 157 607
65-69 years 484 759 132 352
70-74 years 359 456 65 294
75 years and over 811 542 80 731
All aged 15 years and over 47,733 73,645 19,941 27,792

Female

Source: ‘Mortality, Morbidity and Health Care Costs of Injury in the Northern Territory 1991-2001’ (in press)

Hospital admissions due to injury 
During the 10-year period from 1992 to 2001, there were 44,278 hospital admissions of NT residents 

as a result of injury; 9% of all public hospital admissions.109 The rates of admission to hospital as a 

result of injury were generally lower for women than for men. The greatest difference between 

women and men was in the 15–19 and 20–24 year age groups (Figure 39). 

The highest rate of admission to hospital as a result of injury for Indigenous women was in the 

30–34 year age group where the rate was approximately six times the corresponding rate for 

non-Indigenous women. The highest rate of admission to hospital as a result of injury for non-

Indigenous women was in the 75 years and over age group (Figure 39).

In the Indigenous population the distribution of age-specific admission rates for women and 

men was similar, with peak rates occurring in the 30–34 year age groups. In the non-Indigenous 

population there was a significant difference in the distribution of age-specific admission rates, 

with a rise in the male rates through the two age groups of 15–19 and 20–24 years, which did not 

occur in the non-Indigenous female population (Figure 39).

In the NT non-Indigenous population, falls (578 admissions per 100,000 population), 

transportation accident (435) and inanimate forces (213) had the highest rates of admission 

by injury mechanism. In the NT Indigenous population, violence (1627), falls (529) and medical 

complication (516) had the highest rates of admission by injury mechanism.
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Figure 39 Age-specific rate of injury admissions to NT public hospitals, by sex and Indigenous 
status, Northern Territory, 1992–2001

Source: see Appendix Table A23 

The most common cause of admission for all NT residents to hospital for injury by injury mechanism was 
violence (9435 admissions or 21% of all injury admissions in the 10-year period).109 The injury admission 
rate due to violence was almost 14 times higher for the Indigenous population (1627) compared with 
the non-Indigenous population (124) and was 40 times higher for the female Indigenous population 

(1829) when compared with the female non-Indigenous population (47) (Table 37).

Table 37 Rates of hospital admission due to injury, by injury mechanism, sex and Indigenous 
status, Northern Territory, 1992–2001

non- non- non-
Injury mechanism Indigenous Indigenous Indigenous Indigenous Indigenous Indigenous
Violence 1829 47 1418 191 1627 124 472
Medical complication 532 174 500 248 516 213 276
Falls 502 570 551 579 529 578 561
Transportation 340 298 590 556 461 435 428
Inanimate forces 274 89 454 319 362 213 249
Natural environment 134 79 173 121 153 102 114
Fire / Burns 111 22 200 67 153 46 72
Attempted suicide 93 71 141 51 116 60 73
Submersion
/Suffocation

66 42 65 68 66 56 59

Near drowning* (4) (5) (6) (10) (5) (8) (7)
Poisoning 60 64 55 63 58 63 61
Others 202 92 356 233 278 167 192

All injuries 4134 1539 4503 2493 4316 2052 2551

MalesFemales All

Total

Notes:
Data includes all ages. Rates are expressed as number of admissions per 100,000 population.
* Near drowning is a subset of the Injury Mechanism ‘Submersion/Suffocation’
Source: ‘Mortality, Morbidity and Health Care Costs of Injury in the Northern Territory 1991-2001’ (in press)

Deaths due to injury 
Injuries resulted in a total of 1400 deaths in the NT during the 10-year period from 1991 to 2000 
(1278 of which were NT residents). Transportation accidents were the major cause of injury 
mortality (37%), followed by suicide (22%) and violence (12%).109

The age-standardised death rate from injury for the NT was 78 per 100,000 population compared 
to the national rate of 41 per 100,000 population. NT women died from injury at half the rate of NT 
men and NT Indigenous people (women and men) died at three to five times the rate of NT non-

Indigenous people (women and men).
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Figure 40 shows that NT non-Indigenous female age-specific rates of death due to injury were 

similar to the national female rates, both of which were lower than the NT Indigenous female 

rates in nearly all age groups. The injury death rate for NT Indigenous women was highest in the 

70–74 year age group, far exceeding that of NT non-Indigenous and Australian women and 

possibly due the small numbers of Indigenous women in this age group.

For all populations and age groups, the rates of death due to injury were highest for Indigenous women 

in the 70–74 year age group and for Indigenous men in the 25–34 year age group (Figure 40).

Figure 40 Age-specific rate of deaths due to injury, by sex, age group and Indigenous status, 
Northern Territory and Australia, 1991–2000
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Death by injury mechanism
For the NT Indigenous population, the highest age-standardised rates of injury related death by 

injury mechanism were transportation accident (48.9 per 100,000 population), violence (22.3) 

and suicide (14.7), and for the NT non-Indigenous population were transportation accident 

(19.2), suicide (16.1), falls (4.7) and submersion (4.5). 

Injuries due to transportation include pedestrians, passengers or cyclists/riders/drivers of 

various land transport modes and people injured in accidents involving rail, air/space or water 

transportation. The vast majority of injuries due to transportation involved cars. Of all the injury 

mechanisms, transportation had the highest age-standardised rate of injury death for all four 

NT population groups; Indigenous men, Indigenous women, non-Indigenous men and non-

Indigenous women (Table 38).

Indigenous women were six times more likely to die from injuries as a result of violence than non-

Indigenous women. The rate of death due to injury by violence for the NT Indigenous female 

population was 17.7 per 100,000 population, almost 14 times the corresponding national female 

rate of 1.3. The rate for the NT Indigenous male population (27.2 per 100,000) was also much 

higher than the corresponding national male rate of 2.2 per 100,000 population.

Indigenous women were also more likely to die from injuries related to fire/burns and the natural 

environment than non-Indigenous women. In addition, rates of death due to transportation 

accidents were three times higher for Indigenous women than non-Indigenous women.

For the Indigenous female population, the highest age-standardised rates of injury related death by injury 

mechanism were transportation accidents (25.5), violence (17.7) and fire/burns (8.4) and for the non-

Indigenous female population were transportation accidents (8.4), poisoning (5.7) and suicide (5.0).
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Table 38 Age-standardised rates of death due to injury, by injury mechanism, sex and 
Indigenous status, Northern Territory and Australia, 1991–2000

Injury mechanism
NT

Indigenous
NT non-

Indigenous Australia
NT

Indigenous
NT non-

Indigenous Australia
Transportation 25.5 8.4 6.7 73.9 28.8 17.3

Violence 17.7 2.9 1.3 27.2 5.5 2.2

Fire / Burns 8.4 0.0 0.5 6.7 2.2 1.4

Falls 5.7 2.5 1.6 4.4 6.4 3.2

Natural environment 5.4 0.0 0.2 11.1 1.0 0.4

Poisoning 5.3 5.7 1.6 5.3 5.0 3.9

Submersion / Suffocation 5.2 2.9 1.2 15.5 6.1 4.0

      Drowning* (3.8) (2.2) (0.6) (10.3) (4.6) (2.3)

Suicide 5.0 5.0 5.2 24.9 25.1 21.1

Medical complication 2.8 0.6 0.4 0.7 1.6 0.6

Inanimate forces 0.7 0.0 0.1 1.9 2.4 1.6

All deaths 92.4 28.9 22.9 185.1 86.6 60.2

Females Males

Notes:
Data includes all ages. Rates are expressed as number of deaths per 100,000 population 
* Drowning is a subset of the Injury Mechanism ‘Submersion/Suffocation’
Source: ‘Mortality, Morbidity and Health Care Costs of Injury in the Northern Territory 1991-2001’ (in press)

5.5 Mental health

Box 37 Mental health in Australia

Mental health has been designated by State, Territory and Commonwealth Governments 

as one of seven National Health Priority Areas in recognition of its social and public health 

importance.13 In 1997, the Australian Bureau of Statistics conducted the National Survey of 

Mental Health and Wellbeing of Adults. The survey included people aged 18 years or over 

who were usual residents in private dwellings but not living in remote areas. The prevalence 

of mental disorders related to any occurrence of selected disorders during the 12 months 

prior to the survey. The survey results identified the following:

• Almost one in five Australians (18%) had a mental disorder at some time during the 12 
months prior to the survey;

• The prevalence of mental disorder generally decreased with age. Young adults aged 
18–24 years had the highest prevalence of mental disorder (27%), declining steadily to 
6% in those aged 65 years and over;

• Men and women had similar overall prevalence rates of mental disorder. However from 
age 35 years women were more likely to have a mental disorder than men;

• Women were more likely than men to have experienced anxiety disorders (12% 
compared with 7%) and affective disorders (7% compared with 4%);

• The highest rate of anxiety disorders (16%) was observed among women aged 45–54 
years;

• Men were more than twice as likely as women to have substance use disorders (11% 

compared with 5%).110
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Mental health has been described as more than the absence of mental illness. The World Health 

Organisation refers to it as “a state of well-being in which the individual realises his or her own 

abilities, can cope with the normal stresses of life, can work productively and fruitfully and is able 

to make a contribution to his or her community”.111

The term ‘emotional and social wellbeing’ is preferred by Aboriginal people as it reflects a more 

holistic concept of mental health within the context of the Aboriginal definition of health which 

is ”Not just the physical wellbeing of an individual, but……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. It is a whole-

of-life view and includes the cyclical concept of life-death-life”.112

Self-reported mental health
In 2004, a computer assisted telephone interview (CATI) survey was undertaken in the NT to 

provide surveillance data for inclusion in the national data pooling project which includes data 

from all states and territories. Data were obtained from 1192 NT respondents on the risk factors: 

smoking, nutrition, alcohol, physical activity and psychological distress. The survey findings reflect 

the responses of non-Indigenous people only. 

The Kessler 10 (K10) was used to measure symptoms of depression and anxiety and provide an 

overall measure of mental health in the general population.94 The K10 is a series of 10 questions 

resulting in a score that measures the level of anxiety and depressive symptoms experienced in 

the most recent four-week period. Table 39 outlines the four levels of severity of K10 psychological 

distress status cut off scores.

Table 39 Kessler 10 scores of psychological distress

K10 score Level of psychological distress Status of psychological distress

0-15 Low
16-21 Moderate
22-29 High
30-50 Very High

No psychological distress

Psychological distress

The results of the 2004 Northern Territory CATI data pooling project revealed that 

proportionately more women (10%) than men (6%) reported that they had experienced high 

to very high psychological distress in the four weeks prior to the survey. The majority of NT 

adults surveyed (non-Indigenous people aged 18 years and over) reported low to moderate 

psychological distress (90% of women and 94% of men) during this period (Figure 41).

The proportion of women reporting high levels of psychological distress is slightly less than that 

reported in a previous CATI survey conducted in the NT in 2000. In this survey 14.2% of women 

reported themselves to be significantly psychologically distressed.45
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Figure 41 Kessler 10 scores of psychological distress, Northern Territory, 2004
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Note:  Data includes 18 years and over only.
Source: 2004 NT CATI Survey, Health Gains Planning Branch, DHCS (unpublished data)

Suicide and self-harm

Suicide
In the NT annual age-standardised suicide death rates have steadily increased since 1981 and in 

2002, the rate was approaching three times the rate reported in 1981 (Figure 42). Caution needs 

to be exercised when comparing annual state and territory data particularly as rates within 

smaller jurisdictions are often subject to fluctuation as a result of the small number of deaths 

recorded. The Australian Bureau of Statistics suggests that comparing data for five years allows 

for a more reliable comparison. Over the period 1999–2003 the suicide rate in the NT was 77% 

above the national rate.113 

It would appear that the recent high rate of suicide in the NT is directly attributable to the 

increasing incidence amongst Indigenous men. In the 1980s annual suicide rates of non-

Indigenous men were around four times those reported for Indigenous men. However, in the 

early and mid 1990s annual rates for Indigenous men increased and by the late 1990s were 

double that of non-Indigenous men. Suicide has also increased among Indigenous women, 

though with fewer total deaths. During the 1980s to 1990s there were no reported suicide deaths 

among Indigenous women but by the early 2000s the rate was double that of NT non-Indigenous 

women (Figure 42). 

Self-harm
Admission to hospital for intentional self-harm is one indicator of the level of self-harm in the 

community. However, it can significantly underestimate the true level of intentional self-harming 

behaviour for two reasons. Firstly, not all individuals who intentionally self-harm are admitted 

to hospital. Secondly, not all individuals admitted to hospital will be recognised or recorded as 

having intentionally harmed themselves. It has been estimated that hospital admissions as an 

indicator for self-harming behaviour is likely to represent between 5–30% of all incidences of self-

harm in the community.114 

In most years between 1992 and 2002, NT Indigenous men had the highest rates of admission to 

hospital for intentional self-harm, followed by Indigenous women and non-Indigenous women. In 

contrast non-Indigenous men had much lower rates of admission for this diagnosis (Figure 43). 
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Figure 42 Age-standardised death rate from suicide, by sex and Indigenous status, Northern 
Territory, 1981–2002 (two-year periods)
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Figure 43 Annual age-standardised rates of hospital admissions for intentional self-harm, by sex 
and Indigenous status, Northern Territory, 1992–2002
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Source: see Appendix Table A25

Mental health conditions requiring hospitalisation
The rate of admission to NT public hospitals for all mental disorders between 1999 and 2003 was 

lower in women than in men (474 admissions per 100,000 women compared to 766 admissions 

per 100,000 men). During the same period, the admission rate for all mental disorders for NT 

Indigenous women was more than double the rate for non-Indigenous women (757 admissions 

per 100,000 Indigenous women compared to 374 admissions per 100,000 non-Indigenous 

women) (Table 40). 
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The highest age-standardised rate of admission for women was due to mood disorders (134 

admissions per 100,000 women) and for men was due to delusional disorders (239 admissions 

per 100,000 men). The age-standardised admission rate due to psychoactive substance use has 

been steadily increasing for Indigenous women since 1999 and was more than six times higher for 

Indigenous women than for non-Indigenous women. The age-standardised admission rate due to 

delusional disorders has also been steadily increasing for Indigenous women since 1999 and was 

nearly 2.5 times higher for Indigenous women than for non-Indigenous women (Table 40). 

Table 40 Admissions to NT public hospitals due to mental disorders, by sex and Indigenous 
status, Northern Territory, 1999–2003

Mental disorder categories Female Male Indigenous non-Indigenous

Due to psychoactive substance use 282 946 196 86

Delusional disorders 462 975 229 233

Mood disorders 514 504 152 362

Neurotic disorders 317 411 107 210

Adult personality disorders 48 45 14 34

Other mental disorders 102 140 56 46

All mental disorders 1725 3021 754 971

Due to psychoactive substance use 72.0 226.6 192.1 31.2

Delusional disorders 120.3 238.8 214.4 86.3

Mood disorders 134.4 123.7 147.5 129.3

Neurotic disorders 88.0 98.3 100.0 82.1

Adult personality disorders 11.8 11.0 12.9 11.9

Other mental disorders 47.6 67.5 89.9 32.8

All mental disorders 474.0 766.1 756.7 373.5

Due to psychoactive substance use 0.32 6.16

Delusional disorders 0.50 2.48

Mood disorders 1.09 1.14

Neurotic disorders 0.89 1.22

Adult personality disorders 1.07 1.08

Other mental disorders 0.71 2.74

All mental disorders 0.62 2.03

Total by sex Females by Indigenous status

Number (5 years total)

Average annual age-standardised rate

Rate ratio Rate ratio

(Indigenous verse non-Indigenous)(female verse male)

Notes:
Includes both general hospital and mental health facility admissions.
Data includes 15 years and over only. Exclude admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)
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Postnatal depression
During the period 1999–2003 a total of 22 women were admitted to public hospitals within the 

NT for postnatal depression. All were aged between 15–44 years, 12 were Indigenous and 10 

non-Indigenous.

Box 38 Postnatal depression

Postnatal depression (PND) is a mood disorder that affects 1 in 7 women during the months 

following childbirth. It is different from the’ baby blues’, a relatively mild period of sadness 

which occurs in about 80% of women three to five days after giving birth. Women with the’ 

baby blues’ may be more easily upset and irritable but with empathy and emotional support 

from family, friends and hospital staff these feelings generally pass very quickly.  Postnatal 

depression can develop at any time during the first year after childbirth and may begin 

suddenly or develop slowly. If left untreated it can develop into a chronic depression or 

reoccur in later pregnancies.  The range of symptoms experienced depends on the severity 

of the depression, and may include: low self-esteem and lack of confidence; feelings of 

inadequacy and guilt; negative thoughts; feeling that life is meaningless; feeling unable to 

cope; tearfulness and irritability; difficulty sleeping or changes in sleeping patterns; low sex 

drive; anxiety, panic attacks or heart palpitations; loss of appetite; difficulty concentrating 

or remembering things. Treatment will vary depending on the severity of the depression and 

may range from accessing the support of relatives, friends and local support groups to assist 

with self and baby care to medication, cognitive therapies or even hospitalisation in the 

most severe cases. The best approach will always depend on the individual situation, the 

symptoms and the services available.115

Community mental health services
Demand for community mental health services increased by an average of 20% during the 

2003/2004 financial year period.116 Rising demand may be attributable to a number of factors 

including increased mental health promotion activities resulting in improved community 

awareness, higher community expectations and a greater willingness to seek help. 

In 2004, there were a total of 30,607 community mental health service contact events in the 

Top End and Central Australian regions of the NT. Women accounted for 44% of all service 

contacts during this period. Non-Indigenous women accounted for a greater proportion of all 

service contacts than Indigenous women (31% compared to 12%) however, this difference was 

not seen across all localities. Indigenous women accounted for more service contacts than 

non-Indigenous women in the rural and remote localities (27% compared to 17%) however, in 

urban localities, the opposite was true with non-Indigenous women accounting for 34% of all 

service contacts and Indigenous women accounting for only 9% of all service contacts (Table 

41). This variation, to some extent, reflects the difference in geographical distribution of the two 

populations.

Of women using community mental health services, most were aged between 20–49 years while 

the majority of men were aged between 20–39 years. Utilisation of community mental health 

services by men dropped off sharply after 39 years of age. The greatest proportion of community 

mental health service contacts for Indigenous women occurred in the 20–34 year old age 

bracket whereas for non-Indigenous women community mental health service contacts were 

more frequent in older age groups, particularly 40-44 years. Utilisation of community mental 

health services by Indigenous women dropped off sharply after 34 years of age (Figure 44).
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Table 41 Contact events to community mental health services, by sex and Indigenous status of 
clients and service locality, Northern Territory, 2003/2004 financial year

NT Indigenous 
females

NT non-Indigenous 
females All NT females All NT males Total

Locality Type percent of total percent of total percent of total percent of total number
CAMHS Rural/remote 31% 12% 43% 57% 1273
CAMHS Urban 10% 26% 36% 64% 4616
TEMHS Rural/remote 25% 19% 45% 55% 3082
TEMHS Urban 9% 36% 46% 54% 21,636
All Rural/remote 27% 17% 44% 56% 4355
All Urban 9% 34% 44% 56% 26,252
All localities 12% 32% 44% 56% 30,607

Notes: 
Data includes clients aged 15 years and over only.
CAMHS (Central Australia Mental Health Service); TEMHS (Top End Mental Health Service)
Source: Mental Health Unit, DHCS (unpublished data)

Figure 44 Client age distributions of contact events to all localities of community mental health services, 
by sex and Indigenous status of clients, Northern Territory, 1999/2000–2003/2004 financial years
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5.6 Cancer
Cancer is a major cause of death in the NT as it is elsewhere in Australia and the developed world. 

