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Preface

Asakey serviceto the Northern Territory community, as part of its accountability to the community, and to
keep the health sector informed, Territory Health Servicesdistributes regular reports on arange of aspects of
health in the NT, provides information to national data collections, produces reviews on topics of specia
interest, and publishes an Annual Report on its services and performance.

Thispublication isthefirst to present abroader picture of health issues. It brings together different kinds of
information over time - health determinants, health outcomes, and health services- within asingle publication,
and includes comment aswell as statistical dataand factual information.

THS hasacomprehensive definition of Health as Social, Mental, and Physical Wellbeing and incorporates a
range of community servicesinto asingle department with responsibility for health, families, and children.
Further, health is not only the outcome of a complex web of interacting determinants, risk and protective
factors, but also aresource for every other facet of living. It therefore involves and impacts on, a diverse
range of sectors and interests.

For thisreason, while most of theinformation has been gathered and presented by groups of THS specialists
collaborating across the spectrum of care, there has also been substantial input by other NT government
departmentsand by community agencies. Some papersare explicitly co-authored by THS and another agency;,
and two were specifically commissioned from organisations outside the Department. ‘ Determinants of Health’,
prepared for the Cooperative Research Centre for Aboriginal and Tropical Health, presents aperspectiveon
healthinequalities, particularly emerging epidemiological and biomedical evidencerelating totherelationship
between the degree of ‘ sense of control’ experienced by people and the development of arange of chronic
health problems. ‘ Aboriginal Health’, prepared for the Aboriginal Medical ServicesAlliance of the Northern
Territory, presents a perspective on the history of the health of Aboriginal people today, and the genesisand
role of the community controlled health services movement. Both reaffirm the complexity of health and its
determinants aswell asthe vital role of quality comprehensive primary health care. Underlying factors and
direct causative factorsimpacting on Aboriginal health are also summarisedin ‘A Maodel for Understanding
Aboriginal Health’ from the NT Government’s Aboriginal Health Policy 1996, which is reproduced in the
‘Introduction’.

Thispublication, like any examination of health issuesin the Northern Territory, is powerfully influenced by
our unigue demography —most especially factors of distance and remoteness, and that 28% of our population
are Aboriginal people. Whilethe health status of the majority of Territorians comparesvery favourably with
that of other Australians, it is well documented that Aboriginal citizens across the nation have not shared
equally in theimproved health outcomes accomplished for most of us.

As well as these disparities, which are particularly prominent in the NT setting, it is important to draw
attention to improvements:
asubstantial fall in death rate of NT Aboriginal children and young people over the past two decades
increasing birth weights of NT Aboriginal infants over the past decade
amajor declinein hospitalisation of NT Aboriginal childrenfor gastroenteritis
lower incidence of melanoma and cancers of the breast, prostate and bowel than Australian rates.

A further characteristic of the Northern Territory isour close proximity to our AsiaPacific neighbours. The
timing of thispublication has not been ableto capture the emerging impacts of recent socio-political changes
in the region on communicabl e and vector-borne disease surveillance and control services. These are being
documented in the THS Annual Report, Communicable Disease Bulletins, and prepared presentations.
Thispublication isthe collective product of thework of many agencies, and numerous staff acrossTHS. Itis
distinguished from other THS publications by bringing together information, ideasand viewsfrom adiversity
of sources and sectors to stimulate further discussion and action among those who have an interest in the
present and future Health and Welfare of Territorians.

Shirley Hendy
Chief Health Officer
Assistant Secretary, Health Development, Community Services
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Introduction

by John Condon

Compared with other Australians, the people of the
Northern Territory are younger and in many respects
healthier and more active. Thetropical climate of the
Top End and the desert climate of Central Australia
encourage an easy-going outdoors lifestyle for most
of theyear. TheNT isdevelopingrapidly inall areas,
including population, infrastructure, economy, social
institutions and community activity. The populationis
growing at approximately twicetherate of Australia
overall. The climate, the diverse population, and the
lack of long-established institutions promote an
informal way of life that is highly valued by most
Territorians, and envied by many visitors.

The NT covers approximately one sixth of the land
mass of Australia, but includes only one percent of
the Australian population. There are only five urban
centres, al of which are remote from the rest of
Australia, and only two of which have popul ations of
greater than 10,000 people. Thirty percent of theNT
population lives outside thesefive centres.

The NT population is in several ways different to
that of the rest of Australia. Aboriginal people
comprise 28% of the population, a much higher
proportion than any other part of Australia (ABS
19984). Seventy percent of Aboriginal peoplelivein
remote communities, compared to only 35% of non-
Aboriginal people (throughout this publication
‘Aboriginal’ includes Torres Strait | landers).

The age structure is very different from that of the
rest of Australia. The NT populationisyounger than
the total Australian population, with only 3% being
aged over 65 years, compared to 12% of the tota
Australian population. TheAboriginal populationis
particularly young, with 38% being aged under 15
years, compared to 22% of the NT non-Aboriginal
population and 21% of the Australian population
overall (ABS 1998b).

Both the Aboriginal and non-Aboriginal populations
in the NT are young populations, but for different
reasons. Aboriginal peopleinthe NT havevery high

fertility and mortality rates, and much lower life
expectancy than non-Aboriginal people. Their age
distribution isillustrated in the population pyramid
(graph 1.2) which has a very wide base but rapidly
tapers off to avery small proportion of peopleinthe
older age-groups.

Aboriginal peopleinthe NT comprise avery stable
population asthey do not frequently movetheir place
of residence between the NT and other states. The
non-Aboriginal population of theNT includesboth a
stable core group and a highly mobile group, with a
high proportion of the popul ation having moved here
from interstate, and a high turnover of people each
year as people move into and out of the NT. The
large increase in the military population in the past
tenyearsisagood example of ahighly mobile group
who are resident in the NT for a period of years as
‘migrant workers'. A migrant worker population is
characterised by apopulation of younger adultswith
young children (graph 1.2).

Whilethe mobility of the non-Aboriginal population
has decreased over recent years, particularly in
comparisontotheyearsafter cycloneTracey in 1974,
thereisdtill ahighlevd of interstate migration. Inthe
1996 census, 33% of non-Aboriginal NT residents
reported that they werenot living intheNT fiveyears
previously, compared to only 5% of Aboriginal
residents (1996 Census special data analysis,
unpublished).

Overall, the health status of non-Aboriginal
Territorians appears to be similar to that of other
Australians. NT non-Aboriginal femalesmay in fact
be somewhat healthier than Australiansoverall. Death
rates are agood measure of the overall health status
of populations. Non-Aboriginal male death ratesare
slightly lower than Australian rates, while non-
Aboriginal femaledeath rates are considerably lower
than Australian rates.

This may be because a large proportion of the NT
non-Aboriginal populationhasmovedtotheNT from
other states for employment reasons. People with

1
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1.1 1981 population pyramids

NT Aboriginal

Male Female

75+
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14

59

NT non-Aboriginal

Male Female

75+
70-74
65-69
60-64
| 55-59 |
| 50-54 |
| 45-49 |
| 40-44 |
| 35-39 |
| 30-34 |
| 2529 |
| 20-24 |
| 15-19 |
| 10-14 |
| 59 |

Australia

Male Female
| 75+ |
| 70-74 |
| 65-69 |
[ 60-64 |
| 55-59 |
| 50-54 |
[ 45-49 |
| 40-44 |
| 35-39 |
30-34
25-29
20-24
15-19
| 10-14
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1.2 1996 population pyramids

NT Aboriginal

Male Female
75+
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
59

NT non-Aboriginal

Male Female
75+
70-74
65-69
60-64

[ 55-59 |
[ 50-54 |
[ 45-49 |
| 40-44 |
[ 35-39 |
30-34 |
2529 |
[ 20-24 |
| 15-19 |
[ 10-14 |

Australia

Male Female
| |
| 70-74 |
| 65-69
[ 60-64
| 55-59 |
| 50-54 |
[ 45-49 |
| 40-44 |
35-39 |
30-34 |
25-29 |
20-24 |
15-19 |
10-14
59
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A model for understanding Aboriginal health

factors.

A model for understanding the relationship between ill-health, direct causative factors and underlying

FACTORS CONTRIBUTING TO ABORIGINAL ILL HEALTH

Underlying factors

Meaningful activities
Demography & Geography

multi-tribal communities

High cost & difficulties in providing

services in remote communities
Poor hygiene

Education, employment & economic Health services
Lack of relevant and culturally
appropriate education

Lack of meaningful occupation/
employment

Lack of relevant health knowledge

treatment

services

Direct causative factors

Political, Cultural & Identity Lifestyle
History of European/Aboriginal contact Food & nutrition
) Smoking
Loss of. . . Alcohol abuse/misuse
Own culture, lands & identity, law, High levels of mental stress
family links
Power over and responsibility for their
own lives

Environmental health

Small, dispersed, remote, multi-lingual, Overcrowded housing
Inadequate standard of housing
Inadequate sewerage
Inadequate water supply

Late presentation/diagnosis/

Under-utilisation of health

Il health

Obesity, diabetes, hypertension, heart disease,
low birthweight, increased damage caused by
infections

Increased risk of infections, lung damage,
respiratory disease, heart disease, cancer, low
birthweight

Violence, accidents, social disruption,
hypertension, liver damage, brain damage, STDs

Diarrhoea

Trachoma & eye disease

Respiratory diseases & infections
Renal disease, skin sores & infections

High hospitalisation rates
More severe illness
More chronic illness

Source:

Reproduced from NT Aboriginal Health Policy 1996

seriousdisabilitiesor chronicillnessesarelesslikely
to move interstate, away from family and support
services, than those without such impediments. This
phenomenon is very apparent in mining towns such
as Nhulunbuy and Alyangula—the non-Aboriginal
male death rate of the East Arnhem District ismuch
lower than the Australian male rate, and the non-
Aboriginal femaledeath rateisamost nil (Dempsey
and Condon 1999).

However, there are some causes of death which are
far more common in non-Aboriginal Territorians—
injury being the most notable. Harmful behaviours
are al'so more common, with excessive rates of both
alcohol consumption and smoking in non-Aboriginal
Territorians compared with other Australians.

Whilenon-Aborigina Territoriansarein most respects
at least ashealthy asother Australians, most (but not
all) Aboriginal people in the NT and throughout
Australia have much worse social and economic
circumstances, and worseliving conditionsand health
status than other Australians. NT Aboriginal death
ratesare over threetimeshigher than Australianrates,
and life expectancy is approximately 20 years less
than that of other Australians (Dempsey and Condon
1999).

4

The severe disadvantages suffered by Aboriginal
people in many aspects of their lives and their
resultant serious health problemsarerecurring themes
throughout this publication.

Content of this publication

Thiscomprehensive publication followsaserieswhich
reported on health statusinthe NT: Health Indicators
in the Northern Territory published in 1986
(Devanesen and others) and Northern Territory
Health Outcomes, Morbidity and Mortality, 1979—
91 published in 1995 (Plant and others).

These previous publicationswere detailed statistical
reports, consiting principally of mortality and hospital
morbidity statistics. The style of thispublicationisa
more narrative summary of health information rather
than the detailed statistical presentation of its
predecessors. This publication isheavily influenced
by the national series Australia’s Health and
Australia’'s Welfare, produced every two years by
theAustralian I nstitute of Health and Welfare, which
provide useful comparisons for the information
presented here.
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This publication also covers amuch greater range of
topics than its predecessors, summarising the best
available information on the current health status of
the people of the Northern Territory, many of the
important determinants of their health status, and the
health services available to them. There is great
variation between chapters. While some chapters,
such as Injury and violence, contain primarily
statistical data, others, such as the chapter on
underlying causes of health and disease, present a
broader overview, including historical and social
perspectives. The more narrative and analytical
chapters are particularly valuable in exploring the
basis of Aboriginal ill-health and appropriate
approachesto theissues of Aboriginal health. These
chapters link the statistical and other factual
information presented, and draw disparate el ements
together in order to explain and explore Aboriginal
health in avariety of contexts.

There are five sections covering:

Determinants of health

Chapters two to five discuss some of the important
determinants of health status: underlying causes of
health and disease, environmental health, food and
nutrition and substance misuse.

Specific health issues

Chapterssix to eleven discussparticular healthissues
or diseases. mental health, dental health,
communicable disease, injury and violence, chronic
disease and cancer.

The health of particular groups

Chapters twelve to fourteen discuss the health of
particular population groups. children, women and
Aboriginal people.

Health services

Chaptersfifteen to nineteen cover community health,
hospital, aged care and disability services, including
the health workforce.

Death statistics

The final chapter looks particularly at deaths and
causes of death. Mortality statistics are the oldest
and most compl ete statistical measure of health status.
While mortality statistics present only a superficial
and incomplete picture of health issues, they are

nevertheless a basic and still very informative
indicator of health trends over time and differences
in health status between populations.

Much of theinformation presented is based on more
detailed information published in specialised reports.
Readers interested in particular areas will want to
read further in specific publications—each chapter
concludes with a list of references and further
reading. Details of statistical methods used in this
report are contained in the Appendix.

Theinformation contained hereinisabroad summary,
and so cannot providedetailed informationon al areas.
Lack of reliable data on someissues meansthat they
do not feature prominently in a publication such as
this, althoughthey may bevery important to our health
andwell being.

Health information

The NT has limited sources of health information
compared to other parts of Australia, particularly on
the determinants of health status. National population
surveys, which ask a sample of the Australian
population directly about health, behaviour and social
circumstances, are animportant source of information.
Recent surveysinclude the National Health Survey,
National Survey of Disability, Aging and Carers,
National Mental Health Survey, and the National
Nutrition Survey. Unfortunately these surveysusudly
include only a small number of NT residents. The
NT hasonly one percent of the Australian population
so most national surveys select only one percent of
their sample in the NT, usually only afew hundred
people. Thisis not enough to provide reliable data
specifically onthe NT.

Much of theinformation presented in this publication
uses administrative data from information systems
used in the delivery of health services. This may be
either aby-product of managing health services(such
asthe Hospital Morbidity Dataset and the Community
Carelnformation System), or datacollection systems
for particular diseases (such asthe Rheumatic Heart
Disease Register). Data sources in areas such as
births and deaths, hospitalisation, child welfare,
immuni sations, infectious diseases, cancer, maternal
and child health, and al cohol and other drugsarewell
established and reliable, although improvementsare
till required.

Administrative systems are very useful in providing
information about illness and disease, but do not
provideinformation about peopl€e’ srisk factors, such
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as poor diet, smoking or alcohol consumption, nor
about the physical and social environment in which
they live. People accessthe health care system when
they have particular health problems, rather than
seeking advice on how to avoid or prevent such
problems. Surveys and specific research projectsare
conducted in the NT on some of these issues, but
local surveys cannot completely compensate for the
lack of reliable NT data from national sources.

Throughout this publication statistics are presented
separately for Aboriginal and non-Aboriginal people.
Health indicators for the total NT population give a
somewhat mid eading impression of health status. NT
Aboriginal health statistics are frequently (but not
always) worsethan Australian figures, while NT non-
Aboriginal statisticsare usually similar to Australian
figures. However, because Aboriginal people
comprise ailmost 30% of the NT population, health
statistics for the total NT population are worse than
Australian figuresfor most health issues. This hides
thefact that 70% of peopleintheNT arevery similar
to the rest of the country, while 30% are very
different.

Infant mortality isagood example of this. Inthelate
1990s the Australian infant mortality rate was
approximately 5 infant deaths per 1,000 live births,
while the NT rate was over twice as high at
approximately 13 deaths per 1,000 live births. This
would seemtoindicateto parentsinthe NT that their
newborn babies face over twice therisk of death in
their first year of life than other Australian babies.

However this information is misleading, over-
estimating the risk for most parents but under-
estimating it for Aboriginal parents. The NT non-
Aborigina infant mortality rate during this period was
approximately 6 deaths/1,000 livebirths, only dightly
greater than the Australian rate, but the Aboriginal
ratewasamost 20 deaths/1,000 live births, morethan
three times higher than the Australian rate.
Approximately one-third of babies born in the NT
each year are Aboriginal, and these babies face a
much higher risk of death intheir first year of life—
approximately 2% will not survive. The other two-
thirds of newborn babiesface much the samerisk of
death as newborn babies throughout the rest of the
country—99.4% will survivetheir first year.

Theoveral NT infant mortality rate does not inform
us about thetruerisksfaced by newborn babies. The
overall rate indicates that all babiesin the NT face
twice the risk of death of babies elsewhere in
Australia, whereas this risk is no greater for most,
but tragically three or four times higher for some.

It isthusimportant to have specific heathinformation
onAboriginal people because of their very different
health status. Theidentification of ‘indigenous status
in health records is essential to provide this specific
information. If it is not known whether individuals
are Aboriginal or non-Aboriginal, health statistics
cannot be calculated for each group.

The identification of Aboriginal and Torres Strait
Islander people in many health data sources in the
NT isthought to be closeto complete. Formal auditing
of theaccuracy of indigenousidentification hasbeen
undertaken for some data sources. Indigenous
identification in the NT Hospital Morbidity Dataset
(from which hospital statistics are derived) was
audited in late 1997 and found to be approximately
95% accurate (see Hospital services chapter)
(Condon 1998). The Australian Bureau of Statistics
estimates that indigenous identification in NT birth
and death registrations is more than 90% complete.

Most issues covered in this publication include
specific information on both Aborigina and non-
Aboriginal Territorians. The publication provides a
comprehensive and reliable picture of health and
welfareissuesintheNT, and isavery useful resource
not only for health professionasbut for al Territorians.
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Underlying causes

by Jeannie Deuvitt, Gillian Hall and Komla Tsey (for the Cooperative Research Centre for Aboriginal and

Tropical Health)

What is health?

There is widespread and general acceptance that
‘health’ is more than not having a disease and that an
holistic approach should guide efforts to improve
health. Nevertheless, it is difficult to define health.
NT policy documents (THS 1996a; THS 1996b)
propose two of the more frequently cited definitions—
that of the World Health Organization (WHO) in the
Declaration of Alma-Ata:

...health ... is a state of complete physical, mental
and social wellbeing, and not merely the absence
of disease or infirmity.

and an extension of that definition proposed by the
National Aboriginal Health Strategy (NAHS) Working
Party in 1989 (NAHS 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.

The WHO definition emphasises an holistic,
multifaceted view of health. The Alma-Ata
Declaration also notes that achieving health in this
broad sense is beyond the health sector alone. The
NAHS definition also emphasises an holistic approach:
it proposes wellbeing as an attribute of communities,
as well as of the individuals within a community; and
itidentifies cultural wellbeing, along with social and
emotional wellbeing, as equally central to health.

Because ‘health’ is so difficult to define, we advance
our understanding by investigating those situations
where it is obviously absent; indeed it is ‘non-health’
or ill health that provides the starting point of most
health-related research. Our goal is to understand
better the determinants or underlying causes of health.
The way we explain or try to make sense of the
reasons why some people are healthy and others are
not, and our attitudes towards such explanations,
determine to a large extent the actions that we take,
both as individuals and as a society, to promote health.
Only when our analysis of the underlying causes is
accurate and meaningful is it likely that our actions to
promote health will succeed.

NT health differences

It is immediately evident from the data presented in
this publication that Territorians are not equally
healthy. Differences, for example, between the health
of NT men and NT women are reflected in their
different life expectancies, as well as their death rates
for the main causes of death (see Causes of death
chapter). There are differences too, between the NT
as a whole and Australia generally—for example, the
proportion of NT deaths caused by injury, which
includes motor vehicle accidents and suicides, is well
above that of the nation as a whole (approximately
20% compared with 6%) (ABS 1997b). However,
by far the most consistent differences are within the
NT population, between Aboriginal and non-
Aboriginal Territorians.

Aboriginal people in the NT, as elsewhere in Australia,

carry a dramatically disproportionate burden of poor

health across virtually all of the measures presented
in this publication. The most graphic summary
statement of this is perhaps that (ABS 1997b):

e Aboriginal Australians born in the 1990s have a
life expectancy that is almost 20 years lower than
other Australians

e 58% of NT Aboriginal deaths occur before the
age of 55 compared with 17% of deaths among
non-Aboriginal Territorians

e for all major causes of death among both men
and women of the NT, Aboriginal death rates far
exceed those of non-Aboriginal Territorians

There have been some improvements—in Aboriginal
infant mortality rates, for example—but the question
remains: why does this profile of deplorable health
persist in one small population encapsulated within
an affluent, technologically sophisticated nation such
as Australia? Is it a lack of health services reaching
Aboriginal people? Is it related to poverty, poor living
conditions and the multiple legacies of dispossession
and colonisation? Is it lack of knowledge among
Aboriginal people about how to be healthy, or is it the
consequence of adopting high risk behaviours like
smoking, substance abuse and eating poorly? Does it
perhaps arise from different genetic endowments?
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It has long been known that all these factors, in some
way, contribute to poor health outcomes (see, for
example, Anderson 1988; Reid & Trompf 1991;
Saggers & Gray 1991, Hunter 1993; Mathews 1997;
Bartlett 1998). The precise mechanisms of how they
do have been less clear. In this chapter, we
reconsider the unequal distribution of health and
wellbeing among Territorians in the light of recent
research that examines the pathways through which
our social and physical environment, as well as our
genetic endowment, interact, resulting in better health
for some people and greater amounts of illness and
early death for others. We then relate that
understanding to the situation in the NT.

Health determinants: ‘new’
views from research

Low socioeconomic status is everywhere the most
important risk factor for health (Evans & others 1994;
Marmot, Ryff & others 1997). This finding in itself is
nothing new. It has long been clear that poverty is
powerfully predictive of poor health. People of low
socioeconomic status have higher levels of ill health
because, generally speaking, they lack the finance,
knowledge and skills to acquire the essential
prerequisites of good health—such as suitable housing,
education, nutritional diets and so on. They are thus
unable to achieve a healthy lifestyle in a safe
environment.

The Whitehall studies

Research has now demonstrated that, in a situation
where poverty is not a factor, health still remains
unequally distributed throughout the group. This is
shown in the long-term, ongoing studies (referred to
as ‘the Whitehall studies’) that the International
Centre for Health and Society at the University of
London conducted with a large group of British civil
servants (Marmot, Bosma & others 1997). This
research suggests that social inequality in itself,
independently of poverty, affects health. The health
inequalities documented in the study group showed a
clear and consistent correlation with the rank of the
individual within the service, and this was so across
all health indicators measured.

The social gradient of disease

The Whitehall studies demonstrated the existence of
a clear ‘social gradient of disease’ such that ‘the
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lower you are in the hierarchy, the higher the risk of
disease’ (Mastering the Control Factor 16 Nov
1998). Of the four identified levels or ranks in the
civil service, those in the middle levels had more
disease than those in the top rank; those in the bottom
rank had the highest levels of disease (Evans & others
1994).

While risk factors such as smoking and so on also
clustered unequally (but systematically) throughout
the study group, such factors accounted for only
...between a quarter and a third of the social
gradient. In other words, for people who have
equivalent levels of smoking, blood pressure and
plasma cholesterol, we still find that where you
are in the hierarchy is powerfully related to your
disease risk. So there has to be something else
going on.

That ‘something else’ relates to psychosocial factors;
the amount of control people have over their lives,
including whether they are part of an integrated social
network and whether they have access to supportive
relationships. In particular, it is the level of control an
individual has within their environment that determines
whether the demands and stresses they experience
have neutral, positive or negative consequences in
terms of health (Mastering the Control Factor 9
Nov 1998).

Individual control as a health determinant

In a situation where individual workers experience
high levels of demand but have a low level of control
to cope with those demands, the health outcome is
negative. On the other hand, where an individual has
greater control of the factors impinging on their
situation, they are able to better manage demands
and consequently experience, it seems, less harmful
health outcomes.

Thus, in the Whitehall studies, those at the top of the
service—despite bearing heavy work-related
demands and responsibilities that lead to considerable
stress—did not manifest the negative health
consequences experienced by their less empowered
colleagues in the ranks below them.

Linking chronic stress and disease

In the absence of poverty, how does a low level of
control translate into disease and illness for
individuals? Here, too, research into the effects of
stress is elucidating the intricate and delicate
connections between the mind and the body. A range
of evidence—new and contentious but
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accumulating—explores how the nervous, endocrine
and immune systems may interact under various kinds
of stress to effect both short and long-term
physiological consequences. This work suggests that
certain cascades of consequences may be initiated
by psychosocial and/or biological stress (Mastering
the Control Factor 16 Nov 1998).

There seem to be links in a causal chain that connects
low levels of control and/or other kinds of psychosocial
stress to neuroendocrine responses that have defined
physiological outcomes including, ultimately, the
precursors to certain diseases (McEwen 1998).
Chronic stress of the damaging kind arises in
situations where an individual experiences a great deal
of demand at the same time as having a low level of
control over the factors impinging on them,; it arises
when individuals are in a situation of continual anxiety,
heightened vigilance and worry; it accompanies
situations of chronic boredom (McEwen 1998).

Research in this field suggests that, although the
body’s stress mediators—the hormones that the body
produces in rapid response to various kinds of stress—
are essential for maintaining health, they can also be
damaging if the body produces an oversupply
(McEwen 1998). Situations of sustained or chronic
stress are known to alter the patterns of production
of these mediating hormones, thereby transforming
their potential benefits to potential harm. McEwen
refers to the cumulative effect of such stress as
‘allostatic load” and says: ‘. .. the things which really
affect most people’s health over long periods of time
are not dramatic life events, but are really the day-
to-day problems, the wear and tear that we all
experience in one degree or another, and . . . these
effects may accumulate over months and years to
cause problems’ (Mastering the Control Factor 23
Nov 1998). There is likely to be a long lead time
between damage-causing situations and the final
manifestation of ‘disease’ (of whatever form) in
particular individuals.

Cultural change and stress

This body of research also considers how cultural
change is associated with stress (Evans & others
1994). Whether through historical time at the same
geographical location or through migration, the
process of culture (and related social) change exposes
the taken-for-granted values of existing community
life to scrutiny and challenge. Cultural change
powerfully affects the structure of social
relationships; in particular, it redefines the things that
mark or indicate social standing—the symbols of
prestige—as well as reshaping the relations of access
to both prestige and status.

Where cultural change results in social stratification,
the upwardly mobile cope well with the changing
milieu for as long as they maintain their generally
upward trajectory. On the other hand, those individuals
who fail to achieve social standing or recognition,
because they are unable to gain access to the symbols
of the new social and cultural regime, experience the
rapid and widespread change as a source of stress.
In other situations, cultural change does not lead to
significant social stratification, but nonetheless
introduces the material culture of modernity along with
alternative social values. To the extent that those
values and/or goods confront or contradict the values
underpinning the existing community ethos, they will
generate tensions and stress.

Evans and others (1994) suggest that it is not cultural
change in itself that affects health but rather the extent
of the change, including the impact of change on
traditional ways of coping with stress. When social
and cultural change occurs at such a rate that it
exceeds people’s ability to cope with or
accommodate it, they experience a decreasing
capacity to control the circumstances of their lives.

The social gradient of health

The demonstration of a social gradient of health
predicts that reducing inequality itself has health
benefits for all, not simply for the impoverished or
deprived minorities within populations. There are
renewed calls for reinvigorated attention, including
research attention, towards constructive ways of
altering the social environment (Evans & others 1994).

Rather than more health-specific information,
advocates call for sustained interventions that
primarily provide the kinds of skills which enable
people to operate more effectively within their
existing environment—that is, skills that give
individuals and/or groups an increased level of control
over their circumstances. They point, for example, to
the successes of the Headstart program provided to
a group of poor, African-American children. A study,
which followed this group through the course of their
lives to age 28, demonstrated that the individuals
receiving such an intervention were subsequently
distinguishable from their contemporaries by increased
rates of graduation and decreased levels of welfare,
early pregnancies and crime (Evans & others 1994;
Mastering the Control Factor 9 Nov 1998).

Another landmark study involved the bus drivers of
San Francisco, whose cardiovascular health improved
when they were given more control over their working
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environment. Significantly, previous attempts by
employers to use risk factor control strategies had
been unsuccessful (Mastering the Control Factor,
November 1998).

In Australia in the 1970s, a pre-school program based
on strengthening specific language skills in children
in the Bourke region was introduced by Nurcombe
and others (Nurcombe 1973). They demonstrated
sustained improvements in primary school
performance in the participants.

The key factor is something Professor Len Syme
calls ‘mastery’: being able to traverse life’s difficulties
and solve everyday problems so that they do not
overwhelm us. As Syme puts it, the challenge is ‘how
to give people secrets for how they can negotiate
their life’ (Mastering the Control Factor 9 Nov
1998).

Of course, determining the right time to intervene to
alter the social environment and, even more crucially,
the most effective kinds of interventions that foster
the confident problem solving and situational mastery
promoted in this approach are enormously important,
not to say complex, questions. Nor does the research
discussed here address them fully. Nevertheless as
noted above, there are success stories that may have
value for the NT (see, for examples, Benzeval &
others 1995).

Health transition research

Importantly too, the findings we summarise here
converge at significant points with an independent
body of research, usually referred to as ‘health
transition research’, that has been carried out almost
exclusively in so-called Third World countries. This
research indicates that universal education, particularly
for women but also for men, is strongly predictive of
improved health (Caldwell 1993). Formal education
in the Third World has, to some extent, performed
the kind of empowerment functions now being mooted
in a different context. Education enhances people’s
skills as well as increasing their confidence to assert
their will and, at least for some, challenge and modify
existing social relations (Tsey 1997).