It is the only major disease category for which an almost complete coverage of incidence data 

is available as all cases (except non-melanocytic skin cancer which is not routinely collected) 

are registered in all states and territories in Australia.117 Thus the following information excludes 

data on non-melanocytic skin cancer.

All cancers combined
In the NT, fewer than 500 new cases of cancer are registered each year.118 Nationally, cancer 

occurs less commonly in women than in men and this trend is also observed in the NT. During the 

period 1991–2001 there were 4084 new cases of cancer diagnosed among NT residents (1773 

women and 2311 men. During the same period, 1759 people died from cancer (703 women 

and 1056 men). Both the age-standardised incidence rate and mortality rate for all cancers 

combined were lower for women than for men (Table 42).

During the period 1991–2001, the incidence rate for all cancers combined was higher for 

non-Indigenous women than Indigenous women, whereas the mortality rate for all cancers 

combined was higher for Indigenous women than non-Indigenous women (Table 43). 
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Table 42 Rates of incidence and mortality and lifetime risk from all cancers, by sex, Indigenous 
status and age group, Northern Territory and Australia, 1991–2001

Notes:
Age-standardised rates adjusted to 2001 Estimated Australian Resident Population by 5-year age group. 
All rates are expressed as number of diagnosed cases or deaths per 100,000 population.
Source: ‘Cancer Incidence and Mortality Northern Territory 1991–2001’, and the Australian cancer mortality data: 1995–2000.

Table 43 Rates of incidence and mortality and lifetime risk from all cancers, by Indigenous 
status and age group, Northern Territory women, 1991–2001

NT Australia NT Australia NT Australia NT Australia
Age-specific rate:
0-24 years 12 21 3 3 21 23 5 5
25-34 years 68 89 6 11 56 71 9 11
35-44 years 211 217 45 39 121 133 31 29
45-54 years 443 489 151 119 400 354 141 114
55-64 years 834 847 365 282 1049 1074 540 394
65-74 years 1216 1278 708 577 2153 2357 1153 1037
75 years and over 1676 1769 1325 1127 2586 3463 1947 2126

Crude rate 187 394 74 161 220 476 101 212
Age-standardised rate 370 389 192 156 491 549.2 273 254
Lifetime risk (<75 years) 1 in 4 1 in 4 1 in 8 1 in 10 1 in 3 1 in 3 1 in 6 1 in 7

Mortality
FEMALES MALES

Incidence Mortality Incidence

Indigenous non-Indigenous Indigenous non-Indigenous
Age-specific rate:
0-24 years 9 14 4 3
25-34 years 74 66 21 1
35-44 years 221 209 96 31
45-54 years 416 450 275 122
55-64 years 789 850 526 307
65-74 years 1233 1209 873 640
75 years and over 956 1948 1087 1414

Crude rate 140 206 87 68
Age-standardised rate 323 388 232 180
Lifetime risk (<75 years) 1 in 4 1 in 4 1 in 6 1 in 9

Incidence Mortality

Notes:
Age-standardised rates are adjusted to 2001 Estimated Australian Resident Population by 5-year age group. 
All rates are expressed as number of diagnosed cases or deaths per 100,000 population.
Source: ‘Cancer Incidence and Mortality Northern Territory 1991–2001’

Most common cancer sites
The most common cancer site (as ranked by age-standardised incidence rates) for females 

was breast cancer, followed by lung and colorectal cancer and for men was prostate cancer, 

followed by lung and colorectal cancer. The most common cause of cancer deaths for both 

women and men was lung cancer, followed by breast and colorectal cancer for women and 

by prostate and colorectal cancer for men.118

There were differences in the incidence of specific cancer sites between non-Indigenous and 

Indigenous women. In non-Indigenous women, the most common cancer site was breast 

cancer followed by colorectal cancer. In Indigenous women, lung cancer was the most 

common cancer followed by breast cancer (Figure 45). 

Breast cancer was the most commonly occurring cancer among non-Indigenous women and 

the third most common cause of cancer death. In contrast lung cancer was the most commonly 

occurring cancer among Indigenous women and the most common cause of cancer death. 



108

5 Health Behaviour

109

The incidence and mortality rates of lung cancer were higher among Indigenous women 

compared to non-Indigenous women. However, mortality due to lung cancer was a serious 

consideration for non-Indigenous and Indigenous women with the incidence rates only just 

exceeding mortality rates in both population groups (16% higher and 2% higher).

Figure 45 Age-standardised incidence and death rate of common cancer sites, by Indigenous 
status, Northern Territory women, 1991–2001
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Notes:
Cancer sites are ranked by incidence rates in all NT females.
Note: Data includes all ages. Aged-standardised rates adjusted to 2001 Estimated Australian Resident Population by 5-
year age group. 
Source: see Appendix Table A31

Female specific cancer sites
Cancers of the cervix, uterus (including endometria), ovary (and uterine adnexa) and vulva are 

specific to women while breast cancer is rare in men.

Breast cancer among NT Indigenous women has almost tripled over the past two decades from 

19 per 100,000 women in the late 1980s to 50 per 100,000 women during the period 1991–2001.119 

It is now the second most common cancer for Indigenous women. During the latter period 

the incidence rate for breast cancer among Indigenous women was 50% lower than for non-

Indigenous women, but the risk of death was similar for both (Table 44). 

In contrast the incidence of cervical cancer in Indigenous women has remained relatively 

constant, and the mortality rate has decreased. During the period 1987–1993, the incidence of 

cervical cancer in Indigenous women was 33 per 100,000 women and the mortality rate was 36. 

Between 1991 and 2001 the incidence rate remained stable at 35 per 100,000 women but the 

mortality rate declined to 28. 

Cancers of the ovary and vulva are generally rare, however vulvar cancer is relatively more 

common in Indigenous women compared to non-Indigenous. The annual age-standardised 

incidence rate of vulvar cancer during the period 1991–2001 was four per 100,000 women, 

which corresponds to a total of 26 cases during that period. More specifically however, the rate 

for Indigenous women was 13 per 100,000 (20 cases) compared to one per 100,000 (six cases) 

for non-Indigenous women (Table 44).
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Table 44 Incidence and mortality of female specific cancers, by Indigenous status, Northern 
Territory and Australia, 1991–2001

NT NT non- NT NT non-
Cancer site Indigenous Indigenous Australia Indigenous Indigenous Australia
Breast Number 63 429 27 85

Age-standardised rate 50 100 113 25 24 27.3
Lifetime risk (<75 years) 1 in 22 1 in 13 1 in 11 1 in 55 1 in 51 1 in 50

Cervix uteri Number 47 73 32 23
Age-standardised rate 35 14 9.0 28 7 3.1
Lifetime risk (<75 years) 1 in 37 1 in 96 1 in 145 1 in 42 1 in 328 1 in 435

Ovary and Number 7 39 10 17
uterine Age-standardised rate 6 10 13.0 9 5 8.0
adnexa Lifetime risk (<75 years) 1 in 150 1 in 138 1 in 98 1 in 89 1 in 362 1 in 170

Uterus Number 20 46 6 7
Age-standardised rate 14 16 15.1 6 3 2.6
Lifetime risk (<75 years) 1 in 76 1 in 76 1 in 78 1 in 185 1 in 427 1 in 557

Vulva a Number 20 6 4 1
Age-standardised rate 12.9 1.1 2.2 2.4 0.3 0.5

Incidence Mortality

Notes:
Data includes all ages. Australian cancer mortality data for 1995–2000.
Age-standardised rates adjusted to 2001 Estimated Australian Resident Population by 5-year age group 
All rates are expressed as number of diagnosed cases or deaths per 100,000 population.
Source: ‘Cancer Incidence and Mortality Northern Territory 1991–2001’, NT Cancer Registry. 
a NT Cancer Registry (additional analysis by request)

Screening for breast and cervical cancer in the Northern Territory
Cancer screening is the performance of tests on apparently well people in order to detect 

cancer at an earlier stage. Structured national programs are currently in place for breast and 

cervical cancer screening. BreastScreen Australia provides mammography services and the 

National Cervical Screening Program provides pap smear tests for eligible women.

Breast screening
Data on participation in the breast screen program are reported using two-year periods as this 

corresponds with the recommended interval between screens for asymptomatic women in the 

target age group of 50–69 years. While the number of women screened for breast cancer in the 

NT has been steadily increasing from a total of 8165 women during the 1999/2000 financial year 

period to 8520 women during the 2003/2004 period, the proportion of women in the NT in the 

target population being screened has been steadily declining, from 49% in 1999/2000, to 44% in 

2003/2004 (Figure 46). 

This is in contrast to national trends where the participation in breast screening has been steadily 

increasing.120 However, it should be noted that given the small scale and different operational 

environment of the screening program, population growth and the difficulty of accessing new 

women in the NT, comparisons with national data are not valid. 
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Figure 46 Participation rates of breast and cervical screenings in target age groups, Northern 
Territory, 1999–2004 (two-year periods)
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A total of 6120 women or 72% of NT women screened were in the screening program target 

age group of 50–69 years during the financial year period 2003/2004. Within the target 

population, participation rates are highest in the 55–59 year age group (50%) (Figure 47).

Data on participation among Indigenous women are unreliable and so are not presented here. 

Nationally, participation rates among Indigenous women are significantly lower than those of 

non-Indigenous women.120

Figure 47 Participation rates of breast screening, by age group, Northern Territory, 1999–2004
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Cervical screening
The cervical screening program actively targets women aged 20–69 years. The recommended 

screening interval for women in this target age group who have been sexually active at any 

stage in their lives is two years. Cervical screening may cease at the age of 70 years for women 

who have had two normal pap smears within the previous five years. Women who have had a 

total hysterectomy with their cervix removed are unlikely to require screening.121 Inclusion in the 

national cervical screening register is optional. It has been estimated that around 1% of women 

opt not to be included on the register. 
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The numbers of women screened for cervical cancer in the NT has been steadily declining from 

43,310 during the 1999/2000 financial year period to 39,838 during the 2003/2004 period. The 

proportion of women in the target population participating in the cervical screening program 

has also been steadily declining, from 78% in 1999/2000 to 70% in 2003/2004 (Figure 46). The 

decline in participation rates for cervical screening is consistent with national trends.121 Of the 

women screened during the period, 1999–2004, 95% were in the screening program target 

population of women aged 20–69 years, although the participation rate in cervical screening 

dropped off considerably after 59 years of age (Figure 48).

Figure 48 Participation rates of cervical screening, Northern Territory, 1999–2004
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Dr Margaret O’Brien runs an obstetric and gynaecology specialist outreach service, which 

covers three main clinical domains: antenatal care, abnormal cervical cytology (using a 

mobile colposcope) and general gynaecological consulting including investigation and 

treatment of infertility. 

The service, which began in 1997, has been running for over eight years and now operates in 

23 remote communities in the NT. The figures in Table 45 show the number of gynaecological 

consultations, antenatal checks, pap smears and colposcopies performed in the last two years. 

These figures include visits to the 23 communities serviced by the program as well as visits to Gove 

District Hospital, Katherine District Hospital and Danila Dilba Aboriginal Health Service in Darwin.

While the program offers a number of valuable specialist services to women living in remote 

areas, it is of particular note that the incidence of cervical cancer in Indigenous women 

has decreased by 26% since 1991, although the number of cases each year is small and it 

will be several years before it is certain that this decrease is not due to random variation.122 

Despite some promising outcomes in the early detection and treatment of cervical cancer in 

Indigenous women, there is a very high unexplained rate of other specific cancers. In particular, 

the incidence of  vulvar cancer is much higher in NT Indigenous women than in other Australian 

women. For women aged 0–64 years vulvar cancer is 12 times more common in NT Indigenous 

women than Australian women.122,123
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Table 45 Annual specialist obstetric and gynaecology outreach services, remote Northern 
Territory communities, 2003–2004

2003 2004
Gynaecological consultations 850 774
Antenatal checks 184 175
Pap smears 104 199
Colposcopies 291 295

TOTAL consultations 1429 1443

Source: Specialist Outreach Services, DHCS (unpublished data)

5.7 Chronic diseases
Chronic diseases, particularly hypertension, diabetes, ischaemic heart disease, chronic 

obstructive pulmonary disease, end stage renal disease and co-morbidities are an enormous 

issue for the NT, causing pain, disability and premature mortality for many Territorians. 

Epidemiological estimates of chronic disease data complied for a 2001 NT DHCS Health Gains 

Planning Branch report (unpublished) Preventable Chronic Disease and Associated Risk Factors 

in the Northern Territory are presented in the following section. Sources of data for the report 

included the Chronic Disease Register (a data base used by District Medical Officers) and 

hospital morbidity data.

Diabetes
Type II diabetes is a metabolic condition marked by reduced levels of insulin or the inability of the 

body to use insulin properly. Type II diabetes can lead to long term damage to various organs 

especially the heart and blood vessels, eyes, kidneys and nerves. Diabetes shares many of the 

risk factors with cardiovascular disease and is in itself a risk factor for cardiovascular disease.

In Figure 49 the definition of ‘at high risk’ of developing diabetes is as follows:

• Indigenous people aged 30 years and over or aged between 15–29 and also overweight or 
physically inactive; 

• non-Indigenous people aged 50 years and over or aged between 15–49 and also 
overweight or physically inactive. 

In 2000 an estimated 85,921 NT residents were at high risk of developing type II diabetes (37,740 

women and 48,181 men), 5997 were already diagnosed with the disease (3127 women and 2870 

men) of which 440 were newly diagnosed cases (212 women and 228 men) (see Appendix Table 

A32 and Table A33)

A marginally larger proportion of all NT men (47%) than all NT women (41%) were at high risk of 

developing type II diabetes. In the female population, almost 50% of the Indigenous women 

were considered to be at high risk compared to 37% of the non-Indigenous women (Figure 49). 

The prevalence rate of type II diabetes among Indigenous women was more than six times 

higher than the prevalence for non-Indigenous women (Figure 49).
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Figure 49 Epidemiological estimates of type II diabetes, by sex and Indigenous status, Northern 
Territory, 2000
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Note: Data includes all ages.
Source: Appendix Table A32 and Table A33

The rate of admission to NT public hospitals for diabetes between 1999 and 2003 was lower 

for all NT women than for all NT men (454 admissions per 100,000 women compared to 750 

admissions per 100,000 men). During the same period, the admission rate for diabetes for NT 

Indigenous women was more than five times higher than the rate for non-Indigenous women 

(1222 admissions per 100,000 Indigenous women compared to 231 admissions per 100,000 non-

Indigenous women) (Table 46). 

The mortality rate from diabetes in the NT during the period 1997–2001 was higher for all NT 

women than for all NT men (48 deaths per 100,000 women compared to 35 deaths per 100,000 

men). During the same period, the mortality rate from diabetes for NT non-Indigenous women 

was 1.6 times higher than the national rate, and the mortality rate for NT Indigenous women was 

nearly 12 times higher than the national rate (Table 47).

Table 46 Admissions to NT public hospitals due to diabetes, by sex and Indigenous status, 
Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 1163 2136 821 342
Average annual age-standardised rate 454 750 1222 231
Rate ratio 0.60 5.28

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)
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Table 47 Age-standardised mortality rates from diabetes, by sex and Indigenous status, 
Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 28.5 23.0 53.6 16.4 11.6
1987-1991 35.5 24.1 100.3 6.5 11.6
1992-1996 44.8 32.6 108.1 20.9 12.5
1997-2001 47.6 34.8 135.1 18.6 11.5
Rate ratio
1982-1986 2.4 4.6 1.4
1987-1991 3.1 8.7 0.6
1992-1996 3.6 8.7 1.7
1997-2001 4.1 11.8 1.6

NT by sex FEMALES

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Hypertension
The term hypertension refers to high blood pressure and is defined as systolic blood pressure 

≥ 160mmHg or diastolic blood pressure of ≥ 95mmHg or receiving medication for high blood 

pressure. Hypertension is one of the most common medical conditions requiring long-term 

health care and is a major risk factor for coronary heart disease, stroke, cardiac failure and 

renal failure.

In Figure 50 the definition of ‘at high risk’ of developing hypertension is as follows:

• Indigenous people aged 35 and over; 

• Indigenous men aged between 15–34 years who are overweight or physically inactive; 

• Indigenous women aged between 25–34 years who are overweight or physically inactive; 

• non-Indigenous people aged 50 and over or aged between 35–49 and overweight or 

physically inactive. 

In 2000 an estimated 51,622 NT residents were at high risk of developing hypertension (22,164 

women and 29,458 men) 18,705 were already diagnosed with the disease (6697 women and 

12,008 men) of which  6164 were newly diagnosed cases (2035 women and 4129 men) (see 

Appendix Table A34 and Table A35).

A marginally larger proportion of all NT men (29%) than all NT women (24%) were at high risk of 

developing hypertension. Similarly in the female population, a marginally larger proportion of 

Indigenous women (28%) than non-Indigenous women (22%) were at high risk (Figure 50). The 

prevalence rate of hypertension among Indigenous women was almost double the prevalence 

for non-Indigenous women, however the incidence rate was almost the same (Figure 50).
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Figure 50 Estimated prevalence of people with hypertension or at risk of developing the 
condition, by sex and Indigenous status, Northern Territory, 2000
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Note: Data includes all ages.
Source: Appendix Table A34 and Appendix Table A35).

The rate of admission to NT public hospitals for hypertension between 1999 and 2003 was 

higher for all NT women than for all NT men (35 admissions per 100,000 women compared to 25 

admissions per 100,000 men). During the same period, the admission rate for hypertension for 

NT Indigenous women was nearly eight times higher than the rate for non-Indigenous women 

(108 admissions per 100,000 Indigenous women compared to 14 admissions per 100,000 non-

Indigenous women) (Table 48).

The mortality rate from hypertension in the NT between 1997 and 2001 was higher for all NT women 

than for all NT men (14 deaths per 100,000 women compared to eight deaths per 100,000 men). 

During the same period, the mortality rate from hypertension for NT non-Indigenous women was 

20% higher than the national rate, and the mortality rate for NT Indigenous women was six times 

higher than the national rate (Table 49).

Table 48 Admissions to NT public hospitals due to hypertension, by sex and Indigenous status, 
Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 98 78 79 19
Average annual age-standardised rate 35.2 25.4 108.0 13.6
Rate ratio 1.38 7.93

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)
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Table 49 Age-standardised mortality rates from hypertension, by sex and Indigenous status, 
Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 13.0 16.3 32.4 3.8 8.2
1987-1991 15.8 14.5 35.0 7.2 6.7
1992-1996 11.9 11.6 36.5 2.5 6.1
1997-2001 13.9 8.2 34.0 7.0 5.7
Ratio
1982-1986 1.6 4.0 0.5
1987-1991 2.4 5.2 1.1
1992-1996 2.0 6.0 0.4
1997-2001 2.5 6.0 1.2

FEMALESNT by sex

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Ischaemic heart disease
Ischaemic heart disease (IHD) includes conditions such as heart attack and angina which are 

caused by blockages in the coronary arteries resulting in an interruption to the blood supply of 

the heart. IHD is the most common cause of death in Australia accounting for 23% of all deaths. 

Tobacco smoking, physical inactivity, poor diet and obesity are the major risk factors for IHD.

In Figure 51 the definition of  ‘at high risk’ for developing ischaemic heart disease is: 

• a male aged 50 and over ;

• a female aged 60 and over; 

• a person aged 35 and over who has diabetes, hypertension or high blood cholesterol. 

In 2000 an estimated 32,508 NT residents were at high risk of developing IHD (11,130 women 

and 21,378 men), 977 were already diagnosed with the disease (363 women and 614 men) of 

which 165 were newly diagnosed cases (47 women and 118 men) (see Appendix Table A36 

and Table A37). 

A larger proportion of all NT men (21%) than all NT women (12%) were at high risk of developing 

IHD. In the female population, the proportion of Indigenous women (16%) at high risk of 

developing IHD exceeded the proportion of non-Indigenous women (10%). The prevalence rate 

of IHD was twice as high in Indigenous women than non-Indigenous women (Figure 51). 

The rate of admission to NT public hospitals for IHD between 1999 and 2003 was lower for all NT 

women than for all NT men (510 admissions per 100,000 women compared to 743 admissions 

per 100,000 men). During the same period, the admission rate for IHD for NT Indigenous women 

was nearly double the rate for non-Indigenous women (833 admissions per 100,000 Indigenous 

women compared to 431 admissions per 100,000 non-Indigenous women) (Table 50).
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Figure 51 Estimated prevalence of people with ischaemic heart disease or at risk in developing 
the condition, by sex and Indigenous status, Northern Territory, 2000

Note: Data includes all ages.
Source: see Appendix Table A36 and Table A37. 

Table 50 Admissions to NT public hospitals due to ischaemic heart disease, by sex and 
Indigenous status, Northern Territory, 1999–2003

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

The mortality rate from IHD in the NT between 1997 and 2001 was lower for all NT women than for all 

NT men (107 deaths per 100,000 women compared to 175 deaths per 100,000 men). During the same 

period, the mortality rate from IHD for NT non-Indigenous women was 20% less than the national rate, 

while the mortality rate for NT Indigenous women was nearly double the national rate (Table 51).

Table 51 Age-standardised mortality rates from ischaemic heart disease, by sex and 
Indigenous status, Northern Territory and Australia, 1982–2001 (five-year periods)

Notes:

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 110 186 80 134 163
1987-1991 115 213 173 91 144
1992-1996 88 180 141 70 123
1997-2001 107 175 184 82 97
Ratio
1982-1986 0.7 0.5 0.8
1987-1991 0.8 1.2 0.6
1992-1996 0.7 1.2 0.6
1997-2001 1.1 1.9 0.8

NT by sex FEMALES

Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)
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Female Male Indigenous non-Indigenous
Number (5 years total) 1151 2106 560 591
Average annual age-standardised rate 510 743 833 431
Rate ratio 0.69 1.93

Total by sex Females by Indigenous status
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Box 39 Women and heart disease

Cardiac disease has historically been known as a men’s health issue, however coronary 

heart disease is also a leading cause of death in women.124 Up until a decade ago, 

white middle-aged men were the model subjects in most funded cardiac trials with the 

assumption that whatever the findings, the results would also hold true for women. This has 

led to the impression that coronary artery disease is a problem for men, and has resulted in 

cardiac health care being designed with the male anatomy and male experience of illness 

in mind. Health promotional measures have also been targeted towards men.125 In 1960, the 

American Heart Association sponsored a conference entitled “How I can help my husband 

cope with heart disease”.124

Studies that have examined the prescription of drugs, the length of time between beginning 

of chest pain to diagnosis of ischaemic heart disease, and the morbidity and mortality 

associated with heart disease have demonstrated that age and gender bias exist in the 

diagnosis and management of heart disease.124-127 The biological and social differences 

that exist between women and men mean that people should be treated appropriately 

for gender, age and race. Further research is required into women’s experience of cardiac 

disease and physicians’ attitudes towards the investigation of cardiac disease in women. 

Further, women themselves need to understand that they are also at risk of cardiac events 

and that cardiac disease is not just a male health issue.

Cerebrovascular disease
The rate of admission to NT public hospitals for cerebrovascular disease between 1999 and 2003 

was lower in all NT women than in all NT men (182 admissions per 100,000 women compared to 

234 admissions per 100,000 men). During the same period, the admission rate for cerebrovascular 

disease for NT Indigenous women was nearly 2.5 times the rate for non-Indigenous women 

(333 admissions per 100,000 Indigenous women compared to 135 admissions per 100,000 non-

Indigenous women) (Table 52).

Table 52 Admissions to NT public hospitals due to cerebrovascular disease, by sex and 
Indigenous status, Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 352 501 187 165
Average annual age-standardised rate 182 234 333 135
Rate ratio 0.78 2.47

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

The mortality rate from cerebrovascular disease in the NT between 1997 and 2001 was similar 

for both NT women and NT men (57 deaths per 100,000 women compared to 58 deaths per 

100,000 men). During the same period, the mortality rate from cerebrovascular disease for NT 

non-Indigenous women was 20% lower than the national rate, while the mortality rate for NT 

Indigenous women was 60% higher (Table 53). 
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Table 53 Age-standardised mortality rates from cerebrovascular disease, by sex and 
Indigenous status, Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 57.8 78.8 93.6 38.1 94.0
1987-1991 51.4 60.4 92.1 33.1 74.9
1992-1996 64.4 75.2 111.4 47.1 65.3
1997-2001 56.9 57.5 89.2 45.9 55.0
Ratio
1982-1986 0.6 1.0 0.4
1987-1991 0.7 1.2 0.4
1992-1996 1.0 1.7 0.7
1997-2001 1.0 1.6 0.8

FEMALESNT by sex

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Chronic obstructive pulmonary disease
Chronic obstructive pulmonary disease (COPD) refers to two closely related respiratory 

conditions: chronic bronchitis and emphysema associated with airflow obstruction. COPD is 

a progressive disease which permanently damages the lungs. It can develop as a result of 

smoking or a history of childhood recurrent respiratory infections. 

In Figure 52 the definition of ‘at high risk’ of developing COPD is: 

• Indigenous people aged under 5 years or 40 and over; 

• non-Indigenous people aged 60 and over; 

• a smoker at any age.

In 2000 an estimated 53,312 NT residents were at high risk of developing COPD (19,458 women 

and 33,854 men), 1650 were already diagnosed with the disease (556 women and 1094 men) 

of which 171 were newly diagnosed cases (60 women and 111 men) (see Appendix Table A38 

and Table A39).

A significantly larger proportion of all NT men (33%) than all NT women (21%) were at high risk 

of developing COPD. In the female population, a higher proportion of non-Indigenous women 

(23%) than Indigenous women (16%) were at high risk of developing COPD. The prevalence 

rate of COPD was the same in Indigenous women as non-Indigenous women at six cases per 

1000 population (Figure 52) 
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Figure 52 Estimated prevalence of people with chronic obstructive pulmonary disease or at risk 
in developing the condition, by sex and Indigenous status, Northern Territory, 2000
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Note: Data includes all ages.
Source: see Appendix Table A38 and Table A39

The rate of admission to NT public hospitals for COPD between 1999 and 2003 was lower for all NT 

women than for all NT men (563 admissions per 100,000 women compared to 703 admissions per 

100,000 men). During the same period, the admission rate for COPD for NT Indigenous women was 

nearly seven times the rate for non-Indigenous women (1602 admissions per 100,000 Indigenous 

women compared to 231 admissions per 100,000 non-Indigenous women) (Table 54).

The mortality rate from COPD in the NT between 1997 and 2001 was lower in women than in 

men (50 deaths per 100,000 women compared to 72 deaths per 100,000 men). During the same 

period, the mortality rate from COPD for NT non-Indigenous women was 1.6 times higher than 

the national rate, and the mortality rate for NT Indigenous women was more than six times higher 

than the national rate (Table 55). 

Table 54 Admissions to NT public hospitals due to chronic obstructive pulmonary disease, by 
sex and Indigenous status, Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 1256 1513 958 298
Average annual age-standardised rate 563 703 1602 231
Rate ratio 0.80 6.93

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)
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Table 55 Age-standardised mortality rates from chronic obstructive pulmonary disease, by sex 
and Indigenous status, Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 71.0 129.0 166.5 20.9 15.2
1987-1991 63.7 128.5 160.6 19.1 17.7
1992-1996 69.6 96.1 163.1 31.8 19.5
1997-2001 50.2 72.3 112.5 28.7 18.2
Ratio
1982-1986 4.7 11.0 1.4
1987-1991 3.6 9.1 1.1
1992-1996 3.6 8.4 1.6
1997-2001 2.8 6.2 1.6

FEMALESNT by sex

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Asthma
Asthma is a common condition affecting children and adults. During an asthma attack the small 

air passages (bronchi) of the lungs become swollen and inflamed, leading to the production of 

mucus (fluid) and narrowing of the passages. Airflow in and out of the lungs is reduced and may 

lead to wheezing, coughing and difficulty with breathing.128 Asthma is one of the seven national 

health priority areas because of the significant burden that asthma places on the Australian 

community in terms of health, social, economic and emotional costs. Currently at least one in 10 

Australian adults is affected by asthma.129 

The rate of admission to NT public hospitals for asthma between 1999 and 2003 was more than 

three times higher for all NT women than for all NT men (213 admissions per 100,000 women 

compared to 67 admissions per 100,000 men). During the same period, the admission rate for 

asthma for NT Indigenous women was more than three times the rate for non-Indigenous women 

(467 admissions per 100,000 Indigenous women compared to 142 admissions per 100,000 non-

Indigenous women) (Table 56).

Table 56 Admissions to NT public hospitals due to asthma, by sex and Indigenous status, 
Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 729 256 381 348
Average annual age-standardised rate 213 67 467 142
Rate ratio 3.15 3.30

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

The mortality rate from asthma in the NT between 1982 and 2001 was higher in women than 

in men (2.5 deaths per 100,000 women compared to 1.0 death per 100,000 men). During the 

same period, the mortality rate from asthma for NT non-Indigenous women was the same as 

the national rate, while the mortality rate for NT Indigenous women was slightly lower than the 

national rate (by 10%) (Table 57).
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Table 57 Age-standardised mortality rates from asthma, by sex and Indigenous status, Northern 
Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 9.1 7.3 15.0 6.1 4.5
1987-1991 7.2 4.3 5.0 8.9 5.1
1992-1996 8.4 7.7 17.7 5.4 4.4
1997-2001 2.5 1.0 2.4 2.6 2.6
Ratio
1982-1986 2.0 3.4 1.4
1987-1991 1.4 1.0 1.7
1992-1996 1.9 4.1 1.2
1997-2001 1.0 0.9 1.0

NT by sex FEMALES

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Renal disease
Renal disease refers to a group of chronic kidney conditions including chronic glomerulonephritis, 

nephrotic syndrome, nephritis, nephropathy and small kidney all of which impact on renal 

function and lead to end stage renal failure. End stage renal failure (ESRF) is reached when 

renal function has deteriorated to the point that renal dialysis or a renal transplant is required.128 

The incidence of ESRF in the Indigenous population is around 10 times that seen in the non-

Indigenous population and accounts for a significant proportion of hospital admissions and 

hospital costs. 

In Figure 53 the definition of ‘at high risk’ of developing renal disease is as follows:

• Indigenous person aged 30 and over,

• Indigenous people aged between 0–29 and also suffering from hypertension, diabetes or 
obesity; 

• non-Indigenous people aged 60 and over, 

• non-Indigenous aged 30–59 and also suffering from hypertension, diabetes or obesity. 

In 2000 an estimated 39,944 NT residents were at high risk of developing renal disease (17,238 

women and 22,706 men), 342 were already diagnosed with the disease (147 women and 195 

men) of which 31 were newly diagnosed cases (15 women and 16 men) (see Appendix Table 

A40 and Table A41).

A slightly higher proportion of all NT men (22%) than all NT women (19%) were at high risk of 

developing renal disease. In the female population, a much higher proportion of Indigenous 

women (35%) than non-Indigenous women (12%) were at high risk of developing renal disease 

(Figure 53). 
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Figure 53 Estimated prevalence of people with renal disease or at risk of developing the 
condition, by sex and Indigenous status, Northern Territory, 2000
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Note: Data includes all ages.
Source: see Appendix Table A40 and Table A41

The rate of admission to NT public hospitals for renal failure between 1999 and 2003 was higher in 

women than in men (100 admissions per 100,000 women compared to 79 admissions per 100,000 

men). During the same period, the admission rate for renal failure for NT Indigenous women was 

more than six times the rate for non-Indigenous women (284 admissions per 100,000 Indigenous 

women compared to 45 admissions per 100,000 non-Indigenous men) (Table 58).

Table 58 Admissions to NT public hospitals due to renal failure, by sex and Indigenous status, 
Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 242 243 183 59
Average annual age-standardised rate 99.9 79.1 283.8 44.5
Rate ratio 1.26 6.38

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

The mortality rate from renal failure in the NT between 1997 and 2001 was higher in women than 

in men (31 deaths per 100,000 women compared to 13 deaths per 100,000 men). During the 

same period, the mortality rate from renal failure for NT non-Indigenous women was just over two 

times higher than the national rate, and the mortality rate for NT Indigenous women was more 

than 12 times higher than the national rate (Table 59).
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Table 59 Age-standardised mortality rates from renal failure, by sex and Indigenous status, 
Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 17.2 12.2 44.7 2.1 4.6
1987-1991 21.7 20.6 63.3 2.0 5.2
1992-1996 11.7 9.5 32.8 3.8 5.7
1997-2001 31.0 13.0 80.9 14.3 6.4
Ratio
1982-1986 3.8 9.8 0.5
1987-1991 4.2 12.2 0.4
1992-1996 2.0 5.7 0.7
1997-2001 4.8 12.6 2.2

NT by sex FEMALES

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Liver disease
Chronic liver disease is long-term damage generally caused by lifestyle factors. The most 

common cause of liver disease is excessive alcohol consumption.128

The rate of admission to NT public hospitals for chronic liver disease between 1999 and 2003 

was lower for all NT women than for all NT men (69 admissions per 100,000 women compared 

to 79 admissions per 100,000 men). During the same period, the admission rate for chronic liver 

disease for NT Indigenous women was nearly nine times the rate for non-Indigenous women 

(226 admissions per 100,000 Indigenous women compared to 26 admissions per 100,000 non-

Indigenous women) (Table 60).

Table 60 Admissions to NT public hospitals due to chronic liver disease, by sex and Indigenous 
status, Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Number (5 years total) 249 326 203 46
Average annual age-standardised rate 68.9 78.8 226.2 25.8
Rate ratio 0.87 8.76

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26). 
For ICD codes used in analysis see Appendix Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

The mortality rate from chronic liver disease between 1997 and 2001 for all NT women was less 

than half the rate for all NT men (eight deaths per 100,000 women compared to 17 deaths 

per 100,000 men). During the same period, the mortality rate from chronic liver disease for NT 

non-Indigenous women was 20% higher than the national rate, and the mortality rate for NT 

Indigenous women was more than eight times higher than the national rate (Table 61).
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Table 61 Age-standardised mortality rates from chronic liver disease, by sex and Indigenous 
status, Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 9.8 20.1 19.0 6.6 4.5
1987-1991 10.9 22.3 23.1 7.7 3.8
1992-1996 7.3 16.8 18.3 4.4 3.4
1997-2001 8.4 17.0 24.7 3.5 3.0
Ratio
1982-1986 2.2 4.2 1.5
1987-1991 2.8 6.0 2.0
1992-1996 2.2 5.4 1.3
1997-2001 2.8 8.3 1.2

NT by sex FEMALES

Notes:
Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

5.8 Infectious diseases and other notifiable 
conditions

Sexually transmissible infections
The incidence and prevalence of sexually transmissible infections (STIs) are important indicators of 

the variation in the nature and degree of sexual activity, and of access to appropriate treatment.2 

The NT Sexual Health and Blood Borne Viruses Unit publish a surveillance report twice per year which 

provides statistics of STIs such as gonorrhoea, chlamydia, syphilis and donovanosis and blood borne 

viruses such as human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) 

and hepatitis C. Data for the report are extracted from the NT Notifiable Diseases Surveillance System 

(NTNDSS) and the HIV/AIDS database maintained by the Sexual Health and Blood Borne Viruses Unit.

Chlamydia
Chlamydia is caused by a bacterium called Chlamydia trachomatis. Chlamydia can infect the 

cervix, uterus, fallopian tubes and urethra of women, and the urethra of men. Approximately 

60% of infected women and 40% of infected men have no symptoms. While chlamydia can be 

simply and effectively treated, if not diagnosed early, complications may occur, particularly in 

women. A severe complication of chlamydia is pelvic inflammatory disease (when the infection 

ascends into the upper genital tract), which can lead to infertility. Ectopic pregnancy is also a 

possibility. Chlamydia can also ascend the genital tract in men, causing epididymitis and sterility, 

although upward spread of infection is much less common in men than women. Chlamydia can 

be passed onto an infant leading to serious conjunctivitis and pneumonia.128 

During 2004 there were 1616 cases of chlamydia notified in the NT (995 women and 621 men). 

This was the highest number of annual recorded cases during the 14-year period 1991–2004 

and reflects an increasing trend in reported cases of chlamydia in the NT (Figure 54). Women 

have consistently accounted for the majority of reported cases of chlamydia. The highest rates 

of chlamydia occurred in the 15–24 year age group for both women (4426 cases per 100,000 

population) and men (1725 cases per 100,000 population) (Table 62).

For the second half of 2004 (July–December) the rate of chlamydia notifications in the NT (for all NT 

men and women) was 808 cases per 100,000 population, compared to 180 nationally. In the NT, the 

rate of infection in the Indigenous population was six times that of the non-Indigenous population.130 
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Figure 54 Annual counts of chlamydia cases, by sex, Northern Territory, 1991–2004
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Gonococcal infection
Gonorrhoea is caused by the bacterium Neisseria gonorrhoeae. It produces inflammation and 

infection of the lining of the cervix in women and urethra in men and can also infect the throat 

and rectum. Many women with gonorrhoea infection have no symptoms. In both men and 

women, infection can ascend into the upper genital tract. Internal spread of the infection is 

more common in women, and can be associated with serious complications, including pelvic 

inflammatory disease. It can spread to the fallopian tubes, and can cause partial or complete 

blockage of the fallopian tubes, leading to infertility or ectopic pregnancy (development of the 

foetus in the fallopian tubes), which is potentially fatal and usually requires surgery to prevent 

serious consequences. Babies can be infected from mothers with gonorrhoea and develop an 

infection of the eyes - ophthalmia neonatorum – a serious illness which can lead to blindness if 

left untreated.128

During 2004 there were 1573 cases of gonorrhoea notified in the NT (829 women and 744 men). As 

with chlamydia, this was the highest number of annual recorded cases in the 14-year period from 

1991 to 2004 and reflects an increasing trend in reported cases of gonorrhoea in the NT (Figure 

55). The highest rates of gonorrhoea occurred in the 15–24 year age group for both women (3450 

cases per 100,000 population) and men (2117 cases per 100,000 population) (Table 62).