Factors influencing health

The relationships between the factors influencing
health are complex and comprise several interrelated
feedback loops.

As described by Evans & others (diagram 2.1),
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2.1 Interrelationships of factors in human
wellbeing

social physical genetic
environment environment environment
individual |« ¢ A
response
-behaviour V A ‘ V
-biology health & . health
function ( disease care
wellbeing ¢ prosperity ——

Source: Adapted from Evans & others 1994:53

several principles can be drawn from these

interrelationships:

e the social as well as the physical environments
are crucial primary determinants of health

e genetic factors are important but, with notable
exceptions, their expression as specific disease in
individuals is mediated by the external social and
physical environment

e prosperity and wellbeing are important
prerequisites for good health

e the individual’s subjective experience of illness
(‘health & function’) is separate from the
consideration of disease as an objective clinical
category (‘disease’)—this recognises that the
same ‘disease’ may be experienced differently
and that a patient’s perspective on the effects of
illness are not necessarily encompassed by either
the treatment or the clinician’s view

e risk factors (smoking, hypertension, obesity, lack
of exercise etc) are intermediate determinants of
ill health, not underlying causes of ill health

e since risk factors correlate so strongly with
socioeconomic status, it is more helpful to
understand them as ‘host responses’ to particular
external environments rather than simply as
individual lifestyle choices freely made

e health care is related to the burden of disease, but
also to health and function, and to wellbeing

e the expansion of health care by itself will be
insufficient to improve health and function, and
may even limit the potential to influence health
through other means by diverting scarce resources
away from more effective avenues for change

In summary, the research cited here makes three
main points that have relevance for our situation in
the NT. First, medical science is an essential
component of adequate health care but has a limited
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potential to improve health—we must contemplate
more carefully where those limits are and what they
mean for our capacity to improve the health of our
communities. Second, the struggle against ‘bad
lifestyles’ is necessary but not sufficient to effect
health improvements—good health is not just a matter
of lifestyle, and lifestyle is not just a matter of choice.
Third, changing the social environment is both possible
and desirable (Evans & others 1994).

Health inequalities among
Territorians

Health research indicating that low position in a social
hierarchy in itself is a powerful predictor of health, or
that the degree of control an individual is able to exert
over their situation has health significance, will come
as no surprise to Aboriginal Australians. Indeed, this
simply confirms what Aboriginal Territorians (and
their counterparts elsewhere in Australia) have
always argued. It is the position they have articulated
in several key policy documents (see, for example,
National Aboriginal Health Strategy Working Party
1989; Royal Commission Into Aboriginal Deaths in
Custody 1991; Dodson 1994; Aboriginal Health Policy
THS 1996a; National Inquiry into the Separation of
Aboriginal and Torres Strait Islander Children from
their Families 1997). Non-Aboriginal social activists,
medical practitioners and scholars all have long
identified social inequality and powerlessness as the
key issue in Aboriginal wellbeing, including health (see,
for example, Rowley 1978; Coombs 1978).

The role of dispossession

The present profile of Aboriginal health stems from
the dispossession and separation of Aboriginal people
from their homelands (THS 1996a). Losing control
of their lands resulted in the loss of their economic
base (THS 1996a); this was frequently accomplished
in an ethos of gross personal violence, brutality and
family dislocations. In the NT, it continued well into
the lifetimes of contemporary Aboriginal people.
Communities of hunters and gatherers became either
a convenient workforce for the settlers within the
economic system they hastened to establish or
unwanted nuisances to be ignored, regulated, moved
on or, at times, exterminated.

Even in those areas of the NT (for example, Arnhem
Land) where people were not physically dispossessed
of their homelands, they nevertheless lost control over
them despite remaining in residence. In Arnhem Land,

this was publicly demonstrated when, in the mid 1960s,
Yolngu failed in their attempts to prevent bauxite
mining on their homelands. In the NT, Commonwealth
legislation has enabled some groups to regain legal
title to portions of their original lands.

Critics of the priority that Aboriginal people place on
land and of the political agenda for land rights argue
that neither bring improvements in Aboriginal health;
indeed they suggest that twenty years of land rights
has produced few health improvements and that
priorities must shift to basic services, including water
supply, housing, education and so on. However, as
Dodson has pointed out, such basic services are every
citizen’s right; they should be provided as a matter of
course. That aside, the nexus between Aboriginal
health and Aboriginal land needs to be more clearly
understood, so that we ‘distinguish between ownership
of land, in a legal sense, and control over what happens
on the land’ (Dodson 1994):

The return of people to their country, or the gaining
of other land to live on, is an essential part of
grappling with the manifold underlying sources
of health problems. But mere ‘ownership’ of land,
in the western legalistic sense, will not immediately
resolve the historical and contemporary social
and cultural pressures which surface in alcohol
abuse, violence, physical and mental ill-health.
These matters will only respond to the building of
a real sense of control in individual and
community life.

Achieving recognition of land rights is a necessary
step on the path to wellbeing. The dispossessed are
unlikely to achieve health. This is the position of
Aboriginal people. It is also predicted by the model
of health determinants we have outlined. Land rights
for Aboriginal Australians is thus a public health issue
with particular relevance for the NT. That is, however,
only part of the story. Under present circumstances,
as Dodson argues, it is barely possible for Aboriginal
people to control in any real sense what happens on
their land, despite owning it, because so many
communities are themselves in crisis. His analysis,
with its emphasis on the fundamental requirement for
Aboriginal people to have control of their lives and of
their communities, resonates clearly with the themes
articulated earlier in this chapter (Dodson 1994).

The role of employment, income
and education

Historically, Aboriginal people have been at the
margins of the imposed economic system. This
remains the case.
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Employment
2.2 NT adults in the labour force 1996
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The most recent available data show that, in 1996,
only 40% of Aboriginal adults were in the labour force
compared with nearly 75% of non-Aboriginal
Territorians (graph 2.2). Given that this figure of 40%
includes those working on CDEP schemes as well as
unemployed people who are actively looking for work,
the proportion of Aboriginal family incomes at welfare
levels is higher than is indicated by the proportion
that is shown as in the labour force.

Income

The high proportion of Aboriginal adults who are not
in the labour force translates into low levels of income
for the majority of Aboriginal families. The largest
proportion of adults are welfare recipients of one kind
or another.

2.3 Adult weekly income 1996
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In 1996, about 65% of the NT Aboriginal population
had a weekly income of less than $200 whereas about

14

35% of Australians overall had a similarly low income
(graph 2.3). The poverty brought about by low income
levels is reflected in other aspects of life for Aboriginal
families.

In 1996, over 10% of Aboriginal Territorians lived in
improvised accommodation, including tents. Aboriginal
accommodation, of whatever type, tends to be
crowded. In 1996, Aboriginal households averaged
more than five people per dwelling while NT non-
Aboriginal households averaged less than three people
per dwelling, similar to the average for all Australians
(ABS 1998b; ABS 1998c).

A survey of an NT Aboriginal community in 1997
revealed that only about a third of the showers, sinks,
stoves and handbasins in the houses were functional
(Hardy 1998).

Most Aboriginal families live in rural and remote
regions of the NT. There they experience daily the
consequences of a debilitating combination: low
income plus extremely high prices plus inadequate
services. By way of example: whereas a family
dependent on social welfare pays out 23% of their
income for a typical basket of food in a capital city, it
would take 35% of their income to buy the same
basket in an NT Aboriginal community store (Price
& McComb 1998).

Quite apart from any other influences, it is evident
that outright poverty is a major factor affecting the
health and wellbeing of Aboriginal Territorians.

Education

2.4 Adults with a post-secondary school
qualification 1996
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‘Post-secondary school qualification’ means at the degree,
diploma and vocational levels

Note:

Improved levels of Aboriginal engagement in the
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economy and society are unlikely without some
change in current education and training outcomes.

In 1996, only between 5% and 6% of N'T Aboriginal
adults had any kind of post-secondary school
qualification compared with 40% of non-Aboriginal
Territorians (graph 2.4). These education levels are
cause only for further alarm, particularly since
research shows that (Hunter 1996):

Education is the largest single factor associated
with the current poor outcomes for indigenous
employment. Indeed, the influence of education
dwarfs the influence of most demography,
geography and social variables.

Given such poor educational outcomes among today’s
NT Aboriginal youth, it is unlikely that employment
and income opportunities for the families of the next
generation will be substantially different without
specific intervention. The Australian National
University’s Centre for Aboriginal Economic Policy
Research calculates that, based on 1998 projections,
the national Aboriginal unemployment rate is likely to
reach 53% by 2006 (Taylor & Roach 1998). Unskilled
young Aboriginal people will have difficulty joining
the workforce, even more so if they lack literacy
and numeracy skills. With trans-generational poverty
of this scale already predictable, how can health
improvements be achieved?

The health effects of poverty, social
inequality and disempowerment

Aboriginal Territorians as a group are worse off than
their non-Aboriginal counterparts when rated against
the standard indicators of socioeconomic status. That
they are also simultaneously enmeshed in a process
of pervasive and rapid social as well as cultural
change simply adds to the complexity of their situation:
long-held community values and authority are
challenged; coherent social life is undermined by
substance abuse and its related mayhem; ritual and
ceremonial pursuits must compete with secular
activities; and too-frequent deaths and illness weigh
down on families and communities. The
disempowerment flowing from this is profound. It
leads to ‘a spiritual or psychosocial malaise which
afflicts much of indigenous Australia and variously
surfaces in conditions such as drug and alcohol
dependency, and high suicide and accident rates’ (Flick
& Nelson 1994).

These social conditions (see diagram 2.1) then feed
back into the situation, further deepening and

entrenching patterns of dysfunction. The research
makes clear that dysfunction itself occurs not only to
communities or social groups as abstract entities but
is etched into the bodies of the individuals experiencing
it, ultimately manifesting as ill health of one form or
another.

In the larger national forum too, intense levels of public
criticism on many fronts, particularly in the late 1990s,
have had a negative impact on Aboriginal peoples’
collective sense of belonging to the wider Australian
community. There remains considerable (perhaps
increasing) resistance from those in authority and
among the wider community to Aboriginal people
managing their own affairs, and to their attempts to
influence the agendas of government, the corporate
sector and community organisations.

At the level of the community, the family and the
individual, this apparently ever-narrowing set of
options sets up precisely the kinds of high stress—
high anxiety—low control scenarios described earlier
by health researchers. Incrementally and cumulatively
over a lifetime, such factors are shaping the health of
individuals and families, as well as the following
generation of children. As Flick and Nelson note: ‘It
doesn’t take multiple science degrees to appreciate
the impossibility of attaining good physical health under
such conditions’ (Flick & Nelson 1994).

In summary, findings on the social gradient of health
are not fundamentally new insights. They are ‘new’
only insofar as health researchers have now described
them quantitatively as well as by the physiological
ways in which they operate. Indeed the WHO
definition of health cited earlier in this chapter arose
within an international context where community
empowerment had become, and has remained, a
dominant theme. The whole spectrum of community
advocacy through consumer groups, women’s groups,
patient support groups and the like is an expression
of people moving to achieve greater control over the
circumstances of their lives. The establishment of
Aboriginal community-controlled organisations,
including health services, is also an expression of the
continuing struggle by Aboriginal people to gain a
greater measure of control over their lives. In all
cases, these levels of control are closely related to,
though not synonymous with, the kind of mastery
discussed earlier in this chapter.

But if this is not ‘new’ knowledge, what then explains
our slow progress in addressing the underlying
conditions of poor health? In the case of Australia,
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the inadequate progress (Ring 1998) is disturbing as
well as puzzling. Aboriginal Australians, with by far
the greatest burden of ill-health, number about 400,000
within one of the world’s most affluent nations.
Aboriginal people in the NT number about 50,000.
What is this chasm between the ‘knowing’ and the
‘doing’? Why is it that across the spectrum of
authoritative knowledge only some kinds seem to have
the power to cause action? As Evans & others ask
(1994):

Why is it that in some areas we know without
acting, in others we act without knowing? Or,
more generally, why are the standards of evidence
required before observations are accepted as
knowledge, or knowledge accepted as a basis for
action, so stringent for some and so flimsy for
others?

Addressing the underlying
causes of ill health

The information in this publication describes
Territorians against a number of different kinds of
measures or indicators of health. These measures or
indicators of health need to be conceptually
distinguished from the notion of health itself. In an
analogy: a signpost points a direction, it is not itself
the destination. An important question then is how
(or if) the selected measures of health reflect or
encapsulate the notion of health? Since the set of
possible measures of health is virtually endless, those
finally selected need to be explicitly related to the
desired overall outcome of improved health.

Health policy and the resource allocations it
governs—that critical and most contested dimension
of the health endeavour—similarly require explicit,
systematic linkage to the notions of health that underlie
specific health-related activities. The team involved
in social gradient research have developed and
disseminated some practical guidelines (Wilkinson &
Marmot 1998) to assist governments, policy-makers,
service organisations and community groups to
address the underlying causes of ill health.

The insight from social gradient research is that health
for all of us is critically related to our social position.
While absolute poverty, in a global sense, guarantees
excessive levels of ill health, relative poverty, social
distress, powerlessness and social marginalisation will
all, separately or in combination, generate
disproportionate amounts of ill health (see inset).
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Underlying causes of health and illness:
translating scientific evidence into policy
and action

The social gradient

People’s social and economic circumstances
strongly affect their health throughout life, so
health policy must be linked to the social and
economic determinants of health

Stress
Stress harms health

Early life

The effects of early development, including in
pregnancy, last a lifetime; a good start in life means
supporting mothers and young children

Social exclusion
Social exclusion creates misery and costs lives

Work
Stress in the workplace increases the risk of disease

Unemployment
Job security increases health, wellbeing and job
satisfaction

Social support

Friendship, good social relations and strong
supportive networks lead to improved health at
home, at work and in the community

Addiction

Individuals turn to alcohol, drugs and tobacco,
and suffer from their use, but their use is influenced
by the wider social setting

Food
Healthy food is a political issue

Transport

Healthy transport means reducing driving and
encouraging more walking and cycling, backed up
by better transport

Source: Adapted from Wilkinson & Marmot 1998

The health differential between Aboriginal and other
Territorians reflects both poverty as well as social
inequality. The health of Aboriginal Territorians will
improve when they achieve greater levels of real
control over the circumstances of their lives and their
communities. This in turn requires concerted attention
to the social and physical environments within which
people and communities live. A set of appropriate
measures of socioeconomic status in the NT need to
be developed and integrated with existing measures
of health if we are to effectively track progress.
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Access to comprehensive primary health
care

We emphatically are not suggesting here that only
social and economic measures are needed to alter
the present situation. Nor are we advocating a simple
dichotomy between a ‘social’ or a ‘medical’ approach.
In light of earlier discussion (and see diagram 2.1),
that kind of reductionism would clearly be misleading.
Better resourced and more accessible health services,
particularly comprehensive primary health care, are
an essential part of efforts to improve the status quo.
Approximately 70% of Aboriginal Territorians, for
example, live outside urban centres (THS 1996a)
where they rely for health care on the least-resourced
health service sector, primary health care. These
remain pressing issues that must be solved.

Equipping people with a sense of mastery

Health education programs that target high risk
groups, such as smokers or the overweight, are limited
in effectiveness while the circumstances of the
individuals in those groups remain unchanged. As
Professor Len Syme says: ‘... if you want people to
change their behaviour, you can’t do it with
proclamations from the top down by experts. Experts
need to learn a new way of being an expert, to
empower people to participate in the events that
impinge on their life’ (Mastering the Control Factor
9 Nov 1998). The model presented here would argue
for greater attention to changing the social and/or
physical conditions in which a behaviour pattern
consistently occurs. In the case of poor diet, to take
one example, that might lead to more concerted action
towards improving the food supply in communities
(including grappling with its associated political
agendas—see inset above) than on programs aimed
at working with individuals to influence eating
patterns.

Aboriginal people themselves may also lead the way
in designing innovative programs that address
individual emotional and social wellbeing (Tsey &
Every). Programs such as the South Australian
Department of Education’s family wellbeing, personal
development and counselling course offer promise in
this regard.

Related to this is the view that it is not specific health
information that will necessarily assist individuals and
communities, rather it is an as yet less well-defined
set of abilities, skills and attitudes that enable people
to ‘problem solve’. Further work could be undertaken

to analyse successful models or programs of this type
for their relevance to the NT. Pertinent to the situation
of Aboriginal people, however, is that education—in
the formal, institutional sense—is invariably implicated
in the process of mastering one’s environment. It is
also linked directly to employment and income
potentials.

There is a straightforward explanation for at least
part of the stark health differential between
Aboriginal and non-Aboriginal Territorians: inadequate
health services delivered into communities where they
are needed. The underlying causes—poverty and
social inequality—are not only clearly revealed for
further analysis but, more importantly, are amenable
to planned action.
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Environmental health

by Janine Tardrew, Xavier Schobben and Jeff Standen

What is environmental
health?

The links between people’s health and their social
and physica environments have been well established
over the last few centuries. Improved living and
working conditions and better nutrition have led to
improved health, particularly to a reduction in
communicable diseases. Environmental health
infrastructure and housing are today considered
fundamental to theimprovement of people’'s health.
In urban and industrial areas, where there has been
substantial progressin providing clean water and food,
safe waste disposal and safe housing, attention has
shifted towards emerging health problems and their
environmental factors.

All environmental factors have some kind of impact
on human health. Some naturally occurring substances
can have adverse effects on health. Many other
substancesare theresult of environmental degradation
or contamination by human activity. Examples of the
impact of the natural and man-made environment on
human health, and the resulting high economic costs
to society, include: the 1995 South Australian
mettwurst contamination; the 1997 hepatitisA outbresk
associated with Wallace Lake oysters; and the high
incidence of disease caused by inadequate housing
and health infrastructure in remote Aboriginal
communities. The aim of environmental healthisto
prevent such factors from adversely affecting
people shealth.

Environmental hedthisamultidisciplinary field. There
isno single agreed definition of environmental health
but, for the purposes of this chapter, environmental
health is those aspects of human health determined
by physical, chemical, biological and social factorsin
the environment. Environmental health practice
covers the assessment, correction, control and
prevention of environmental elements that have the
potential to affect human health adversely (National
Public Health Partnership 1998).

NT environmental health
conditions

Despite the extreme climate and isolation from the
rest of Australia, environmental health conditionsin
the NT's urban centres—Darwin, Katherine,
Nhulunbuy, Tennant Creek and Alice Springs—and
theNT’ srural areasare of asimilar standard to those
found in urban and rural areasthroughout Australia.
Food, water and power supplies, household wasteand
sewage disposal systems, and housing standards al
contributeto asafeliving environment for urban and
rural residents. In remote Aboriginal communities,
however, theNT faces significant challengesin these
‘traditional’ areasof environmental health.

Environmental conditions underpin many health
factors. Maintaining good health means being ableto
undertake basic activities such as bathing, washing
clothes and bedding, and preparing food to minimise
the risk of spreading disease. All of these activities

Health and the environment: gaining the
upper hand over disease

Present standards of health have been achieved only
by edging forward the frontiers of knowledge over
many centuries so that, ever so slowly, health has
gained the upper hand over disease. What is too
often forgotten is that the gains slowly made over
the environment since close settlement need to be
consolidated before knock-out magic bullets against
individual diseases can be truly effective. The NT,
like the rest of Australia, is aland of contrasts: on
the one hand, the affluent world of non-Aboriginals
with near perfect environmental conditions strives
for immortality while, on the other hand, the
Aboriginal world representsvery much anineteenth
century picture where many of the early health
battlesstill remain to befought. Given thisimbalance,
the main environmental health challengesinthe NT
concern conditions in remote Aboriginal
communities.

Adapted from An Environmental Survey of
Aboriginal Communities 1977-78, NT Department
of Health, 1979.
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require functioning infrastructure such as showers
or baths, water supply and drainage, and places to
store and prepare food safely. Also necessary are
adequate and functional systems to remove sewage
and household waste that may otherwise harbour
disease-causing organisms.

As aresult of poor environmental health conditions
in remote Aboriginal communities, diseases related
to the environment, such as respiratory and
gastrointestinal diseases, and eye, ear and skin
infections, are common in NT Aboriginal people
(Plant, Condon & Durling 1995). Repeatedly, people
seek treatment at community health centres or, in
more serious cases, hospital but, once ‘cured’, they
often return to the same environmental conditions
where the problem arose.

Data limitations

For many of theenvironmental healthissuesaddressed
in this chapter, statistical data are limited or at least
dated. The planned development of NT government
environmental health surveysfor remote Aboriginal
communitiesand the 1999 National Community and
Housing Infrastructure Needs Survey seek to address
theseinformation gaps.

Environmental health
strategies

Environmental health legislation

The NT has a wide range of environmental health
legidlation, including the Public Health Act, Food
Act, Poisons and Dangerous Drugs Act,
Therapeutic Goods and Cosmetics Act, Radiation
(Safety Control) Act and regulations made under
those acts. Although a number of government
departments and authorities have responsibility for
developing and enforcing environmental health
standards, Territory Health Services (THS) has
overall responsibility for environmental health matters
inthe NT.

THS providesor funds environmental health services
in urban and remote communities through its
environmental health officers. In 1999, there were
24 environmental health officers (servicing urban and
remote NT communities) located in all major NT
centres, including threelocated with theAlice Springs
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Town Council. THS also fundsten major Aboriginal
communitiesto employ an Aboriginal Environmental
Health Worker.

Environmental health standards

Responsibilitiesfor environmental health are shared
by several NT and Commonwealth government
agencies. In 1995, NT government agencies Territory
Health Services, Department of Housing and Local
Government, Power and Water A uthority and Office
of Aborigina Devel opment formed the Environmental
Health Task Group to develop environmental health
standards for the NT. The resulting Environmental
Health Standards for Remote Communities in the
Northern Territory include standards for general
environmental healthinfrastructure, including building
(Environmental Health Task Group 1998). These
standards were prompted by problems that arose
because the Building Act does not apply in remote
areas of the NT.

From July 1998, compliance with these environmental
health standards has been a condition of projects
funded by the Indigenous Housing Authority of the
NT (IHANT), which delivers housing to Aboriginal
Territorians. IHANT is comprised of the seven NT
ATSIC regional chairpersons, the two NT ATSIC
commissioners, amember from the Commonwealth
Department of Social Security and NTG members
from the Department of Housing, the Department of
Local Government, the Office of Aboriginal
Development, the Power and Water Authority and
Territory Health Services. IHANT also supports
improvements in environmental health by pursuing
initiatives such as community housing management
programs and dedicating funds to the repair and
maintenance of its housing. IHANT has requested
the support of NT government departments in
collecting environmental health datathat will enable
it to make decisions based on the areas of greatest
need.

Environmental health infrastructure

In 1990, under the Nationa Aborigina Health Strategy,
the Commonwealth allocated resources to the
Aboriginal and Torres Strait Islander Commission
(ATSIC) to address both primary health and
environmental healthissues. In 1994, thefocusmoved
to large-scale capital works that targeted
environmental health problems. Originally known as
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Health Infrastructure Priority Projects, they later
became known as National Aboriginal Health
Strategy Environmental Health Projects. Between
1994 and 1998 under these schemes, the NT was
allocated $130 millionfor 48 projects, which included:
new housing, housing renovations, new power
supplies, new sewerage schemes, upgrading of water
supplies, roadworks and drainage works. In 1999,
ATSIC committed afurther $82 million for housing
and health infrastructure projectsinthe NT between
2000 and 2003.

Water

Water isessential for sustaining life but contaminated
water is arisk to good health. Adequate, safe water
isalso hecessary for hygiene and sanitation to prevent
the spread of diseases such as hepatitis A,
salmonellosis, shigellosis (dysentery), and skin
infections.

The Power and Water Authority (PAWA) provides
potable (drinkable) water to urban centres and major
remote Aboriginal communities in the NT. Major
remoteAboriginal communitiesarethosethat have a
PAWA -operated power supply system; usually they
have morethan 75 peopl e, but they can havein excess
of 2,000 people.

PAWA isnot responsiblefor the supply and quality of
water supplied in mining towns, national parks and
Aboriginal outstations. The Commonwealth
government retained responsibility for all essential
services, including the quality of water supplied to
outstations, when the NT was granted self-
government in 1978.

The draft PAWA report, Managing Drinking Water
Quality in the NT—The Issues and Strategy,
identified the key NT regional water quality issues
as. microbiological compliance, nitrates, dissolved
solids, low pH (leading to corrosion), fluoride and
water monitoring (PAWA 1998). In recognition of
these and other issues, PAWA isdevel oping strategic
water supply management plans for individual
communities.

Water quality

Although NT legidation doesnot specify any particular
quality for drinking water supplies, PAWA generally
complieswiththe 1987 Nationa Healthand Medical
Research Council (NHMRC) guidelinesand aimsto
comply by 2001 with the 1996 NHMRC guidelines
for microbiologica quality for al urban centres. Mgjor
urban water supplies—that is, for centreswith more
than 10,000 people—already comply with the 1996
NHMRC guiddlines.

PAWA testswater suppliesregularly to monitor water
quality. A key indicator of water quality isthe absence
of coliforms. Coliforms are bacteria found in the
intestines of human beingsand warm-blooded animals.
The presence of coliforms, especialy E. cali, in
drinking water suppliesisagood indication of faecal
contamination. According to the 1987 NHMRC
guidelines, 95% of water samples should be free of
coliforms in water supply systems intended for
drinking. The 1996 NHMRC guidelinesincreased this
benchmark to 98%. The changesin these guidelines
reflect the target of continuous improvements in

quality.

Urban

In accordance with the guidelines, PAWA tests the
water suppliesin Darwin and Alice Springs weekly,
Katherinefortnightly, and Tennant Creek and Yulara
monthly.

3.1 NT urban water supply: microbiological
compliance

Coliform-free

Urban Centre 1995-96 1996-97 1997-98
Target for compliance 95% 95% 95%
Darwin 97.0 97.6 94.4
Katherine 98.0 98.0 99.1
Alice Springs 100.0 100.0 100.0

Source: Adapted from PAWA 1998

Almost without exception, the NT's major urban
centres met thetargetsfor compliance with the 1987
NHMRC guidelines in the three years to 1997-98
(table 3.1). Darwin’ slower 1997-98 figureincluded
two water storage and emergency installations that
were not used for prolonged periods; all other water
supply installations complied with the NHMRC
guiddines.
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Remote

PAWA tests the water supplies of all 75 major NT
Aboriginal communities each month for
microbiological compliancewith the 1987 NHMRC
guidelines. One-third of these water supplies are
chlorinated, the remaining two-thirds are
microbiol ogically-compliant protected ground water
sources (bores).

3.2 NT major remote Aboriginal communities'
water supply: microbiological compliance

Samples Coliform-free

No. %

1995-96 1,960 845
1996-97 1,855 88.2
1997-98 1,810 92.1

Note:  Remote Aboriginal communities with a PAWA-operated power

supply system
Source: Adapted from PAWA 1998

Water quality improved inthe NT’ smajor Aboriginal
communitiesin thethreeyearsto 1997-98 (table 3.2),
although it did not yet universally meet the 95%
microbiological compliance in the 1987 NHMRC
guiddines.

The Australian Drinking Water Guidelines 1996,
which specified more stringent compliance and testing
regimes, replaced the 1987 NHMRC guidelines. The
1996 guiddineswere devel oped to assist inimproving
local water quality standards, although widespread
criticism of the guidelines hasresulted intheir being
reviewed. PAWA's 1998 draft report found that,
through continuous improvements and intersectoral
collaboration, compliance with the 1987 NHMRC
guiddlines had increased between 1993 and 1998 from
50% to 80% in communities with between 150 and
300 people.

Access to water

Remote

The 1994 National Aboriginal and Torres Strait
Islander Survey (NATSIS) found that about 6% of
Aboriginal householdson outstationsinthe NT were
without running water (ABS 1996).

Another issue affecting access to water is water
restrictions caused by drought or equipment
breakdown. Thereasonsfor water restrictionsinclude
bores not operating because of unreported equipment
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falures, insufficient fuel, openvalvesontanksallowing
water to be released, and blocking of filtration
systems.

Sewage disposal

Seawage, untreated human and household waste that
may harbour disease-causing organisms, needsto be
disposed of inamanner that minimises public health
risks. Also, the method of sewage treatment and
disposal should not encourage mosquitoesto breed—
another way of transmitting disease—or allow people
access to sewage or effluent.

In the late 1990s, on-site sewage disposal, such as
septic tanks, was regulated inthe NT by the Code of
Practice for Small On-site Sewage and Sullage
Treatment Systems and the Disposal or Reuse of
Sewage Effluent (THS 1996).

On-site sewage disposal is a problem in some rura
residential areasasaresult of seasond flooding, rising
watertables (when the ground becomes saturated)
and poorly draining soils, al of which areparticularly
evident inthe Top End.

On-site sawage disposal isalsowidely acknowledged
as a major environmental health problem in many
remoteAborigina communities.

Remote

3.3 Remote Aboriginal communities and
outstations with no sewage disposal system

Communities Communities People

Surveyed Affected Affected

State No. No. % No.
NSW 65 0 0 0
Vic 1 0 0 0
Qld 77 8 10 425
SA 94 8 9 36
WA 178 27 15 1,196
Tas 1 0 0 0
NT 489 94 19 1,900
ACT 1 0 0 0
Australia 906 137 15 3,557

Source: Adapted from ACS 1993

In 1992, Australian Construction Services (ACS)
reported that almost one in five NT Aboriginal
communities and outstations surveyed waswithout a
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sewage disposal system, and all of the 94 NT
Aborigina communities without a sewage disposal
system were outstations (table 3.3). In the other NT
Aborigina communities surveyed, only 66% of on-
site sewage systems worked satisfactorily. PAWA
serviced off-site sewage disposal systems on 36
remote NT Aboriginal communities but was not
responsiblefor on-site disposal of effluent, the most
common method being septic tank systems.