For the second half of 2004 (July–December), the majority of gonorrhoea cases were diagnosed 

in women (54%) and Indigenous people (85%). The rate of gonorrhoea notifications for all NT 

men and women during this period was 752 cases per 100,000 population compared to 36 

nationally. In the NT, the rate of infection in the Indigenous population was 23 times that of the 

non-Indigenous population.130 
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Figure 55 Annual counts of gonorrhoea cases, by sex, Northern Territory, 1991–2004
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Syphilis
Syphilis is a sexually transmissible infection caused by a bacterium called Treponema pallidum. 

It is easily treated, but can cause serious complications if not treated early. Both men and 

women can have syphilis, and it can also be passed from an infected pregnant woman to her 

unborn fetus.128

During 2004 there were 281 cases of syphilis notified in the NT (141women and 140 men). The 

distribution of cases between women and men was almost equal (Figure 56). The highest 

rates of syphilis occurred in the 15–24 year age group for both women (485 cases per 100,000 

population) and men (408 cases per 100,000 population) (Table 62).

For the second half of 2004 (July–December), the majority of syphilis cases were diagnosed in 

Indigenous people (88%). The rate of syphilis notifications in the NT during this period was 134 

cases per 100,000 population compared to three per 100,000 nationally. In the NT, the rate of 

infection in the Indigenous population was 25 times that of the non-Indigenous population.130 

Figure 56 Annual counts of syphilis cases, by sex, Northern Territory, 1991–2004
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Hepatitis C
Hepatitis is inflammation of the liver and can also be caused by a viral infection. Hepatitis C is one 

of several types of viral hepatitis including A, B, C, D and E. Hepatitis C can be spread if infected 

blood enters another person’s blood stream. This can occur through sharing drug-injecting 

equipment such as needles, syringes and spoons, using instruments such as tattooing and body 

piercing equipment that have not been properly cleaned and sterilised or one person’s blood 

coming into contact with open cuts on another person. There’s a very small risk of getting 

hepatitis C during sex. Over 70 percent of people who have been infected with hepatitis C may 

continue to carry the virus in their blood and become long term or chronic carriers.128

During 2004 there were 261 cases of hepatitis C notified in the NT (82 women and 179 men) 

(Figure 57). The highest rates of hepatitis C infection were seen in the 25–34 year age group for 

women (163 cases per 100,000 population) and the 45–54 year age group for men (425 cases 

per 100,000 population) (Table 62).

For the second half of 2004 (July–December), the male rate was more than double the female rate 

and the majority of new cases were non-Indigenous (72%). The rate for the NT during this period was 

142 cases per 100,000 population compared to approximately 70 nationally. The rate of hepatitis C 

notifications in the NT have showed a gradual increasing trend over the past five years.130 

Figure 57 Annual counts of hepatitis C cases, by sex, Northern Territory, 1991–2004
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Table 62 Age-specific rates of sexually transmissible infections and blood borne viruses, by 
sex, 2004

Age group Females Males Females Males Females Males Females Males

15-24 years 4426 1725 3450 2117 485 408 63 84

25-34 years 1361 1198 1134 1303 151 279 163 262

35-44 years 491 483 491 558 123 97 149 375

45-54 years 88 180 104 310 96 80 152 425

55-64 years 0 45 29 159 73 73 44 132

65 years and over 0 0 0 43 98 24 0 49

Chlamydia
Gonococcal

infection
Syphilis Hepatitis C

Note: Rates are expressed as number of cases per 100,000 population
Source: ‘Northern Territory Sexual Health and Blood Borne Virus Surveillance Update, 2005’
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Human immunodeficiency virus
Human immunodeficiency virus (HIV) is a viral infection that typically progresses on to acquired 
immunodeficiency syndrome (AIDS). HIV weakens the body’s immune system, leaving it open to 
various infections and cancers. For most people who have HIV, the progression to AIDS is fairly 
slow, taking several years from HIV infection to the development of AIDS. Without treatment, 
most people who have HIV eventually become ill and can develop AIDS within five to ten years. 
However there are a small percentage of people who do not show any deterioration in their 
health, even after 10 years.128

There were nine cases of HIV notified in the NT in 2004 (three women and six men). Between 1991 
and 2004 there have been 91 notifications of HIV in the NT (a further 17 notifications were not NT 
residents), an average of 6.5 notifications per year for this period (Figure 58). Women represented 
19% of all cases. Almost all (95%) female cases acquired HIV via heterosexual mode of transmission, 
while only 33% of male cases acquired HIV in this way. Of male cases, 60% were homosexual and 
7% were injecting drug users. Overall, 44% of all cases in the NT between 1991 and 2004 acquired 

HIV via heterosexual contact, which is higher than the national average of 18%.130

Figure 58 Annual counts of HIV cases, by sex, Northern Territory, 1991–2004
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Northern Territory sexual health clinics
Clinic 34 is a free and confidential service that provides specialist sexual health services for the 

assessment and treatment of all STIs including HIV/AIDS. Services for STIs include free testing, 

treatment, and referral services. Services for HIV include testing, counselling, treatment, 

ambulatory care and coordination of hospital inpatient treatment. Health care for sex workers is 

also provided and a needle and syringe program provides access to clean injecting equipment. 

Clinics 34 are located in Darwin, Katherine, Tennant Creek, Alice Springs and Nhulunbuy. The 

following data refer to the Darwin clinic.

Between January 2001 and December 2002, a total of 4846 clients attended the Clinic 34 in 

Darwin; 53% of whom were men and 46% were women. Women accessing the clinic tended to 

be younger than men. The average age of female clients was 27 years while the average age of 

male clients was 33 years. Nearly half of all female clients were in the 15–24 year age group while 

the largest proportion of male clients was in the 35 years and over age group (38%) (Table 63). 

Around 16% of female clients and 12% of male clients were Indigenous. A small percentage of 

both female and male clients (2%) had a history of injecting drug use in the previous 12 months. 
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Table 63 Clinic 34 client profile, Darwin, 2001–2004

Females Males Totala

New clients 84.6% 82.2% 83.3%

Average age (years) 26.6 32.5 29.8

Age group
less than 15 years 2.7% 0.5% 1.5%
15 - 24 years 48.8% 28.7% 37.9%
25 - 34 years 30.4% 33.0% 31.8%
35 years and over 18.0% 37.7% 28.7%

Number of all clients 2243 2573 4846

Note: a Not showing sex unknown category, the figures by sex may not add up to the total. 
Source: Clinic 34 Darwin, DHCS (unpublished data)

Notifiable conditions 
The Centres for Disease Control (CDC) are located in each of the NT urban centres and provide 

a range of services aimed at preventing, monitoring and controlling communicable and non-

communicable diseases. The monitoring of disease rates is done through a system of notification 

via a list of notifiable conditions considered important to the maintenance of public health. In 

the following section the rates of selected notifiable disease reported to NT CDCs during the 

period 1995–2004 are presented for all Territorians aged 15 years and over.

Campylobacteriosis
Campylobacter infection is a type of gastroenteritis (gastro) most frequently caused by a 

bacterium known as Campylobacter jejuni. Most people become infected by inadvertently 

ingesting the organism whilst handling raw meat, or by eating undercooked meat.131

Campylobacteriosis rates during the period 1995–2004 were similar for all NT women and men 

(69.3 per 100,000 women and 68.9 per 100,000 men). For women campylobacteriosis rates were 

considerably higher among non-Indigenous women than among Indigenous women (84.0 per 

100,000 non-Indigenous women and 28.7 per 100,000 Indigenous women) (Table 64). Since 1995, 

the rates of campylobacteriosis have remained relatively stable (Figure 59).

Hepatitis A
Hepatitis A is a viral infection causing acute inflammation of the liver. It is transmitted in the 

faeces of an infected person and people are usually infected with hepatitis A when they come 

in direct contact with contaminated food, drinks or objects.131 

During the period 1995–2004 the rates of hepatitis A among NT residents were similar for women 

and men (22.1 per 100,000 women and 20.8 per 100,000 men). For women, the rate of hepatitis A 

was considerably higher among non-Indigenous compared to Indigenous (26.8 per 100,000 non-

Indigenous women and 9.3 per 100,000 Indigenous women) (Table 64). The numbers of hepatitis 

A notifications has been declining since 1995. In 2004, the lowest number of notifications for the 

previous 10-year period was recorded (Figure 59). According to the NT Disease Control Bulletin, 

“this is a trend which has been recognised nationally but has not been fully studied”.132 

Pneumococcal disease
Pneumococcal disease is an acute infection caused by the bacterium Streptococcus 

pneumoniae. In the NT pneumonia is the most common presentation of pneumococcal 

disease, however it may present as other illnesses ranging from meningitis and septicaemia to 

sinus and ear infections.131
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The average rates of pneumococcal disease among NT adults between 1995 and 2004 were 

higher for men than for women (36.9 per 100,000 men and 28.4 per 100,000 women). For 

Indigenous women, pneumococcal disease rates were more than 10 times higher than non-

Indigenous women (84.7 per 100,000 Indigenous women and 8.0 per 100,000 non-Indigenous 

women) (Table 64). The number of notifications for pneumococcal disease between 1995 and 

2004 has remained relatively stable (Figure 59). In July 2004 the Minister for Health and Ageing 

announced Australian Government funding for a universal pneumococcal vaccination program 

for infants and for all Australians 65 years of age and older to commence on 1 January 2005. The 

pneumococcal vaccine is available free for all Indigenous people aged 15 years and older. 

Ross River virus
Ross River virus (RRV) is a viral disease transmitted to humans by the bite of an infected mosquito, 

particularly during the wet season. Painful or swollen joints lasting from days to months are the 

most common manifestations.131 

Between 1995 and 2004 the rate of RRV notifications for people in the NT was similar for both 

women and men (125.7 per 100,000 women and 120.0 per 100,000 men). In women, RRV rates 

were considerably higher among the non-Indigenous population compared to the Indigenous 

population (158.9 per 100,000 non-Indigenous women and 34.2 per 100,000 Indigenous 

women) (Table 64). Since 1995, the rates of RRV have fluctuated, peaking every two to three 

years (Figure 59).

Salmonellosis
Salmonellosis is a type of gastroenteritis (gastro) frequently caused by the many serotypes 

of the bacteria Salmonella. As with campylobacteriosis, most people become infected by 

inadvertently ingesting the organism whilst handling raw meat, or by eating undercooked meat. 

Person-to-person spread is also common.131

The average rates of salmonellosis in people aged 15 years and over between 1995 and 2004 

in the NT were around 30% higher in women than in men (84.0 per 100,000 women and 63.2 per 

100,000 men). For women, salmonellosis rates were about 30% higher among the Indigenous 

population than the non-Indigenous population (104.6 per 100,000 Indigenous women and 

76.5 per 100,000 non-Indigenous women (Table 64). Since 1995, the rates of salmonellosis have 

remained relatively stable (Figure 59).

Tuberculosis
During the period 1995–2004 the rate of tuberculosis was slightly lower among NT women 

compared to NT men (23.6 per 100,000 women and 27.9 per 100,000 men). Tuberculosis rates were 

nearly four times higher among Indigenous women compared to the non-Indigenous women 

(51.7 per 100,000 Indigenous women and 13.5 per 100,000 non-Indigenous women) (Table 64). 

Since 1995, the rates of tuberculosis have remained relatively stable except for a peak in 1999, 

which was related to an outbreak of tuberculosis in a remote NT community (Figure 59).
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Table 64 Rates of selected notifiable diseases, by sex and Indigenous status, Northern Territory, 1995–2004

Females Males Rate ratio Indigenous non-Indigenous Rate ratio
rate rate rate rate

Campylobacteriosis* 69.3 68.9 1.01 28.7 84.0 0.34
Hepatitis A* 22.1 20.8 1.06 9.3 26.8 0.35
Pneumococcal disease* 28.4 36.9 0.77 84.7 8.0 10.59
Ross River Virus* 125.7 120.0 1.05 34.2 158.9 0.21
Salmonellosis* 84.0 63.2 1.33 104.6 76.5 1.37
Tuberculosis 23.6 27.9 0.85 51.7 13.5 3.84

FemalesBy sex

Notes: 
Data includes 15 years and over only
Notifications with unknown Indigenous status are allocated to Indigenous and non-Indigenous groups by the proportions 
of number in the two groups.
Rates are expressed as number of notifications per 100,000 population. Rate ratio is by either females : men or Indigenous 
: non-Indigenous.
Source: see Appendix Table A42

Figure 59 Annual incidence rates of selected notifiable diseases, Northern Territory women, 1995–2004
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Melioidosis
Meliodosis is an infectious disease caused by the bacterium Burkholderia pseudomallei. It occurs 
in tropical areas throughout the world including Northern Australia. Most Australian cases have 
occurred in the Top End of the Northern Territory and in Northern Queensland, particularly during 
the wet season when the bacteria are commonly found in surface water and mud. People most 
at risk are diabetics, heavy consumers of alcohol, those with kidney disease, lung disease or 
cancer, and those on steroid therapy.131

Between 1995 and 2004 the majority of melioidosis cases were diagnosed among NT men (59 women 
compared to 139 men). For Indigenous and non-Indigenous women the number of melioidosis cases 
was similar with 33 cases diagnosed among Indigenous women, who comprise approximately 30% 
of the female population in the NT, and 26 cases among non-Indigenous women, who comprise the 
remaining 70% of the female population. Therefore, these numbers represent a greater burden of 

disease among Indigenous women than non-Indigenous women (Table 65).
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Meningococcal infection
Meningococcal infection is caused by the bacterium Neisseria meningitidis. There are five 

different groups of meningococcal bacteria, with group B being the most commonly occurring 

group in the NT. The proportion of meningococcal infection cases caused by group C, which has 

the highest fatality rate, is relatively low in the NT (15%), although increasing in southern states.131 

More cases of meningococcal infection were reported among NT men than NT women during the 

period 1995–2004 (15 women and 25 men). For women the number of meningococcal infection 

was similar in the Indigenous and non-Indigenous female populations. There were nine cases 

diagnosed among Indigenous women who comprise approximately 30% of the female population 

in the NT, compared to six cases diagnosed among non-Indigenous women who comprise the 

remaining 70% of the female population. As with melioidosis, these numbers represent a greater 

burden of disease in Indigenous women than non-Indigenous women (Table 65).

Table 65 Numbers of selected notifiable diseases, by sex and Indigenous status, Northern 
Territory, 1995–2004 

Number Percent Number Percent Number Percent Number Percent

Melioidosis* 59 30% 139 70% 33 55% 26 45%
Meningococcal infection 15 38% 25 63% 9 60% 6 40%

Indigenous
females

non-Indigenous
females

Females Males

Notes: 
Data includes 15 years and over only
Notifications with unknown Indigenous status are allocated to Indigenous and non-Indigenous groups by the proportions 
of number in the two groups.
Source: see Appendix Table A42

Acute rheumatic fever
Acute rheumatic fever (ARF) most commonly manifests as fever, pain and swelling of the joints 

and movement disorders. The disease can also affect the heart valves, the heart muscle and the 

lining of the heart. It is these effects on the heart that can result in permanent damage known 

as rheumatic heart disease (RHD). ARF mainly affects young people aged less than 15 years of 

age. It is prevalent mainly in Indigenous communities and the NT has the highest incidence rates 

of ARF and RHD in Australia.131

In the NT between 1998 and 2004, there were 76 new cases of ARF diagnosed among people 

aged 15 years and over; 24 in the Top End and 52 in Central Australia. Fifty-eight percent of 

cases were diagnosed in women and 42% in men. Of the female cases, 95% were Indigenous 

and 5% non-Indigenous (Table 66).

During the same period there were 122 cases of RHD diagnosed among people aged 15 

years and above; 76 in the Top End and 46 in Central Australia. Sixty-six percent of cases were 

diagnosed in women and 34% in men. As with ARF, 95% of female RHD cases were Indigenous 

and 5% were non-Indigenous (Table 66). 
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Table 66 Acute rheumatic fever and rheumatic heart disease, by region, sex and Indigenous 
status, Northern Territory, 1998–2004

Number Percent Number Percent Number Percent Number Percent

Acute Rheumatic fever

Top End 11 46% 13 54% 10 91% 1 9%

Cental Australia 33 63% 19 37% 32 97% 1 3%

All NT 44 58% 32 42% 42 95% 2 5%

Rheumatic heart disease

Top End 48 63% 28 37% 45 96% 2 4%

Cental Australia 32 70% 14 30% 30 94% 2 6%

All NT 80 66% 42 34% 75 95% 4 5%

non-Indigenous
females

Indigenous
females

Females Males

Note: Data includes 15 years and over only 
Source: Darwin and Alice Springs Centres for Disease Control, DHCS, 2005

A total of 79 Territorians were admitted to NT public hospitals during the period 1999–2003 with 

diagnoses of either ARD or RHD. Just over 50% were women and the age-standardised admission 

rate was 116 times higher for Indigenous women than for non-Indigenous women (Table 67).

Table 67 Admissions to NT public hospitals due to acute and chronic rheumatic heart diseases, 
by sex and Indigenous status, Northern Territory, 1999–2003

Female Male Indigenous non-Indigenous
Acute rheumatic heart disease
Number (5 years total) 44 35 43 1
Average annual age-standardised rate 12.3 8.6 38.4 0.3
Rate ratio 1.43 116.00
Chronic rheumatic heart disease
Number (5 years total) 74 64 68 6
Average annual age-standardised rate 19.3 15.7 65.9 2.0
Rate ratio 1.23 33.63

Total by sex Females by Indigenous status

Notes:
Data includes 15 years and over only. Exclude admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (see Appendix Table A26). For ICD codes used in analysis see Appendix 
Table A27 
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

The mortality rate from RHD in the NT during the period 1997–2001 was higher for women than 

for men (8.6 deaths per 100,000 women compared to 3.6 deaths per 100,000 men). During the 

same period, the mortality rate from RHD for NT non-Indigenous women was 60% higher than 

the national rate while the mortality rate for NT Indigenous women was nearly 20 times higher 

(Table 68).
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Table 68 Age-standardised mortality rates from chronic rheumatic heart disease, by sex and 
Indigenous status, Northern Territory and Australia, 1982–2001 (five-year periods)

Females Males NT Indigenous NT non-Indigenous Australia
Rate
1982-1986 15.7 7.2 42.0 6.3 3.3
1987-1991 9.1 8.2 37.1 0.0 2.7
1992-1996 6.5 6.5 21.7 2.0 2.3
1997-2001 8.6 3.6 27.3 2.3 1.4
Rate ratio
1982-1986 4.8 12.7 1.9
1987-1991 3.3 13.5 0.0
1992-1996 2.9 9.6 0.9
1997-2001 5.9 18.9 1.6

NT by sex FEMALES

Data includes all ages.
Rates are expressed as number of deaths per 100,000 population. 
Rate ratios for NT categories are calculated against Australian rates. 
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

5.9 Conditions affecting older women

Falls
In older people, falls are associated with significant mortality and morbidity and frequently 

lead to a decline in physical and/or psychological function, which can directly alter a person’s 

level of independence and autonomy. In addition to the costs to the individual and immediate 

carers, falls consume significant resources in terms of hospital admissions and use of other 

health and allied services. With an ageing population, the problems associated with falls and 

injury will escalate unless there is a coordinated and effective approach to prevention and 

intervention.133

The rate of hospital admission as a result of a fall during the 10-year period 1991–2000 in the NT 

was highest for non-Indigenous men at 579 per 100,000 population followed by non-Indigenous 

women with a rate of 570. Indigenous men and women had slightly lower rates of hospitalisation 

for falls at 551 and 502 respectively.109 (Table 37).