Problems with sewage disposal are caused mainly
by septic tank systems that are out of order or faults
with household plumbing, including thetoilet itself.
Evenwhen installed and maintained correctly, septic
tank systems break down when more people usethem
than they were designed to cope with.

Small on-site septic tank systems were designed to
service household occupancy levels experienced by
the wider Australian population. They become
overloaded in remote Aboriginal communitieswhere
housing shortages mean they may be used by large
or fluctuating numbers of people (Pholeros, Torzillo
& Rainow 1993).

Asaresult of heavy usage, excesswater, particularly
sullage from a shower or washing machine, can
saturate and clog the trenches. The effectiveness of
septic systemsis sometimes compromised in one or
other of thefollowing ways:. poor design, installation
and construction; effluent disposal areas being
crushed, especially by motor vehicles, material such
asrocksbeing dropped into septic tanks; and objects
being flushed down thetoilet, blocking the pipes.

Housing

Housing can have an immediate impact on heath
becauseit providesthefacilitiesto undertake healthy
practices, such as preparing and storing food safely,
washing people and clothing, and disposing of waste
(Nganampa Health Council Inc & others 1987). In
urban areasof theNT, housing standardsare generally
of the same high quality aselsewherein Australia.

In remote communities, an acute shortage of housing
hasresulted in overcrowding. Available housing was
not designed to support occupancy levels of between
15 and 20 people, as is often experienced.

Overcrowding is exacerbated by insufficient basic
health hardware and poor maintenance, the latter
largely the result of alack of regular maintenance
systems. All of thesefactorsundermine healthy living
practices. In the late 1990s, these issues have been
addressed by IHANT and the Environmental Health
Sandards for Remote Communitiesin the Northern
Territory (see section on Environmental health
standardsearlier inthischapter). Nevertheless, more
houses are needed to significantly reduce housing
occupancy ratesand improvetheliving conditions of
Aboriginal Territorianson remote communities. The
provision of new houses also requireshousing design
and house orientation that recognises the traditional
and cultural relationshipswithin the community.

In the 1994 National Aboriginal and Torres Strait
Islander Survey (NATSIS), approximately 43% of
respondents (both urban and remote) expressed
dissatisfaction with their dwelling. Thereasonsgiven
included:

needing repair—60%

inadequate bathing facilities—45%

not enough bedrooms—65%

not enough living area—62%

needing better insulation or ventilation—39%
In the 4 weeks before the NATSIS survey, 16% of
Aboriginal households surveyed inthe NT had been
affected by a breakdown in one or more utilities—
water, toilet, electricity or gas(ABS & AIHW 1997).

Remote

The 1996 Census found that, Australia-wide,
Aborigina households averaged 5.4 people whereas
each non-Aborigina household averaged 2.7 people
(ABS 1998).

Overcrowding was a particular problem in the NT,
which had an average of nine peoplein each household
in remote Aboriginal communities (ABS & AIHW
1997). Thishigh occupancy rate placesaheavy load
on household infrastructure, accelerating the
breakdown of health hardware such as showers,
toilets and washing machines.

Thekey challengein addressing thishousing shortage
is the estimated high level of resources required to
meet the backlog, not only in providing new houses,
but in repairing and maintaining existing housing so
that it can continue to be occupied safely.
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3.4 Estimated cost of providing and/or repairing
Aboriginal housing 1992

Housing

New Repairs Total
State ($million) ($million) ($million)
NSW 168 49 217
Vic 28 2 30
Qld 280 106 386
SA 51 11 63
WA 200 32 233
Tas 0 0 0
NT 360 78 438
ACT 1 1 2
Australia 1,088 280 1,369

Source: Adapted from ACS 1993

In 1992, ATSIC' s HCINS estimated that, Australia-
wide, theNT had the highest need for fundsto provide
and/or repair housing for Aboriginal people(table 3.4).

The NT government’sAboriginal Housing Strategy
estimated that 5,100 houses needed to be built
between 1992 and 2001: 3,100 dwellingsto clear the
backlog of unmet housing need; and another 2000
dwellings to keep up with the demand from people
forming new households. According to thethen NT
Department of Lands, Housing and Local
Government, ‘Allowing $150,000 per house for
construction, land servicing and administrationin 1992
dollars, funding for new houses over the ten year
period will be $765m. This estimate does not include

3.5 Aboriginal housing: condition of houses

provision for future consumption of assets, the
construction of headworksfor essentia services[such
as water and sewerage] or recurrent funding’
(NTLHLG 1992).

Poor condition of dwellings

ATSIC's 1992 HCINS revealed the high level of
repairs needed for existing houses (table 3.5) and the
significant number of people living in shelters—
humpies, sheds and other improvised dwellings. This
wasthefirst national assessment of the condition of
Aboriginal housing.

More recent work inthe NT includes the 1997 pilot
of an Environmental Health Infrastructure
M aintenance System, which collected basic datafrom
five remote Aboriginal communitiesin the NT. The
level of poor performance of household infrastructure
wassignificant, averaging over thefive communities:

50% non-functioning showers

30% non-functioning toilets

25% waste water pooling inside the house

50% unsafe electrical fittings

50% non-functioning cooking facilities
Thesefindings should be treated with caution because
of shortcomings in the survey forms used.
Nevertheless, the causes of infrastructure failure
were similar to the Housing for Health projects at
Pipalyatjara(Pholeros, Torzillo & Rainow 1993) and
Pormpuraaw in Queensland (Pormpuraaw
Community Council & others 1997), which found a
higher failureratein household infrastructure.

Work Required

State No repairs Minor repairs Major repairs Replacement Total Shelters
NSW 829 231 461 466 1,987 366
Vic 95 30 29 9 163 94
Qld 1,230 522 667 903 3,322 488
SA 208 139 133 67 547 168
WA 746 300 642 72 1,760 527
Tas 35 0 0 1 36 0
NT 1,832 1,109 952 254 4,147 1,254
ACT 12 1 16 7 36 4
Australia 4,987 2,332 2,900 1,779 11,998 2,901
Notes: Condition of houses owned and/or administered by Aboriginal and/or Torres Strait Islander organisations

‘Shelters’ mean improvised dwellings
Source: Adapted from ACS 1993
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3.6 The effect of a repairs & maintenance
program in a remote Top End community

% Houses

Health Hardware 1997 1998
Electrically safe 37 79
Hot water 42 61
Functional

Shower 30 81

Handbasin 35 77

Laundry tub 30 70

Washing machine on site 35 42

Kitchen sink 33 84

Stove (minimum of 2 hot plates working) 35 61

Kitchens (cupboards with doors and a 35 67

bench with a smooth, impervious surface)

Toilet 65 56*
Water pooling in house 26 30
Floor, wall or ceiling repairs required 40 28

Note:  *Lower than expected because of sewerage blockage that was
later repaired

Data: Environmental Health Branch, THS

The impact of improvements through a housing
mai ntenance program was substantial in one remote
Top End Aboriginal community that wasinvolvedin
the 1997 pilot and again surveyed in 1998 (table 3.6).
The community council’s repairs and maintenance
program led to a marked improvement in the
functionality of household infrastructure. This was
accompanied by a reduction in illnesses associated
with poor environmental health conditions over the
same period (see inset).

Theresultsof thisproject, though different in method,
supported those of the Housing for Health projects
at Pipalyatjara (Pholeros, Torzillo & Rainow 1993)
and Pormpuraaw (Pormpuraaw Community Council
and others 1997), two other remote Aboriginal
communities where improving household
infrastructure resulted inimprovementsin health.

Mosquito control

The potential for transmitting disease via mosquito
bitesisone of the biggest insect control issuesinthe
NT for both remote and urban areas. Factors that

Improving health by improving housing

One remote Aboriginal community council
consulted with its members and local tradesmen
before the 1997 pilot of an Environmental Health
Infrastructure Maintenance System, then decided
to spend its $100,000 Indigenous Housing
Authority Grant on aprogramto repair and maintain
the community’s houses.

The money was used for repairs identified in a
survey of household infrastructure (health
hardware), which includes taps, showers, basins,
hot water systems, toilets, kitchen sinks and
laundry tubs.

The THS Environmental Health Officer and ateam
of local Environmental Health Workers, who carried
out the original survey in July 1997, gave alist of
the necessary repairsto thelocal plumber, builder
and electrician to carry out with the assistance of
local teams where possible.

After ayear's work on these repairs, the survey
was repeated. It found a substantial improvement
in the functionality of most of the health hardware
(seetable 3.6).

Subsequent analysis of the health centre data in
this community showed amarked reduction in the
incidence of illnesses that are transmitted more
readily in poor environmental health conditions.

Health centre data for the six months before the
repairs and maintenance project (February to July
1997) were compared with data for the last six
months of the project (February to July 1998). The
results were decreases in:

skin infections/scabies—69%

chest infections/acute respiratory infections—

3%

diarrhoea/vomiting—36%

The decreases in health centre visits were
consistently greater at this community than at two
nearby communities, which had no systematic
repairs and maintenance program at the time. The
lack of asignificant decreasein the number of visits
for trauma (1.75%), a condition unlikely to be
affected by housing repairs, suggests that the
results were not caused by a drop in the use of the
clinic but, rather, were a result of the repairs and
mai ntenance program.
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place people in the NT, particularly the Top End, at
riskinclude:
warm climatic conditionsand placesfor mosquitoes
to breed near communities
the presence of mosquito-borne viruses such as
Murray Valey encephditis, Kunjin, RossRiver and
Barmah Forest viruses
nearby countries with mosquito-borne diseases
such asmalaria, Japanese encephalitisand dengue

The extent of known mosquito-borne disease in the
NT (table 3.7) islikely to be underestimated because
recorded cases concerned people who have
laboratory analysisof their blood after seeking medical
attention. It should be noted that malaria was not
contracted locally in the late 1990s; similarly, the
speciesof mosguito responsiblefor spreading dengue
fever was not found in the NT.

THSentomol ogi sts coordinate mosguito surveillance,
monitoring and control in cooperation with
environmental health officers, local councilsand other
government departments.

NT surveillance and control methodsinclude:

- sentinel flocks of chickens tested regularly for
advance warning of Murray Valley encephalitis,
Kunjinand Japanese encephalitisin areas between
Darwin and Alice Springs
checksat likely entry pointsfor mosguito species
not present inthe NT

3.7 NT mosquito-borne disease

weekly monitoring of mosquito numbersand types
at Darwin, Alice Springs, Tennant Creek,
Katherine, Jabiru and Nhulunbuy

helicopter spraying of biological insecticides to
control mosquitoes in saltwater marshes around
Darwin

drainageor infill to remove mosquito breeding sites

raising public awareness of mosquito-borne
disease

advice to land devel opersto avoid mosqguito and
biting midge breeding sites

viral studieson mosquitoes collected from places
where disease occurs

Food supply

The NT presentsincreased risk factorsfor safe food
supply and preparation because of the hot climate
and outdoors lifestyle. Bacteria and viruses cause
most intestinal illness—for example, campylobacter,
salmonella, and norwalk and norwak-likeviruses. The
true extent of food-related illnessin the Territory is
difficult to determine because much of it is
unrecognised and unreported. For moreinformation
about food supply, seethe Food and nutrition chapter.

NT Mosquito-borne Disease 1990-91 199192 199293 1993-94 199495 1995-96 1996-97 1997-98
Imported malaria 42 32 37 33 45 24 38 29
Malaria cases requiring control 1 3 0 2 1 1 1 1
Ross river virus (epidemic 497 195 286 347 377 117 235 127
polyarthritis)

Australian encephalitis 4

Dengue fever (local) 0 0 0 0 0

Barmah forest — 40 15 32 13 23 44 21

Data:  Medical Entomology Branch, THS

Notes: Numbers confirmed by laboratory analysis of blood tests

‘Imported malaria’ means contracted overseas

‘Malaria requiring control’ means cases where adult mosquito fogging may be required

26



Environmental health

Remote

Having access to safe and adequate food suppliesis
aconcernin remote areas. Aswell asthe difficulties
faced within the home because of the highincidence
of houses without adequate kitchen facilities (see
Housing earlier in this chapter), often there are
difficultieswith food supply inthelocal store.

Alr

The NT has superior air quality compared with
elsewhere in Australia, because a small population
and corresponding limited industrial base do not
produce the same problems of photochemical
pollution. Mator vehicle emissions, wind-borne dugt,
and smoke from bushfires and waste burning are
responsible for most of the air pollution in the NT.
Pollution from overseas sources, such as the 1997
Indonesian bushfires, alsoimpactsonloca air quality.

Power supply

An adequate power supply is pivotal to sustain good
health. Inadequate or unreliable power suppliesmake
it difficult to ensure safefood storage, particularly in
the desert and tropical climates of the NT where
temperatures are regularly between 30°C and 40°C.
People in rural areas often rely on diesel-generated
power, sometimes supplemented by solar power.

Remote

PAWA provides most major remote Aboriginal
communities with a power supply 24 hours a day.
Generally, PAWA providesday-to-day operationsand
maintenance through a period contract with the
community council. ASPAWA isnot responsiblefor
providing power supplies to outstations, they have
either their own generators or solar power systems,
or they have no power supply. Theresponsibility for
power supply to Aboriginal outstations in the NT
remains with the Commonwealth government.

3.8 Remote Aboriginal communities and
outstations with no electricity supply

Communities People

Surveyed Without Electricity Affected

State No. No. % No.
NSwW 65 2 3 16
Vic 1 0 0 0
Qi 77 29 38 2,804
SA 94 20 21 190
WA 178 44 25 1,821
Tas 1 0 0 0
NT 489 156 32 3,607
ACT 1 0 0 0
Australia 906 251 28 8,438

Source: Adapted from ACS 1993

ATSIC' s1992 HCINSfound that 3,607 peopleliving
on 156 outstationsinthe NT had no el ectricity supply
(table 3.8). Almost al of these people (3,416) lived
on outstations (150).
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Food and nutrition

by Cheryl Rae, Vivienne Hobson, Jackie Priestly (from THS) and Dorothy Mackerras (from Menzies School

of Health Research)

This chapter discusses information about food and
nutritionintheNT, in particular: aspectsof thesupply,
cost and consumption of food in urban and remote
areas; important factors in the nutrition of mothers
and children; and available data about Territorians
body sizeand physical activity.

Food

Supply

The NT is heavily dependent on an imported food
supply because of its geographic location, climatic
influences and sparse popul ation. Vast distancesfrom
main production centres, and also between towns
withinthe NT, add to difficultieswith therange, type
and cost of food availableinthe Territory. Inequities
in food supply are especially evident in remote
communities where there is frequently only one
commercial food outlet, pricesare high and alimited
range of foods offer adiet that is often high in fats
and sugars and low in fruit and vegetables. These
factors result in poor nutrition and health outcomes
for vulnerable community groups such asAborigina
peoplewho livein remote communities.

Most of thefood eaten by Territoriansoriginatesfrom
southern centres. About 90% of all fruit and
vegetables consumed comes from interstate. Only
about 30% by weight and 15% by value of Territory
horticulture, which includes arange of tropical fruit
and vegetables, isactually sold withinthe NT (Cann
1995). This may be because NT producers obtain
higher pricesin interstate and international markets,
and Territory residents apparently prefer fruit and
vegetables from a temperate climate. Through the
establishment of regular local markets in Darwin,
tropical fruit and vegetableshaverisenin popularity
withtouristsand locals.

Much of the food eaten by NT people is prepared
outside the home (THS 1995). Even in remote
communities, the takeaway has become firmly
entrenched, often offering longer trading hours than
the local store. Anecdotal reports from some
communities suggest that takeaway sales have
surpassed those of the local store.

Urban

The range of foods available in Darwin and Alice
Springsissimilar to that offered in other larger cities
in Australia. Except for Tennant Creek, at least one
of the two national food retailers (Coles and
Woolworths) isrepresented in each of theNT’ surban
centres—Darwin, Alice Springs, Katherine, Tennant
Creek and Nhulunbuy. These retailers are
supplemented by smaller convenience stores. In
Darwin, locally-grown tropical fruit and vegetables
arereadily available.

Remote

Theavailability of certainfoods, especially freshfruit
and vegetabl es, decreases as distanceincreasesfrom
the NT’s main urban centres.

A 1998 NT-wide survey of community stores found
that cost, availability and quality of food were the
major issues in remote communities. On average,
there were seven kinds of fruit and 12 kinds of
vegetablesin the45 community storessurveyed. This
compared with approximately 30 kinds of fruit and
80 kinds of vegetables available through a national
retailer in Darwin. Although this may suggest that
community stores offer a reasonable range of fruit
and vegetables, often therewere only small quantities
of each item. In general, the quality of fruit and
vegetables offered for sale was reasonable. This
survey was undertaken at the beginning of the 1998
dry season; the situation may have been quite different
in the wet season, at least in the Top End, when
flooding affectsfood suppliesto remote communities
(THS 1998).

Cost

The average cost of food inthe NT ishigher thanin
southern capital cities, and considerably higher again
in NT remote communities (see tables 4.1 and 4.2).

Efficient and reliable transport is essential to ensure
an adequate food supply, and the cost of transport
contributes to higher food costs in the NT. Road
transport isthe most common means of carrying food
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into and within the NT, where approximately 70% of
al food is moved by road; barge and rail together
account for about 30%; air transport of food is not
considered significant (Hughes 1995). In 1995, there
were seven major interstate food transport companies
operating inthe NT and food was distributed primarily
through 17 major wholesalers and retailers (THS
1995).

In 1998, in cooperation with local communities and
store managers, THS costed a healthy basket of food
in stores throughout the NT. Student nutritionists
costed the same basket of food in each southern
capital city. Based on NHMRC recommendations
(Cashel & Jeffreson 1995), the hypothetical basket
contained foods to meet the average energy and
nutrient needs of afamily of six peoplefor afortnight.

Urban
Overall, the cost of the healthy basket of food in

4.1 NT urban centres: food costs 1998

Darwin and Alice Springs was 10% to 11% higher
than in southern capital cities (table 4.1). Fruit was
the most expensivefood group, averaging 28% more
in Darwin and 23% more in Alice Springs than in
southern Australian capital cities. The cost of fruit
was highest in Katherine and the cost of vegetables
was highest in Nhulunbuy, which generally had the
most expensive food of the NT’ sfive urban centres.

Remote

In remote NT communities, families had to pay
consistently moreto meet their requirementsfor fruit
and vegetables: for example, the cost of vegetables
in Katherine and East Arnhem remote communities
was over 70% more expensive than in the southern
capital cities (table 4.2). In other remote NT
communities, the situation wasonly marginally better.

Breads & Meat & Margarine & Total
Cereals Fruit Vegetables Alternatives Dairy Sugar Basket
Percentage of capital city average
Darwin 99 128 104 103 111 106 110
Alice Springs 108 123 109 102 109 99 111
Tennant Creek 96 112 119 113 122 123 113
Katherine 93 134 119 107 118 122 117
Nhulunbuy 130 124 166 127 119 146 134
Capital city average $50 $78 $64 $51 $53 $13 $309
Notes: NT stores survey conducted April to May 1998
‘Capital city average’ is all Australian capital cities except Darwin

Source: Food & Nutrition Unit, THS
4.2 NT remote communities: food costs 1998

Breads & Meat & Margarine & Total

Cereals Fruit  Vegetables Alternatives Dairy Sugar Basket
Per cent of capital city average

Darwin remote 145 161 156 145 151 156 153
Alice Springs remote 131 129 162 140 155 152 143
Barkly remote 137 161 146 151 165 155 153
Katherine remote 147 173 172 142 145 159 158
East Arnhem remote 162 161 179 158 158 167 164
Capital city average $50 $78 $64 $51 $53 $13 $309

Notes: NT stores survey conducted April to May 1998

‘Capital city average’ is all Australian capital cities except Darwin

Source: Food & Nutrition Unit, THS
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Diet

Urban

Data on the eating habits of NT urban people is
limited. The 1995 National Nutrition Survey (sample
size 357) confirmed that the diet of peopleinNT urban
centres was similar to that of the rest of Austraia;
one noticeable difference was the NT's higher per
capitaconsumption of soft drink, a cohol and flavoured
milk (ABS & H&FS1997). QUF IndustriesBusiness
Development Manager Kevin Benson advised that,
in 1998, annual average consumption of iced coffee
was about 6.5 litres per person Australia-wide
compared with 47 litres per personin the NT.

A 1994 ABS home consumption survey in Darwin
revealed that 42% of people had eaten out or had
takeaway food the previous day (Gough & McComb
1997). Both McDonalds and Hungry Jacks broke
national records when they opened branches in
Darwin; McDona dssold over 40,000 mealsinitsfirst
week of operation (Northern Territory News 13 Oct
1994, p 6). In addition, over one million touristsvisit
the Territory each year and consume foods from
commercial retail outlets (Hughes 1995). Many
takeaway foods are high in fat, salt and sugar, and
low in fibre and complex carbohydrate.

In the NT, small-scale horticulture ventures are
expanding rapidly. Growers providetropica fruit and
vegetablestothevery popular marketsat Parap, Rapid
Creek, Nightcliff and Mindil Beach in Darwin and

also at Palmerston; an array of ethnic foods is also
available at these markets. These foods make a
significant contribution to the diet of many peoplein
Darwin.

Remote

Information about turnover of food itemsin NT remote
community storesis used to indicate the diet of the
people, primarily Aboriginal, who live in those
communities. Thecommunity storeisusually theonly
commercial food outlet in each community.

Themaost recent avail able data suggeststhat only 3%
to 6% of energy consumed on average by Aboriginal
peoplein NT remote communities is supplied from
bush foods, with the rest coming from foods
purchased at community stores (Lee 1992). Thisdata
was gathered in 1989 and 1990; there is a need to
obtain more up-to-date information that focuses on
key food groups.

A 1989 and 1990 survey of foodssold in NT remote
community stores revealed that, compared with
NHMRC recommended daily intake and Australia-
wideeating habitsin 1995, thediet of NT Aborigina
peoplewashighin meat and low infruit and vegetables
(table 4.3).

4.3 NT remote communities: daily diet 1989 to 1990

Core Food Group Type NT Remote Communities Recommended Australia
Cereal foods bread 13 slices (330 g) 10 slices (270 grams) 13 slices (332 g)
Fruits apples half (70 g) three (450 g) one (143 g)
Vegetables cooked 0.4 cups (60 g) 3 cups (450 g) 1.7 cups (269 g)
Meat & alternative  palm-sized steaks  two (205 g) one (120 g) two (198 g)

Milk & equivalent not recorded

2 cups (500 ml) fat reduced 1.25 cups (290 ml)

Notes:

‘NT Remote Communities’ is based on store turnover data (Lee 1992)

‘Recommended’ is NHMRC recommended daily intake (Cashel & Jeffreson 1995)
‘Australia’ is average consumption of Australian males and females aged 19 and over (ABS & H&FS 1997)

Source: Food & Nutrition Unit, THS
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Nutrition
Mothers and children

Birth weight

Babies can be lower than expected in birth weight
becausethey areborn early (prematurely) or they do
not grow adequately beforebirth (intrauterine growth
retardation) or for both reasons. Studiesinthe Darwin
rural area (Rae 1989; Sayers & Powers 1997) and
the evaluation of the Strong Women, Strong Babies,
Strong Culture program (M ackerras 1998) show that
both problemsexistinthe NT.

4.4 NT babies: birth weight 1986 to 1995
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Source: Adapted from Markey & others 1998

In 1995, the average birth weight of NT Aboriginal
babies was 3,123 grams, an increase of 85 grams
over the previous 10 years (graph 4.4). However,
thiswas still lighter than the average birth weight of
non-Aboriginal infants, 3,348 grams.

In 1995, there was awide variation in the weight of
Aboriginal infantsacrossthe NT; babiesbornin East
Arnhem were substantially lighter than those born
elsawhere in the NT (graph 4.5).

For more information about birth weight, see the
Children’ s health and welfare chapter.
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4.5 NT babies: regional differences in birth weight
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Mothers’ weight

Thenutritional status of mothers—in particular, their
height and weight before pregnancy and the amount
of weight they gain during pregnancy—influencesthe
growth of their babiesbefore birth. Althoughthisdata
iscollected inthe NT, itisnot readily accessiblefor
dataanalysis.

Data from the evaluation in three remote Top End

communities of the Strong Women, Strong Babies,

Strong Culture program found that (M ackerras 1998):
the weight of the Aboriginal women before
pregnancy was much lower than the national
average
theamount of weight they gained during pregnancy
(average 10 kg) was aso lower than NHMRC
recommendations (NHMRC 1979)

Low maternal weight before pregnancy and low
weight gain during pregnancy are significant risk
factorsfor low birth weight (Rae 1989). The Strong
Women, Strong Babies, Strong Culture program was
designed specifically to focus on these factors. In
consultation with Aboriginal women and health
workers, it aimsto develop bicultural strategiesthat
reduce poor nutrition and infection during pregnancy
(Fejo & Rae 1996).
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Anaemia

Information about the prevalence of anaemia in
children aged under five years began to be collected
in remote NT Aboriginal communities in 1998, but
further research will be needed to determine the
proportions of anaemia attributable to particular
causes such as:

parasites

low consumption of foodsthat arerichiniron and

folate

factorsthat inhibit the absorption of iron

Most anaemia in pregnant women results from a
deficiency of iron, although it can sometimes result
from adeficiency of folate. Low folatein mothersis
associated withlow birth weight of their babies (Schall
& others 1996) and neural tube (spinal cord) defects
suchasspinabifida. FolateisaB vitaminthat isfound
invariousfruits, vegetables and wholegrain cereals,
and is added to foods such as cold breakfast cereals.

4.6 Anaemia in pregnant women in the NT 1986

to 1995
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The proportion of pregnant NT Aboriginal women
diagnosed with anaemia rose from 8.2% to 18.9%
between 1986 and 1995; this may signify better
detection of anaemia rather than a true increase
(graph 4.6). Mackerras's 1990 to 1996 study of
Aboriginal women in three remote Top End

communities found that the prevalence of anaemia
among pregnant Aboriginal women was even higher
at 41.3% (Mackerras 1998). In 1995, the prevalence
of anaemiain NT non-Aboriginal women was only
3% (Markey & others 1998).

Breastfeeding

In 1992 and 1993, NT research recorded the
breastfeeding rates at the time women were
discharged from hospital after giving birth, three
monthslater and six monthslater. Thisfound that the
NT had Australia’ s highest breastfeeding rates for
both Aboriginal and non-Aboriginal people(Rae 1993).

4.7 NT breastfeeding rates 1992 to 1993
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In 1992 and 1993, NT breastfeeding rates indicated
that Aboriginal mathers continued to breastfeed their
babies considerably longer than urban mothers (graph
4.7).

Children’s body size

There is no national information about the size of
children aged less than two years or Aboriginal
children aged two to four years. The only routinely-
collected data about the size of newborn infants is
the proportion who weigh less than 2,500 grams.
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In 1998, the NT began collecting data in remote
communities about the nutritional status of children
aged under five years. Data about body size (height,
weight and head circumference) and anaemia
(haemoglobin levels) will be collected every six
months.

Aboriginal children: Katherine region

In Aboriginal communities in the Katherine region,
about 2,500 children were measured approximately
13,000 times between 1987 and 1996 to determine
whether they were growing at the appropriate rate
for their age. These measurements were done four
times ayear, and the prevalence of low weight was
higher in thewet season than in thedry season. There
was also some improvement during the ten-year

period.

Up to the age of six months, the children’s weight
and length measurements were close to what would
be expected inwell-nourished children. After thisage,
the proportion of low weight-for-age measurements
was three times greater than would be expected in
well-nourished children. Their weight-for-height
measurements were also low. This indicates two
different typesof growth faltering: faltering in length,
leading to shortness, and faltering inweight gainitsalf.
Faltering in length isimportant becauseit affectsall
bones, including the skull. Shortness is often
overlooked as a problem becauseit isnot obviousto
the eye.

4.8 NT Aboriginal adults and body size 1994

Adult body size and physical
activity

The NHMRC linked increases in the body size of
Australian men and women during the 1980s to
decreasesin their physical activity, concluding that
thetrend towardsincreasing level sof overweight and
obesity waslikely to betheresult of small changesin
people’ s eating and exercise habits (NHMRC 1997).

Adult body size

Thereisnoinformation about the measured body size
of non-Aborigina adult Territorians.

NT Aboriginal adults

NT Aboriginal adults aged over 18 years were
measured inthe 1994 National Aboriginal and Torres
Strait ISlander Survey. One problemwith interpreting
these datais that many of the respondents declined
to be measured, so it is not clear whether some of
the differences in weight reflect differences in
participation rather than size. The available
information doesnot allow an assessment of whether
the prevalence of overweight and obesity varies
substantially with age.

Inthe Katherineregion, wherevirtualy everyonewas
measured, the 1994 National Aboriginal and Torres
Strait Islander Survey found that 46% of Aboriginal
adults were overweight or obese (table 4.8). This
compares with the 1995 National Nutrition Survey
figure of 55% for Australians (ABS & H& FS 1997).

Number Per Cent
Acceptable
ATSIC Region Surveyed Measured Underweight weight Overweight Obese
Aputula 4,380 570 10.9 50.0 37.0 2.2
Alice Springs 2,420 1010 7.9 28.7 32.7 30.7
Tennant Creek 2,020 590 10.2 23.7 40.7 25.4
Katherine 3,860 3780 14.0 38.4 30.1 175
Nhulunbuy 3,650 2430 322 355 15.3 16.9
Jabiru 4,790 2600 18.5 39.8 34.0 7.7
Darwin 4,400 3220 8.4 28.6 335 295

Source: Adapted from ABS & ATSIC 1997
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Physical activity

The University of New South Wales conducted a
national study of participation in physical activity
during November 1997. Although fewer than 200
peoplewere surveyedin NT urban centres compared
with more than 1200 people in Victoria and
Queendland, Territorianswere found to havesimilar
patterns of physical activity to other Australians
(Bauman 1998). This appears to contradict popular
perceptionsthat Territorians participate more actively
in physical and sporting activities.

4.9 NT physical activities 1997
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In 1997, walking was the physical activity most
favoured by Territorians: each week, 56% walked
three or more times, 15% walked once or twice and
29% did nowalking (graph 4.9).

Three measures of sufficient physical activity to
benefit health are:

participation in morethan 150 minutes per week,
regardless of the number of sessions but only
including walking, vigorous or moderate activity

energy expenditure of around 800 kilocal ories per
week

seven sessions of 30 minutes per week
(recommended by the Commonwealth
Department of Health and Aged Care)

4.10 NT sufficient physical activity 1997
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On measures of sufficient physical activity to obtain
health benefits, Territorians had slightly higher
participation rates than the national averagein 1997
(graph 4.10). More Territorians achieved energy
expenditure of around 800 kilocalories through
walking, and vigorous and moderate physical activity
than other Australians. However, when analysed by
the number of daily sessions each week, only athird
of Territorians were achieving the recommended
seven sessions of 30 minutes exercise a week.
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Substance misuse

by lan Crundall (Alcohol), Ruth Richards and Mary-Anne Measey (Tobacco), Joanne Townsend (Petrol),
Michelle Trevena-Vernon (Kava) and Margaret Neill (lllicit drug use)

People engagein the use of a cohol, tobacco and other
substances for a variety of reasons. Although use
can offer positive and rewarding experiences, there
are frequently negative outcomes for health and
wellbeing. These outcomes not only affect the
individual user but alsoimpact on family, friendsand
the broader community.

Tobacco and a cohol havethe greatest impact. About
15% of al deathsinAugtraliaare attributed to cigarette
smoking and 3% are directly caused by hazardous
and harmful alcohol use. Alcohol accountsfor 4.4%
of hospital bed days and 5% are related to tobacco.
[licit drug use, on the other hand, accountsfor 0.4%
of all deaths in Australia and 0.3% of hospital bed
days(English & others 1995). For the purpose of this
chapter, substance misuse includesthe use of illegal
drugs and the inappropriate use of other substances.

Aswell as having various acute and chronic health
effects, substance misuseisimplicated in arange of
social outcomes that include the breakdown of
relationships, social disruption and lost productivity.
These outcomes mean that substance misuse exacts
significant levels of personal, socia and economic
costs.

TheNT isexposed to apeculiar range of these costs
and harms because of its patterns of substance
misuse. While alcohol consumption and tobacco use
aremorewidespreadinthe Territory, thereare serious
problems associated with petrol sniffing and use of
kavain parts of the NT.

The nature of the Territory and the substance use
choices of Territorians present different risks than
occur in many other parts of the country. Like
elsewhere, however, those risks take a toll on the
health and welfare of the community.

Alcohol

Alcohol hasastrong history inthe NT, dating back to
pioneering days, and continues to be a mainstay in
thelifeof most Territorians (Crundall 1994). Whileit
is popular and offers many benefits, alcohol also
extracts substantial costs from the Territory.

In 1990, alcohol-related harm cost the NT an
estimated $150 million in lost production, demands
on health, welfare and correctiona services, road
accidentsand law enforcement (Sessional Committee
on the Use and Abuse of Alcohol by the Community
1991). Thiswas nearly 5% of GDP—thevaue of all
goodsproducedintheNT inayear—and two to three
times higher than for the rest of the country. The NT
government responded with a program dedicated to
reducing al cohol-related harm. Introduced in April
1992, the Living With Alcohol program was funded
through aliquor levy onliquor containing morethan
3% alcohol by volume (Crundall 1995).

Drinking patterns

5.1 NT alcohol consumption
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Data:  Alcohol & Other Drugs Program, THS

The consumption of pureacohol hasfalenintheNT
since 1988-89 (graph 5.1). Consumption averaged
around 18.7 litres per person at the start of the 1990s.

Measuring alcohol

Pure acohal is used as a measure to account for
the differing concentrations of various alcoholic
drinks. Typically, light beer has less than 3%
alcohol by volume; heavy beer around 4%; wine
12%; and spirits 40%.
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It dropped 0.96 litres or just over 5% from 1990-91
to 1991-92; and 2.7 litres or 15% from 1991-92 to
1992-93. Despite a marginal increase in 1993-94,
consumption dropped steadily from then until 1996—
97 at an annua mean of 0.14 litres. There was a
dight increase in 1997-98. From 1990-91 to 1997—
98, therewasan overall reduction of 3.7 litresor 20%.

A large part of this change has been because of an
increased preference for low alcohol beverages—
that is, drinks containing no morethan 3% alcohol by
volume.

5.2 NT market share alcoholic drinks
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At the same time as consumption of pure alcohol
declined, there was a substantial increase in the
market share held by low alcohol beer (graph 5.2).
From 1992-93 to 1997-98, light beer averaged 29%
of the total beer market compared with 1.5% for
1985-86 to 1990-91. Thismight be attributed to the
April 1992 introduction of the liquor levy, which
increased the price differential between light and
heavy beer, and to the Living With Alcohol program,
which made a concerted effort to promote light beer
inorder to reduce alcohol consumption. The marginal
increasein 1991-92 might be partly explained by an

Measuring how much people drink:
estimates and household surveys

Estimates per head of population provide
standardised measures of community consumption,
but they do not convey information about
individua drinking patterns: someindividualswill
drink lessthan the mean, somewill drink more and
some will not drink at al. Household surveys are
used to provide supplementary information about
personal acohol use.
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expanded definition of light beer in 1992: from below
1.5% alcohol by volume to products containing no
more than 3% al cohol by volume.

Apart from the change from heavy to light beer, the
type of acoholic drinks consumed in the Territory
was fairly constant over the 13 years from 1985-86
to 1997-98: wine averaged 13.5% of the alcohol
market, spirits 2.9% and beer 83.6%.

5.3 NT daily alcohol consumption

Per Cent
Responsible Hazardous Harmful

Male

1992 11 13 76

1997 33 17 50
Female

1992 31 21 49

1997 34 33 33
Notes: Percentage of regular drinkers

Drinking levels assessed according to 1992 NHMRC guidelines
(Pols & Hawks 1992)

Source: Bertram & Crundall 1997

Two household surveys, which assessed individual s
drinking levelsaccording to 1992 NHMRC guidelines
(table 5.3), found that, between 1992 and 1997
(Bertram & Crundall 1997):
fewer males—a quarter less—drank at harmful
levels, dightly more males drank at hazardous
levels, and there was a threefold increase in
responsible maledrinkers
fewer females—one-third less—drank at harmful
levels, the number of females who drank
responsi bly remained amost unchanged, and there
was a 57% increase in females who drank at
hazardouslevels
Thus, both males and femal es tended to come down
from high levels of consumption rather than step up
fromlow levelsof consumption.

5.4 NT alcohol consumption

Per Cent
NT Aboriginal NT non-Aboriginal
No consumption 48 39
Responsible 27 46
Hazardous 16 9
Harmful 9 7
Notes: Percentage of urban Aboriginal and non-Aboriginal people

Drinking levels assessed according to 1992 NHMRC guidelines
(Pols & Hawks 1992)

Source: Bertram & Crundall 1997

Bertram and Crundall (1997) contrasted thedrinking
patterns of urban Aboriginal and non-Aboriginal
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people within the obtained sample. They found that
Aboriginal peoplewerelesslikely to drink, although
ahigher proportion drank at hazardous and harmful
levels (table 5.4). Thiswasconsistent with an earlier
survey conducted on Aboriginal communitiesin 1986—
1987. Watson, Fleming and Alexander (1988) found
that 59% of the Aboriginal people surveyed were
nondrinkers, although thiswas more common among
females (80%) than males. Of the drinkers, 80% of
each gender drank at harmful or hazardous levels.

NT resultsfrom a1994 national survey found that, of
Aborigina malessurveyed, 42% had not drunk a cohol
inthe previous 12 months, 20% had drunk alcohol in
the 12 monthsbefore the survey but not inthe previous
week, and 38% had drunk in the previousweek. The
figures for females were 69%, 12% and 19%
respectively (ABS 1996). Collectively, thisresearch
indicatesthat Aboriginal malesaremorelikely todrink
than Aboriginal females.

The 1994 survey (ABS 1996) a so found that 57% of
NT Aborigina people perceive alcohol as a major
health problem, aconcern that wasgreater in Darwin
(72%) than in other urban centres (61%) or in rural
areas (53%). Alcohol was identified as the leading
substance use problem faced by Aboriginal people,
being reported by 79% of those interviewed.

5.5 NT school students alcohol consumption

Per Cent
Age of student
13 years 14 years 15 years 16 years
Male
1984 31 29 45 51
1987 22 28 41 53
1990 18 20 32 45
1993 20 14 21 38
1996 25 18 27 38
Female
1984 22 41 38 70
1987 35 33 41 50
1990 14 23 39 39
1993 9 20 32 33
1996 14 26 34 41

Note: Percentage of secondary school students who drank in the

week before each survey

Source: Bertram & O'Reilly 1998

A series of secondary school surveys found that, in
the NT, the extent of regular drinking in most age
groupsreduced over time(Bertram & O'Rellly 1998),
although there was someincrease between 1993 and
1996 (table5.5).

Inastudy of peopleaged 16 to 24 yearsand no longer
at school, 92% reported ever drinking acohol and
63% reported drinking within the previous week.
These recent drinkers comprised 71% of males and
57% of females, 51% of 16- to 17-year-olds, 64% of
18- to 20-year-olds and 70% of 21- to 24-year-olds
(Crundall & Weir 1994).

Indicators of harm

Peoplewho experience al cohol -rel ated health damage
do not always seek treatment, so information from a
range of sources is used to estimate the extent of
acohol-related harminthe community. These sources
include hospitals, ambul ance services, coronial reports,
road accidents and prisons.

Hospital-based screening programs are useful
because they access people who do not necessarily
present with alcohol-related problems. However,
because this method depends on people having a
condition serious enough to put them in hospital, it
may underestimate the extent of alcohol misuse in
the community. Ambulance call-outs provide
information about people who may not otherwise
come to the attention of health services.

Theimpact of alcohol intermsof deathsand injuries
can begauged from coronial reports, whichinvestigate
all deaths not clearly theresult of natural causes, and
from road accidentsin which alcohol played a part.

Treatment agencies

5.6 Clients seeking treatment for alcohol problem

Per Cent
1994-95 1995-96 1996-97 1997-98
Darwin 46 48 50 56
Katherine 79 90 88 93
Tennant Creek 64 92 80 76
Alice Springs 64 57 43 45
NT total 53 54 53 57

Note:  Percentage of clients registering alcohol as their principal drug

problem at all NT specialist treatment centres

Data:  Alcohol & Other Drugs Program, THS

Registration forms from the NT’ s specialist alcohol
and other drug treatment agencies indicate that the
majority of clients seeking treatment do so primarily
because of alcohol (table 5.6). The differences
between the four districts are aresult, in part, of the
wider range of services and expertise available in
thelarger centres, which tend to see agreater variety
of drug prablems.
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5.7 Alcohol-related admissions Royal Darwin Hospital

1992 1993 1994 1995 1996 1997
Alcoholic psychoses 79 82 60 91 89 97
Alcohol dependence syndrome 85 150 141 184 113 119
Non-dependent use of alcohol 165 214 281 610 760 630
Alcoholic cardiomyopathy 12 12 5 7 11 18
Excessive blood alcohol level - 1 - - - -
Alcoholic polyneuropathy - - 1 5 - -
Alcoholic liver disease 76 73 48 86 98 85
Alcoholic gastritis - - - - - 10
Toxic effect of alcohol 6 14 15 22 20 38
Total alcohol-related separations 423 546 551 1,025 1,091 997
Total separations 15,095 16,282 15,329 25,614 27,277 28,626
Percentage alcohol-related separations 2.8 3.4 3.6 4.0 4.0 35

Note:

Data:  Alcohol & Other Drugs, THS

Hospital patients

Over thesix years 1992 to 1997, 3.6% of all patients
leaving Royal Darwin Hospital did so following
hospitalisation for conditions attributed totally to
alcohol (table 5.7). Most had been treated for either
alcohol dependence or problems caused by non-
dependent use of alcohol. These two categories
accounted for 59% of all acohol-related admissions
(separations) in 1992, two-thirdsin 1993, and between
75% and 80% over the next four years. These
increases may have arisen from improved detection
and referral systems, agreater willingnessfor people
with alcohol-related illnesses to go into hospital or
more people having a cohol-related il nesses.

Routine screening at Alice Springs Hospital over the
fiveyearsto June 1998 identified an average of 34%
of tested patients as being at risk from their alcohol
consumption.

Accidents and deaths
5.8 NT alcohol-related ambulance call-outs
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Alcohol-related separations (admissions) based on the illness being attributed entirely to alcohol use according to ICD-9

St John Ambulance collects data twice each year
(during June and July, and again in December and
January) and provides information about alcohol
incidentsthat may not otherwise cometo the attention
of health services. According to data collected over
thefiveyearsto July 1998, alcohol contributed to an
average of 14% of ambulance call-outs (graph 5.8).
The percentage of ambulance call-outs related to
alcohol declined from an average of 15% over the
period December 1993 to January 1996 to an average
of 13% between June 1996 and July 1998.

5.9 NT coronial reports identifying the presence
of alcohol
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TheAlcohol & Other Drugs Program examined 1,447
NT coronial reportsto find that, in the three yearsto
the end of 1991, acohol was present on its own in
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65% of deathsand, together with some other drug, in
another 3.4% of deaths (graph 5.9). For the years
1992 t0 1994, the figureswere 62% for alcohol alone
and another 6.5% for alcohol with some other
substance; for 1995 to 1997, they dropped to 29%
and 4.5% respectively.

Road accident deaths and injuries

5.10 NT alcohol-related road accidents: fatal
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From 1982 to 1992 inthe NT, therewas adownwards
trend in the extent to which alcohol was afactor in
road accident deaths and road accidents generally

(graph 5.10).

Between 1982 and 1992, most fatal road accidents
(62%) in the NT were acohol-related. Since 1992,
thisfigure has dropped to 59%, with 1998 being the
only year inwhich lessthan half were alcohol -rel ated.
Alcohol-related fatal accidents decreased by 21%,
from an average of 34 per year for the years 1982 to
1992 to an average of 27 per year for the years 1993
t0 1998. However, thetotal number of fatal accidents
decreased by only 7%, from an average of 55 per
year for the years 1982 to 1992 to an average of 51
per year for the years 1993 to 1998 Consequently,
whilethere has been asmall reduction in the number
of fatal accidentson Territory roads, the contribution
of alcohol to those accidents has diminished at a
greater rate.

Thistrend of adecreasing contribution from alcohol
isalso evident across all road accidents. From 1982
101992, 22% of theNT’ s21,605 road accidentswere
alcohol-related whereas only12% were alcohol-
related from 1993 to 1998. Alcohol wasinvolved in
45% fewer road accidents, despite the average

number of road accidentsincreasing by 26% between
the two periods 1982 to 1992 and 1993 to 1998.

Public drunkenness

Public drunkenness has not been a criminal offence
inthe NT since 1974. Under section 128 of the NT
Police Administration Act, persons intoxicated in
public are apprehended without arrest. They are not
charged with an offence, but areeither heldinapolice
cell for a maximum of six hours or released to the
accommodation and care of a sobering up shelter.

5.11 NT admissions to police cells and sobering
up shelters
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Although there have been fluctuations, there was a
trend for increasing numbers of admissionsto police
cellsand sobering up shelters during the ten yearsto
1998 (table5.11). The highest numbers of admissions
were recorded over 1996-97 and 1997-98.
Differences in these data may be influenced by
policing activities and the operations of night patrols
rather than actual rates of public drunkenness.

Night patrols

Night patrols started on remote Aboriginal
communities as a result of a perceived need to
deal with the large number of drinkers on ‘dry’
communities and the social and family problems
that arose from this.

from Mosey A 1994, Night Patrols on Remote
Aboriginal Communities in Central Australia
1991-1994.
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Arrests and summonses

5.12 NT alcohol-related arrests and summonses

Prisons

5.14 NT alcohol-related prison receptions

Arrests and Summonses

Total Alcohol-related

No. %
Jan to June 1993 9,125 2,665 29.2
July to Dec 1993 9,576 2,839 29.7
Jan to June 1994 10,747 3,050 28.4
July to Dec 1994 9,543 3,386 35.5
Jan to June 1995 10,500 3,213 30.6
July to Dec 1995 10,790 3,422 31.7
Jan to June 1996 10,877 4,002 36.8
July to Dec 1996 10,321 4,089 39.6
Jan to June 1997 10,341 3,709 35.9
July to Dec 1997 9,919 3,789 38.2
Jan to June 1998 9,570 3,382 35.3

Data:  Alcohol & Other Drugs Program, THS

The relationship between crime and alcohol misuse
inthe Territory isindicated by the extent of alcohol-
related arrests and summonses (graph 5.13 and table
5.12). Thefive years to 1998 saw atrend towards a

5.13 NT alcohol-related arrests and summonses
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greater proportion of alcohol-related arrests and
summonses, although it should be noted that the earlier
figures are likely to be conservative because of
limitations in the recording system that operated at
that time. These data may also be influenced by
policing activities.
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The percentage of alcohol-related prison receptions
inthe NT has declined over the seven yearsto 1997
(graph 5.14). Nevertheless, it remained a factor in
the offending of six out of every ten prisoners.

Tobacco

Smoking tobacco is a leading cause of illness and
deathin Australia. Itisarisk factor for many serious
illnesses, including heart attack, stroke, lung and other
cancers, and chronic respiratory disease. In order of
importance, the most common causes of death from
smoking in the NT between 1986 and 1995 were
(Measey & others 1998):

chronic obstructive pulmonary disease

(emphysema)

heart attack and related disease (ischaemic heart

disease)

lung cancer

stroke

pneumonia

throat cancer (oropharyngeal cancer)

Who smokes?

Young people

Research indicates that the earlier people start to
smoke, thelonger and more heavily they arelikely to
smoke (AIHW 1995). Eighty per cent of all smokers
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begin their addiction before they are 20 years old
(Callins& Lapsley 1994).

A 1996 survey of NT school students found that,
between 1993 and 1996, the percentage of recent
smokers.

increased in students aged 12 to 14 years

remained the same in 15-year-olds

decreased in 16- and 17-year-olds
Most 12-year-olds had never smoked (66% of males
and 63% of femal es). Except for the high proportion
of 17-year-old females (41%) who reported that they
had never smoked, the percentage who had smoked
recently increased with age. Most students obtained
cigarettes from friends or got others to buy them,
although older students also bought them from
supermarkets, takeaway food shops and petrol
stations. Preferred brands were Peter Jackson and
Winfield (Bertram & O’ Reilly 1998).

Adults

Despiteadeclinein NT smoking rates between 1990
and 1994, they continued to be higher than Australian
rates. Richardsand M cComb (1996) analysed a1994
survey of peopleaged 18 and over livingin NT urban
areas. They found:
- 35% were current smokers, 24% were ex-
smokers, and 41% had never smoked
30% of women and 40% of men were current
smokers
of young people aged 18 to 24 years, 52% of men
and 34% of women smoked cigarettes
By comparison, 23% of Australian women and 27%
of Australian menweresmokersin 1995 (Hill & others
1998).

Aboriginal people

Among NT Aboriginal people, thetwo leading causes
of death and disability are heart disease and
respiratory disease (Plant & others 1995). Smoking
is recognised worldwide as a significant risk factor
for these diseases.

The ABS (1996) reported that Aboriginal men smoke
at ahigher rateinthe NT (59%) than Australia-wide
(54%), but Aboriginal women smoke at alower rate
inthe NT (36%) than Australiawide (46%).

5.15 NT Aboriginal smokers

Per Cent
Region
Top End Centre NT total
Male
1986-1987 76.0 58.6 70.5
1994 62.0 46.0 59.4
Female
1986-1987 53.6 9.0 42.6
1994 41.0 22.0 35.5
Total
1986-1987 64.3 33.1 55.8
1994 52.9 344 47.3

Notes: 1986-1987—Percentage of people aged 15 and over who

smoke (Watson & others 1988)
1994—Percentage of people aged 13 and over who smoke
(ABS unpublished)

Data:  Alcohol & Other Drugs Program, THS

Although NT Aboriginal smoking rates dropped
between 19861987 and 1994, they were till very
highfor Aboriginal men generally and for Aboriginal
people in the Top End compared with those in the
Centre (table 5.15).

A survey conducted in 198687 found that, although
smoking among Aboriginal womenwasvery highin
the Top End, chewing was practised by Aboriginal
women and some older Aboriginal men in Central
Australia. One quarter of the Aboriginal people
interviewed chewed tobacco, and two-thirds of these
lived in the Centre (Watson & others 1988).

The effects of smoking: death and
iliness

To understand the effects of the NT’ s high smoking
rates, THS studied the health of NT people aged 15
yearsand older (Measey & others 1998). This study
used an epidemiol ogical technique (the aetiol ogical
fraction method) to estimate the numbers of deaths
and hospital admissions caused by smoking between
1986 and 1995.

The researchers used information about admissions
to NT public hospitals between 1993 and 1995 to
calculatethe number and rates of hospital admissions
caused by smoking. Datafromthe NT’ sonly private
hospital were not availablefor this study.

43



Determinants of health

5.16 NT smoking-related death rates 1986 to
1995

Deaths per
100,000 people
700

B NT Aboriginal
O NT non-Aboriginal

600 4

500 -

400
300 4
200 -
0 T T

Top End Centre Top End Centre
Male Female

Notes: Age-adjusted death rates per 100,000 people aged 15 years
and over, standardised to Australian 1991 population
Data:  Measey & others 1998

5.17 NT smoking-related deaths 1986 to 1995

The 1998 THS study found that the ratesfor smoking-
related deaths were (graph 5.16):

substantially higher for Aboriginal peoplethanfor
non-Aborigina people
seventimeshigher for Aboriginal women than for
non-Aboriginal women

threetimeshigher for Aboriginal menthanfor non-
Aboriginal men

higher for Aboriginal peopleinthe Top End than
in the Centre

The death rates from smoking-related causes were
similar for non-Aboriginal peoplein both regions. For
both Aboriginal and non-Aborigina people, menwere
morelikely to diefrom asmoking-related causethan
were women (Measey & others 1998).

5.18 NT smoking-related hospital admissions
1993 to 1995

ions per

Deaths
NT Aboriginal NT non-Aboriginal
Smoking- Smoking-
Total related Total related
Region No. Rate No. Rate
Male
TopEnd 1,143 331 605 1,807 390 147

Centre 674 84 221 456 101 140

Total 1,817 415 457 2,263 491 145
Female
Top End 936 240 407 715 80 38
Centre 475 5 9 203 24 38
Total 1,411 245 251 918 104 38
Total 3,228 660 — 3,181 595 —
Notes: Age-adjusted death rates per 100,000 people aged 15 years

and over, standardised to Australian 1991 population

Source: Adapted from Measey & others 1998

Of the 6,409 (3,228 Aboriginal and 3,181 non-
Aboriginal) NT desths of adults aged 15 years and
over, cigarette smoking caused 1,255 (660 Aboriginal
and 595 non-Aboriginal) or onein every five (20%)
adult deathsinthe NT between 1986 and 1995 (table
5.17).

B NT Aboriginal
O NT non-Aboriginal

100,000 people
1800 -

1600 -
1400 -
1200 -
1000 -
800 +
600
400 +
200 4 h
04 . . .
Top End Top End
Male Female

Centre Centre

Note:  Age-adjusted hospital admission rates per 100,000 people aged
15 years and over, standardised to Australian 1991 population
Data: Measey & others 1998

For illnesses caused by smoking, hospital admission
rates were (graph 5.18):
higher for Aboriginal people than for non-
Aboriginal people
dightly higher for Aboriginal malesin the Centre
than in the Top End

substantially higher for Aboriginal femalesinthe
Top End than in the Centre
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5.19 NT smoking-related hospital admissions
1993 to 1995

Separations

NT Aboriginal NT non-Aboriginal
Smoking- Smoking-
Total related Total related
Region No. Rate No. Rate
Male
TopEnd 4,551 366 1,459 12,810 732 649
Centre 4,116 256 1,635 4,237 225 772
Total 8,667 622 1,520 17,047 957 672
Female
TopEnd 8,861 376 1,472 16,197 211 230
Centre 6,906 61 270 6,082 72 222
Total 15,767 437 1,013 22,279 283 228
Total 24,434 1,059 — 39,326 1,240 —

Notes: Age-adjusted hospital admission rates per 100,000 people aged

15 years and over, standardised to Australian 1991 population

Source: Adapted from Measey & others 1998

Of the 63,760 adults (24,434 Aboriginal and 39,326
non-Aboriginal) aged 15 years and over admitted to
NT hospitals from 1993 to 1995, 2,229 (1,059
Aboriginal and 1,240 non-Aboriginal) or 4% were
admitted for illnesses caused by smoking (table5.19).

The hospital admission ratesfor illnesses caused by
smoking were highest for Aboriginal men, whoserate
was more than twice that of non-Aboriginal men.
More men than women were admitted to hospital
because of smoking-related illnesses, and this was
truefor both Aboriginal and non-Aboriginal people.
Aboriginal women werefivetimesmorelikely to go
into hospital with illnesses caused by smoking than
were non-Aboriginal women (Measey & others
1998).

Passive smoking

Passive smoking istheinhalation of smokefrom other
peopl€’ scigarettes, cigars or pipes. Passive smoking
has been associated with child ill health—SIDS,
asthma and lower respiratory illness—and adult
respiratory disease, cancer and cardiovascular
disease.

Intheir analysis of a 1994 survey of people aged 18
yearsand over living in NT urban areas, Richards &
McComb (1996) found:

30% reported feeling bad health effects from
passive smoking
54% wanted enclosed public placesto be totally
smoke free, 22% wanted smoke-free areas in
enclosed public places, 20% wanted no prohibition
and 4% had no opinion
of those who described themselves as smokers,
one-third wanted public placesto betotally smoke
free, one-third wanted smoke-free areas in
enclosed public places and one-third wanted no
prohibition
A 1997 survey found that 42% of NT restaurant and
cafe ownerswould support government legidation to
make all restaurants and cafes totally smoke-free,
31% would not support this and 27% were unsure.
In the same survey, 98% of NT doctors and 83% of
NT lawyers said they would support legislation to
introduce smoke-freeareasin all Territory restaurants
and cafes. Similarly, 94% of the general public was
infavour of all restaurantsand cafesproviding smoke-
freeareas (Morrison & Gill 1997).

Legidation for smoke-free environments has been
successfully introduced in Western Australia, the
Australian Capital Territory and South Australia.

Petrol

Petrol sniffing isthe most common form of inhalant
substance misuse in the NT. It is practised
predominantly by Aboriginal young peopleinlarger
remote communities. Petrol sniffing isthedeliberate
inhalation of petrol gas or fumesfor itsintoxicating
effect.

Who sniffs petrol and other
inhalants?

Petrol sniffing is a significant health and social
problem. The 1994 Nationa Aboriginal and Torres
Strait Islander Survey found that 18% of Aboriginal
people aged 13 to 24 years and 23% of people over
the age of 25 years perceived petrol sniffing to be a
problemintheir local area (ABS 1996).

A 1997 THS survey found that approximately 200
young people were sniffing petrol and other
inhalants—aerosol paint, glue—in at |east ten remote
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Central Australian communities and Alice Springs.
This represents 1.5% of all non-Aboriginal and
Aboriginal people aged eight yearsto 25 years who
live in the area from Tennant Creek to the South
Australiaborder. Separatefiguresfor the percentage
of Aboriginal young people were not available. Of
the 200 young people surveyed, 140 were sniffing
petrol on ten remote communities and 60, mainly
sniffing paint, werein Alice Springs (Mosey 1997).

In 1997, six Top End communities were reported to
have small numbers—up to eight in each community—
of chronic sniffers, but no new recruits. Another four
Top End communities experienced outbreaks of petrol
sniffinginvolving 30 to 50 young people over the 1996
97 wet season. There is evidence that this pattern
recurred thefollowing wet season, with reports of 40
young people sniffing in one community in the
Katherineregion (Garrow 1997).

Health effects of petrol sniffing

Petrol containsacomplex mix of toxins, including the
hydrocarbons benzene, tolueneand xylene. Tetraethyl
lead isacommon additiveinleaded petrol. Theeffects
of petrol sniffing are cumulative and problems are
more likely to occur in long-term sniffers than in
occasional or infrequent sniffers. Health effects may
include: anorexia, vomiting, coughing, insomnia,
abdomind pains, fitting, fatigue, headache, aggression,
depression, irrationality, difficulty in concentrating,
memory loss and hallucination, and weight loss
(Mosey 1997; d’ Abbs 1991; Brady 1995).