During the same period the rate of death from falls in the NT was 4.7 per 100,000 population, 

almost double the national rate of 2.4. The death rate from falls was highest in the non-Indigenous 

male population (6.4) followed by the Indigenous female population (5.7) and the Indigenous 

male population (4.4) (Table 38).

Osteoporosis
Currently there is little data available about the prevalence of osteoporosis in the NT however 

findings from the 2000 CATI Survey revealed that only a small percentage (4%) of the population 

surveyed reported having osteoporosis (3% were women and 1% were men).45 Between 1999 

and 2003, there were 23 people admitted to NT public hospitals with osteoporosis; all were aged 

60 years or over, the majority were female (70%). Most (78%) had experienced a fracture related 

to osteoporosis.134
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Box 40 Osteoporosis in Australia

Osteoporosis is a condition in which the bones become fragile and brittle, due to a loss of 

calcium leading to a higher risk of fractures. One in two women and one in three men over 

the age of 60 will have a fracture due to osteoporosis, however women are at a greater 

risk of developing this condition because of the hormonal changes that occur at the time 

of menopause. The decrease in production of oestrogen associated with menopause 

accelerates calcium loss in bones resulting in reduced bone density. It is estimated that the 

average woman loses up to 10% of her bone mass in the first five years of menopause. While 

men also lose bone density as they age, it tends to remain adequate until much later in life.

Osteoporosis is often called a silent disease because there are usually no signs or symptoms 

until a fracture occurs. Any bone can be affected by osteoporosis, but the most common 

sites are bones in the hip, spine, wrist, ribs, pelvis and upper arm. Fractures can lead to 

long term pain and disability, loss of independence, and may contribute to premature 

death. Women who have suffered a fracture in their spine are over four times more likely 

to have another fracture within the next year, compared to women who have never had 

an osteoporotic fracture. To prevent this cascade effect, it is essential that osteoporotic 

fractures are identified and treated as quickly as possible.

Osteoporosis is a major health problem in Australia, and studies around the country show that 

the incidence of fractures due to osteoporosis is increasing as the population ages. As many 

as 4 out of 5 people with osteoporosis don’t know that they have it although they are at risk 

of fracturing a bone. Every 8 minutes someone is admitted to an Australian hospital with an 

osteoporotic fracture and this is expected to rise to every 3–4 minutes by the year 2021.128

Dementia
Dementia is described as a gradual decline in mental ability (such as thinking, remembering, 

and reasoning) of sufficient severity to interfere with a person’s daily functioning. Symptoms 

may also include changes in personality, mood, and behaviour. A specific brain disease such 

as Alzheimer’s disease (AD), or an injury affecting the brain are the most common causes of 

dementia.  Senility, generally associated with ageing, is now considered a form of AD and at 

least 10% of people over the age of 65 years suffer from some degree of AD. By age 85 nearly 

50% are affected.  In the NT dementia is rarely the principal reason for admission of the elderly 

to hospital, although it may be the underlying cause for seemingly unrelated types of admissions 

such as falls. 

5.10 Disability
The major limitation of using only death and hospitalisation data to assess the burden which 

particular diseases or causes of injury place on the community is that conditions which cause 

substantial suffering or disability but which don’t result in death or hospitalisation are overlooked. 

The following section reports on the contribution of selected diseases and injuries to the number 

of years of healthy life lost through living in states of less than full health ie the number of years 

lived with a disability (YLD). 

Information for this section was drawn from a report Burden of Disease and Injury in the NT.135 

The report revealed that between the years 1994 and 1998, mental disorders were the leading 

contributor to years lived with disability in the NT followed by chronic respiratory disease, nervous 

system and sense organ disorders.135 
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Morbidity/disability was significantly higher in NT Indigenous people compared with non-

Indigenous people. These differences were most marked for nutritional disorders (15 times 

higher), acute respiratory diseases (13 times higher) and intentional injury (10 times higher). In 

general, non-fatal burden of disease among Indigenous people was about 75% higher than 

their non-Indigenous counterparts.135

In the NT between 1994 and 1998, the most common causes of morbidity/disability in both 

women and men in the NT were mental disorders, chronic respiratory disease and nervous 

system/sense organ disorders. 

Among women, nearly 30% of all YLD were attributable to mental disorders. This was higher for 

non-Indigenous women (37%) than Indigenous women (21%). Indigenous women experienced 

a higher proportion of years lost due to disability for acute respiratory infections and nutritional 

disorders than non-Indigenous women. Non-Indigenous women experienced a higher proportion 

of years lost due to disability for malignant neoplasms, depression and musculoskeletal disorders 

than Indigenous women. In the Indigenous population, women had a higher proportion of years 

lost due to disability than men. This suggests that although Indigenous women lived longer than 

Indigenous men, the quality of life of Indigenous women was poorer than that of Indigenous 

men. In contrast, there was no significant difference in proportion of years lost due to disability 

between men and women in the NT non-Indigenous population (Table 69).

Table 69 Distribution of main disease categories to the number of years lived with disability 
(YLD), by sex and Indigenous status, Northern Territory, 1994–1998

Indigenous non-Indigenous
Disease category Female Male female female
Mental disorders 29.7% 28.2% 21.0% 36.7%
Chronic respiratory disease 9.3% 10.3% 8.4% 10.0%
Nervous system and sense organ 7.1% 8.2% 6.5% 7.6%
Acute respiratory infections 6.3% 5.9% 12.7% 1.2%
Cardiovascular disease 6.0% 7.9% 6.6% 5.6%
Diabetes mellitus 5.9% 5.6% 8.8% 3.6%
Musculoskeletal diseases 5.8% 3.7% 2.9% 8.1%
Neonatal causes 4.2% 5.1% 4.3% 4.0%
Unintentional injuries 3.7% 6.5% 3.2% 4.0%
Nutritional disorders 3.5% 2.3% 6.9% 0.7%
Genito-urinary diseases 3.4% 2.6% 2.4% 4.1%
Malignant neoplasms 3.2% 3.5% 1.5% 4.6%
Oral health 2.6% 2.2% 3.6% 1.9%
Infectious and parasitic disease 2.5% 2.4% 2.7% 2.3%
Congenital abnormalities 2.2% 2.2% 2.5% 2.0%
Diseases of the digestive system 1.5% 1.4% 1.1% 1.9%
Maternal conditions 1.1% 0.0% 1.9% 0.6%
Intentional injuries 1.0% 1.1% 2.0% 0.3%
Skin diseases 0.5% 0.3% 0.5% 0.5%
Endocrine and metabolic disorder 0.4% 0.5% 0.5% 0.3%
Other neoplasms 0.1% 0.1% 0.1% 0.1%
Ill-Defined conditions 0.0% 0.0% 0.0% 0.0%
Total 100.0% 100.0% 100.0% 100.0%

Source: Health Gains Planning Branch, DHCS (unpublished data)
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5.11 Burden of disease 
The burden of disease methodology is designed to inform health policy in relation to the 

prevention and treatment of adverse health outcomes. The burden of a disease on a defined 

population is estimated using a health gap measure developed for the World Health Organisation 

Global Burden of Disease called disability adjusted life years (DALY). Disability adjusted life years 

are used to summarise the burden of premature mortality and disability in a population by 

combining years of life lost due to premature mortality (YLL) and years lived with disability (YLD). 

The DALY has the capacity to inform questions of both the need for and equity of distribution of 

health care funding and facilitates meaningful comparisons when setting health care service 

priorities, identifying disadvantaged population groups and evaluating health interventions.136 

It should be noted however that burden of disease estimates alone are insufficient to make 

decisions about health resource allocation and policy, and should be used in conjunction with 

other sources of information.

The following is a summary of a study by Zhao et al (2004) that quantified the burden of disease 

and injury using DALYs for the Indigenous and non-Indigenous populations in the NT.136 The study 

found that the leading causes for the total NT burden of disease and injury were cardiovascular 

disease, mental disorders, cancers, unintentional injury and chronic respiratory disease. 

Compared with the national average, the NT had a higher proportion of both unintentional and 

intentional injury, acute respiratory infections and neonatal disorders. 

Indigenous men endured the highest burden of disease and injury in the NT, followed by 

Indigenous women (Figure 60). Indigenous people endured a higher burden of disease and 

injury per head of population than non-Indigenous people for all age groups. Indigenous people 

experienced DALY rates at the level of non-Indigenous people who are 20 to 30 years older with 

DALY rates in Indigenous people aged 45–54 years exceeding those of non-Indigenous people 

aged 65–74 years.136 

Figure 60 Age-standardised disability adjusted life years (DALY) rate, Northern Territory 1994–
1998 and Australia 1996

0 100 200 300 400

NT Indigenous

NT non-Indigenous

Australia

NT Indigenous

NT non-Indigenous

Australia

Females

Males

DALY rate (life-years lost per 1000 population)

YLL YLD

Notes:  
Data includes all ages.
DALY = disability-adjusted life-years. YLL = Years of life lost due to premature mortality. YLD = Years lived with disability.
Source: “Zhao Y et al. Burden of disease and injury in Aboriginal and non Aboriginal populations in the Northern Territory. 
MJA 2004; 180:498-502 © Copyright 2004. The Medical Journal of Australia - reproduced with permission”
Source: see Appendix Table A43
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After age standardisation, the burden of disease and injury measured in disability adjusted life 

years (DALYs) was 17% higher in men than in women. The burden of disease and injury for NT 

Indigenous people was 339.9 DALYs per 1000 population, 2.5 times higher than the Australian 

rate of 137.1 DALYs per 1000 population. The rate for the NT non-Indigenous population was 137.7 

DALYs per 1000 population, which is similar to the Australian rate. The top 15 leading causes of 

disease burden for women and men are presented in (Table 70).

Cardiovascular disease was the leading contributor to total burden of disease for Indigenous 

women and mental disorders (including substance abuse) was the leading contributor for 

non-Indigenous women. Cardiovascular disease was the leading contributor to total burden of 

disease for Indigenous men and mental disorders (including substance abuse) was the leading 

contributor for non-Indigenous men (Table 70).

Table 70 Disability adjusted life years (DALY) for the 15 leading causes of disease burden, by 
sex, Northern Territory 1994–1998 and Australia 1996

Major disease categorya

Females

 Mental disordersb 2.9 (10.1%) 5.8 (22.3%) 8.7 (16.0%) 169.7 (14.4%)
 Cardiovascular disease 4.4 (15.7%) 2.6 (10.1%) 7.1 (13.0%) 249.9 (21.2%)
 Malignant neoplasms 1.9  (6.7%) 4.0 (15.3%) 5.9 (10.8%) 226.5 (19.2%)
 Chronic respiratory disease 2.3  (8.2%) 2.1  (8.2%) 4.5  (8.2%) 83.8  (7.1%)
 Unintentional injuries 1.9  (6.8%) 1.7  (6.7%) 3.6  (6.7%) 44.3  (3.8%)
 Diabetes mellitus 2.2  (7.8%) 0.8  (3.2%) 3.0  (5.6%) 35.5  (3.0%)
 Acute respiratory infections 2.5  (8.8%) 0.5  (1.9%) 3.0  (5.5%) 15.2  (1.3%)
 Neonatal disorders 1.4  (5.1%) 1.3  (5.0%) 2.7  (5.1%) 13.9  (1.2%)
 Nervous system and sense organ 1.1  (3.8%) 1.5  (5.7%) 2.6  (4.7%) 128.0 (10.9%)
 Musculoskeletal diseases 0.5  (1.9%) 1.4  (5.3%) 1.9  (3.5%) 55.4  (4.7%)
 Genito-urinary diseases 1.0  (3.7%) 0.8  (3.0%) 1.8  (3.4%) 27.4  (2.3%)
 Congenital abnormalities 0.9  (3.2%) 0.7  (2.8%) 1.7  (3.0%) 14.8  (1.3%)
 Intentional injuries 1.0  (3.5%) 0.6  (2.2%) 1.6  (2.9%) 14.5  (1.2%)
 Diseases of the digestive system 0.8  (2.8%) 0.7  (2.7%) 1.5  (2.8%) 30.5  (2.6%)
 Infectious and parasitic diseases 0.8  (2.8%) 0.5  (1.9%) 1.3  (2.4%) 16.9  (1.4%)
Total 28.2  (100%) 26.1  (100%) 54.3  (100%) 1179.0  (100%)
Males
 Cardiovascular disease 6.2 (19.1%) 5.9 (14.2%) 12.1 (16.4%) 298.7 (22.4%)

 Mental disordersb 3.0  (9.3%) 6.9 (16.7%) 9.9 (13.4%) 164.2 (12.3%)
 Unintentional injuries 3.8 (11.9%) 5.8 (14.1%) 9.6 (13.1%) 98.9  (7.4%)
 Malignant neoplasms 2.3  (7.0%) 6.1 (14.8%) 8.4 (11.4%) 252.1 (18.9%)
 Chronic respiratory disease 2.5  (7.8%) 2.9  (7.1%) 5.4  (7.4%) 95.0  (7.1%)
 Intentional injuries 1.6  (5.1%) 3.1  (7.5%) 4.7  (6.4%) 52.3  (3.9%)
 Acute respiratory infections 2.9  (9.1%) 0.4  (1.1%) 3.4  (4.6%) 14.5  (1.1%)
 Nervous system and sense organ 1.2  (3.6%) 2.2  (5.3%) 3.3  (4.5%) 107.4  (8.1%)
 Neonatal disorders 1.6  (4.9%) 1.5  (3.6%) 3.1  (4.2%) 16.6  (1.2%)
 Diabetes mellitus 1.7  (5.2%) 1.0  (2.4%) 2.7  (3.6%) 39.4  (3.0%)
 Diseases of the digestive system 1.0  (3.0%) 1.1  (2.7%) 2.1  (2.8%) 33.9  (2.5%)
 Infectious and parasitic diseases 1.0  (3.1%) 1.0  (2.3%) 2.0  (2.7%) 28.3  (2.1%)
 Congenital abnormalities 0.9  (2.7%) 0.8  (1.9%) 1.7  (2.2%) 17.6  (1.3%)
 Genito-urinary diseases 0.6  (1.8%) 0.6  (1.5%) 1.2  (1.6%) 34.5  (2.6%)
 Musculoskeletal diseases 0.2  (0.6%) 1.0  (2.3%) 1.1  (1.6%) 34.5  (2.6%)
Total 32.4  (100%) 41.2  (100%) 73.6  (100%) 1331.3  (100%)

DALYs  x1000 (%)
NT non-Indigenous       All NT AustraliaNT Indigenous

Notes:
DALYs = Disability-adjusted life-years
a Ranked in order of total DALYs for the Northern Territory for men and females. 
b Mental disorders include substance abuse. 
Source: “Zhao Y et al. Burden of disease and injury in Aboriginal and non Aboriginal populations in the Northern Territory. 
MJA 2004; 180:498-502 © Copyright 2004. The Medical Journal of Australia - reproduced with permission”
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5.12 All causes morbidity and mortality 
The final section of this chapter reports on all causes morbidity and mortality. These data provide both an 
overview of the health status of the population and inform health service planning and prioritisation.137 

Morbidity
For the purposes of this report, hospital admission rates have been used as a measure of all 
causes morbidity. For consistancy and comparability of morbidity data reported by other states 
and Territories certain hospital admission types have been omitted from the following analyses. 
These include admissions for ‘normal delivery’, admissions for ‘renal dialysis’, ‘sameday’ 
admissions as rehabilitation patients and hospital admissions as ‘adult boarder’ since this type of 
admission is not related to health condition of the boarder. 

Age-standardised morbidity rates
In the NT between 1999 and 2003, women were more likely than men to be admitted to hospital. This 
is because the major diagnostic category ‘pregnancy, childbirth and puerperium’ was the leading 
area of hospital activity for non-Indigenous female patients and the second highest area of activity 
for Indigenous female patients.116 Even excluding ‘normal delivery’ (defined as single spontaneous 
delivery in a completely normal case with minimal or no assistance), which counts as only a small 
proportion of the major diagnostic category ‘pregnancy, childbirth and puerperium’, women still 
had higher rates of admission to hospital compared to men in all health districts in the NT. 

Indigenous women had higher rates of admission to hospital than non-Indigenous women in 
all health districts in the NT. The greatest difference between Indigenous and non-Indigenous 
women was in the Alice Springs Urban area where Indigenous women were nearly three times 
more likely than non-Indigenous women to be admitted to hospital (Figure 61). 

Figure 61 All causes age-standardised admission rates to NT public hospitals, by health district, 
Northern Territory, 1999–2003

Note: Data includes 15 years and over only. Excludes admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (see Appendix Table A26).
Source: see Appendix Table A44 

Age-specific morbidity rates
In the NT between 1999 and 2003, women aged 15–39 years had higher rates of admission to 
hospital than men in the same age group. As with age-standardised admission rates, these age-
specific admission rates are likely to be influenced by admissions to hospital for pregnancy and 
childbirth related reasons. 

From age 55 years and above, men had higher rates of admission to hospital than women. 
Indigenous women had higher rates of admission to hospital than non-Indigenous women for all 

age groups except 75 years and above (Figure 62).
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Figure 62 All causes age-specific admission rates to NT public hospitals, by sex and Indigenous 
status, Northern Territory, 1999–2003

Note: Data includes 15 years and over only. Exclude admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (see Appendix Table A26).
Source: see Appendix Table A45

Mortality
Mortality data are derived from the Australian Bureau of Statistics death registration dataset. 

There is normally a time delay in the completion of registrations and release of data. Mortality 

data is used to calculate life expectancy at birth. 

Age-standardised mortality rates 
The mortality rate in the NT is higher than the mortality rate in Australia, which reflects the high 

mortality rate among the NT Indigenous population. Between 1982 and 2001 around 50% of NT 

deaths were Indigenous. After adjusting for differences in age structure, the mortality rate for NT 

Indigenous women was approximately three times the rate for Australian women and the mortality 

rate for NT Indigenous men was approximately twice the rate for Australian men (Figure 63).

Figure 63 All causes age-standardised mortality rates, by sex, Northern Territory and Australia, 
1982–2001

Note: Data includes all ages.
Source: see Appendix Table A46 
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The age-standardised mortality rate for all women in the NT declined between 1982 and 2001. 

The declining mortality rate was similar for NT non-Indigenous women and Australian women. 

While there was also a decline in the mortality rate for NT Indigenous women, the magnitude 

of this decline was considerably less than that seen for the non-Indigenous female population. 