Organiclead can damagethebrain, kidneys, liver and
peripheral nerves. Exposure to either leaded or
unleaded petrol can cause brain damage, although
thereisatendency for thisto occur lessamong those
who sniff unleaded petrol (Gell 1995).

In the short term, the toxic effects of the volatile
hydrocarbons in petrol depress the central nervous
system and can cause a confused state, nausea,
dizziness, hallucinations and impulsive, aggressive
behaviour. Sudden sniffing death can occur if apetrol
sniffer isstartled or frightened in an intoxicated state,
and accidental burns are common among petrol
sniffers (Brady 1992).

In the long term, petrol sniffing can cause chronic
tissue irritation throughout the respiratory system,
tremors, deep disorders, cardiovascul ar effects, blood
abnormalities, and kidney and liver dysfunction (Gell
1995).
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Brain damage as aresult of petrol sniffing may lead
to permanent disability, which poses particular
problems for the families of disabled people, health
services and the wider community. Disabled ex-
sniffersarereatively young, have high support needs
and very challenging behaviours. The cumulative
effects of petrol sniffing may result in permanent
disability in someusers, requiring institutionalisation.

Some communities use unleaded petrol asastrategy
to prevent the damage caused by the high lead content
of leaded petrol. However, sniffing unleaded petrol
still places peopleat risk of toxicity through exposure
to hydrocarbons.

Avgas (aviationfuel) iswidely usedin partsof Central
Australiaand some Top End Aboriginal communities
asastrategy to minimise petrol sniffing. Thisstrategy
is effective because sniffing avgas does not give the
high that petrol does.

Whileintoxicated, petrol sniffersmay takerisksthat
result in their committing offences against both
Aboriginal customary law and mainstream Australian
law (Mosey 1997). Petrol sniffing not only affects
the heal th of the user, but also haswider health, socid
and economic coststo families, thelocal community
and wider society (Mosey 1997; Garrow 1997;
d’ Abbs 1991). Theseincludeincreasesin vandalism
and other criminal damage within the community,
family fighting and other aggressive behaviour.

The effects of petrol sniffing: death
and illness

The Alcohol & Other Drugsprogram examined 1,447
coronial reports between 1989 and 1993 to find that
petrol was present in 25 deaths, five of whichinvolved
both alcohol and petrol. Thisprobably underestimates
the number of deaths in which petrol sniffing was a
contributing factor.

Petrol sniffing was a contributing factor in 44
admissionsto Alice Springs Hospital between January
1992 and October 1997. The average length of stay
for patients admitted with conditionsdirectly related
to petrol sniffing was:

petrol-related burns—13 days

lead toxicity—25 days

seizures—13 days

drug-induced psychosis—8 days
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Kava

Kavaisgrowninthe Pacific |slands and comesfrom
the roots and lower part of the stem of the Piper
methysticum plant. In Latin, piper means pepper and
methysticum means a substance that causes
intoxication or drunkenness (Lebot & others 1992).
Thedried root of the pepper plant isground and mixed
with water to produce a kava drink, which is the
common method of consumption. Kavaisdescribed
asamild tranquilliser, sedative and anaesthetic, and
issaid to relieve anxiety and tension. Many of these
properties depend on the amount of kava consumed.

Kava was first introduced into the NT in the early
1980sfollowing avisit to Fiji by agroup of Aboriginal
people from eastern Arnhem Land. They thought it
would be a better aternative to alcohol use and its
associated social, economic and health problems. By
the end of the mid 1980s, kava was widely used in
eastern and western Arnhem Land communities.
Kavause hasremained confined mainly to thisregion.

Despite differing opinions as to whether kava use
has been positive or negative for these Aboriginal
communities, the mgjority recognisethat heavy kava
use leads to economic, social and health problems.
Supporters of kava consider the effects to be less
damaging than those of acohol or petrol sniffing—
for example, domestic violence, vandalism and other
community disruption.

Who uses kava?

There is limited research into kava use. In 1986,
Watson, Fleming and Alexander (1988) identified the
following patterns of kava use in communities in
eastern and western Arnhem Land:
25%, or onein every four people, drank kava
40% of men and 10% of women drank kava
people over sixty werelesslikely to drink kava—
thatis, only 20%
70% of people drank kava at least once a week,
with approximately 20% reported asdrinking daily

The 1993 d’' Abbsreport found that, between January
and July 1986, 998 kg of kava was sold in eastern
Arnhem Land. By 1992, this had increased almost
14-fold, with 14,383 kg being sold. d’' Abbsfound that,
in 1992, in kava-using communities:

70% of men drank kava

30% of women drank kava

men tended to drink more often than women and

drank more at each drinking session
Anecdotal evidence suggests that the prevalence of
kava consumption hasincreased in the NT since the
mid 1990s.

The health effects of kava

K nowledge of the health effects of heavy or prolonged
kavauseislimited dueto the paucity of research and
clinical studies. From availableinformation, we know
that occasional kavausersareunlikely to experience
problemsif they stop using kava. Infact, their general
health will probably improveif kavais not replaced
with alcohal, petrol and/or other drugs (Lebot & others
1992).

Theintoxicating effects of kavadrinking depend on
theamount of kavaconsumed (Neill & Davies1998a).
Kavacauses sedation, leading to asense of unreality
and fatigue. Acute effects of kava drinking are:
- initia numbing of themouth, which diminishesonce
kava use ceases
initial euphoric feelings with mild ateration of
senses
the possibility of mild sedation and a sense of
muscle weakness (being unsteady on one's feet)

Heavy and/or regular kava users are more likely to
report generalised ill health and may suffer from
malnutrition and weight loss (Mathews & others
1998). This results directly from the kavainducing
nausea, loss of appetite and poor absorption of
nutrients and, indirectly, through alack of time and
money to eat properly (Alexander & others 1987).

Other illnesses thought to be associated with heavy
and/or regular kava use are a greater propensity for
infections, heart problems, kidney and liver problems,
and skin problems (Norton & Ruze 1994; Spillane &
others 1997) but further confirmation is required by
more research. On the basis of available evidence,
Watson, Fleming and Alexander (1988) recommend
that kava should not be used:

with alcohol or other drugs

by pregnant or breastfeeding women

by people with liver, heart, asthma or diabetes

problems

by people on medication
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TheAlcohol & Other Drugs Program analysed 1,447
NT coronial reports to find that between 1989 and
1997 kava was present in seven deaths, all before
1995. In five of those cases, kava was the only
substance identified; the other two also included
acohol. Theexact contribution of kavato these deaths
requiresfurther analysis.

Kava and the law

There has been increasing concern in the NT
regarding the social, economic and health effects of
kavause on someAboriginal communitiesin Arnhem
Land. After community consultation with eight major
kava-using communities, and discussion and debate
in the NT Legislative Assembly, the Kava
Management Act became law in May 1998. This
legidlation aimed to control the escalating problems
associated with kavause by regulating the kavatrade,
initially through atotal ban on production, possession
and supply without a licence, and its possible
reintroduction at alater date viaalicensing system.

TheNT government put in place amonitoring system
in May 1998 to track the impact of the kavaban. In
the three monthsfollowing enforcement of the Kava
Management Act, most communities noticed a
general improvement inthe health of individualsand
community wellbeing. Early indications of positive
consequences included higher levels of disposable
income, an increase in traditional and cultural
activities—for example, fishing and hunting—and
greater productivity within communities. Many
communities considered the ban had given both
drinkersand nondrinkers abreak from kava, and that
it had provided communities with a chance to take
control over kava and make choices for themselves
about the extent of its use.

lllicit drug use

[llicit drug use refers to the misuse of legal drugs,
whichincludes prescription drugsdiverted to the black
market, and the use of illegal drugs such as cannabis
and herain. lllicit drug use is a concern for public
health programs because it causes significant harm
to community health and wellbeing.
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Indicators of use

Because of theillegal nature of the activity, detail sof
illicit drug use are not readily available. Access to
information is also problematic because of the
transient lifestyle of many of those who use drugs
illegally in the Territory. These considerations
necessarily qualify conclusions about the extent and
character of illicit drug use.

Nevertheless, the extent of illicit drug use in the
community may be gauged using datafrom anumber
of sources: drug treatment agencies, the Darwin-
based needle exchange service, coronial reports and
information collected about users who come into
contact with the criminal justice system.

Treatment agencies

Information from NT drug treatment agencies
indicates that opiates and cannabis were most often
thereason for clients being admitted to treatment for
drug use in the three years to 1998 (table 5.20).

5.20 Clients seeking drug treatment

Drug 1996 1997 1998
Amphetamines 26 41 62
Barbiturates 1 2 2
Benzodiazepines 25 18 32
Tranquillisers 3 1 3
Cannabis 117 159 194
Cocaine 2 2 1
Hallucinogens 1 4 3
Opiates 110 148 257
Antidepressants 6 4 4
Ecstasy 0

Minor analgesics 0 1 2
Polydrug use 81 129 178

Note:  Number of clients admitted to NT drug treatment programs

Data:  Alcohol & Other Drugs Program, THS

Almost as common was polydrug use, involving a
combination of drugs, followed by amphetaminesand
benzodiazepines. The number of clients presenting
withillicit drug problemsmorethan doubled over these
threeyears, from 372 in 1996 to 738 in 1998.
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Common names of drugs used illicitly

Cannabis
gunja, mull, smoko, smoking dope, dope, pot, hydro
(hydroponically grown), skunk (special strain)

Amphetamines
speed, crystal, goey, meth, uppers—ecstasy is
known asE, XTC and eccies

Heroin
H, heroin, smack, hammer, slow, dope

Schedule 8 drugs
MS or morph (morphine); greys, oranges and
purples (according to strength), ' done (methadone)

Benzodiazepines
Vs (Valium), rohhies (Rohypnoal), seres (Serepax),
moggies (Mogadon)

Needle exchange service
5.21 Injectable drug use

Total
Drug Male  Female No. %
Heroin 2 1 3 2.3
Methadone 1 3 4 3.1
Morphine 79 17 96 74.4
Ritalin 1 0 1 0.8
Amphetamines 15 4 19 14.7
Steroids 2 1 3 2.3
Temazepam 0 1 1 0.8
Valium 0 1 1 0.8
No answer 1 0 1 0.8
Total 101 28 129 100.0

Notes: Client reports of most recent injectable drug use

NT AIDS Council's Needle Exchange Service survey

Source: Roberts 1998

The data from NT drug treatment agencies (table
5.20) contrast with that collected by the NT AIDS
Council inan October 1998 survey of injecting drug
users who accessed the Darwin-based Needle
Exchange Service (Roberts 1998). The Needle
Exchange Service provides clean injecting equipment
for injecting drug users and safe disposal of injecting
equipment. In the 1998 survey (table 5.21), opiates
were named most often by clients reporting the drug
they had used most recently. Morphine accounted
for 75% of reports; amphetamines were second
(15%).

5.22 Syringes dispensed

Number
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Note:  1997-98 is annualised based on data for 1 July 1997 to 31 May

1998

Data:

The number of syringes distributed through the
Darwin-based NT Aids Council isexpanding. There
was a 120% increase in the number of syringes
distributed between 1994-95 and 199697, atrend
that continued between July 1997 and May 1998
when 284,741 needles were distributed, almost
100,000 morethan the previousyear (graph 5.22). In
1997-98, the NT AIDS Council dispensed syringes
to 1,658 individualsin Darwin.

NT AIDS Council’'s Needle Exchange Service

Deaths

5.23 NT coronial reports identifying the presence
of illicit drugs

Number
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Note:  One or more illicit drugs implicated in NT coronial reports, 1989

to 1997
Data:
Deaths associated with illicit drug use are partly
reflectedin thenumber of coronial reportsthat mention
at least oneillicit drug. Between 1989 and 1997, 73%

Alcohol & Other Drugs Program, THS
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of coronial reports indicated the presence of more
than one substance. Most of these substances were
legal—for example, acohal or prescription drugs.
Relatively few deaths were associated with the
presenceof illicit drugsover this period (graph 5.23).
[llicit drugs were associated with 4.6% of al drug-
related deaths reported and 2.8% of all the deaths
identified from the coronial reportsexamined.

Arrests and summonses

5.24 NT drug-related arrests and summonses
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Data:  Alcohol & Other Drugs Program, THS

In the three years to 1997-98, the number of arrests
and summonses for drug-related matters decreased
by 40% (graph 5.24). Moreover, these matters were
a smaller proportion of all arrests and summonses:
4.6%in1995-96, 3.8%in 1996-97 and 3.1%in 1997—
98. In considering these data, it must be noted that
changes over time might reflect policing practices
rather than usage patterns.

Prisons

The number of prison receptionsfor either possessing
or using drugsisasmall percentage of al people put
in prison. These matters accounted for only 2.8% of
prison receptionsin 1995, 0.7%in 1996 and 2.2%in
1997.

Health risks

[licit drug useisaccompanied by health risks. Some
risks are specific to particular drugs; others are
associated with the method of use or manufacture.
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Overdose and poisoning areriskswithall illicit drug
use: there are no controls over the strength, purity
and hygiene of illegally-manufactured drugs; and
prescription drugs diverted to the black market were
intended to be taken under medical supervision to
avoid theserisks.

Using drugs intravenously (injecting them) has
additional health risks. Userswho share needlesrisk
infection from diseases carried by blood—for
example, HIV, hepatitis B and hepatitis C. The
injection of medications intended to be taken orally
(by mouth) has particular problems because these
drugs were not designed to be delivered into avein.
Abscesses can form at the injection site as a result
of chemical toxicity.

Heroin and other opiates

Heroin is one of a group of drugs known as opiates
(sometimes called narcotic analgesics), which also
include morphine, codeine, pethidine and methadone.

Usually injected, heroin causes a rush of intense
pleasure and astrong feeling of wellbeing. Although
itisnot very toxictothebody, heroinishighly addictive.
As well as the risks associated with injecting drug
use (see above), heroin users risk infection and
overdose because the drug’s illegal manufacture
means its purity and strength are unpredictable.

From 1979t0 1995 inthe NT, opiate dependency and
poi soning were known to have caused 12 deaths, four
of which were identified as opiate overdoses.

Schedule 8 drugs

Drugs listed under Schedule 8 of the Poisons and
Dangerous Drugs Act are intended to manage pain,
and acareful balance needsto be maintained between
pain relief and dependence. They may only be
prescribed by doctors. Schedule 8 drugs include
codeine phosphate, detromoramide, fentanyl,
methadone, oxycodone, pentazocine and pethidine.

Over the six years from 1991-92 to 199697, the
volumeof Schedule 8 prescriptionsinthe NTincreased
by afactor of about four (graph 5.25).

These dataare cons stent with reports of theincreased
diversion of Schedule 8 medications to the illegal
market inthe NT and their useintravenously, oftenin
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5.25 NT Schedule 8 drug prescriptions
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Data:  Alcohol & Other Drugs Program, THS

the form of a polydrug cocktail. This behaviour is
then associated with al therisksof injecting drug use
(see opposite).

Benzodiazepines

Benzodiazepines belong to a group of prescription
drugsclassified as sedatives under Schedule 4 of the
Poisons and Dangerous Drugs Act. The most
commonly prescribed psychoactive (mood or mind
altering drugs) in Australia, doctors prescribe
benzodiazepinesto treat severe anxiety and sleeping
problems. They relax muscles, and affect the central
nervous system by dowing down physical, mental and
emotional responses.

Peoplewho inject drugs meant to betaken orally tend
to misuse benzodiazepines. Often they are used to
supplement or control other illicit drug problems, as
they can lessen the effects of withdrawal or increase
the effects of other drugs. Anecdotal reports from
agenciesdealing with illicit drug users suggests that
this practiceiswidespread in the NT.

Health problemsincludeissuesrelated to needle use
(seeopposite). Side effects of benzodiazepine misuse
include drowsiness, lethargy, confusion, euphoria,
mood swings, headaches, nausea, dizziness and
slurred speech. Toleranceto the drug occurs quickly,
usually after three to fourteen days (CEIDA 1988).
Addiction to the drug is common in long-term use,
and giving it up abruptly causes symptoms of
withdrawal.

Ecstasy and other amphetamines

Ecstasy is one of the most popular amphetamines, a
group of drugswhich aremainly used by young people
as part of the nightclub scene.

InAustralia, amphetamines arethe most widely used
illicit drug after marijuana—in fact, from 1988 to
1992, amphetamine useincreased by one-third inthe
general community and almost doubled among 14- to
24-year-olds (ABCI 1997). Anecdotal reports from
drug agencies suggest that amphetamines are common
among illicit drug users in the NT, especially
occasional, recreational users.

Recent research pointsto considerable psychol ogical
dangers associated with the use of amphetamines
(ADF 1997).

Amphetamines enhance the user’ smood and increase
attentiveness and vigilance. Continued use can lead
to psychological problems, mood swings, and poor
recall and attention. Long-term use can lead to
mal nutrition, reduced resistanceto infection, violence,
emotional disturbanceand psychosis. There hasbeen
anincreaseinthevariety of amphetamine derivatives
in Australia and this trend will probably continue
(ABCI 1997).

When amphetamines are used intravenously, asthey
often are, users are exposed to the health risks of
injecting drug use (see opposite).

Ecstasy, which is taken in tablet form, is similar in
composition and effect to both amphetamines and
hallucinogens. Drug agencies report that its use and
availability appears to be increasing in the NT.
Because ecstasy is manufactured illegally, there are
no controls over strength and hygiene. This means
that usersrisk overdose and poisoning, aswell asthe
following particular health risks (ADF 1997):
heart attack or brain haemorrhage from the
stimulant effect
overheating—the combination of ecstasy with
prolonged and vigorous dancing in hot, humid
venues, such as rave or dance parties, raises the
body temperature to dangerous levels
(hyperthermia)
overdrinking—it is important to drink water but
several people have died from drinking large
guantitiesall at once, causingthebrainto literaly
drown from the excess fluid intake (dilutional
hyponatremia)
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Cannabis

Although 1996 amendments to the NT Misuse of
Drugs Act madeit adiscretionary offencefor people
aged 17 years and older to possess limited amounts
of cannabis, it has always been illegal for younger

people.

A 1994 national telephone survey using weighted
samples found the NT had the highest level of
personal cannabis use in Australia. More than half
the respondents (55%) reported ever using cannabis
and another 16% reported having used cannabiswithin
the previous month (Bowman & Sanson-Fisher 1994).

A 1996 survey of secondary school students
highlighted widespread use of cannabisamong young
peopleinthe NT (Bertram & O’ Reilly 1998).

5.26 NT school students’ cannabis use

Per Cent
Recency of use

School 4 weeks or 1to4 lessthanl

Year Never more weeks week
Male

7 82 6 7 5

8 68 13 7 12

9 57 24 8 11

10 49 21 10 20

11 49 20 16 15

12 17 25 8 50
Female

7 82 10 4 4

8 74 13 1 12

9 65 14 5 16

10 52 16 9 13

11 42 27 7 24

12 32 32 26 10

Note:  Percentage of secondary school students who had used

cannabis

Source: Bertram & O'Reilly 1998

The data show increasing levels of use at the higher
Year Levels (table 5.26). Less than 20% of Year 7
students reported having used cannabis, compared
with more than two-thirds of Year 12 students. The
general tendency was for use to be more common
and more regular among males.

Crundall and Weir (1994) also found a gender
difference in a street intercept study of young
Territorians aged 16 to 24 years and no longer
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attending school: 68% of males compared with 45%
of females had used cannabis in the previous six
months.

INn 1994, 21% of NT Aboriginal peoplelisted marijuana
asalocal problem, aconcern that was more common
in urban areas (45%) thaninrural areas (13%) (ABS
1996). More recent anecdotal reports from a range
of sources indicate that, in remote Aboriginal
communities, more peopleare using cannabisand they
tend to be heavy users: a particular concern given
that heart disease and respiratory disease arethetwo
leading causes of death and disability among
Aboriginal people.

Long-term cannabis smoking causes a range of
respiratory problems because of the high tar content
of cannabis. Cannabis smokers increase their risk
substantially when they combine it with cigarette
smoking. Other health risks associated with cannabis
useinclude (Bleeker & Malcolm 1998):
smaller and lighter babiesborn to women who use
cannabisin pregnancy—use during pregnancy has
an increased risk of premature birth and low
birthweight, which places the newborn at risk of
breathing problemsand infections
reduced concentration, memory and the ability to
learn—regular cannabis use can have this effect
lower sex drive, irregular menstrual cycles and
lowered sperm counts—experienced in some
cannabis users
psychosis—heavy andlong-term usein vulnerable
people can cause a syndrome similar to
schizophrenia, the symptoms of which include
anxiety or panic, halucinations, confusion and
feelings of excitement.
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Mental health

by Tricia Nagel

This chapter discusses mental health services,
including responsesto particular problemsthat affect
Territorians' mental health, and presents recent
hospitalisation and deaths datathat provideaninsight
intomental illnessintheNT.

Althoughthe disabling effects of mental illnessto the
individual andtheirimmediatefamily arewell known,
the extent to which mental illnessimpacts on society
is now aso being recognised. The World Health
Organisation estimated in 1990 that five of the ten
leading causes of disability worldwide were
psychiatric conditions, which are expected to increase
their share of the global disease burden from 10.5%
to aimost 15% in 2020 (Murray & Lopez 1996). A
1997 Audtralian survey of mental health and wellbeing
suggested a large unmet need for mental health
services: it found that, although amost 20% of adults
had suffered a mental disorder in the previous year,
only 38% of these adults had received treatment from
the health system (ABS 1998c).

Mental health services

Comprehensive specialist mental health serviceshave
been located in the NT only since the 1980s.
Currently, the Territory’s general and forensic
psychiatry servicesare based in thetwo largest urban
centres, Darwin and Alice Springs, where sevenfull-
time psychiatristsareemployed in public mental health
services. Darwin also has a specialist child and
adolescent mental health service, two full-time
psychiatristsin private practice and occasional visits
from interstate specialists. The NT's psychiatric
inpatient facilities comprise 23 beds in Darwin and
six beds in Alice Springs. Although there are no
dedicated private psychiatricinpatient bedsinthe NT,
private patients can be admitted to Darwin Private
Hospital.

Community-based mental health servicesarelocated
inthe NT’ sfive urban centres, which providevisiting
staff to remote communities (see Community health
services chapter). Increasingly, video conferencing
technology isbeing used to bring specialist psychiatric
services and mental health education and training to
remote areas of the NT.

Community-based services

The NT has paraleled the rest of Australia in the
change from hospital-based mental health services
to community-based services. The impetus towards
community-based mental health services has been
continued with the second national mental hedth plan,
agreed upon by all Australian health ministers, which
aimsto promote community education, mental health
promotion and prevention, and partnerships between
services that link consumers with supports such as
housing, employment, education and transport (H& FS
1998).

In the NT, there remains a need for greater access
to culturally appropriate servicesfor Aboriginal people
and peopl e from non-English speaking backgrounds.
Mental health services need also to reach out through
education and health promotion to schools, youth
services, Aboriginal communities and the general
community. These challenges may be easier to meet
in the NT, where change has been constant and
entrenched habits of service delivery are amost
unknown.

New directions of consumer involvement, culturally
appropriate services and prevention of mental health
problemsintheNT include:
- coordinating youth suicide prevention across
government and non-government sectors
using traditional healers (ngunkaris) to facilitate
the assessment and treatment of disturbed
community membersin theregionwhere SA, WA
and the NT meet
forming consumer advisory groupsin Darwin and
Alice Springs
Despite these advances, the NT faces geographical
constraintsand cross-cultural challengesin ddlivering
community-based services.

A substantial proportion of theNT populationlivesin
rural and remote areas: 27% compared with 12%in
Victoria and NSW in 1996 (ABS 19974). Mental
health services are concentrated in the Territory’s
urban centres. The high cost of providing servicesto
a small population that is widely dispersed is one
difficulty in providing mental health servicestoremote
areas. Another is recruitment and retention of
Aboriginal mental health workers, psychiatric nurses
and psychiatrists.
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For these reasons, the community focus of mental
health treatment isbeing gradually introduced toNT
remote areas. Treatment of seriousillness sometimes
requires the intensive care of an acute psychiatric
ward, but hospitalisation can be minimised when
support and follow-up services are available in the
community. Specialist assessment of people with a
mental illness continues to take place in hospitals,
despite the long-distance travel often required (in
some cases, hoursin an aeroplane), despite the days
or weeks away from home at an already stressful
time, and despite the best support being at homewith
the person's family network, which is also the best
place to undertake their psychiatric assessment.

Aboriginal people

Aboriginal people areasignificant proportion of the
NT population, 28% in 1996 (ABS 1997b). The
majority of Aboriginal people live outsidethe NT's
urban centres (ABS 1998a).

Cultural and language differences compound the
geographical gap between NT Aboriginal peopleand
access to mental health services. The marked
differences between the traditional western model
of health and illness and traditional Aboriginal
perspectives, which regard all social, spiritual and
physical aspects of life as interrelated, adds to the
difficulty of diagnosis. Many NT Aboriginal people
speak English as a second or third language—for
example, in 1996, 97% of Aboriginal peopleover five
yearsof agein Central Australiaspoke an Aboriginal
language (ABS 1998b).

Waysin which Territory Health Services has sought

to overcomethesedifficultiesinclude:

- employing Aboriginal mental health workers in
urban and rural areas
providing crisis intervention that enables people
withmental illnessesto remainintheir communities
with specialist support
establishing multidisciplinary teamsthat speciaise
in the assessment and treatment of people from
remote areas who need to be transferred to a
hospital-based service.

Patterns of mental illness

Understanding of mental health issuesin the NT, as
elsewherein Australia, isimpeded by the scarcity of
information about the number of peoplewith mental
illnessesand the patterns of mental illnessthey suffer,
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as well as the numbers who seek help from genera
practitioners and use other community services.
Better datacollection systemsare needed to assistin
the planning of mental health servicesintheNT and
enable Territorians to draw meaningful conclusions
about their own mental health. The introduction of
Territory Health Services Community Care
Information System (CCIS), which includes mental
health services information, is an important step
towardsthisgoal .

The main reliable and comprehensive source of
information about mental illnessinthe NT ishospital
inpatient data, whichisthe primary source of the data
discussedin thischapter. Hospitalisation dataprovide
anincompletepicture of mental illness, asthey include
only episodes of mental illnessthat are seriousenough
to put peoplein hospital—and some severe episodes
of mental illness are treated in the community.
Nevertheless, data from the NT hospital morbidity
dataset provides useful information about severe
mental illness in our community and about the
utilisation of NT inpatient psychiatric services.

Other datasourcesincludethe national census, deaths
data related to suicide and the 1997 national mental
health and wellbeing survey, which is the most
comprehensive survey ever undertaken on the
prevalence of mental illnessamong Australian adults.
This survey has limited local application, however,
because it includes only a small number of people
from the NT, no Aboriginal residents and no people
from remote areas (ABS 1998c).

6.1 NT male mental illness hospital admission
rates 1993 to 1997

Male

Schizophrenia —

Alcohol & drug psychoses

B NT Aboriginal
ENT non-Aboriginal

Other psychoses

Adjustment reactions

Affective disorders

Other non-psychoses

Neuroses

Dementia

Personality disorders

Paranoia

0 50 100 150 200 250
Separations per 100,000 people

Notes: Age-adjusted hospital separation (admission) rates per 100,000

people, by principal diagnosis, standardised to Australian 1991
population

Data:  Epidemiology Branch, THS

Inthe NT between 1993 and 1997, Aboriginal males
were admitted to hospital for treatment of mental
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6.2 NT female mental illness hospital admission
rates 1993 to 1997

Schizophrenia

Alcohol & drug psychoses
Other psychoses
Adjustment reactions
Affective disorders

Other non-psychoses
Neuroses

Dementia

Personality disorders

Paranoia

0 50 100 150 200 250
Separations per 100,000 people

Notes: Age-adjusted hospital separation (admission) rates per 100,000

people, by principal diagnosis, standardised to Australian 1991
population

Data: Epidemiology Branch, THS

illnessdlightly more often than non-Aboriginal males;
there was little difference between the rates for
Aborigina and non-Aboriginal females (graphs 6.1
and 6.2). The higher rate for NT Aboriginal males,
compared with their non-Aboriginal counterparts,
related to their hospitalisation for alcohol and drug
psychoses.

Thehighlevelsof physica ill healthintheAborigina
community arelikely to render Aborigina peoplemore
vulnerable to mental health problems, as do issues
such as unemployment, socioeconomic status and
housing. Stress may cause arange of mental illnesses
including depression, other affective disorders and
psychosis. For moreinformation, seethe Underlying
causes chapter.

Psychotic disorders are characterised by distorted
thinking and behaviour. Psychotic disorders
include:

e schizophrenia, a form of psychosis
characterised by episodes of abnormal
perception and beliefs

e acohol and drug induced psychoses

e paranoia, a mental illness characterised by
delusions, often of persecution

Non-psychotic mental disorders include:

 adjustment reactions, which arebrief psychiatric
disorders resulting from stress

o affective disorders, which are mental illnesses
characterised by abnormalities of mood

* neuroses, including anxiety-related illnesses
such as phobias and obsessive-compulsive
disorders

e personality disorders, characterised by a
pervasive pattern of maladaptive behaviour

Mental illness also includes dementia, an illness

which usually occursin the elderly, characterised

by impaired memory, judgement and intellect, and
which may be accompanied by psychotic

Symptoms.

SeeAppendix A for specific ICD-9 codesincluded
in each category.

Compared with NT non-Aboriginal people, NT
Aboriginal peoplewere morelikely to be diagnosed
with psychosis and less likely to be diagnosed with
affective disorder (table 6.3). It is unclear whether
this represents a pattern of illnessin the community
or incorrect diagnosis (see the section on Psychosis
later in this chapter).

6.3 NT mental iliness hospital admission rates 1993 to 1997

Male Female

Mental Disorder NT Aboriginal NT non-Aboriginal NT Aboriginal NT non-Aboriginal
Schizophrenia 168 142 108 52
Alcohol & drug psychoses 202 58 59 17
Other psychoses 124 61 78 42
Adjustment reactions 57 78 48 70
Affective disorders 34 55 32 69
Other non-psychoses 38 23 36 31
Neuroses 19 38 28 39
Dementia 17 33 19 46
Personality disorders 17 36 6 27
Paranoia 16 21 13 13
Total 692 544 427 405
Notes: Age-adjusted hospital separation (admission) rates per 100,000 people, by principal diagnosis, standardised to Australian 1991 population

Data: Epidemiology Branch, THS
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Inthe NT between 1993 and 1997, schizophreniaand
alcohol and drug psychoses were the most common
types of mental illness requiring hospitalisation,
particularly inmales. Infemales, adjustment reactions
and affective disorders were also common reasons
for hospitalisation.

Australia-wide, men are hospitalised far more
frequently than women for treatment of most types
of mental illness. Thisis particularly so for alcohol
and drug psychaoses, and schizophrenia. Of Australians
with amental illness, more than half of women and
one-third of men reported al so having another disorder
(either physica or mentd). The coincidence of mental
illness and substance misuse is significant (ABS
1998c).

For Australia as a whole in 1997, men and women
had similar overall prevalenceratesof mentd disorder,
although after 35 years of age women were more
likely to have amental disorder than men. The type
of mental disorder was not the same in each sex—
womenweremorelikely to have anxiety and affective
disorders (ABS 1998c).

Trends over time

6.4 NT male mental illness hospital admission

rates 1979 to 1997
—o— NT non-Aboriginal

Separations per
100,000 people
900

Male

800 4
700 -
600 -

500 - 'Z
400 A
300

200

100 -

0 T — T T T — —— T — — T |
1979 1981 1983 1985 1987 1989 1991 1993 1995 1997

Notes: Hospital separations (admissions) with a principal diagnosis of

mental illness

Age-adjusted hospital separation rates per 100,000 people,
standardised to Australian 1991 population

Data for 1981 and 1989 to 1992 are incomplete

Data: Epidemiology Branch, THS

The hospitalisation of NT non-Aboriginal peoplewith
mental illness changed little between 1979 and 1997,
increasing dightly for malesand decreasing somewhat
for females (graphs 6.4 and 6.5). By contrast, NT
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6.5 NT female mental illness hospital admission
rates 1979 to 1997

Separations per — —@— — NT Aboriginal

100,000 people Female — -0— — NT non-Aboriginal
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Age-adjusted hospital separation rates per 100,000 people,
standardised to Australian 1991 population

Data for 1981 and 1989 to 1992 are incomplete

Data: Epidemiology Branch, THS

Aboriginal people, both men and women, were
hospitalised at considerably higher ratesbetween 1993
and 1997 than they had been in the 1980s.

Theincreasing hospitalisation rate of NT Aboriginal
people for mental illness may be because they are
suffering more mental health problems, or it may be
that previously neglected mental illnessisnow being
better recognised and treated. The former is
supported by theincreasing numbersof NT Aborigina
people who are committing suicide (see section later
in this chapter). Increased rates of substance misuse
and increased pressure on traditional Aboriginal
culture may also be playing a part.

Ontheother hand, increased accessto heal th services,
particularly general practitioners, Aboriginal mental
health workers and other primary care services in
remote communities may beincreasing the detection
and referrd to hospital of peoplewhowould previoudy
have remained untreated. The steady increasein NT
Aboriginal hospital admission rates over the past
twenty years, for almost all types of illness, indicates
that increasing access to hospital services (see the
Hospital serviceschapter) isat least part of thereason
for increasing mental illness hospitalisation rates.

It may also be that unusual behaviours which
previously were accepted or otherwise managed in
the Aboriginal community are now being diagnosed
and treated as psychiatric conditions. Themost likely
explanation isacombination of all of these changes.
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Psychosis

Most NT hospital admissions for mental illness are
for psychoticillnesses, whichinclude schizophrenia
and drug-induced psychaosis. The key symptoms of
these illnesses are distressing and, in the case of
schizophrenia, tend to persist over long periods of
peopl€ slives. They includede usions, hallucinations—
for example, hearing voices—and disordered thoughts
that cause communication problems. One
consequenceisthat avery high proportion of people
with psychotic illnesses become socially isolated
(Jablensky and others 1999).

Theover-representation of Aboriginal peopleamong
Territorians hospitalised for psychosis (seegraphs6.1
and 6.2) may be aresult of incorrect diagnosis. The
use of Aboriginal mental health workers to assess
Aboriginal inpatients presenting with delusions and
hallucinations has|ed to the recognition that spirits,
both seen and heard, may be manifestations of avalid
cultural experiencerather than psychosis. Thispoints
to the need to develop culturally-appropriate
assessment tools in order to accurately diagnose
psychiatricillnessesin Aboriginal people.

There are common themes in the onset of early
psychosis, such as the schoolboy who gradually
attractsattention through hisincreasingly withdrawn
or unusual behaviour, whose schoolwork deteriorates,
who may be using marijuanaregularly and who finaly
shares a secret world disturbed by hallucinations,
persecutory beliefs and confusion. The sooner heis
treated, the sooner he has an opportunity to sharehis
fear and loneliness, and the sooner he and hisfamily
understand the nature of his illness, the better his
outcomeislikely to be.

Substance misuse

The combination of mental illness and a substance
misuse disorder isanincreasingly recognised problem.
Thiscombination of disordersisreferred to ashaving
a‘dual diagnosis'.

Substance misuse may produce mental illness, or it
may be an attempt to relieve the symptoms of an
existing mental illness (but usually worsenstheorigina
illness), or it may simply beacoincidental behaviour.
Inal casesit complicatesthetreatment of aperson’s
mental illness and threatenstheir recovery.

IntheNT intheyears 1993 to 1997, alcohol and drug
psychoseswerethethird most frequent type of mental

illness causing hospital admission (see table 6.3).
Alcohol consumption is particularly highinthe NT
(seethe Substance misuse chapter). Over thisperiod,
the number of malesadmittedto NT public hospitals
with alcohol and other drug psychoseswasfour times
higher than the number of females. Thisis consistent
with information on the prevalence of substance
misusein Australia.

In 1997, onein five Australian men aged between 18
and 24 years reported a substance misuse disorder.
Men with a mental illness were more likely than
women to have a substance misuse disorder as well
astheir other mentd illness (13% in combination with
anxiety disorders and 8.4% in combination with
affective disorders) (ABS 1998c).

Peoplewho have both amental illnessand asubstance
misuse disorder use more health servicesthan people
withamental illnessaone. Thenational mental health
and wellbeing survey found that 66% of peoplewith
more than one mental disorder were likely to use
mental health serviceswhereasfor people with only
one mental health problem thefigureswere: 56% for
people with affective disorder; 28% for people with
anxiety; and 14% for peoplewith a substance misuse
disorder (ABS 1998c).

With the high level of acohol misusein the NT, the
use of services by those with both asubstance misuse
disorder and mental illness can be expected to be
particularly high. There is a need for treatment
servicestargeting people suffering from both mental
illnessand asubstance misuse disorder, together with
the promotion of reduced alcohol and other substance
misuseinthewider community.

Depression

Depressionisoneof arangeof mental illnessescalled
affective disorders, which are characterised by mood
disturbances. Another type of affective disorder is
bipolar affective disorder (manic depression), which
is marked by depressed and elevated mood swings.

Affective disorders are one of the more common
reasons for NT non-Aboriginal people being
hospitalised with mental illness. From 1993 to 1997,
affective disorders accounted for 11% of mental
illnesshospital admissionsin NT non-Aboriginal men
and 18% in non-Aboriginal women. Hospitalisation
for affective disorders was not as common in
Aboriginal people, accounting for only 6% of
separationsin the same period (THS 1999).
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6.6 NT male hospital admission rates for affective
disorders 1993 to 1997

Separations per B NT Aboriginal

100,000 people Male O NT non-Aboriginal
180 4
160 4
140 -
120 -
100 -
80 -
60 §
40 -
20 4
oA

10-24 25-44 45-64 65+ All Ages
Age group (years)

Notes: Age-specific hospital separation rates per 100,000 people

Age-adjusted hospital separation (admission) rates per 100,000
people, standardised to Australian 1991 population

Data: Epidemiology Branch, THS

6.7 NT female hospital admission rates for
affective disorders 1993 to 1997

Separations per

B NT Aboriginal
100,000 people Female O NT non-Aboriginal
180
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04
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Age group (years)

Notes: Age-specific hospital separation rates per 100,000 people

Age-adjusted hospital separation (admission) rates per 100,000
people, standardised to Australian 1991 population

Data: Epidemiology Branch, THS

In NT men, between 1993 and 1997, hospitalisation
rates for affective disorders were similar across al
age groups, and higher in non-Aboriginal than
Aborigina men, particularly in those aged 25 to 44
years(graph 6.6). In NT non-Aboriginal women, the
hospitalisation rate for affective disorders was
particularly highinthose aged 45 to 64 years (graph
6.7). NT non-Aboriginal women werethe group most
likely to be admitted with a diagnosis of affective
disorder (see graph 6.3). Thisis consistent with the
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findings of the 1997 national mental health and
wellbeing survey, which found that women were
nearly twice aslikely asmen to have experienced an
affective disorder. The prevalence of affective
disorders in women aged 18 to 24 years was three
timesthat in men (ABS 1998c).

The Aboriginal hospital admission ratefor affective
disordersisapproximately half that of non-Aborigina
people, for both men and women. While this may
indicatethat thistype of mental illnessislesscommon
inAboriginal people, it may asobethat suchillnesses
are diagnosed as psychosisin Aboriginal people, or
that they seek or are able to access help for these
problems|ess often than non-Aboriginal people.

Other research suggests high rates of affective
disorder in the Aboriginal population. The NSW
Mental Health Survey (Swan & Fagan cited in Swan
& Raphael 1995) found that 25% of Aboriginal
medical patients were diagnosed as having a mental
health problem. McKendrick and others (1992) found
that 54% of Aboriginal adults attending aMelbourne
community health centre had mental health problems.

Depression is a common illness. In 1997, 5.1% of
Australians aged 18 years and over had had a period
of depressiveillnesswithin the previoustwel ve months
(ABS 1998c). Although comparable information is
not available for Aboriginal people, it would not be
surprising if depression were even more common
among the Aboriginal community given the trauma
experienced by the stolen generation, and the high
rates of unemployment, socioeconomic and housing
disadvantage and imprisonment experienced by
Aborigina people. Seethe Underlying causes chapter
for moreinformation.

Powerful factorsin the community—primarily stigma
and ignorance—still lead to depression being
undiagnosed and untreated even though it can be a
serioudly debilitating illness, the effects of which are
often underrated. The extent to which depression
disables sufferers is comparable to that of other
chronic diseases such as diabetes and arthritis. The
World Health Organisation reports that, worldwide
in 1990, depression was responsible for more than
onein every ten years of life lived with a disability
(Murray & Lopez 1996). Depression aso commonly
occurs in people with physical illnesses, and may
impair their ability to recover from or copewith their
physical disability.
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Suicide and self-inflicted injury

Suicide is far more common in males than females.
In the fifteen years from 1981 to 1995, there were
261 male suicides but only 34 female suicidesin the
NT (Dempsey & Condon 1999). Similarly, in 1996,
81% of Austraia s2,393 suicidesweremae(H&AC
1998).

Australian suicide rates are higher than those of the
European nations from which our major migrant
groups are drawn, but similar to those of Canada, the
United States and New Zealand (Cantor, Neulinger
& DelLeo 1999). Australia’s overall suicide rate of
13 deaths per 100,000 people in 1996 was the same
as the average for the previous 75 years (H&AC
1998).

6.8 NT male suicide trends 1981 to 1995
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Source: Dempsey & Condon 1999

6.9 NT female suicide trends 1981 to 1995
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6.10 NT suicides 1981 to 1995

NT NT Non-
Aboriginal Aboriginal NT Total
Male
1981-1985 6 52 58
1986-1990 5 88 93
1991-1995 15 72 87
Total 30 231 261
Female
1981-1985 0 3 3
1986-1990 0 11 11
1991-1995 3 10 13
Total 3 31 34

Note: Number of suicides

Source: Dempsey & Condon 1999

For NT non-Aboriginal peoplein the years 1991 to
1995 the male suicide rate was higher than the
Australian rate, while the female rate was similar to
theAustralian rate but had increased over the previous
decade (graphs 6.8; 6.9). In contrast, suicide was
uncommon in NT Aboriginal people—in the years
1991 to 1995 the NT Aboriginal suicide rate was
considerably lower than the Australian rate for both
males and females. However, the malerate had more
than doubled over the previous decade, and while
there were only three Aboriginal female suicidesin
thesefiveyears, there had been nonefor the previous
ten years (table 6.10).

6.11 NT suicide deaths 1994 to 1997

Male Female Total

NT Aboriginal

1994 5 0

1995 3 0

1996 7 1

1997 9 2 11
NT non-Aboriginal

1994 13 1 14

1995 19 1 20

1996 21 6 27

1997 24 3 27
NT total

1994 18 1 19

1995 22 1 23

1996 28 7 35

1997 33 5 38

Note: Number of suicide deaths registered in the NT each year

Source: ABS 1999
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The number of suicides in the NT has increased
considerably over recent years, for both Aboriginal
and non-Aborigina people (table6.11). In 1997, the
overal NT suicideratewas 21.5 per 100,000 people,
almost 50% higher than the Australian rate (14.6)
(ABS1999). InsomeAborigina communities, suicide
has become a major problem in the past few years.
One Aboriginal community of 2000 people
experienced four suicides in two months during
1998—applying the Australia-wide rate to a
community of this size, we would expect only one
suicide every four years.

These dataconfirm early research by Eastwell (1988),
whichindicated very low rates of suicidein Aboriginal
communities, and later findings of the Royal
Commissioninto Aborigina Deathsin Custody (1991)
and Radford and others (1991), which suggested
increasing rates of suicide and suicide attempt.

A recent detailed review of Aboriginal suicideinnorth
Queensland communities pointsto theimportance of
acommunity-based approach in successfully reducing
the incidence of suicidein Aboriginal communities.
At Yarrabah, a community of approximately 1,500
Aboriginal people, theincidence of suicide dropped
from five deaths in 1995 to no deaths in 1997 and
1998. The key features of the Yarrabah approach
were (Hunter & others 1999):

community control of community-based strategies

moving from a crisis response to a coordinated

responsein 1995

alife promotion program that developed out of

theoriginal crisisintervention group

closure of the canteen, resulting in sales of

takeaway alcohol only

opening of a museum, which became afocus for

educational and cultural activities

Youth suicide is a national concern. The Australian
suicide rate for males aged 15 to 24 years more than
doubled between 1970 and 1995 (Cantor & others
1999). It is not clear whether the same trend is
occurring inthe NT because youth suicide statistics
have not been published.

Self-inflicted injury

Self-harm behaviour and substance abuse are both
risk factorsfor suicide. Self-inflicted injury wasthe
principle diagnosisfor 645 hospital admissions (235
Aboriginal and 410 non-Aboriginal) to NT public
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hospitals between 1993 and 1997. Of the 410 non-
Aboriginal people, 45% were also diagnosed with a
non-psychotic mental illness, 22% with acohol or drug
dependence/misuse and 9% with apsychoticillness.
Mental illnesswas diagnosed less oftenin Aboriginal
people hospitalised with self-inflicted injury, and
alcohol or drug dependence/misuse was more
common than other forms of mental illness. Of the
235Aboriginal people hospitalised with self-inflicted
injury, only 19% were also diagnosed with a non-
psychotic mental illness and 6% with a psychatic
illness, but 35% were diagnosed with alcohol or drug
dependence/misuse (THS 1999).

Young people

Mental illness is most common in the young adult
years. In 1997, Australians aged 18 to 24 years had
the highest prevalence of mental illness: 27% reported
having had an episode of mental illness in the
preceding twelve months. The prevalence of mental
disorders progressively decreased in the older age
groups (ABS 1998c).

This national pattern is reflected in NT hospital
separations data for 1993 to 1997, which show the
majority of hospitalisationsfor mental illnesswerein
the age range 20 to 39 years. 62% for males and
54% for females (graph 6.12).

Schizophrenia, alcohol and other drug psychosesand
adjustment reactions were the commonest reasons
for mental ilinesshospitalisation in Territoriansaged
15to 24 yearsfrom 1993 to 1997 (graph 6.13).

Thediagnosisof schizophreniamay beunreliablein
adolescents and young adults, particularly in
Aboriginal people, because the profile of psychosis
changes over time. Accurate diagnosis of psychosis
inAboriginal people remains problematic because of
language and cross-cultural issues (see the section
on Psychosis earlier in this chapter). Nevertheless,
from 1993 to 1997, in thisage group:

the NT hospitalisation ratefor schizophreniawas
seven times higher for males than females

Aborigina Territorians, particularly males, had
higher hospitalisation ratesfor schizophreniaand
other psychosesthan non-Aboriginal Territorians
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6.12 All NT mental illness hospital admissions 1993 to 1997

Male

75+
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65-69
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55-59

50-54
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30-34
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20-24
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12 10 8 6 4 2 0 0 2
Per cent

Note:  Proportion in each age group of all hospital separations (admissions) for mental illness

Data:  Epidemiology Branch, THS

Per cent

6.13 NT mental iliness hospital admission rates: 15 to 24 years 1993 to 1997

10 12

Male Female
Mental Disorder NT Aboriginal NT non-Aboriginal NT Aboriginal NT non-Aboriginal
Schizophrenia 147 258 30 34
Adjustment reactions 94 110 39 88
Other psychoses 106 68 48 26
Alcohol & drug psychoses 127 88 13 17
Affective disorder 41 82 17 28
Neuroses 8 46 35 28
Personality disorders 16 76 17
Paranoia 29 26 4 9
Other non-psychoses 70 30 52 26
All mental disorders 638 785 238 272
Number of separations 156 392 55 127

Note:  Age-specific hospital separation (admission) rates per 100,000 people, by principal diagnosis

Data:  Epidemiology Branch, THS
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In the NT, as elsewhere in Australia, the trend isto
address the problem of early psychosisin our youth
(see inset) by early intervention, collaborative
treatment planning, case management and education
for young people and their families. These new
approaches are being disseminated from urban to
remote areas of the NT through staff education,
outreach services, video conferencing and
implementation of the mental health moduleof THS
integrated client management information system,
CCIS.

A national youth suicide prevention strategy (H& FS
1997) operated from 1995 to 1999, during whichtime
the NT initiated 45 projects aimed at reducing youth
suicide. Specific NT initiatives include the planned
coordination of youth suicide prevention strategies
across government and non-government sectors and:

a Tiwi Idands community-based project, which

includes the appointment of Life Promotion

George’s story: the difficulties of
assessing and treating early psychosis

George is a young man. He is married and has a
young daughter. Until recently George was well
liked in his community. He was a pretty good
football player and he sometimes played drumsin
aloca band. He was funny and made the family
laugh all the time. George likes to come to town
and go drinking. Recently his brother and cousins
have started to stay away from him when he gets
too drunk. They say heis silly and always wants
to fight. They aso say he stays like that for weeks
after they have all been dry back home. He has
started to smoke more and more gunja. Most days
now he is stoned. George's wife is worried about
him too. She says he hasn’t been sleeping much at
night. He won't talk to her, and he doesn’t play
with their daughter like before. He just seems to
lay around all day.

George' sfather caught him talking and giggling to
himself when no-one else was around. He decided
not to say anything to George at the time, but has
been thinking about this alot. He talked to an old
man who knows about these things. The old man
told him that he would help to find the right
Aboriginal way, and to talk to the clinic. One day
George wandered off into the bush after getting up
in the early morning really cranky and smashing
thewindscreen of hiscar. Hisfather sayshe hasn’t
hurt himself, but everyone is worried about what
might happen next. The police know about George
acting silly, but are not going to do anything yet.
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Officerswho are working with the community to
develop locally effective suicide prevention
strategies

theCentral Australian Young Peopleat Risk Action
Committee, which has coordinated aninter-agency
response to youth suicide that mobilises support
for people affected by successful suicide attempts
Daly River men’sand boys workshops, inwhich
mental health services work with community
eldersto support cultural education for Aboriginal
youth and young men

Parents Teachers and Children Exploring
Together: aproject basedinthe Darwinrural area
that addresses the social skills of schoolchildren
toreducelevelsof conflict, anxiety and depression,
particularly in Aborigina childrenandtheir families
participating in the national pilot program ‘Mind
Matters’, which is introducing mental health
education into the school curriculum to promote
the mental health and wellbeing of young people

Strategiesto prevent youth suicide need to be broadly
based: acrosscommunities, schoolsand al hedth care
services—not just mental health services. We need
to encourage our youth to talk about feelings, share
their problems, de-stigmatisemental ilinessand resist
accepting the tragedy of suicide as an unfortunate
but normal part of life.

Older people

Australia-wide, the highest suicide rates are in men
aged over 75, however the numbers of deathsin this
agegroup arerelatively low compared with thosefor
younger adult males (H& AC 1998).

Themajor distinctive feature of mental healthinthe
aged is the occurrence of dementia, which causes
loss of memory and intellectual ability, impaired
judgement, and psychotic symptoms in some.
Dementiaisrarebelow age65. Of NT non-Aboriginal
hospitalisations for mental illnessin people aged 55
and over between 1993 and 1997, 18% were for
dementia; the proportion was much higher in those
aged over 75 years (THS 1999).

Hospitalisation from dementiais much lesscommon
inNT Aboriginal people: from 1993t0 1997, theNT
hospitalisation ratefor dementiain Aboriginal people
was 50 per 100,000, less than half that in non-
Aboriginal people (table 6.14).

Itisnot clear whether NT Aboriginal people’slower
rate of hospitalisation for dementiais because ol der
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6.14 NT mental iliness hospital admission rates:
55 years and over 1993 to 1997

NT NT

Mental Disorder Aboriginal Non-Aboriginal
Other non-psychoses 156 100
Schizophrenia 99 105
Dementia 50 109
Alcohol & drug psychoses 57 57
Affective disorder 21 88
Other psychoses 71 28
Adjustment reactions 0 50
Personality disorders 14 33
Paranoia 14 31
Neuroses 7 28
Depression 0 16

Note:  Age-specific hospital separation (admission) rates per 100,000

people, by principal diagnosis

Data: Epidemiology Branch, THS

Aboriginal people are less prone to dementia or,
instead, are not admitted to hospital but rather are
cared for in their communities. Because these rates
are based on arelatively small number of hospital
admissions, the low rate in Aborigina people may
change asthe number of admissions fluctuatesfrom
year to year.

Other than dementia, from 1993 to 1997, the most
common reasonsfor hospitalisation for mental illness
inTerritorians aged over 55 yearswere:; for Aborigina
people, alcohol and other drug psychoses and
schizophrenia; and for non-Aboriginal people,
schizophreniaand affective disorder (table 6.14).

6.15 NT dementia hospital admissions 1993 to
1997

Age Group NT NT

(years) Aboriginal Non-Aboriginal NT Total
No. of Separations
55-64 0 2 2
65-74 4 15 19
75+ 3 46 49
Total 7 63 70
Rate

55-64 0 6 —
65-74 99 97 —
75+ 202 682 —
Notes: Number of public hospital separations (admissions)

Age-specific hospital separation rate per 100,000 people

Data: Epidemiology Branch, THS

Hospitalisation for dementiaisuncommon beforeage
75. In the years 1993 to 1997, 70% of people
hospitalised for dementia in the NT were aged 75
yearsor over, and only two were aged below 65 years
(table 6.15).

Speciaist mental health services for older people
(psychogeriatric services) werefirst provided in the
NT in 1997. However, by 1999, there were no
dedicated psychogeriatric hospital beds in the NT.
Althoughthe NT’ spopulationisrelatively young, the
trend towardsahigher proportion of aged peoplewill
require resources to be directed towards
psychogeriatric services in the NT as elsewhere in
Austrdia.
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Dental health

by John Plummer

The dental health of Territorians depends on:

* public dental health measures put in place to reduce
the effects of dental disease

 their knowledge of the causes and effects of dental
disease (tooth decay and gum disease)

» the levels of dental care available to them

In the NT, dental care is provided through three main
sources: Territory Health Services (THS), the private
sector and Aboriginal-funded dental care
organisations. THS provides dental care for
schoolchildren and disadvantaged adults in urban and
rural areas. Public preventive dental health programs
include dental health education provided through
schools and to special groups such as mothers-to-be.
THS also provides advice and information to other
arms of government concerning the introduction and
maintenance of measures to prevent dental ill health—
for example, fluoridation of water supplies.

Dental ill health

Dental ill health has many ramifications that are not
always appreciated (diagram 7.1).

7.1 Ramifications of dental ill health

Water fluoridation and dental
health

Fluorides are natural salts found in the body—as are
the salts of iron, iodine, copper and common salt—
and occur naturally in soil, plants and animals. Fluoride
is needed in minute quantities to develop teeth and
bones. It is effective in reducing tooth decay
throughout life, but is most effective during the first
15 years of life.

Fluoride in water works on teeth in two ways: firstly,
when combined into the developing dental enamel
early in life; and, secondly, when absorbed onto the
surface of teeth. Studies have shown that people have
as much as 60% less tooth decay where the water
supply has adequate fluoride.

Fluoridation was introduced into the Darwin water
supply in 1972. Reticulated water in Darwin and
Katherine has the level of fluoride adjusted to about
0.5 mg/L. The water supplies in Tennant Creek and
Alice Springs are naturally fluoridated. Most other
NT communities have fluoride-deficient water
supplies. Territory Health Services recommends a

Increased burden to

taxpayer
Prevention is cheaper to

society
Poor chewing (psychological & Aggravates medical conditions:
physical need) leads to: ? Rheumatic fever Kidney failure
Poor nourishment 4 ) Focal infection Oral cancer
Poor growth Blood diseases Diabetes
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Poor quality of life Xerostomia (dry mouth)
DENTAL
ILL HEALTH
Poor appearance of individuals or . e
. Decreased quality of life
groups (as seen by self or others) .
. ( ) Decreased prevention
leads to poor self esteem )
. . of ill health
Pain: real or perceived

T

Decreased productivity
(individual and societal)
Days lost at work
Days lost at school

/

Source: Adapted from THS 1997
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fluoride level of 0.5 mg/L. (range 0.4-0.6 mg/L) in
reticulated drinking water for NT communities with
aresident population of 1,000 or more.

Children’s dental health

Data on the dental health of children in the NT have
been collected for more than 25 years, during which
time there has been a rise in the percentages of NT
children with no tooth decay.

7.2 dmft trends: decay-free five-year-olds
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School Dental Scheme
There has been a steady increase in the overall

number of NT five-year-olds with no tooth decay,
but a slight downward trend in the number of

7.3 DMFT trends: decay-free 12-year-olds
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Data: 1987-1988: Commonwealth Department of Health, Australian

School Dental Scheme
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Measuring dental health: dmft and DMFT

One measure of the level of dental health in a
population is the average number of decayed,
missing (due to decay) and filled teeth.

This international standard for comparing dental
health is known as dmft for five-year-olds and
DMEFT for 12-year-olds.

The age of five was chosen for dmft because usually
this is the last year when a child has a full set of
twenty deciduous (also called baby, milk or primary)
teeth but no permanent teeth.

The age of twelve was chosen for DMFT because,
by this time, usually a child has shed all their
deciduous teeth and grown all their permanent teeth
(except the third molars or wisdom teeth).

The lower the dmft or DMFT, the better the dental
health of the population.

The higher the percentage of children with a dmft
or DMFT score equal to zero, the more successful
the public dental health programs are.

Aboriginal children with no tooth decay at the same
age (graph 7.2). No research has been done to
effectively explain this difference.

There has been arise in decay-free 12-year-olds from
about 15% of the NT population in 1979 to about
65% in 1997 (graph 7.3).

Adult dental health

There are no published studies on the dental health
status of adults in the NT. Nevertheless, anecdotal
evidence suggests that, in urban areas, the general
level of dental health is no better than that in the rest
of Australia and, quite probably, not as good. In rural
and remote communities, it is worse.
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Communicable diseases

by Angela Merianos, Frank Bowden, Vicki Krause, Jan Savage (Sexually transmitted diseases), Tania

Wallace (Tuberculosis and Leprosy)

Great advances have been made in controlling
communicable diseases in Australia and other
devel oped countries over the past century. Improved
environmenta conditions such asbetter housing, water
supplies and waste disposal and developments in
medical technology such asantibiotics, vaccines, and
surveillance and contact tracing systems have
considerably reduced the occurrence and severity of
communicable diseases.

However, many communicable diseases remain a
serious threat to human health. AIDS, caused by the
HIV virus, is a disease that apparently did not exist
20 years ago. Changes in human behaviour, such as
greater injecting drug use, has increased the
occurrence of hepatitis C. Diseasesprevioudy thought
to beunder contral (such astuberculosis, malariaand
gonorrhoea) are becoming more dangerous as they
develop resistanceto antibiotics.