The mortality rate for NT Indigenous women was approximately three times higher than that of 

Australian women for most of the years between 1982 and 2001(Figure 64).

Figure 64 All causes age-standardised mortality rates, by sex and Indigenous status, Northern 
Territory and Australia, 1982–2001

Note: Data includes all ages.
Source: see Appendix Table A46 

Age-specific mortality rates 
Between 1997 and 2001, the mortality rates for NT women were lower than NT men in every age 

group above 15 years. Similarly mortality rates for NT non-Indigenous women were lower than 

Indigenous women in every age group above 15 years. The most marked contrast occurred in 

the 35-39 year age group where the mortality rate for Indigenous women was almost 11 times 

higher than the rate for non-Indigenous women (Table 71). 

Table 71 All causes age-specific mortality rates, by sex and Indigenous status, Northern 
Territory and Australia, 1997-2001

Age group Females Males NT Indigenous NT non-Indigenous Australia
15-19 years 72 182 139 24 32
20-24 years 87 227 155 51 39
25-2 9years 79 244 188 36 42
30-34 years 143 320 432 46 54
35-39 years 190 344 614 58 73
40-44 years 294 458 999 106 107
45-49 years 359 537 1246 148 160
50-54 years 476 648 1549 239 249
55-59 years 789 1079 2065 455 399
60-64 years 1565 1842 3402 840 623
65-69 years 2060 3017 4417 1124 1023
70-74 years 3230 4424 7072 1853 1782
75 years and over 7198 8275 9239 6503 6662

NT by sex Females

Note: Rates are expressed as number of deaths per 100,000 population.
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)
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Life expectancy
Life expectancy at birth is the average number of years a newborn infant would be expected to 
live if health and living conditions at the time of its birth remained the same throughout its life. Life 
expectancy reflects the health of people in a population group and the quality of care they receive.

Between 1996–2000, the life expectancy for NT Indigenous women was 65.0 years, which was 
19.0 years lower than that for NT non-Indigenous women (84.0 years). The Australian average 
for women was 83.5 years. The life expectancy for NT Indigenous men during this period was 
59.4 years, which was 16.7 years lower than that for NT non-Indigenous men (76.1 years). The 

Australian average for men was 77.3 years (Table 72).137

Table 72 Life expectancy (years) at birth, by sex and Indigenous status, Northern Territory and 
Australia, 1981–2000 (five-year periods)

Period NT Indigenous NT non-Indigenous Australia NT Indigenous NT non-Indigenous Australia
1981-1985 63.5 80.2 79.7 57.9 70.4 72.3
1986-1990 63.2 84.4 80.9 56.2 71.8 73.8
1991-1995 64.4 81.8 82.3 58.6 72.7 75.6
1996-2000 65.0 84.0 83.5 59.4 76.1 77.3

FEMALES MALES

Source: ‘Mortality in the Northern Territory 1981–2000’

5.13 Appendix

Table A20 Proportions of people with risk of alcohol-related short and long term harm, by sex, 
Northern Territory and Australia, 2001

Females Males Females Males
Short-term harm Abstainers 15% 11% 21% 14%

Low risk 45% 40% 50% 47%
Risky or high risk 40% 49% 30% 39%

Long-term harm Abstainers 15% 11% 21% 14%
Low risk 66% 74% 70% 76%
Risky or high risk 19% 16% 9% 10%

Northern Territory Australia

Notes: 
Data includes people 14 years and over only 
Short term harm: for females, consumption of 5 or more standard drinks on one occasion; for men, consumption of 7 or 
more standard drinks on one occasion.
Long term harm: for females, consumption of 15 or more standard drinks per week; for men, consumption of 29 or more 
standard drinks per week.
A standard drink is 10 grams (or 12.5 millilitres) of pure alcohol.
Source: ‘2001 National Drug Strategy Household Survey: State and Territory supplement’ (Cat. No. PHE 37), AIHW.

Table A21 List of illegal drugs

Source: ‘2001 National Drug Strategy Household Survey: State and Territory supplement’ (Cat. No. PHE 37), AIHW.

Marijuana/cannabis Methadone (for non-maintenance purposes)
Ecstasy/designer drugs Amphetamines (for non-medical purposes)
Cocaine Pain-killers/analgesics (for non-medical  purposes)
Hallucinogens Tranquillisers/sleeping pills (for non-medical  purposes)
Injected drugs Other opiates (for non-medical  purposes)
Inhalants Barbiturates (for non-medical  purposes)
Heroin Steroids (for non-medical purposes)

Drug's name (condition for counting as illegal use)
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Table A22 Injury deaths, by sex and Indigenous status, Northern Territory and Australia, 1991–2000

Source: ‘Mortality, Morbidity and Health Care Costs of Injury in the Northern Territory 1991-2001’

Table A23 Injury admissions, by sex and Indigenous status, Northern Territory, 1992–2001

Indigenous non-Indigenous Total Indigenous non-Indigenous Total

Total number of admissions 9733 7601 17,334 10,558 16,386 26,944

Age-specific rates
0–4 years 1820 1356 1539 1958 1792 1860
5–9 years 1755 1424 1554 2401 2060 2198
10–14 years 1181 1055 1105 1873 2055 1983
15–19 years 2049 1387 1663 3107 3219 3175
20–24 years 4215 1291 2268 5083 3434 3936
25–29 years 6339 1097 2515 6367 2861 3735
30–34 years 7616 960 2549 7119 2357 3376
35–39 years 7099 1012 2349 7015 2063 2971
40–44 years 5777 899 1879 6182 1851 2566
45–49 years 4610 901 1613 5128 1723 2215
50–54 years 3883 990 1568 4404 1645 2024
55–59 years 3209 1503 1919 4301 1859 2235
60–64 years 3455 2161 2546 3805 2171 2463
65–69 years 3803 2301 2741 4144 2840 3066
70–74 years 4165 3443 3631 3604 3439 3469
75 years and over 3294 6373 5586 3504 5425 4944

Crude rate 3723 1250 1993 4051 2323 2789
Age-standardised rate 4134 1539 2181 4503 2493 2883

MalesFemales

Indigenous
non-

Indigenous
Total Indigenous

non-
Indigenous

Total Females Males

Total number of deaths 176 136 312 394 572 966

Age-specific rates
0–4 years 58 17 33 39 32 35 11 17
5–9 years 22 8 14 20 10 14 5 7
10–14 years 14 5 8 16 22 20 5 10
15–19 years 61 15 35 127 90 104 20 59
20–24 years 79 42 54 267 120 165 23 90
25–29 years 92 23 41 300 119 164 20 85
30–34 years 107 20 41 335 105 153 19 75
35–39 years 114 22 42 246 88 118 19 67
40–44 years 91 21 35 241 104 126 19 60
45–49 years 58 14 22 233 74 98 18 56
50–54 years 80 30 40 239 81 104 19 54
55–59 years 34 17 21 217 109 126 20 52
60–64 years 86 37 52 134 72 83 21 55
65–69 years 33 53 47 42 82 75 26 62
70–74 years 416 39 151 124 111 113 40 75
75 years and over 371 167 205 299 223 237 133 180

Crude rate 69 23 36 154 83 102 25 59
Age-standardised rate 92 29 45 185 87 107 23 60

NT Males AustraliaNT Females

Source: ‘Mortality, Morbidity and Health Care Costs of Injury in the Northern Territory 1991-2001’
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Table A24 Age-standardised death rates from suicide, by sex and Indigenous status, Northern 
Territory, 1981–2002 (two-year periods)

Two-year period Indigenous non-Indigenous Indigenous non-Indigenous
1981-1982 0.0 0.0 6.6 31.7
1983-1984 0.0 1.6 9.4 18.7
1985-1986 0.0 3.7 7.5 27.0
1987-1988 0.0 2.3 12.6 25.2
1989-1990 0.0 4.2 2.1 45.3
1991-1992 3.0 2.8 16.6 22.6
1993-1994 2.5 7.0 13.9 25.3
1995-1996 2.1 7.7 31.2 26.2
1997-1998 9.5 4.9 23.4 37.8
1999-2000 8.5 4.0 48.0 24.8
2001-2002 11.2 5.9 66.3 34.0

Females Males

Year Indigenous non-Indigenous Indigenous non-Indigenous
1992 86 61 113 60
1993 80 113 138 60
1994 91 67 169 55
1995 145 144 194 107
1996 160 190 200 117
1997 239 189 351 146
1998 153 151 240 123
1999 189 147 278 95
2000 250 182 415 110
2001 316 193 306 94
2002 307 216 514 87

Females Males

Note: Data includes all ages. Rates expressed as number of deaths per 100,000 population.
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)

Table A25 Annual age-standardised rates of hospital admissions for intentional self-harm, by 
sex and Indigenous status, Northern Territory, 1992–2002

Notes: 
Data includes all ages. 
Includes data from all five public hospitals in the NT. Data for the Darwin Private Hospital was not available.
Rates expressed as number of admissions per 100,000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

Table A26 Codes used to separate hospital admission types

Admission type Coding type Code
Adult boarder ham5_classification Adult Boarder
Normal delivery Primary diagnosis code (3 digits) O80

Pregnancy/childbirth/puerperium DRG version 4.1 (3 digits)
O01, O02, O03, O04, O40, O60, O61, 
O62, O63, O64, O65, 901, 902, 903

Rehabitation sameday DRG version 4.1 Z60C
Renal dialysis DRG version 4.1 L61Z
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Table A27 ICD codes used in this report for analysing hospital morbidity data and for updating 
mortality data

ICD9
codes digits codes

Endocrine and nutritional diseases
Diabetes 2500-2509 3 digits E10, E11, E13, E14
Mental disorders
Categories:

Disorders due to psychoactive substance use 3 digits F10, F11, F12, F13, F14, F15, F16, F17, F18, F19

Delusional disorders 3 digits F20, F21, F22, F23, F24, F25, F26, F27, F28, F29
Mood disorders 3 digits F30, F31, F32, F33, F34, F35, F36, F37, F38, F39
Neurotic disorders 3 digits F40, F41, F42, F43, F44, F45, F46, F47, F48, F49
Adult personality disorders 3 digits F60, F61, F62, F63, F64, F65, F66, F67, F68, F69
Other mental disorders 3 digits all other codes in F
Dementia 3 digits F00, F01, F02, F03
Disease of the circulatory system
Acute rheumatic heart disease 3910-3919 3 digits I01, I02
Chronic rheumatic heart disease 3930-3989 3 digits I05, I06, I07, I08, I09
Hypertension 4010-4059 2 digits I1
Ischaemic heart disease 4100-4149 3 digits I20, I21, I22, I23, I24, I25
Cerebrovascular disease 4300-4389 2 digits I6
Respiratory disease

Chronic obstructive pulmonary disease
4900-4929
4940-4969

3 digits J40, J41, J42, J43, J44, J47

Asthma 4930-4939 3 digits J45, J46
Digestive system disease
Chronic liver disease 5710-5719 3 digits K70, K71, K72, K73, K74
Disease of the genitourinary system
Renal failure 5840-5869 3 digits N17, N18, N19
Other systems
Osteoporosis with fracture 3 digits M80
Osteoporosis without fracture 3 digits M81
Osteoporosis classified elsewhere 3 digits M82

ICD10

Notes: 
For cancer and injury codes see ‘Cancer incidents and mortality, NT 1991–2001’ and ‘Mortality, morbidity and health care 
costs of injury in the NT, 1991–2001’

Table A28 Client age distributions of contact events to all localities of community mental health 
services, by sex and Indigenous status of clients, Northern Territory, 1999/2000–2003/2004 
financial years

Age group (years) Indigenous non-Indigenous All females All males

15-19 8.8% 8.2% 8.4% 7.0%
20-24 15.8% 9.9% 11.5% 16.5%
25-29 19.9% 10.7% 13.1% 17.0%
30-34 22.1% 13.1% 15.3% 16.4%
35-39 8.6% 15.1% 13.4% 17.2%
40-44 8.1% 15.6% 13.6% 10.1%
45-49 8.4% 11.7% 10.8% 4.4%
50-54 6.2% 7.7% 7.3% 4.5%
55-59 0.9% 3.6% 3.0% 2.5%
60-64 0.4% 2.4% 1.9% 2.2%
65+ 0.7% 2.1% 1.7% 2.3%

All ages (15 years and over) 100.0% 100.0% 100.0% 100.0%

Females

Percentage of all contacts

Source: Mental Health Unit, DHCS (unpublished data)
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Table A29 Trend in participation rate of breast and cervical screenings in targeted age groups, 
Northern Territory females, 1999–2004 (two-year periods)

Source: a BreastScreen NT data base (unpublished data); b NT Pap Smear Register (unpublished data)

Table A30 Participation rate in breast and cervical screenings, by age group, Northern Territory 
females, 1999–2004

Source: a BreastScreen NT data base (unpublished data); b NT Pap Smear Register (unpublished data) 

Table A31 Age-standardised incidence and death rates of specific cancer sites, by Indigenous 
status, Northern Territory and Australian females, 1991–2001

Notes: 
Data includes all ages. Rates are adjusted to 2001 Australian Estimated Resident Population by 5 year age group. 
All rates are expressed as number of diagnosed cases or deaths per 100,000 population. 
Australian cancer mortality data: 1995–2000.
Source: ‘Cancer Incidence and Mortality Northern Territory 1991–2001’

NT NT non- NT NT non-
Cancer site Indigenous Indigenous NT Australia Indigenous Indigenous NT Australia
Bladder 1.4 4.1 3.4 7.1 1.4 2.6 2.3 2.4
Bone 4.4 3.4 3.8 4.1 2.2 1.2 1.5 1.3
Brain 5.7 6.2 6.1 6.0 4.9 4.7 4.7 4.5
Breast 50.3 100.4 88.3 113.0 25.3 23.9 24.2 27.3
Cervix uteri 34.7 14.1 19.2 9.0 28.0 7.0 12.3 3.1
Colorectal 12.4 54.0 42.5 53.4 11.4 25.0 21.0 21.8
Kidney 1.4 8.4 6.5 8.9 0.0 5.5 4.0 3.5
Larynx 2.7 2.0 2.2 0.7 1.6 0.8 1.0 0.3
Leukaemia 14.6 6.4 8.7 9.8 6.6 6.4 6.4 5.7
Lip, tongue and oral 
cavity

14.1 9.9 10.7 8.7 6.6 2.4 3.1 2.0

Liver 7.9 1.8 3.4 1.7 12.5 3.6 6.0 2.1
Lymphoma 10.5 12.4 11.9 17.1 8.7 4.5 5.6 7.6
Melanoma 1.6 34.4 26.3 37.8 0.0 3.7 2.8 3.6
Oesophagus and 
stomach

8.9 10.5 9.6 10.7 7.4 6.5 6.5 7.6

Ovary and uterine 
adnexa

5.8 10.3 9.3 13.0 9.1 5.0 6.3 8.0

Pancreas 8.4 11.2 10.5 8.7 12.3 10.3 10.9 8.3
Thyroid 8.9 4.3 5.7 7.4 3.2 1.4 2.0 0.4
Trachea, bronchus 
and lung

51.9 42.8 44.4 26.4 51.4 36.3 39.9 21.7

Uterus 13.9 15.8 14.9 15.1 6.4 3.3 4.1 2.6
Unspecified sites 38.2 22.0 26.3 15.6 17.3 14.8 15.3 11.3
Others 25.5 13.9 16.7 15.0 15.2 11.0 12.1 10.6
All cancers 323.0 388.2 370.1 389.4 231.6 180.1 192.0 155.7

Incidence rate Death rate

Age group (years) Participation rate Age group (years) Participation rate
40–44 10.1% 20-24 72.3%
45–49 21.6% 25-29 77.1%
50–54 44.7% 30-34 79.2%
55–59 50.3% 35-39 77.0%
60–64 46.5% 40-44 75.5%
65–69 42.1% 45-49 78.0%
70–74 33.7% 50-54 75.9%
75–79 19.8% 55-59 80.3%
80–84 14.0% 60-64 66.1%
85 + 2.0% 65-69 55.2%

Breast screeninga Cervical screeningb

Age group 1999-2000 2000-2001 2001–2002 2002–2003 2003–2004

Breast screeninga 50–69 years 49.3% 47.8% 45.7% 45.4% 44.2%

Cervical screeningb 20–69 years 78.4% 78.1% 77.3% 76.6% 69.7%

Bi-calendar years
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Table A32 Epidemiological estimates of type II diabetes, by sex and age group, Northern 
Territory Indigenous population, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 13,859 1908 11,184 86 6.2 767 55.3

aged 45-59 years 2753 0 1874 48 17.4 879 319.2

aged 60 years and over 1359 0 715 8 5.8 644 473.7

All ages 27,647 11,584 13,773 142 5.2 2290 82.8

Males

aged 15-44 years 13,792 5307 8061 78 5.7 424 30.8

aged 45-59 years 2380 0 1637 30 12.8 743 312.4

aged 60 years and over 1018 0 579 8 8.0 439 430.9

All ages 27,837 15,952 10,277 117 4.2 1608 57.8

Incidence Prevalence

Notes for epidemiological estimate Appendix Tables A32-A41:
The denominator (population per sex and age group) is the sum of people at low risk, people at high risk and the prevalence.
Rates are expressed as number of cases per 1000 population. 
Source: Health Gains Planning Branch, DHCS (unpublished data)

Table A33 Epidemiological estimates of type II diabetes, by sex and age group, Northern 
Territory non-Indigenous population, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 34,381 22,238 11,994 12 0.4 149 4.3

aged 45-59 years 11,506 2582 8582 40 3.5 342 29.7

aged 60 years and over 3736 0 3391 18 4.8 345 92.3

All ages 64,476 39,672 23,967 70 1.1 837 13.0

Males

aged 15-44 years 39,760 18,991 20,645 22 0.6 124 3.1

aged 45-59 years 15,033 1670 12,808 54 3.6 555 36.9

aged 60 years and over 5034 0 4451 34 6.8 583 115.7

All ages 75,508 36,342 37,904 111 1.5 1262 16.7

Incidence Prevalence

Note: See Appendix Table A32.

Table A34 Epidemiological estimates of hypertension, by sex and age group, Northern Territory 
Indigenous population, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 13,859 7496 5542 362 26.2 821 59.3

aged 45-59 years 2753 0 1525 201 73.1 1228 446.1

aged 60 years and over 1359 0 678 81 59.7 681 501.4

All ages 27,648 17,173 7744 645 23.3 2731 98.8

Males

aged 15-44 years 13,793 4771 5822 1146 83.1 3200 232.0

aged 45-59 years 2380 0 1133 175 73.6 1247 524.1

aged 60 years and over 1018 0 496 66 65.1 522 513.0

All ages 27,837 15,415 7450 1394 50.1 4972 178.6

Incidence Prevalence

Note: See Appendix Table A32.
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Table A35 Epidemiological estimates of hypertension, by sex and age group, Northern Territory 
non-Indigenous population, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 34,381 28,656 5238 314 9.1 487 14.2

aged 45-59 years 11,506 2582 7018 815 70.8 1906 165.7

aged 60 years and over 3736 0 2163 261 69.9 1573 421.0

All ages 64,477 46,091 14,420 1390 21.6 3966 61.5

Males

aged 15-44 years 39,760 29,113 8730 1105 27.8 1917 48.2

aged 45-59 years 15,032 1670 10,232 1231 81.9 3130 208.2

aged 60 years and over 5034 0 3046 398 79.1 1988 394.9

All ages 75,508 46,464 22,008 2735 36.2 7036 93.2

Incidence Prevalence

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 13,859 12,625 1207 4 0.3 27 1.9

aged 45-59 years 2753 779 1929 6 2.3 45 16.4

aged 60 years and over 1359 0 1265 11 7.8 94 69.3

All ages 27,648 23,080 4401 21 0.8 167 6.0

Males

aged 15-44 years 13,791 11,886 1883 9 0.6 22 1.6

aged 45-59 years 2380 220 2065 19 7.9 95 39.8

aged 60 years and over 1018 0 925 9 9.3 93 91.0

All ages 27,837 22,753 4874 37 1.3 210 7.5

Incidence Prevalence

Note: See Appendix Table A32.