In the Northern Territory communicable diseases
pose a greater threat to the health of the population
than in other parts of Australia. Many communicable
diseases occur more commonly in the NT than
elsewherein Australia, and much morecommonly in
Aboriginal than non-Aboriginal Territorians. This
chapter presents data on some of the more common,
or more serious, communicable diseases in the NT,
including relatively rare diseasesthat havethe potential
to occur in serious epidemi csand those diseaseswhich
are preventable by immunisation.

Sources of data on notifiable
diseases

The main data source on notifiable diseases is the
NT Notifiable Diseases Surveillance System. Over
70 diseases and/or syndromesare currently notifiable
inthe NT. The list of notifiable diseases was most
recently modified in 1999 in accordance with thelist
of diseases considered important nationally, as well
as a number of locally significant diseases (see
Appendix B) (THS 1999).

The main source of information on casesof notifiable
diseases is the pathology laboratories. Notification

from doctors and hospitals also occurs for some
diseases. Additiond information on notifiabl e diseases
isobtained from:
sentinel surveillance systems (sentinel general
practices and the Australian Paediatric
Surveillance Program)
specia surveillance systems for several specific
diseases—meningococcal disease, invasive
Haemophilus influenzae type b, invasive
pneumocaoccal disease, influenza, tuberculosis,
malaria, HIV, and adverse reactions following
immunisation
the hospital morbidity dataset (see the Hospital
services chapter)
active case finding when a disease outbreak
ocCurs.

Unfortunately thisnotification systemisnot complete
for all diseases. In most cases it relies on routinely
collected datarather than on active casefinding (TB
and STDsare exceptions). Doctorsfrequently forget
to notify cases. The criteria for diagnosis of some
diseases have changed over time, making monitoring
of trendsin these diseases difficult. The diagnosis of
somediseasesisnot always confirmed by pathol ogy
tests, so laboratory notifications will underestimate
the true occurrence of these diseases. As well as
these difficulties within the NT, there are also
inconsistencies between states in the way
communicable disease notification systems work,
which make interstate comparisons unreliable for
some diseases.

Vaccine preventable
diseases

In Australia, children are currently vaccinated against
mead es, mumps, rubella, diphtheria, tetanus, pertussis,
poliomyelitis and Haemophilus influenzae type b
disease (Hib). The NT also provides hepatitis B
vaccination for al infants, and tubercul osis/leprosy
vaccination (BCG vaccine) for infantsliving inremote
communities.
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Haemophilus influenzae type b
(Hib) infection

8.1 NT invasive Hib disease in children under
five years 1992 to 1997
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Note: 1992 rates are based on hospital separation (admission) data

only.

Data: Centre for Disease Control, THS

Immunisation against Hib wasintroduced inthe NT
in mid-1993 to reduce the occurrence of the serious
complications of invasive Hib disease: septicaemia,
meningitis and epiglottitis. NT Aboriginal infants
previously experienced some of the highest rates of
invasiveHib diseaseintheworld (Hanna1990, Hanna
1992). Theincidence of invasive Hib disease among
NT children aged under five dropped significantly
after that time and has continued at alow rate since
then (graph 8.1). Therewere 107 casesdiagnosed in
children aged under five from January 1989 to June
1993 compared to twelve cases from July 1993 to
December 1996.

Hepatitis B

Vaccination of infantsagainst hepatitis B virus(HBV)
commencedintheNT in 1988 for Aboriginal children.
Vaccination of non-Aboriginal children commenced
in 1990, and was actively promoted from 1993. In
1998 a special program was conducted to vaccinate
school-aged children (6-16 years) because of
continuing high rates of HBV among adol escents.

A total of 141 new cases of HBV were reported in
theyears1992t0 1997. TheNT non-Aboriginal HBV
notification rate was slightly higher than the
Audtrdianratein most years, whilethe NT Aborigina
rate was much higher in the early 1990s, but fell
considerably from 1993 (graph 8.2). The downward
trend since 1993 is partly because of more accurate
distinction between new infections and chronic

72

8.2 Hepatitis B notification rate 1992 to 1997
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infections (carriers and those with chronic disease)
after 1994. Notification rates were similar in males
and females.

Measles

Immuni sation against meadesisgiven asasingledose
at twelve months of age, with abooster dose at five
years. Thefirst doseis delayed until twelve months
because immunisation in thefirst few months of life
is not as effective as at twelve months. Since 1989,
measles immunisation has been given using a
combined vaccine for measles, mumps and rubella
(MMR vaccine).

During the 1980s, NT Aboriginal infants experienced
higher rates of sickness and death from measlesthan
non-Aborigina infants. Thefirst mead esimmunisation
for NT Aboriginal childrenwasrecommended at nine
months of ageinstead of twelve monthsin an attempt
to reduce the cases of measlesoccurringin very young
Aboriginal children. A review by the NT Centre for
Disease Control (CDC) of measles notification and
death statisticsin thelate 1990sfound that Aboriginal
infants no longer suffered excess deaths from
measles. The recommended age for the first
immunisationin Aboriginal infantswas subsequently
changed to twelvemonths, inlinewith non-Aboriginal
infants (Miller 1998).

In 1998, Australia conducted a National Measles
Control Campaign targeting primary school children,
asafirst step towardstotally eliminating measlesin
Australia. The recommended age of the second dose
was also reduced from ten to four years of age, to be
given before the child commenced school.
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8.3 NT measles notifications 1992 to 1997
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8.4 NT measles notifications by district 1992 to
1997

o 2.75 > ()
Year =] ) 3 4 < » o L
1992 3 0 0 15 18 36
1993 8 0 0 0 0 8
1994 118 16 3 12 255 404
1995 57 16 34 2 1 110
1996 4 9 0 0 13 26
1997 1 3 0 6 11
Total 191 44 38 29 293 595

Note: Number of measles notifications per year

Data:  Centre for Disease Control, THS

In 1993 ameasles epidemic occurred in Australia. It
spread throughout the country, but did not commence
inthe NT until aimost 12 months later than in other
States. The epidemic peaked in Alice Springs in
August 1994 where 139 cases were reported in that
month (graph 8.3, table 8.4). The second peak, starting
in November 1994, was the result of spread to
Darwin, Katherine and East Arnhem districts. The
outbreak waslargely confined to urban centres. 81%
of al notifications were in people under 20 years of
age. Infection was almost equally common in males
as females.

Infantsunder 24 months of age experiencethe highest
attack rates from measles, and infants under 12
months are at the highest risk of death from measles
(Hanna and others 1989). In the years 1992 to 1997
there were 96 hospital admissionsfor measles: 37%
were under 12 months of age and 60% were under

fiveyears of age; 83% were Aboriginal. There were
no deaths (Centrefor Disease Control, unpublished).
During the 1994 mead esepidemicin Central Australia,
five percent of infants under twelve months of age
contracted measles—two percent of non-Aboriginal
and eight percent of Aboriginal infants (Lush and
others 1994). However, in children aged under twelve
months the diagnosis of measles is difficult without
blood tests and the rate for infantsin this age group
may be overestimated.

Pertussis (whooping cough)

Pertussisimmunisation isgiven asacombined vaccine
with diphtheria and tetanus (DTP vaccine). In
Audtraia, theinitial courseisthreedosesat agestwo,
four and six months, to prevent the life-threatening
complications of pertussisin infancy. Booster doses
are given at 18 months and five years. Immunity
following pertussisimmunisation lastsfor only afew
years, with little protectionremainingin older children
(Mortimer 1990). In 1997 a new pertussis vaccine
(an acellular vaccine) introduced in the NT
considerably reduced the occurrence of mild-
moderate vaccine reactions (Nan Miller, personal
communication).

8.5 NT pertussis notifications 1992 to 1997
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Anepidemic of pertussisbeganin Australiain 1993,
with peaksin 1994 and againin 1996-1997. 363 NT
caseswere notified in that period (out of over 4,000
cases nationally) with a peak of 176 cases in 1995
(graph 8.5). All NT health districts reported cases
during thisepidemic. The minimum age reported was
20 days, with 28% of cases in people aged over 20
years. The majority (61%) of serious cases of
pertussisrequiring admission to hospital wereinfants
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aged under six months of age. Two NT infants under
six months of age died of pertussisin 1995 (Centre
for Disease Control, unpublished).

Rubella

Intheyears 1992 to 1996 over 18,000 casesof rubella
werenotified acrossAustralia. Except for an outbreak
of disease in 1994 when 49 cases were notified (29
per 100,000), rubellanotification ratesintheNT were
lower than nationd rates. IntheNT, malenotifications
were twice as common as female. Thisreflected the
past policy of only females receiving the rubella
vaccineat twelveyearsof age. Rubellaimmunisation
of males commenced when the combined measles/
mumps/rubella (MMR) vaccine was introduced for
immunisation of all infants at age twelve months. In
1994 a booster dose of MMR wasintroduced for all

school children at ten years of age. This booster is
now given at age four, prior to school entry.

8.6 NT rubella notification rates 1993 to 1997

W male
@ female

Notifications per
100,000 people
50
45 +
40 4
35
30 4
25 4
20 -
15 -
10

5 4

04

0-4 59 10-14 15-19 20-24

Age group (years)

25-29 30+

Note:  Number of rubella notifications per 100,000 people
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Inthe NT during the years 1993 to 1997, the highest
rubella notification rates were in males aged 15-24
(graph 8.6). Only one Aboriginal personwasnotified
with rubella over the whole observation period,;

rubellais generally amild illness associated witha

faint rash that is difficult to detect on darker skin. In
this period there were six hospital admissions for
rubella, four of whom were under twelve months of
age. There were no deaths attributed to rubella
(Centrefor Disease Control, unpublished).
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Tetanus

There was one case of tetanus reported inthe NT in
the years 1992 to 1996, a 79 year old woman who
survived the infection (Centre for Disease Control,
unpublished).

Immunisation coverage
rates

8.7 Children fully immunised at 12—14 months
March 1999

Northern
Vaccine Territory  Australia
Diphtheria/tetanus/pertussis 79.7 87.6
Oral polio vaccine 79.1 87.3
Haemophilus influenzae type b 84.9 87.4
Fully immunised 77.3 86.1
No. of children 982 63,019

Note:  Proportion of children aged 12—14 months on 31 March 1999

who were recorded as having had all immunisations
recommended up to that age

Source: HIC 1999

The Australian Childhood Immunisation Register
(ACIR) is the official source of national data on
immunisation coverage rates for children aged 0-6
years inclusive. The ACIR commenced recording
national immunisation datain 1996. Initsfirst years
of operation, including 1998, the A CI R underestimated
immunisation coverage for the NT because:

the ACIR is based on the Medicare registration
system, but obtains data on NT immunisations
primarily from the NT Immunisation Register,
which did not include M edicare numbers

changes in the names of Aboriginal children for
cultural reasons, which made matching of
immuni sation recordswith M edicareregistrations
difficult

someNT vaccine providersdid not participatein
the ACIR system

Territory Health Services and the ACIR have
attempted to remedy these problems to improve the
accuracy of ACIR data in future years.
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8.8 Selected vaccine preventable diseases notification rates 1992 to 1997

Year
1992 1993 1994 1995 1996 1997
Invasive Hib disease (age <5 only)
NT Aboriginal 139 214 15 30 29 57
NT non-Aboriginal 39 48 0 0 0 0
NT total 7 112 6 11 11 2
Australia na na na na na na
Hepatitis B — incident
NT Aboriginal 42 61 32 15 8 28
NT non-Aboriginal 5 4 1 5 1 3
NT total 23 23 15 8 3 10
Australia 2 2 2 2 1 na
Measles
NT Aboriginal 42 2 386 132 39 4
NT non-Aboriginal 12 162 34 5 7
NT total 22 5 236 63 14 6
Australia 9 26 27 7 3 na
Pertussis
NT Aboriginal 0 2 34 115 2 6
NT non-Aboriginal 0 92 78 12 15
NT total 1* 4 82 101 9 12
Australia 4 23 32 24 22 na
Rubella
NT Aboriginal nn 0 0 0 0 2
NT non-Aboriginal nn 6 29 5 5 3
NT total nn 8 29 6
Australia 23 22 19 24 16 na
Notes:  Number of notifications per 100,000 people
nn Not notifiable
na Not currently available
* NT data unreliable for pertussis notifications in 1992

NT total rates include cases for whom Indigenous status was not recorded

Data:  Centre for Disease Control, THS

Meningococcal infections

Infection with the meningococcal bacteria(Neisseria
meningitidis) may affect severa parts of the body,
the most serious of which aremeningitis (aninfection
of the surface of the brain and spinal cord) and
septicaemia (infection of the blood), both of which
may be fatal.

The NT experiences higher rates of meningococcal
disease than Australia generally (graph 8.9). In the
years 1992 to 1997, 52 cases were notified in the
NT. Children under five years of age experiencethe
highest attack rates; 53% of hospital admissionsfor
meningococcal disease were under five years of age
and 76% were under 20 years; the average length of
stay was 14 daysfor Aboriginal and 10 daysfor non-
Aborigina cases. Thereweretwo deaths (both male,
aged between five and ten years) from
meningococcal disease during thisperiod (Centrefor
Disease Control, unpublished).

8.9 Invasive meningococcal infection notification
rates 1992 to 1997
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Note: Australian data not available for 1997

Data:  Centre for Disease Control, THS
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Invasive pneumococcal
disease

Streptococcus pneumoniae can cause a variety of
illnesses, the most serious of which are pneumonia,
septicaemia and meningitis. These three conditions
are termed ‘invasive pneumococcal disease’.

8.10 NT invasive pneumococcal disease

notification rates 1993 to 1997
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436 cases of invasive pneumococcal disease were
reported in the NT from 1993 to 1997. In 1993, the
rate of invasive pneumococcal disease in NT
Aboriginal people was 21 times higher than in non-
Aborigina people. In 1995-96, the NT Government
funded a mass pneumococcal vaccination program
and over 5,600 doses of pneumococcal vaccinewere
administered to groups considered ‘at risk’ by
National Health and Medical Research Council
criteria (NHMRC 1997). The notification rate in
Aborigina peoplefell from 168 per 100,000 in 1995
to 104 in 1997 and continued to fall in 1998, but
remained six timeshigher thanthenon-Aborigina rate

(graph 8.10).

Aboriginal children under fiveyearsof age experience
the highest rates of disease (graph 8.11). Rates are
lower in older children and teenagers, but increase
again after age 20 yearsand are very high at all ages
over 25 years.

In the years 1993 to 1997 there were 41 deaths
attributed to invasive pneumococcal disease in the
NT. 32 (78%) of these deaths were of Aboriginal
people. Five deaths occurred in children aged 04
years. In 1994, the death rate for Aboriginal people
was over ten times higher than the non-Aboriginal
rate, but by 1997 had fallen by approximately 30%.
The highest age-specific mortality rates of 40 per
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8.11 NT invasive pneumococcal disease, age-

specific rates 1993 to 1997
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Data:  Centre for Disease Control, THS

100,000 occur in Aboriginal men aged 35-39 and
Aborigina women aged 55-59 (Centre for Disease
Control, unpublished).

Of the total 436 cases of invasive pneumococcal
diseaseintheyears 1993 to 1997, 56% were notified
from the Alice Springs district, and 26% and 11%
from Darwin and Katherine districts respectively.

Gastrointestinal diseases

Themost common gastrointestinal infectious diseases
inthe NT are campylobacterioss, rotavirusinfection
in children, salmonellosis and shigellosis. Nausea,
vomiting and diarrhoea are the predominant
symptoms in those infected. They are al spread by
ingesting the bacteriaor virus, usually in contaminated
food or water or other fluid.

8.12 Gastrointestinal disease notifications 1997

Northern Territory Australia
Disease No. Rate Rate
Campylobacteriosis 206 110.1 96.7
Hepatitis A 92 49.2 16.6
Salmonellosis 347 185.4 37.8
Shigellosis 169 90.3 6.5

Notes: Notification rate per 100,000 people

Source: O’Brien 1999

The NT experiences the highest rates of
gastrointestinal disease in Australia. Thisis true of
both rural and urban areas in the NT and across all
health districts. Aboriginal people experience much
higher rates of al gastrointestinal infections. The
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underlying causes of these infections in the NT
include poor environmental, domestic and personal
hygiene. The contribution of food and water borne
outbreaks to the risk of gastrointestinal disease is
currently unknown but is felt to be low as very few
single-source outbreaks have been identified.

A surprisingly high percentage of cases of
campylobacteriosisand salmonellosisoccur ininfants
under six months of age in the NT, with cases
occurring as early asthe first month of life.

Campylobacteriosis

8.13 Campylobacteriosis notification rates 1992
to 1997
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Notifications of campylobacteriosis declined in the
NT between 1993 and 1997, for both Aboriginal and
non-Aboriginal people (graph 8.13). Overall,
Territorians experienced 1.4 times the national rate
of campylobacteriosisin 1996 (144 versus 100 per
100,000); however non-Aborigina rateswereactualy
lower than the national rate. Campylobacteriosisdoes
not follow a seasonal pattern—cases occur with
similar frequency throughout the year.

Campylobacter infections are far more common in
pre-school childrenthanin older agegroups. Theage-
specific notification rate among Aboriginal children
aged 04 yearsin 1996 was 1,900 per 100,000; thisis
seventimestheratein non-Aboriginal children of the
same age (265 per 100,000). Thenon-Aborigina rate
was similar to the nationa rate for this age group.
Eight percent of cases occurred in infants under six
months of age and 90% of cases were 28 months or
younger. Of 122 people admitted to NT public
hospitals for campylobacteriosisin 1996, 29% were
infants under twelve months of age, 94% were under

age five, and 95% were Aboriginal (Centre for
Disease Control, unpublished).

Rotavirus infection

Human rotavirus occurs worldwide and is the most
common cause of diarrhoeain infantsunder two years
of age. Spread of infectionwithin families, ingtitutions
and childcare centres is common. In 1996, 17% of
rotavirus cases occurred in infants under six months
of age and 90% of cases were infants 27 months or
younger. The average age at notification in the under
five-year-olds was 13 monthsfor Aboriginal and 18
monthsfor non-Aboriginal children.

8.14 NT rotavirus naotifications, children under
five years 1995 to 1997
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Asin other parts of Australia, outbreaks of rotavirus
inthe NT tend to occur during the cooler monthsin
themiddle of theyear. An NT-wide outbreak occurred
in 1995 (graph 8.14).

Theincidenceof rotavirusinfectionsintheNT based
on hospital admissionsin 1993-1996 wasthreeto five
times higher than other States (Carlin 1998).

Salmonellosis

Salmonédllosisisone of the most important food borne
causes of gastroenteritis in Australia. Poultry,
livestock, reptiles and pets may all act as reservoirs
of infection.

In 1996, the NT rate of salmonellosis infection was
232 per 100,000, compared to the national rate of
only 32 per 100,000. TheNT Aboriginal rate was 14
times higher than the nationa rate, and the non-

77



Specific health issues

8.15 Salmonellosis notification rates 1992 to
1997
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Aboriginal ratefour timeshigher. In 1997 notifications
of salmonellosisreached thelowest level theNT has
experienced since 1992 (187 per 100,000). This
downward trend was predominantly dueto adecrease
in notificationsin Aboriginal people (graph 8.15).

In the years 1992 to 1996 there was a seasonal
pattern to salmonellosis infections in the NT, with
more cases occurring in the first half of each year
(data not shown).

8.16 Salmonellosis natification rates by district
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Alice Springs district reported the highest rate of
salmonellosis in 1996 of over 780 per 100,000 in
Aboriginal people (graph 8.16).
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Shigellosis

Shigdlosisisahighly infectiousform of gastroenteritis
that spreads readily among members of the same
household viafood or fluids contaminated with faecal
material. Only very small amounts of contamination
arerequired to transmit shigellosis—illness can occur
after ingestion of asfew asten bacteria. It may bea
severe, sometimesfatal, illnesswith bloody diarrhoea
andtoxic effectsthroughout the body, although in most
cases it requires only supportive treatment such as
maintaining fluidintake.

8.17 Shigellosis notification rates 1992 to 1997
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TheNT hasthe highest rate of shigellosisin Australia.
Overal, Territorians experienced over 20 times the
national rate of shigellosisin 1996 (82 versus4 cases
per 100,000). The rate for Aboriginal people was
higher than the non-Aboriginal rate, but both were
much higher than the Australian rate (graph 8.17).

Children aged 04 years experiencethe highest rates
of disease from shigellosis. In 1996, 60% of cases
were children aged under ten years. The age-specific
notification rate among Aboriginal children aged 04
yearsin 1996 was 806 per 100,000; thisisninetimes
the rate in non-Aboriginal children of the same age
(92 per 100,000). The non-Aboriginal ratewas|ower
than the national rate for this age group. In 1996 no
casesof shigellosisoccurredininfantsunder 6 months
of age but 90% of cases were children aged 7—40
months. In older age groups, rates were somewhat
higher in the 25-34 year age range, which may be
due to transmission from infected children to their
parents (Centrefor Disease Control, unpublished).

In 1996 there were 86 people treated in hospital for
shigellosis, of whom 9% were aged under twelve
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months of age and 66% were under age five; 83%
were Aboriginal. Aboriginal patients required
considerably longer hospital treatment; the average
length of stay for Aboriginal people was nine days,
compared to four days for non-Aboriginal people.
Alice Springs district reported the highest rate of
shigellosisin 1996, 190 per 100,000 for Aboriginal
and non-Aboriginal people combined (Centre for
Disease Control, unpublished).

Hepatitis A (HAV)

In many remote NT Aboriginal communities almost
all people are infected with HAV during early
childhood, when theinfection causesvery mild or no
illnessat all (Bowden and others 1994). Itisusually
not recognised as HAV infection. HAV produces
long-term immunity—peoplecan only beinfected with
HAV once, so Aboriginal peopleinfected aschildren
will never get HAV infection again. Thusmost notified
HAV cases are in adults in whom HAV causes a
more seriousillness. Childhood infection with HAV
isvery uncommoninnon-Aborigina people, and since
most Aboriginal people have been infected and
become immune in childhood, recognised cases of
HAV aremostly non-Aborigina adults.

In the years 1992 to 1997 there were 559 cases of
HAV notified in the NT. An outbreak occurred in
late 1992 when 157 caseswere notified. The number
of cases per year was lowest in 1995, but increased
in 1996 and 1997. In 1996 the NT HAV natification
rate was over three times higher than the national
rate (42 per 100,000). However, notified casesgrosdy
underestimate the occurrence of HAV infection in
Aborigina remote communities, especialy in early
childhood when infection occurs without causing
illness (Centrefor Disease Control, unpublished).

In 1996, 33 people were admitted to hospital with
HAV, of whom 36% were under five years of age
and 39% were aged 20-39 years; 55% were non-
Aboriginal. Between 1992 and 1997 there were no
deaths attributed to hepatitis A (Centre for Disease
Control, unpublished).

Vector borne diseases

Malaria and dengue fever are not transmitted by
mosquitoes in the NT. People diagnosed with these
diseases have been infected elsewhere before
travellingtotheNT. Other arboviruses (including Ross
River virus, themost common NT arbovirusinfection)

8.18 NT mosquito borne disease notifications
1992 to 1997

Other Ross River
Disease Arbovirus Dengue Malaria virus Total
1992 57 11 30 237 335
1993 25 4 30 247 306
1994 34 6 41 315 396
1995 14 8 36 387 445
1996 28 6 26 131 191
1997 44 7 38 222 311
Total 202 42 201 1,539 1,984

Data:  Centre for Disease Control, THS

are transmitted in the NT and as a group are the
most common mosquito borne diseasesthat occur in
the NT (table 8.18).

Mosquito borne diseases
transmitted in the NT

Themost important diseasetransmitted by mosquitoes
inAustraliaisRossRiver virus (RRV), one of several
viruses that cause epidemic polyarthritis with or
without fever and rash. Barmah Forest virus (BFV)
belongs to the same family of viruses as RRV and
causes a similar illness. RRV and BFV are rarely
reportedin Aborigina people.

Thevast mgjority of RRV infectionsoccur inthe Top

8.19 NT Ross River virus disease notifications
1992 to 1997
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End of the NT during the Wet Season (January to
April), with casesoccurring in Central Australiaduring
particularly wet seasons (graph 8.19).
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8.20 NT mosquito borne virus notification rates
1992-1997
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Thenotification ratefor RRV in 1996 wasthelowest
since 1992 although it remained 3.2 times higher than
the national rate (graph 8.20). An outbreak of BFV
occurred in the East Arnhem district in 1992
concurrent with the seasonal peak of RRV activity.

8.21 NT Ross River virus notification rates by
age group 1996
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RossRiver virusinfectionismost common in adults
aged 20-54 years, and thus has considerable impact
on the work force (graph 8.21). Ross River virus
infection in children often does not cause asignificant
illness, and is not diagnosed and notified. The lower
notification rates in people over age 54 may be
because of higher immunity to RRV among older
people, less outdoor activity and thus less exposure
to mosquitoes, or failureto diagnosetheillness.
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Mosquito borne diseases not
transmitted in the NT

Malariaand denguefever are mosquito borne diseases
which do not occur naturally inthe NT. Denguefever
occursin northern Queensland and South-East Asia,
but the Aedes mosquito which transmits the dengue
virus does not occur in the NT. Very active
surveillanceis maintained to prevent theintroduction
of the Aedes species to the NT. Several cases of
dengue are diagnosed each year in people who have
been infected elsewhere, mostly Indonesia and
Thailand, before travelling to the NT. In the years
1992 to 1997 four people with dengue required
hospital trestment, with no deaths (Centrefor Disease
Control, unpublished).

The mosquito species which carries malaria
(Anopheles) is present in the NT, and malaria could
becomere-established inthe NT if local mosquitoes
acquired the malaria parasite from people infected
with malaria arriving from overseas. Active
surveillance and early case detection and treatment
arecarried outinthe NT to prevent thereintroduction
of malaria. Each year 3040 cases of malaria are
diagnosed in people entering the NT from overseas.
Most cases are infected in Papua New Guinea and
Indonesiaand are usually cases of Plasmodiumvivax
or Plasmodium falciparum (Dyer 1998).

In the years 1992 to 1997 there were 181 hospital
admissions for malaria. 63% were NT residents
returning home from malaria endemic areas, 27%
were overseas travellers and 10% were residents of
other Australian states (Centre for Disease Control,
unpublished).

Rheumatic fever

Acute rheumatic fever (ARF) is an illness which
occursin some people shortly after they recover from
a infection with the bacteria Streptococcus
pyogenes. It causes fever and skin rash, and can
affect the joints, heart valves, and brain. Repeated
attacks can cause serious damageto the heart valves,
called rheumatic heart disease (RHD).

Rheumatic fever is a disease of poverty, occurring
most commonly in over-crowded conditions, where
poor hygiene and nutrition makeinfectiousdisease a
common occurrence, and streptococcal infectionsare
not treated early enough because of poor access to
health care. Although common in the last century, it
isnow very rarein Augtralia, except among Aborigina
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Australians who have amongst the highest rates of
acuterheumatic fever reported anywherein theworld
(Carapetis & others 1996).

Though it isanotifiable disease, complete statistics
arenot availablefor theentire NT, but have become
available for the Top End (Darwin, Katherine and
East Arnhem districts) since the establishment of the
Top End Rheumatic Fever Control Program.

8.22 First episodes of ARF and RHD*

W acute rheumatic fever
Orheumatic heart disease

Number
180

160 -

140 -

120 -

100 -

80 -

60 1

40 -

20 A

04
0-9 10-19 20-29

Age group (years)

30-39 40+

ARF - acute rheumatic fever

RHD - rheumatic heart disease

Age is recorded at the time of the first known episode of ARF
or RHD for each person on the register of the Top End
Rheumatic Fever Control Program
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Data: Centre for Disease Control, THS

Acute rheumatic fever is most common in children,
although it does occur in young adults. Some people,
oftenin adulthood, are found to have rheumatic heart
disease without any record of having previously had
acute rheumatic fever — presumably these people
previously suffered a mild case of acute rheumatic
fever which was not recognised as such at the time
(graph 8.22). Of those people with a documented
episode of acute rheumatic fever, 86% of first
episodes occurred before age 20. Approximately 45%
of cases of acute rheumatic fever are repeat episodes
(Carapetis & others 1996).

In each of the past five years between 15 and 25
peoplewerediagnosed with their first episode of acute
rheumatic fever. The prevalence of rheumatic heart
disease is much higher in Aboriginal peoplethanin
non-Aboriginal people. In 1998, the prevalence in
Aboriginal people (426 cases per 100,000) was 17
times higher than that in non-Aboriginal people (25
per 100,000) (graph 8.23).

8.23 Top End rheumatic heart disease
prevalence
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Melioidosis

Melioidosis is an infectious disease caused by the
bacterium Burkholderia pseudomallei, which lives
in soils and muddy water in the Top End of the NT.
Most infections are thought to be acquired when the
bacteria invade the body through the skin. The
commonest type of infection ispneumonia, but it may
also cause skin abscesses or ulcers, abscessesin the
prostate, spleen, kidney, liver and other organs,
septicaemia, and unusual neurological illnesses.

Mélioidosisismore commonintheelderly, diabetics,
those who consume al cohol or kavaexcessively, and
people with kidney failure or chronic lung disease.
Most peoplewith melioidosis have one of theserisk
factors, athough it can occasionally occur in otherwise
healthy people.