Table A36 Epidemiological estimates of ischaemic heart disease, by sex and age group,  
Northern Territory Indigenous population, 2000

Note: See Appendix Table A32.

Table A37 Epidemiological estimates of ischaemic heart disease, by sex and age group,  
Northern Territory non-Indigenous population, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 34,381 33,745 609 4 0.1 27 0.8

aged 45-59 years 11,506 8952 2492 7 0.6 62 5.4

aged 60 years and over 3736 0 3629 14 3.8 107 28.8

All ages 64,476 57,551 6729 26 0.4 196 3.0

Males

aged 15-44 years 39,760 38,127 1613 5 0.1 20 0.5

aged 45-59 years 15,032 4791 10,078 43 2.9 163 10.9

aged 60 years and over 5034 0 4814 33 6.5 220 43.7

All ages 75,508 58,600 16,504 81 1.1 404 5.3

Incidence Prevalence

Note: See Appendix Table A32.
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Table A38 Epidemiological estimates of chronic obstructive pulmonary disease, by sex and 
age group, Northern Territory Indigenous populations, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 13,859 12,625 1207 4 0.3 27 1.9

aged 45-59 years 2753 779 1929 6 2.3 45 16.4

aged 60 years and over 1359 0 1265 11 7.8 94 69.3

All ages 27,648 23,080 4401 21 0.8 167 6.0

Males

aged 15-44 years 13,791 11,886 1883 9 0.6 22 1.6

aged 45-59 years 2380 220 2065 19 7.9 95 39.8

aged 60 years and over 1018 0 925 9 9.3 93 91.0

All ages 27,837 22,753 4,874 37 1.3 210 7.5

Incidence Prevalence

Note: See Appendix Table A32.

Table A39 Epidemiological estimates of chronic obstructive pulmonary disease, by sex and 
age group, Northern Territory non-Indigenous populations, 2000

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 34,382 24,742 9543 16 0.5 97 2.8

aged 45-59 years 11,506 9435 1904 13 1.2 167 14.5

aged 60 years and over 3736 0 3611 9 2.4 125 33.4

All ages 64,476 49,030 15,057 39 0.6 389 6.0

Males

aged 15-44 years 39,760 21,695 17,834 26 0.6 231 5.8

aged 45-59 years 15,032 8268 6426 28 1.9 338 22.5

aged 60 years and over 5034 0 4720 20 4.0 314 62.4

All ages 75,507 45,643 28,980 74 1.0 884 11.7

Incidence Prevalence

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 13,859 8142 5662 8 0.6 55 4.0

aged 45-59 years 2753 0 2694 4 1.4 59 21.4

aged 60 years and over 1359 0 1347 1 1.0 12 8.7

All ages 27,648 17,818 9703 13 0.5 127 4.6

Males

aged 15-44 years 13,792 6648 7081 8 0.6 63 4.5

aged 45-59 years 2380 0 2313 4 1.6 67 28.3

aged 60 years and over 1018 0 995 1 1.0 23 22.4

All ages 27,837 17,289 10,393 13 0.5 155 5.6

Incidence Prevalence

Note: See Appendix Table A32.

Table A40 Epidemiological estimates of end stage renal disease, by sex and age group, 
Northern Territory Indigenous population, 2000

Note: See Appendix Table A32.
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Table A41 Epidemiological estimates of end stage renal disease, by sex and age group, 
Northern Territory non-Indigenous population, 2000

Note: See Appendix Table A32.

Table A42 Numbers of notifiable diseases, by sex and Indigenous status, Northern Territory, 
1995–2004

Notes: 
Data includes 15 years and over only
* For Salmonellosis, there are cases with sex unknown, therefore the sum may not add up to the total.
Source: NT Notifiable Diseases Surveillance System, Centre for Disease Control, DHCS (requested data)

Table A43 Age-standardised DALY rate and contributions of premature mortality and disability, 
by sex and Indigenous status, Northern Territory 1994–1998 and Australia 1996

Notes: 
Data includes all ages.
DALY = disability-adjusted life-years. YLL = Years of life lost due to premature mortality. YLD = Years lived with disability.
Source: “Zhao Y et al. Burden of disease and injury in Aboriginal and non Aboriginal populations in the Northern Territory. 
MJA 2004; 180:498-502 © Copyright 2004. The Medical Journal of Australia - reproduced with permission”

Population At low risk At high risk

Number Number Number Number Rate Number Rate

Females

aged 15-44 years 34,382 33,593 780 1 0.0 9 0.2

aged 45-59 years 11,506 8476 3023 1 0.1 7 0.6

aged 60 years and over 3736 0 3732 1 0.1 4 1.1

All ages 64,476 56,921 7535 2 0.0 20 0.3

Males

aged 15-44 years 39,761 37,415 2331 1 0.0 15 0.4

aged 45-59 years 15,033 10,060 4957 1 0.1 16 1.0

aged 60 years and over 5034 0 5025 1 0.2 9 1.8

All ages 75,508 63,155 12,313 3 0.0 40 0.5

Incidence Prevalence

Total*

Diseases Indigenous
non-

Indigenous
unknown Indigenous

non-
Indigenous

unknown

Campylobacteriosis 39 315 109 32 349 135 979
Hepatitis A 16 127 5 14 131 11 304
Melioidosis 32 26 1 61 68 10 198
Meningococcal infection 9 6 8 17 40
Pneumococcal disease 150 39 1 210 65 1 466
Ross River Virus 47 602 191 21 649 229 1739
Salmonellosis 155 312 94 117 261 95 1038
Tuberculosis 92 66 94 115 367

Indigenous status
Males

Indigenous status
Females

NT Indigenous
NT non-

Indigenous
Australia NT Indigenous

NT non-
Indigenous

Australia

YLL 202 59 52 269 91 80
YLD 109 59 60 102 62 63
DALY 311 118 112 371 153 143

Female Male
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Table A44 Age-standardised admission rate to NT public hospitals, by health district, Northern 
Territory, 1999–2003

Notes: 
Data includes 15 years and over only. Exclude admissions as adult boarder, or for normal delivery or renal dialysis, or 
sameday admission as rehabilitation patient (for codes see Appendix Table A26).
Rates as number of admissions per 1000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

Table A45 Age-specific admission rate to NT public hospitals, by age group, Northern Territory, 
1999–2003

Notes: 
Exclude admissions as adult boarder, or for normal delivery or renal dialysis, or sameday admission as rehabilitation patient 
(see Appendix Table A26).
Rates as number of admissions per 1000 population.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

Females Males Indigenous non-Indigenous
Health district
Alice Rural 306 236 357 155
Alice Urban 322 247 687 248
Barkly 469 360 608 306
Darwin Rural 284 180 326 215
Darwin Urban 200 158 412 180
East Arnhem 344 232 409 255
Katherine 366 247 496 253

All NT 262 195 437 200

All by sex Females

Age group Females Males Indigenous non-Indigenous
15-19 years 233 82 355 148
20-24 years 316 98 449 244
25-2 9years 294 110 464 225
30-34 years 253 129 448 185
35-39 years 214 143 416 148
40-44 years 186 157 431 120
45-49 years 177 160 463 108
50-54 years 193 177 475 133
55-59 years 201 242 404 152
60-64 years 273 322 413 222
65-69 years 345 400 553 260
70-74 years 386 494 493 348
75 years and over 459 532 373 489

All by sex Females
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Table A46 Annual age-standardised mortality rate, by sex and Indigenous status, Northern 
Territory and Australia, 1982–2001

Year NT Indigenous NT non-Indigenous NT all Australia NT all Australia
1982 1322 800 953 669 1331 1093
1983 1610 574 944 626 1302 1014
1984 1809 559 966 610 1162 979
1985 1648 519 876 647 1204 1019
1986 1573 573 870 605 1171 954
1987 1479 542 822 598 1478 950
1988 1625 464 815 594 1018 947
1989 1446 543 805 603 1153 950
1990 1724 451 838 570 1382 892
1991 1625 496 836 551 1292 861
1992 1460 642 876 559 1157 867
1993 1275 535 734 536 1148 834
1994 1614 561 852 548 1157 846
1995 1321 599 786 531 1122 808
1996 1333 513 727 528 1061 807
1997 1484 525 776 523 1038 778
1998 1379 557 770 498 924 749
1999 1555 502 769 489 975 728
2000 1435 408 665 483 1026 706
2001 1255 497 687 464 892 674

MalesFemales

Note:  Data includes all ages. Rates as number of deaths per 100,000 population.
Source: ABS death registration data, Health Gains Planning Branch, DHCS (unpublished data)
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6 Health Services
6.1 Northern Territory women at a glance
In the Northern Territory:

• Excluding admissions related to pregnancy/childbirth/puerperium and admissions as 
boarder adults, between 1999 and 2003, women had more admissions to hospital than men;

• Indigenous women had much higher rates of admission to hospital than non-Indigenous 
women;

• Across the NT, women in the Barkly health district had the highest rates of admission to acute 
care followed by women in the Alice Springs Rural health district;

• Of all aged care assessments undertaken, more than half (55%) were provided for women; 

• Around 9% of community aged care package recipients were aged 85 years and over (10% 
of female recipients and 8% of male recipients) compared to 36% nationally; 

• Around 25% of residents in residential aged care services were aged 85 years and over 
(around 30% of female residents and 20% of male residents) compared to just over half (51%) 
all aged care residents nationally; 

• While women used Medicare services more than men (7.9 services per capita for women 
compared to 4.8 for men), their Medicare usage was less than women in all other states and 
territories in Australia (average of 13.2 services per capita).

6.2 Acute health care services 
The Northern Territory (NT) has five acute public hospitals: Royal Darwin Hospital, Katherine 

Hospital, Tennant Creek Hospital, Alice Springs Hospital and Gove District Hospital.  There is one 

private hospital, located in Darwin. 

Public hospitals
The NT Department of Health and Community Services (DHCS) Annual Report 2003/2004 reports 

that during the 2003/2004 financial year period there were 619 beds (including 31 mental health 

beds) available to service inpatient requirements in the NT.116

During the five-year period 1999–2003 the admission rate for women to NT public hospitals was 

greater than men (32,613 admissions per 100,000 women compared to 27,750 admissions per 

100,000 men). These admission rates excluded admissions related to female reproduction such 

as admissions related to pregnancy, childbirth, puerperium and admissions related to  child care 

such as admissions as adult boarders. 

Indigenous women admission rates were almost 6 times higher than non-Indigenous women 

during this period (Table 73). The substantial number of admissions for renal dialysis largely 

explains the difference in overall admission rates between Indigenous and non-Indigenous 

women, however the greater burden of disease and injury borne by Indigenous women is also 

a significant factor. Across the NT, women in the Barkly health district have the highest rates of 

admission to acute care followed by women in the Alice Springs Rural health district (Table 74).

6 Health Services
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Table 73 Admissions to NT public hospitals, by admission type, sex and Indigenous status, 
Northern Territory, 1999–2003

Admission type Female Male Indigenous non-Indigenous

Due to health reasons other than listed below 54,878 61,772 26,931 27,947
For renal dialysis 56,828 44,025 51,333 5495
Sameday admission as rehabilitation patient 685 1060 120 565
Due to pregnancy/childbirth/puerperium 32,307 - 13,824 18,483
As adult boarder 23,225 1735 18,560 4665

Due to health reasons other than listed below 15,924 16,042 29,254 11,065
For renal dialysis 16,490 11,433 55,760 2176
Sameday admission as rehabilitation patient 199 275 130 224

Total admission rate 32,613 27,750 85,144 13,465

Due to pregnancy/childbirth/puerperium 9375 - 15,016 7318
As adult boarder 6739 451 20,161 1847

Total by sex Females by Indigenous status

Number (5 years total)

Crude rate (number per 100,000)

Notes: 
Data includes 15 years and over only. Excludes a small proportion of admissions with sex unstated.  
For codes used in analysis see Chapter 5 Appendix Table A26
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

Table 74 Admissions to NT public hospitals, by admission type and health district, Northern 
Territory females, 1999–2003

Admission type

Alice
Springs

Rural

Alice
Springs
Urban Barkly

Darwin
Rural

Darwin
Urban

East
Arnhem Katherine

Due to health reasons other than listed below 4480 11,154 2875 3602 20,394 5152 7035
For renal dialysis 5696 10,053 4926 5393 22,125 2592 6019
Sameday admission as rehabilitation patient 3 624 29 29 685 0 0
Due to pregnancy/childbirth/puerperium 2383 4299 1456 2849 14,416 2875 3896
As adult boarder 4925 4243 1993 2290 1717 4351 3356

Due to health reasons other than listed below 20,878 22,843 30,964 16,227 10,701 22,709 23,773
For renal dialysis 26,545 20,588 53,053 24,296 11,610 11,425 20,339
Sameday admission as rehabilitation patient 14 1278 312 131 359 0 0

Total admission rate 47,437 44,708 84,330 40,654 22,671 34,134 44,112

Due to pregnancy/childbirth/puerperium 11,105 8804 15,681 12,835 7565 12,672 13,165
As adult boarder 22,952 8689 21,465 10,317 901 19,178 11,341

Number (5 years total)

Crude rate (number per 100,000)

Notes: 
Data includes 15 years and over only. Excludes a small proportion of admissions with sex unstated.
For codes used in analysis see Chapter 5 Appendix Table A26.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)

This difference between admission rates (excluding admissions related to female reproduction 
and child care) for NT women and men was most marked in the 45–64 year age group where 
the rate of admissions for women in this age group was 40% higher than for men of the same 
age. Admission rates for Indigenous women were seven times higher than non-Indigenous 
women in the 25–44 year age group, 11 times higher in the 45–64 year age group and nearly five 
times higher in the 65 years and over age group (see Appendix Table A47).

Private hospitals
Darwin Private Hospital, the only private hospital in the Northern Territory also provides acute 
health care services for patients of the Northern Territory and North Western Australian regions. 
It has 150 beds and adjoins the Royal Darwin Hospital. In addition to providing a wide range of 
medical specialist services for NT women including gynaecological and obstetric services, the 
Darwin Private Hospital offers a comprehensive range of treatments for reproductive health 
issues in the Reproductive Medicine Unit, Repromed.
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6.3 Primary health care services 

General practitioners
The NT has two divisions of general practice: the Top End Division and the Central Australia 

Division. Fifty-five percent of the total NT population reside in the Darwin urban areas and 

are incorporated within the Top End Division. While the average number of visits to a general 

practitioner (GP) each year in Australia is five per person, people living in the Top End visit a GP 

only three times per year and people living in Central Australia visit only twice per year.

During the 2001/2002 financial year period 281 GPs in the NT claimed against Medicare. This is 

equivalent to a ratio of 14.2 GPs for every 10,000 people in the NT compared to 12.4 GPs for every 

10,000 nationally. However, these figures are misleading and a more accurate measure of the 

availability of GPs is the number of Full Workload Equivalent (FWE) GPs. This measure is relevant 

where a substantial number of GPs work part-time or in some other way have a significantly reduced 

workload. While the NT had 281 GPs, this equated to only 93 FWEs. The ratio of FWEs to the population 

for the NT was 4.7 FWEs per 10,000 people, the lowest of all states and territories. Nationally the ratio 

was almost double at 8.6 FWEs per 10,000 people. The FWE ratio was lower in the Central Australian 

Division than it was for the Top End division, at 3.8 and 5.0 per 10,000 people respectively. 

In the NT, while women used more Medicare services than men (Table 75), their Medicare 

usage was less than women in all other states and territories in Australia (Figure 65). During the 

2003/2004 financial year period NT women averaged 7.9 Medicare services per capita. This was 

more than NT men who average 4.8 services per capita but less than Australian women who 

averaged 13.2 services per capita.

Older age groups use more Medicare services than younger age groups. The NT has a younger 

population than the rest of Australia; in 2003 the median age of the NT population was 29 years 

compared to 36 years for the Australian population. However, the younger population in the NT 

does not adequately explain the lower utilisation of Medicare services. NT Medicare usage rates 

are substantially lower than the Australian usage rates for all age groups (Table 75).

Table 75 Medicare usage, by sex and age group of patients, Northern Territory and Australia, 
2003/2004 financial year

Age group Females Males Females Males Females Males Females Males

0-4 years 4.0 4.6 7.5 8.2 137 160 240 271

5-14 years 2.3 2.3 4.0 4.0 78 78 134 140

15-24 years 6.8 2.3 8.9 4.4 210 79 293 158

25-34 years 9.1 3.0 12.8 5.3 309 100 469 195

35-44 years 9.0 4.5 12.2 7.0 323 162 477 265

45-54 years 10.4 7.1 14.2 9.9 373 263 557 386

55-64 years 12.6 10.4 18.0 15.0 464 403 711 608

65-74 years 16.0 15.0 24.0 24.0 575 570 934 976

75-84 years 18.6 15.1 26.5 24.1 656 560 1029 969

85 years and over 12.5 9.8 26.1 21.9 419 331 948 825

All ages 7.9 4.8 13.2 9.3 273 176 497 357

Australia

Average value ($) of benefits per capita

Northern Territory Australia

Average services per capita

Northern Territory

Notes:
Data includes Australian residents only.
Resident population figures are customised population projections for each financial year prepared by ABS according to 
assumptions agreed to by the Department of Health and Ageing.
Source: ‘Annual Report 2003–04 Statistical Tables’, HIC website: http://www.hic.gov.au/abouthic/our_organisation/
annual_report/03_04/statistics.htm
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Figure 65 Medicare usage by females, all States/Territories and Australia, 2003/2004 financial year
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assumptions agreed to by the Department of Health and Ageing.
Source: ‘Annual Report 2003–04 Statistical Tables’, HIC website: http://www.hic.gov.au/abouthic/our_organisation/
annual_report/03_04/statistics.htm

There is very limited information on Indigenous status in the Health Insurance Commission’s 

(HIC’s) Medicare data collection. Based on recent surveys and reports, it has been estimated 

that Medicare usage by Indigenous people in the NT is significantly below non-Indigenous usage. 

This is likely due to the paucity of health practitioners able to claim against Medicare in remote 

areas, where the majority of Indigenous people reside.  Within the Indigenous population, urban 

residents have a higher Medicare usage than residents in the rest of the NT.138

Dental services
The DHCS Oral Health Services provides oral health services to eligible client groups in urban, 

rural and remote communities, including emergency care, restorative filings, extractions, oral 

hygiene, oral health promotion and denture services.  Eligible clients are those possessing health 

care cards or pension concession cards, and school aged children. Specialist services provided 

include Orthodontics, Oral Surgery and Periodontics. 

During the three-year period 2000–2003, Oral Health Services provided 53,796 occasions of 

service to eligible clients aged 15 years and over. Women received more occasions of service 

(30,478) than men (23,308).

Community care services 
The DHCS provides a large number of community care services in both urban and remote 

settings. Community care services are conducted by an assortment of health professionals 

and, for the most part, each occasion of service provision to a client is recorded as an event 

on an NT wide database called Community Care Information System (CCIS). In contrast data 

relating to community care events performed in remote settings are collected via two systems: 

the Coordinated Care Trial Information System (CCTIS) and the Primary Care Information System 

(PCIS), but are only available in limited localities at present. The CCTIS is used in the Tiwi Islands 

clinics and PCIS is used in one DHCS clinic and three non-government clinics. Extractions are 

done monthly on CCTIS and a new data extract is currently being formulated for PCIS. A 

modified version of PCIS is used in the Renal Unit in Alice Springs
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The number of events for each type of community care service carried out in urban localities 

during the five-year period, 2000–2004 are tabled below (Table 76). Overall the proportion of 

women receiving community care services was marginally lower (46% compared with 54%) than 

men, with the exception of Sexual Assault Referral Centre (SARC) services for which women 

were the predominant clientele. Indigenous women were much less likely to receive urban 

community care services than non-Indigenous women (30% compared with 70%). 

Over this five-year period, a total of 34,390 palliative care events were performed throughout 

the NT and recorded on CCIS; 14,597 women (42%) and 19,788 men (56%). Data on the sex of 

the remaining 2% are not available (Table 76). Palliative care is about caring for people with 

a terminal illness as well as their families and friends. Palliative care is care which ‘palliates’ 

or relieves pain and other symptoms. It is given when treatment to cure an illness is no longer 

effective. It aims to ease the pain, distress and many other physical, emotional and spiritual 

problems that are present with a terminal illness. Palliative care events also include people who 

received bereavement services because of their association with a palliative care client. Of 

women that received palliative care services, 3217 (22%) were Indigenous and 11,280 (77%) 

were non-Indigenous. 

Table 76 Number of urban community care events, by service type, sex and Indigenous status 
of recipients, Northern Territory, 2000–2004

Service type Females Males Indigenous non-Indigenous
Adult Care Assessment 10,973 9263 4746 6126
Adult Guardianship 425 480 244 176
Child and Maternal Health 3864 254 983 2723
Child Protection 1646 653 758 872
Disease Control 37,302 41,805 15,196 21,457
Disability Information 346 427 47 296
Disability Resource 7757 10,516 2,645 5084
Forensic Mental Health 2464 17,654 1,295 1125
Family Support Services 1352 1037 658 675
General Community Health 132,284 141,220 35,432 95,916
General Mental Health 76,855 107,307 19,916 55,994
Protective Assessment 452 309 235 212
Palliative Care 14,597 19,788 3,217 11,280
Sexual Assault Referral Centre 3704 420 709 2928
SOBATU 11 800 2 9

Substitute Care and Guardianship 3612 3561 1628 1984

SEAT 2651 3556 1098 1542
School Surveillance Scheme 1959 2187 529 1368
TIME Scheme 5520 5020 2204 3294
Taxi Subsidy Scheme 2456 2567 371 2074
Women's Health 338 0 95 237

Total 310,568 368,824 92,008 215,372

All by sex* Females by Indigenous status*

Notes:
Data includes service recipients aged 15 years and over only.
t SARC services only commenced in late 2001, data for this service type does not cover the entire five-year period 2000–2004
* Not showing unstated sex or Indigenous status category. Therefore, the sum of breaking down figures may not add up to 
the total.
Source: Community Care Information System, DHCS (unpublished data)
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Aboriginal Medical Services
Within the major NT towns and cities Aboriginal Medical Services (AMS) provide care for 

Indigenous people residing in urban localities: Danila Dilba Health Service (Darwin), Miwatj 

Health Aboriginal Corporation (Nhulunbuy), Wurli Wurlinjang Health Service (Katherine), 

Anyinginyi Congress Aboriginal Corporation (Tennant Creek), and Central Australian Aboriginal 

Congress (Alice Springs). In remote areas many health services are community controlled 

and administered by local Indigenous community councils. Health data are collected on an 

individual AMS or health service level according to the availability of an electronic recall system. 

Aggregated health data for Indigenous people are not currently available at the Territory level.

6.4 Aged care and disability services
Aged care and disability services are provided to older Territorians and to people with disabilities 

to maximise their independence and participation in the community. While the proportion of 

the NT population aged 70 years or older is comparatively low, the rate of increase is higher than 

for other jurisdictions. Disabled people are those with disabilities attributable to an intellectual, 

psychiatric, sensory, physical or neurological impairment or acquired brain injury (or some 

combination of these) which is likely to be permanent and results in substantially reduced 

capacity in at least one of the following: self-care/management, mobility, and communication. 

The disability requires significant ongoing and/or long term episodic support and which manifests 

itself before the age of 65.

Aged care assessment services
Aged care assessment services are provided to aged people through Aged Care Assessment 

Teams (ACATs). This ensures that they receive services most appropriate to their needs and have 

facilitated access to residential aged care when appropriate.

Between 2000/2001 and 2003/2004 financial years there were a total of 3041 aged care 

assessments undertaken in the NT. Of all assessments, more than half (55%) were provided 

for women. Around 43% of assessments were provided for Indigenous people who represent 

around 20% of people aged 60 years and over, and 49% of assessments were provided for 

non-Indigenous people who represent around 80% of people aged 60 years and over (8% 

of assessments were provided for people of unknown Indigenous status). Nearly half of all 

assessments (47%) were for people aged between 70–84 years. 

The most common recommendation following an aged care assessment was for community care 

(60%) followed by residential care (26%). In 12% of cases, no recommendation was made (for 

reasons such as assessment cancelled, client died, transferred, missing or unknown) (Table 77).
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Table 77 Aged care assessments, by age group, sex, Indigenous status and type of long term 
living arrangement recommended, Northern Territory, 2000/2001–2003/2004 financial years

Age group Sex Indigenous status Recommendation
< 60 years 14.1% Female 55.3% Indigenous 43.1% Residential Care 26.2%
60-64 years 10.7% Male 44.7% non-Indigenous 49.0% Community Care 59.5%
65-69 years 13.2% Unknown <0.1% Unknown 7.9% Other 2.4%
70-74 years 15.0% No recommendations* 11.9%
75-79 years 17.3%
80-84 years 14.6%
85-89 years 9.2%
90-94 years 4.3%
95+ years 1.3%
Unknown 0.3%

Total number = 3041

Notes:  
New collection methods for Version 2 of the ACAT MDS were implemented from July 2003.
* No recommendations incorporates died, cancelled, transferred, missing and unknown.
Source: Aged and Disability Services, DHCS (unpublished data)

Community Aged Care Packages
Community Aged Care Packages (CACP) are designed to provide support services to older 

people with complex needs living at home, who would otherwise be eligible for low-level 

residential care. They provide a range of home based services, excluding home nursing 

assistance (which is provided under the Home and Community Care (HACC) program). The care 

‘package’ is coordinated by the package provider. To receive a package, older people must 

be assessed by an Aged Care Assessment Service as needing the type of assistance provided by 

a package, that is, their needs are such that they can only be met by a coordinated package 

of care services. The CACP program is funded by the Australian Government.28

In the NT on 30 June 2003, there were 433 recipients of a CACP; 261 women and 172 men. 

Around 9% of CACP recipients were aged 85 years and over compared to 36% nationally.139 

Female recipients were, on average, slightly older than male recipients; around 10% of female 

recipients were aged 85 years and over compared to 8% of male recipients. Nationally, 8% of all 

recipients of a CACP were aged under 65 years, however, in the NT the proportion of residents 

aged under 65 years was considerably higher at 29% (27% of women and 34% of men). This is 

likely due to the large proportion of Indigenous people in the NT as around 65% of all recipients 

of a CACP were Indigenous (69% of women and 59% of men) (Table 78).

Table 78 Number of care recipients of Community Aged Care Package (CACP), by sex, age 
group and Indigenous status, Northern Territory, 30 June 2003

Age group Females Males Indigenous status Females Males
0–49 14 5 Indigenous 181 102
50–54 13 9 Non-Indigenous 80 70
55–59 16 16 Unknown/not reported 0 0
60–64 28 26 Total 261 172
65–69 41 32
70–74 39 31
75–79 52 27
80–84 32 12
85–89 14 10
90–94 10 4
95+ 2 0
Total 261 172

Source: ‘Community Aged Care Packages in Australia 2002–03: a statistical overview’. AIHW cat. no. AGE 39. Canberra: 
AIHW (Aged Care Statistics Series no. 19).
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Residential aged care
Residential aged care services provide accommodation and support for older people who can 

no longer live at home. To enter residential aged care, the Aged Care Assessment Service must 

have assessed people. Residential aged care facilities can, in some circumstances, provide 

both permanent residential care and short term respite care services.

In the NT, there were 334 residents in residential aged care services at 30 June 2003, 180 women 

and 154 men. Around 25% of the residents in aged care services in the NT were aged 85 years 

and over compared to just over half (51%) of all aged care residents nationally.140 Female 

residents were, on average, older than male residents; around 30% of female residents were 

aged 85 years and over compared to 20% of male residents (Table 78).

Nationally, 4% of all residents accommodated in aged care services were aged under 65 years. 

However, in the NT the proportion of residents aged under 65 years was considerably higher 

at 22% (19% of women and 25% of men), most likely due to the large proportion of Indigenous 

people in the NT. In light of the poorer health status of Indigenous people aged care planning 

for Indigenous people is based on those 50 years and over compared to 70 years and over for 

non-Indigenous people.140

Around 40% of all residents in aged care services were Indigenous (42% of women and 38% of 

men, however, Indigenous status was not reported for 11% of all residents) (Table 79).

Table 79 Number of care recipients of residential aged care, by age group, sex and 
Indigenous status, Northern Territory permanent residents, 30 June 2003

Age group Females Males Indigenous status Females Males
Under 65 34 39 Indigenous 75 58
65–69 17 15 Non-Indigenous 85 78
70–74 11 26 Unknown/not reported 20 18
75–79 24 18 Total 180 154
80–84 39 25
85–89 33 18
90–94 18 7
95+ 4 6
Total 180 154

Source: ‘Residential Aged Care in Australia 2002–03: a statistical overview’. AIHW cat. no. AGE 38. Canberra: AIHW (Aged 
Care Statistics Series no. 18).

Box 41 Residential aged care places in the Northern Territory

The ratios for residential aged care places per 1000 persons aged 70 years and over varied 

across the states and territories. The NT had the highest level of provision at 105.5 places per 

1000 people aged 70 years and over, followed by South Australia (87.6), Queensland (85.7), 

Tasmania (84.1), Western Australia (82.7), New South Wales (81.6), Victoria (80.9) and the 

Australian Capital Territory (74.5).

If the population figures used in the denominator include Indigenous people aged between 

50 years and 69 years as well as the general population aged 70 years and over, a different 

picture emerges. For the NT, the ratio reduces from 105.5 to 63.8, whereas the aggregate 

Australian ratio only reduces from 82.8 to 81.6.140
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Commonwealth State/Territory Disability Agreement 
The Commonwealth, State and Territory governments aim to maximise opportunities for people 

with a disability to participate actively in the community by providing services and supports for 

people with a disability and their carers. The Commonwealth State/Territory Disability Agreement 

(CSTDA) provides the basis for the provision of disability services. Under the CSTDA, all governments 

have a continuing responsibility for funding specialist disability services, participating in research 

and development, maintaining transparency and public accountability and supporting 

innovation and quality services. Disability services are generally directed towards people with 

a severe or profound disability aged less than 65 years. However, people aged over 65 years, 

who had a disability prior to turning 65, are able to receive CSTDA disability services. Services to 

people with severe psychiatric conditions are excluded from State and Territory data.

State and Territory Governments have responsibility for planning, policy setting and management 

of accommodation support, community support, community access and respite for people with 

disabilities. The Australian Government has similar responsibilities for specialised employment 

assistance. Outside the CSTDA, States and Territories provide specialist equipment and subsidies 

to support people with disabilities living in the community.

The services covered by the Agreement at the time of this report and their purposes are 

summarised in Box 42. It should be noted that in the Territory there are no institutions and 

accommodation support services include group homes and in-home support within the 

community.

Box 42 Services covered by the CSTDA 141

Accommodation 
support services

These are services for people with disabilities that provide 
accommodation (group homes, hostels and institutions) and/or 
provide community based support (attendant care, personal care, 
in-home support) to enable people with disabilities to remain in their 
existing accommodation.

Community support
 services

These services provide the support needed for people with 
disabilities to live in a non-institutional setting.  They include case 
management, regional resource and support teams, counselling, 
early childhood intervention services and other therapy services. 

Community access 
services

These services help people with disabilities to use and develop 
their abilities to enjoy social independence.  They include day 
services, learning and life skills development, recreation and 
holiday programs.  People who do not attend school or who are 
not employed full-time mainly use these services.

Respite services Respite services provide a short-term and time-limited break for 
families and carers of people with disabilities to assist and support 
their primary care role while providing a positive experience for the 
person with a disability.  

Employment services Employment services provide either assistance to people with 
disabilities in obtaining or retaining paid employment in another 
organisation (open employment) or support or employ people with 
disabilities within the same organisation (supported employment).  

Advocacy, 
information and print 
disability services

These services help people with disabilities to increase their control 
over their lives by representing their interests and views in the 
community and by providing accessible information about services 
and equipment.

Source: ‘Commonwealth State / Territory Disability Agreement Annual Public Report 2003/2004’
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The following information is drawn from the CSTDA data set which provides information on the 

number of people accessing disability services in the NT between 2002/2003 and 2003/2004 

financial years (Table 80).

Table 80 Number of disabled people accessing Commonwealth State/Territory Disability 
Agreement funded services, by service type, sex and Indigenous status, Northern Territory, 
2002/2003 and 2003/2004 financial years 

Service type Females Males Indigenous females* non-Indigenous*

Accommodation support 543 980 208 335

Community support 1140 1364 772 364

Community Access 882 1242 256 286

Respite 295 305 175 120

Employment 86 168 56 30

Total 2946 4059 1467 1135

FemalesNT by sex

Notes:
Data includes service users aged 15 years and over only.
* Not showing the Indigenous status unknown category. Therefore, the sum of Indigenous and non-Indigenous females may  
not add up to the female total. Note: 340 (i.e. 38.5%) of community support recipients did not state Indigenous status.
Source: Commonwealth State/Territory Disability Agreement data set, DHCS (unpublished data)

Home and Community Care 
The Home and Community Care (HACC) Program provides community care services to older 

people and to people of all ages with disabilities and their carers. The aim of the HACC program 

is to enhance the independence of people to avoid premature or inappropriate admission to 

long-term residential care. The program is jointly funded by the Australian and Northern Territory 

Governments and includes services such as home nursing, delivered meals, home help and 

home maintenance services, transport and shopping assistance, allied health services, home 

and centre-based respite care and advice and assistance of various kinds. While the target 

group for HACC services includes younger people with moderate, severe or profound disability 

and their carers, the majority of HACC clients are older people.28

In the NT between 2001 and 2004, a total of 7475 clients received HACC services. Women 

accounted for 56% of HACC clientele, and of female clients, 37% were Indigenous. Of all HACC 

services, the greatest number of hours of service were provided for domestic assistance with 

women utilising 62% of all domestic assistance services. Of the total number of hours of domestic 

assistance service provided to women, over half (55%) were provided to Indigenous women. 

Centre based day care was utilised to a greater extent by women (76%) than men and of the 

total number of hours of centre based day care service provided to women, nearly 80% were 

provided to Indigenous women. In contrast, men utilised a greater proportion of hours of nursing 

care (66%). Of the total number of hours of nursing care service provided to women, only 12% 

were provided to Indigenous women (Table 81).
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Table 81 Home and Community Care: services provided, by sex and Indigenous status of 
clients, Northern Territory, 2001–2004 

Service type (unit) Femalesa Males Indigenous non-Indigenous

Allied Health Received At Home (hours) 138 484 14 121

Allied Heath Received At Centre (hours) 1220 1068 141 1075

Assessment (hours) 7700 6900 3905 3737

Case Management (hours) 12,886 14,250 3012 9861

Case Planning Review (hours) 20,488 14,328 13,820 6332

Centre Based Day Care (hours) 125,715 38,123 99,452 24,967

Counselling (hours) 13,112 11,903 4240 7858

Domestic Assistance (hours) 129,625 77,042 71,461 55,033

Home Maintenance (hours) 11,960 7167 10,586 1073

Nursing Care Received At Centre (hours) 291 506 32 257

Nursing Care Received At Home (hours) 119 289 18 100

Other Food Service (hours) 29,579 22,843 25,016 4293

Personal Care (hours) 70,752 45,848 38,302 29,198

Respite Care (hours) 77,421 32,817 45,326 30,547

Social Support (hours) 79,600 50,075 53,089 21,452

Total of services counted in hour (hours) 580,610 323,649 368,414 195,904

Formal Linen Service (number) 4 6 4 0

Home Modification (number) 0 0 0 0

Meals At Home (number) 352,140 267,643 313,729 38,234

Meals At Centre (number) 92,340 41,478 79,539 4453

Transport Trip (number) 298,426 225,403 151,219 145,447

Count of clientsb (number) 4159 3150 1527 2009

             NT by sex Females

Notes:
a Includes Indigenous status unknown category.
b The total number of clients for the period 2001–2004 is a cumulative figure since there are many clients carried over to 
the next year because they are still active clients.
Source: Aged and Disability Services, DHCS (unpublished data)

6.5 Appendix

Table A47 Rates of admission to NT public hospitals, by age group, sex and Indigenous status, 
Northern Territory, 1999–2003

Age group Females Males Indigenous Non-Indigenous
Number 15-24 years 7111 8500 3915 3196
(5 years total) 25-44 years 36,421 36,705 25,614 10,807

45-64 years 53,630 45,235 39,129 14,501
65 years and over 15,229 16,417 9726 5503

Average annual rate 15-24 years 9696 10,511 14,051 7027
(number per 100,000) 25-44 years 21,833 20,445 60,599 8677

45-64 years 61,711 43,047 227,892 20,794
65 years and over 86,721 83,829 204,328 42,989

Rate ratio 15-24 years 0.9 2.0
25-44 years 1.1 7.0
45-64 years 1.4 11.0
65 years and over 1.0 4.8

Females      NT by sex

Notes: 
Data includes 15 years and over only. Excludes a small proportion of admissions with sex unstated.
Excludes admissions due to pregnancy/childbirth/puerperium or as adult boarder. For codes used in analysis see Chapter 
5 Appendix Table A26.
Source: NT Hospital Morbidity data set, Health Gains Planning Branch, DHCS (unpublished data)
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