In the nine years since October 1989, there were
over 260 cases diagnosed in the Top End of the NT,
with 206 cases confirmed by culture and 43 deaths
(21% of cases). The average annual incidence in
those years was 16.5 cases per 100,000 people, but
in heavier Wet seasons the incidenceincreases, with
theincidencein the record Wet season of 1997-1998
being 34.5 per 100,000, with 45 confirmed cases, of
whom 4 died (Currie & others 1999a, 1999b).

Theincidenceinthe Top End is much higher thanin
another recognised high risk areafor melioidosisin
north-east Thailand, where the average annual
incidenceis4.4 per 100,000.
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Sexually transmitted diseases and blood borne viruses

8.24 Selected STDs, notification rates 1997

@ Northern Territory
O Australia
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100,000 people
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Source: O'Brien 1999

8.25 Selected STDs, notifications 1997

Northern Territory Australia

No. Rate Rate

Chlamydia 655 350 75

Donovanosis 31 17 0.4

Gonorrhoea 1143 611 25

Hepatitis C 341 182 106

Syphilis 273 146 7
Note:  Notification rate per 100,000 people

Source: O'Brien 1999

Sexually transmitted diseases (STDs) and blood borne
viruses (BBV) remain a major but largely
unrecognised health problemintheNorthern Territory.
Chlamydia, gonorrhoea, syphilisand donovanosisare
much more common in the NT than in other states
(graph 8.24, table 8.25). HIV and AIDS occur at
approximately the same rate in the NT as in most

8.26 Long-term effects of STDs

other parts of Australia, although rates are
considerably higher intheinner urban areasof Sydney
and Melbourne. Accurate data are not available on
the incidence of genital herpes, genital warts,
trichomoniasisor hepatitis C infections.

Many people infected with an STD have few or no
symptomsat thetimeof their initial infection, and will
thus delay, or do not seek, medical treatment. They
are ableto spread theinfection to other people before
they are treated. Although many STDs cause little
obviousdamageinitialy, they can cause seriouslong-
term problems (table 8.26).

8.27 NT STD notification rates by age 1997
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Data:  Centre for Disease Control, THS

STDs are most common among young adults. Rates
of syphilis, gonorrhoeaand chlamydiaare highest in
people aged 1529 (graph 8.27). Strategiesto control

Complication

Infection

Pelvic infection in women, ectopic pregnancy (can be fatal) and infertility

Miscarriage, prematurity and small babies (can be fatal)

Chlamydia, gonorrhoea
Syphilis, trichomoniasis, chlamydia, gonorrhoea

Congenital syphilis, which may cause a variety of illnesses in an infected Syphilis (in the mother during pregnancy)

baby
Herpes of the brain, eye or skin in babies (may be fatal)

Conjunctivitis, pneumonia, congenital syphilis and herpes in babies (can

be fatal)

Cervical cancer (can be fatal)

Genital deformities

Recurring genital ulcers, meningitis

Liver disease and liver cancer (can be fatal)
AIDS (can be fatal)

Increased spread of HIV

Genital herpes (in the mother at the time of childbirth)
Chlamydia, gonorrhoea, herpes, syphilis

Wart virus infection
Donovanosis

Genital herpes
Hepatitis B, hepatitis C
HIV

Syphilis, herpes, chlamydia, gonorrhoea,
trichomoniasis, donovanosis
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the spread of STDs must obviously aim at peoplein
their mid-teens and early twenties.

Gonorrhoea and chlamydia

Gonorrhoea and chlamydia are bacterial infections
of the urethraiin men (the tube through which urine
passes out from the bladder) and the urethra and
cervix inwomen. They may cause adischarge from
thevaginaor urethraand stinging when passing urine,
but very often go unnoticed. If untreated these
infections may damage the uterusin women and the
testesin men, sometimes causing infertility.

8.28 NT gonorrhoea notification rates 1981 to
1997
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Data:  Centre for Disease Control, THS

There was a slow but steady fall in the number of
gonorrhoeanotifications between the years 1981 and
1995, but then a sudden increase over the following
two years (graph 8.28). Thisincrease is most likely
due to an increase in detection of cases since the
introduction of more sensitivetesting procedures (the
PCR laboratory test) and easier methods of specimen
collection (using tamponsin women and urinein men),
rather than to an increase in the prevalence of
gonorrhoea.

Syphilis

Syphilisisabacterial infection whichinitially causes
apainless ulcer at the site of infection. If untreated,
this ulcer heals, but the bacteria invade deeper into
the body and some weeks later cause a mild iliness
whichincludesfever and askinrash. If ill untreated,
syphilisin some people continuesto sowly damage
the brain, heart and blood vessels, but the damage
caused may not be apparent for many years.

Untreated syphilis in pregnant women can also be
transmitted to the baby and cause physical deformities
and brain damage.

8.29 NT syphilis notification rates 1981 to 1997
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Syphilisnotification ratesfell considerably over the
years 1994 to 1997 (graph 8.29). This may reflect a
true decrease in syphilis infections due to increased
diagnosis and treatment. It may also be due to the
widespread antibiotic usefor other infectionswhich
has the fortunate secondary effect of treating
undiagnosed cases of syphilis.

Donovanosis

This uncommon STD causes painful genital ulcers
which slowly enlarge and can permanently destroy
infected parts of the genitals. Donovanosisisusually
seen in people who are socialy and economically
disadvantaged. Thisisthecaseinthe NT whereitis
found almost exclusively in Aboriginal people.

Trichomoniasis (‘Trike’)

This STD has been considered to be a nuisance up
until fairly recently. In someinfected peopleit causes
pain on urination and discharge similar to chlamydia,
but most people are unaware that they haveit. More
importantly itisnow known that trikeinfection causes
prematurity and affectsthe growth of babiesprior to
birth. Itiseasy totreat with antibioticsand it is most
important that pregnant women be tested for it.

Genital herpes and genital warts

These are two very common viral infections. The
herpesvirus (herpessimplex virus) may cause painful
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genital blisters and ulcers (sores). The wart virus
(human papillomavirus) causespainlessgenita lumps
which rangein sizeand shape. Wart virusinfectionis
regarded as a cause of cancer of the cervix.

Thereisno curefor either condition, but the symptoms
can be controlled. Painful recurrent herpes can be
suppressed with regular medication, unattractivewarts
can be removed by surgery, freezing, burning or the
application of “anti-wart” paints.

HIV and hepatitis C

Theseareviral infectionswhich are spread by contact
withinfected body fluids. Hepatitis C virusisusually
spread through injecting drug use (ie, transmitted in
blood), and is not regarded as an STD. HIV can be
spread through sexual intercourse and injecting drug
use. Peopleinfected with these viruses often remain
quite healthy for many years, before eventually
developing AIDS (a progressive deficiency of the
immune system) in the case of HIV infection, or
chronic liver damage in the case of hepatitis C.

Why is it different in the Territory?

Therates of most sexually transmitted infectionsare
higher in the NT than elsewherein Australia. STDs
are more common in the NT because:

- the NT population is much younger than that of
the rest of Australia, and STDs are much more
common inyoung adultsthan older people
NT peoplelivingin remote areasdo not haveready
access to GPs and specialised sexual health
services, and may have little choice about the
health professional they can see—concerns about
confidentiality may cause them not to seek
treatment for sexual health problems. Untreated
infections can be spread to others
The mobility of NT residents has an impact on
their behaviour. People are often isolated,
separated from family and friends and may take
greater risksin their behaviour asaresult
NT residents have a very diverse cultural
background. Many people do not speak English
as their first language, nor are they fluent in
reading English. Thisreducestheir opportunity to
receive health education messages

However, the higher STD rates are probably partly
due to greater detection and notification of casesin
the NT because:
testing for STDs is now being offered as part of
regular health checks in many remote
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communities, so that more STDs are now being
diagnosed and treated. Screening such asthisis
not offered throughout the rest of the country
locally developed laboratory test methods, with
more*user-friendly’ collection of specimens(using
tampons and urine samples) detect more cases
than in other parts of Australia where these
methods are not yet widely used

the notification systeminthe NT ismorereliable
than in other parts of Australia, particularly
because of direct notification from NT pathology
laboratories

Tuberculosis

Tuberculosis (TB) is caused by the bacterium
Mycobacterium tuberculosis or Mycaobacterium
bovis. It usually causes disease in the lungs
(pulmonary tuberculosis), although it can alsoinfect
other parts of the body. In most people, the body’s
immune system control stheinfection beforeit causes
serious damage. The infection remains dormant in
the lungs or other infected parts for life. In about
10% of infected people re-activation occurs many
years later when other health problems (such as
malnutrition, injury, a coholism or drug abuse, chronic
diseases such as diabetes or other infections such as
HIV) weaken the body’ simmune defences and allow
the tubercul osis bacteriato multiply and spread.

TB continuesto be the leading cause of deathiin the
world from a single infectious agent. In parts of the
devel oped world, the steady declinein theincidence
of TB over the past century has recently ceased or
even reversed. The resurgence has been attributed
to acombination of the HIV epidemic, immigration
from countries where infection is common, the
development of antibiotic resstant strainsof TB, risng
poverty, home essnessand overcrowding among urban
populations and the deterioration of TB control
programs. Recent Australian surveillance data
suggest that this country is not experiencing the
resurgence of TB noted elsewhere. The Australian
notification rates for the early—mid 1990s has been
stable at approximately 5.5 cases per 100,000
population. Additionally Australia has low rates of
drug resistant tuberculosis (Dawson 1999).

The NT has always had rates of TB higher than the
rest of Australia. In the late 1980s TB incidence in
the NT waseight to ninetimeshigher than the national
rate. Intheearly 1990stherate dropped to an average
of 19 per 100,000, or threeto four timesthe national
rate, and has remained relatively stable since then,
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8.30 NT tuberculosis notification rates 1989 to
1997

—@— NT Aboriginal
—O— NT non-Aboriginal
—O— migrant

Notifications per
100,000 people

140 -

120 -
[
100 -

80
60 -
40 4
) W\/

e e

1989 1990 1991 1992 1993 1994 1995 1996 1997

Data:  Centre for Disease Control, THS

with approximately 30 to 40 cases diagnosed each
year. Aboriginal and migrant people have relatively
high rates of TB (graph 8.30). Many of the migrants
come from countries known to have an extremely
highincidence of TB, such asIndonesia, East Timor,
Vietnam, China, the Philippines and Papua New
Guinea.

8.31 NT tuberculosis notifications by age 1989

to 1997
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In the period 1989 to 1997 there were atotal of 361
cases of TB notified in the NT: 55% were male and
60% were Aboriginal. 86% of these cases occurred
in the Top End. The highest incidence rateswerein
the ages 25 to 54 (graph 8.31). The average age was
40 years for females and 46 years for males. The
threemajor risk factorsfor TB in casesdiagnosedin
the NT are being a close contact of another person
with TB, acoholism, and malnutrition.

Territory Health Services provides an active TB
control service, with TB Control Units in Darwin,
Alice Springs, Katherine and East Arnhem. The
prioritiesof thisserviceare:

treatment of patients

appropriate screening, contact tracing and

preventive therapy

education of health staff and at-risk groups

Patient treatment uses the Directly Observed
Therapy short course (DOTS) regimen, as
recommended by the World Health Organisation. This
requires direct supervision of treatment for at least
six months, with medication provided freeby Territory
Health Services. In the decade to 1999 there were
no cases of multi-drug resistant TB, and the curerate
of TB patients was amost 100%.

Leprosy

Leprosy is a bacterial infection caused by the
organism Mycobacteriumleprae. The main damage
caused by leprosy is to the peripheral nerves,
particularly inthe skinand limbs. Itisusually avery
dowly progressive infection, taking many years to
gradually destroy the nerves. Once sensation is lost
due to nerve damage, frequent injuries to the skin
and limbs, and dow healing, cause chronic ulcersand
infectionswhich may lead to amputation of digitsor
partsof limbs. Contrary to common belief in previous
times, leprosy is not easily transmitted from person
to person, and most commonly infectsfamily members
or other people in close contact with an infected
person.

8.32 NT leprosy incidence 1970 to 1998
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In the NT, active case finding and treatment for
leprosy began in the early 1950s, and has brought
about amarked reduction in theincidence of leprosy.
Rates for leprosy in Aboriginal people have fallen
steadily from 56 per 100,000 annually over the period
19701974, to 38 per 100,000 annually over 1980—
1984, to 4 per 100,000 annually over 1994-1998 (graph
8.32).

A total of 1,467 caseshad been notifiedinthe NT up
until 1994. Of these, 91% of cases occurred in
Aboriginal people, 4% in Europeans, 3% in Chinese,
1% in South-East Asiansand 1% in thosefrom other
countries (including PapuaNew Guinea).

Intheyears1970to 1994, following theintroduction
of multiple drug therapy (MDT) and with a more
sensitive case definition, there were 224 new
notifications of leprosy. Of these 193 (86%) were
Aboriginal, and 19 (8%) were non-Aboriginals who
acquired the disease locally. The 12 (5%) remaining
cases were from leprosy endemic areas of South-
East Asia and Papua New Guinea. Of these, 62%
were male. The average age at diagnosis for
Aboriginal people was 36 years compared with 49
years for non-Aboriginal people acquiring their
diseasein Australia (Lush & Hargrave 1995). In the
years 1994 to 1998 there were a further nine
notifications of leprosy, eight of whom areAboriginal
people (Centrefor Disease Control, unpublished).

Leprosy isnow ararediseaseinthe NT and therefore
widespread active case finding is no longer a cost-
effective option. The main objectives for leprosy
control are:
to ensure early case detection by maintaining
awareness of the disease amongst health staff and
the community
totreat all patientsuntil cured (six monthsto two
years, depending on the type of leprosy)
tofollow up all contacts of leprosy patients
to follow up all past leprosy patients for life: to
detect relapse and prevent and treat deformity
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Injury and violence

by Sandra Thompson, Karen Dempsey and Michael Pearce

Injury is a major cause of death and illness in
Australia. However, the NT has a greater burden of
injury than other states, and Aboriginal Territorians
are at particularly high risk of dying or being
hospitalised fromaninjury.

What is injury?

I njury encompasses physical harm or damage dueto
road transport accidents, sports, drowning, burns, falls,
suffocation, violence, homicideand suicide. Injury and
poisoning are often combined into one category for
thereporting of statistical information. Inthischapter,
theterm ‘injury’ refersto both injury and poisoning,
although poisoningisonly avery small proportion of
injury admissions to hospital (less than 2%) and of
injury deaths (0.06%) in the NT (Epidemiology
Branch, THS).

The burden of injury: death
and illness

Deaths caused by injury
9.1 Injury deaths 1979 to 1995

No. % Rank

Male

NT Aboriginal 639 19.1 2

NT non-Aboriginal 1,030 27.7 1

Australia 93,422 8.7 3
Female

NT Aboriginal 253 9.8 4

NT non-Aboriginal 235 15.6

Australia 39,365 43 4

Notes: ‘%’ is the percentage of deaths attributable to injury

‘Rank’ is the position of injury among other causes of death,
including circulatory disease, respiratory disease, cancer and
digestive disease

Data: Epidemiology Branch, THS

Between 1979 and 1995 (table 9.1), injury wasthe:

* most frequent cause of death for NT non-
Aborigina males(28%)

» second-highest cause of death for NT Aboriginal
males (19%)

e third-highest cause of deathfor NT non-Aboriginal

females (16%) and for Australian males overall
(9%)

» fourth-highest cause of death for NT Aboriginal
femal es (10%) and for Australian females overall
(4%)

* most common cause of deathfor NT children aged
oneto 14 (d’ Espaignet & others 1998)

Caution should be exercised when interpreting trends,

particularly for specific causes of injury. Because of

the small population of the NT, the absol ute number
of injury deathsissmall, despitethe highinjury death

rate per 100,000 people. Over the 17 years to 1995,

the NT had 2,157 injury deaths out of atotal 11,155

deaths. An average of 656 deaths occurred in the

Territory each year, of which 127 were duetoinjury

(Dempsey & Condon 1999). The ratio of male to

female injury deaths was 2.5 for Aboriginal people

and 4.4 for non-Aboriginal people (Epidemiology

Branch, THS). This male excess of injury deathsis

also seen in national statistics (H&FS & AIHW

1998).

9.2 Injury death rates 1996
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Source: Bordeaux 1998 (reproduced with the permission of the National
Injury Surveillance Unit)

Injury represents ahigher proportion of deathsin the
NT than elsewhere in Australia. This is not just
because the NT has a smaller proportion of elderly
people dying of chronic diseases such asheart failure
or cancer. The age-adjusted rates of injury-related
death areal so higher (graph 9.2). Thisholdstrueeven
when allowance is made for statistical variations
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arising from the relatively small population base of
the NT.

Whilethe population of the NT issmall, it is spread
over a large land area. There are amost twice as
many injury deathsin Australia’ s most remote areas
as elsewhere (H&FS & AIHW 1998). This partly
explainsthe high injury rates among NT Aborigina
people, as one-third of NT Aboriginal peoplelivein
remote communities of lessthan 200 residents (ABS
1998). Moreover, their much higher injury death rates
confirm a differential between Aboriginal and non-
Aboriginal health that isevident in many other areas
of health (Harrison and Moller 1994).

Deathrateratiosfor thethreefive-year periods 1981—
85, 1986-90 and 199195 indicate that, compared with
all of Australia, NT injury deathswere excessivefor
all groups and particularly for Aboriginal malesand
females (table 9.3). There was a steady drop in the
injury death ratefor Australian males, from 75 deaths
per 100,000 in 1981-85 down to 60 deaths per 100,000
in 1991-95. Although both showed some reduction
with time, the NT rates for Aboriginal and non-
Aboriginal malesremained considerably higher than
theoverall Australian ratein 1991-95. By that time,
theinjury death ratefor NT non-Aboriginal menwas
45% higher than the national figure; theratefor NT
Aboriginal menwasover threetimesthat of Australian
men; and the death rate for NT Aboriginal women
was more than four timesthat of Australian women.

Of the 101 children aged one to 14 who died in the
NT between 1991 and 1995, approximately half (53)
died frominjury related causes (d' Espaignet & others
1998). Non-Aborigina children were three times
morelikely todiefrominjury (33.2 deaths per 100,000)
than Australian children overall (9.8 deaths per
100,000). The death ratefor Aboriginal children (47.5
per 100,000) was 43% higher than for non-Aboriginal
children (d’ Espaignet & others 1998).

A different type of mortality analysis: years
of potential life lost

In Australia, most deaths result from diseases that
are uncommon in young people and increasingly
common with age, such as cardiovascular disease
and cancer. Injury deaths have a disproportionate
impact ontheyoung. ‘ Yearsof potential lifelost’ isa
measure of theimpact of premature death. 11Inesses,
diseases and injuries that particularly affect young
people cause more years of lifeto belost than those
which mainly affect the elderly. For example, adeath
at the age of 20 dueto injury leads to more potential
years of lifelost than a death at the age of 60 due to
heart disease. Thefollowing analysisisbased onyears
of potential lifelost before age 65.

9.4 Years of potential life lost in the NT 1995

Number of
Cause Deaths YPLL
Mental 26 160
Genitourinary 16 220
Infectious 10 344
Endocrine 27 380
Congenital 12 631
Neoplasms 94 1,148
Respiratory 56 1,226
Circulatory 93 1,447
Injury 117 4,006

Notes: ‘YPLL means years of potential life lost before age 65
‘Genitourinary’ includes chronic renal disease

‘Endocrine’ includes diabetes

‘Neoplasms’ include solid tumours (such as lung, breast and
bowel cancers) and haematological malignancies (such as

leukemia and lymphoma)

Data: Epidemiology Branch, THS

IntheNT in 1995, moreyearsof lifewerelost before
the age of 65 yearsdueto injury than because of any
other single cause of death (table 9.4). Nearly three

9.3 Injury death rates and rate ratios 1981 to 1995

Rate Rate Ratio
NT non- NT Aboriginal:  NT non-Aboriginal:
NT Aboriginal Aboriginal Australia Australia Australia
Male 1981 to 1985 243.7 1231 75.1 3.2 1.6
1986 to 1990 263.0 114.3 71.4 3.7 1.6
1991 to 1995 197.1 87.6 60.3 3.3 15
Female 1981 to 1985 118.9 33.3 29.4 4.0 11
1986 to 1990 89.4 34.1 27.8 3.2 1.2
1991 to 1995 101.3 30.0 23.0 4.4 1.3

Note:

Data: Epidemiology Branch, THS
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times more years of potential life were lost through
injury than through cardiovascular disease, whichwas
the second commonest cause of death. Injury
accounted for moreyearsof lifelost than all years of
lifelost from the combinedtotal of respiratory disease,
infectious disease, cancer, diabetesand rena disease.
Australia-wide, most data are reported as YPLL
before age 75, thusadirect comparisonisnot possible.

lliness caused by injury

Hospital admissions are used as a measure of harm
caused by injury becausethisinformationisroutinely
collected and readily available. Many more injuries
than are recorded by this method cause significant
illness and short-term disability but do not result in
hospitalisation or death. Therefore these statistics may
underestimate the extent of disability caused by injury.

9.5 Injury admission rates
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Data: NT 1997—Epidemiology Branch, THS

Australia 1995-96—National Injury Surveillance Unit

Between 1993 and 1997, injury accounted for 21,693
of theNT’s207,627 hospital admissions. Thisfigure
for total admissionsexcludesnormal births, interstate
patients and same-day renal dialysis patients (see
Appendix C for the breakdown of injury by cause
and age of patient). In 1997, for both men and women,
hospital admission rates for injury were higher than
overall Australian rates: rates for Aboriginal
Territorianswere markedly higher than for either non-
Aborigina Territoriansor Austraiansgenerally (graph
9.5).

In the NT, injury is the commonest reason for
admission to hospital for children aged five to 14
years, regardless of Indigenous status (d’ Espaignet
& others 1998). Australia-wide, in 1997-98, injury

was the third most common reason for the
hospitalisation of children, following respiratory
illnesses and perinatal conditions. Accidental falls
were the commonest cause of injury in Australian
children hospitalised in that year (AIHW 2000).

The cost of iliness caused by injury

The age standardised admission ratefor injury inthe
NT greatly exceedsthat for Australians overall, and
the NT Aboriginal rate also exceeds the rate for
Aboriginal Australians. For NT Aborigina males, the
injury admission rate is 6,337 per 100,000; for NT
non-Aboriginal malesit is 2,690 per 100,000, while
for Australian males overall it is 2,329 per 100,000,
andfor all Australian Aboriginal malesitis4,740 per
100,000. The figures for females show a similar
excessof injury admissionsfor Aboriginal womenin
the NT (5,283 per 100,000) compared to female
Aboriginesthroughout Australia (4,096 per 100,000),
whilethefigurefor non-Aboriginal women (1,698 per
100,000) is similar to that for all Australian women
(1,578 per 100,000).

9.6 Length of NT hospital stay for injuries 1997

Average Length of Stay

Injury (days)
latrogenic 10.69
Undetermined intent 8.86
Fire, burns, scalds 8.76
Transportation 7.72
Falls 6.11
Intentional—self-inflicted 4.22
Intentional—inflicted by anothel 4.01
Poisoning—other substances 3.89
Other unintentional 3.70
Poisoning—pharmaceuticals 2.87
Submersion 1.36
All causes 6.27
Notes: ‘Other unintentional’ incudes injuries caused by natural

disasters, excessive heat or cold, suffocation, animal bites,
explosion, sports injuries, being caught or crushed, electricity,
radiation, cutting and corrosive substances

‘latrogenic’ includes medical complications and medical
misadventure

‘Submersion’ means near-drowning

‘Poisoning—other substances’ is accidental poisoning by non-
medicinal solids, liquids, gases and vapours

Data: Epidemiology Branch, THS

In terms of bed days, a proxy for hospital costs, the
1997 burden of injury on health expenditure in the
NT is represented by the total 27,312 hospital bed
daysattributabletoinjury. Thisconstituted 12.2% of
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bed days in the NT. The average length of hospital
stay for injury was 6.3 days but therewas considerable
variation depending on the cause of injury (table 9.6).

Discharge from hospital is by no means the end of
the physical, psychological or financial costs
associated with an injury. Many injuries require
prolonged periods of convalescence, sick leave,
rehabilitation and ongoing health care; and many
injuriesresult in enduring physical and psychological
disability. Moreover, injuries that result in more
significant psychological than physical damage, such
asrape, often do not result in hospitalisation, and are
not recorded inthe official statistics.

Information about the causes, effectsand prevention
of injury in the NT would be enhanced by the
availability of reliable dataabout injuriesthat do not
result in hospitalisation or death. Thiswould require
information about injuries treated at remote health
centres, in hospital emergency departments and by
local doctors. Early experience with computerised
client consultation information systems in remote
health centres indicate that primary care workers
already record detailed information about injuries,
particularly those due to family violence. This
experienceisguiding the development of the Primary
Care Information System (PCIS), a state-wide
database for remote health centres.

Causes of injury

The four leading causes of injury death in the NT
are: road transport accidents, homicide, suicide and
drowning (table 9.7). The most common causes of
injury death in children aged one to 14, in both the
NT and Australia overall, are drowning and road
traffic accidents (d’ Espaignet & others 1998).

Road transport accidents

Road user deaths

In the period 1979 to 1995, road transport injuries
were the leading cause of injury deaths in the NT
(39%), and Australia-wide (36%) (table 9.7). In the
NT, road transport injuries accounted for almost half
theinjury deathsfor Aborigina males(44%) and for
non-Aborigina females(47%) (Epidemiology Branch,
THS). Between 1991 and 1995, road transport injuries
caused onethird of al injury deaths (32%) in children
aged oneto 14 (d’ Espaignet & others 1998).

Anaysisof dataover the 17 yearsfrom 1979 to 1995
reveal ed that most peoplewho died on NT roadswere
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9.7 Causes of injury deaths 1979 to 1995

Per cent
NT NT non-
Aboriginal Aboriginal Australia
Male
Road transport 44.1 36.9 35.7
Suicide 4.7 22.4 28.4
Other 18.3 19.2 17.4
Accidental falls 2.8 4.0 8.0
Drowning 8.9 9.2 5.4
Homicide 194 7.5 3.6
Fire, burns, scalds 17 0.8 1.6
Total 100.0 100.0 100.0
Number of deaths 639 1,030 93,422
Female

Road transport 304 46.8 33.6
Accidental falls 4.0 5.5 22.6
Suicide 1.2 13.2 19.1
Other 229 174 14.4
Homicide 33.6 7.7 5.2
Drowning 4.7 9.4 3.0
Fire, burns, scalds 3.2 0.0 21
Total 100.0 100.0 100.0
Number of deaths 253 235 39,365

Note:  ‘Other includes off-road transport, poisoning, misadventure
during medical or surgical care, accidents caused by natural
and environmental factors, suffocation and foreign bodies, and
sports injuries

Data: Epidemiology Branch, THS

9.8 NT road user deaths: 1979 to 1995

Bicyclist Other road
1% transport
8%

Motorcyclist
10%

Pedestrian
20%

Motor vehicle
occupant
61%

Note:  ‘Other Road Transport’ means pillion passengers and rear tray

passengers

Data: Epidemiology Branch, THS

in motor vehicles, although pedestrians and
motorcyclistsaccounted for significant proportions of
NT road transport deaths (graph 9.8).
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9.9 Road transport death rates and rate ratios 1981 to 1995

Rate Rate Ratio
NT non- NT Aboriginal:  NT non-Aboriginal:
NT Aboriginal Aboriginal Australian Australia Australia
Male 1981 to 1985 107.3 41.9 28.9 3.7 14
1986 to 1990 117.9 36.8 24.6 4.8 15
1991 to 1995 80.4 27.2 16.5 4.9 1.6
Female 1981 to 1985 26.7 12.8 10.6 2.5 1.2
1986 to 1990 23.2 14.3 9.7 24 15
1991 to 1995 31.2 8.1 6.9 4.5 1.2

Note:
Data:

From 1981 to 1995, NT road transport death rates
wereconsiderably higher, for both malesand females,
than Australian rates (table 9.9). The highest wasfor
NT Aboriginal males, for whom the death ratein the
period 1991-95 from road transport injury was nearly
fivetimesthat of Australian malesoverall. Between
1981 and 1995 the age-adjusted death rates for road
transport deaths of Australian malesand femaleswere
roughly halved. Therewas aless substantial decline
in the NT, with no decline evident for Aboriginal
females. As a result, for both NT males and NT
Aboriginal females, the rate ratio compared to the
Australian popul ation deteriorated over time.

Epidemiology Branch, THS

Factors contributing to road transport
injuries

TheNT Road Safety Council hasidentified threemain
contributorsto road injury deaths: alcohol, excessive
speed and failure to use restraints.

The effect of alcohol

TheNT Road Safety Council collates police dataon
the blood alcohol concentration (BAC) of peoplewho
dieinroad crashesintheNT. In 1972, theNT adopted
0.08% BAC as the legal limit. In December 1994,
thiswas dropped to 0.05%. Between 1986 and 1996,
64% of driversand motorcycleriderswho diedinthe
NT had ablood alcohol concentration of at least 0.05,
compared with 36% for Australia as awhole (Road
Safety Council of the NT 1998).

In 1997, of all NT road transport deaths for which
the person’s BAC was known (table 9.10), the
proportion who had a BAC over the legal limit of
0.05% was:

e twoinsix motorcyclists

* nearly fourinsix drivers

* morethanfiveinsix pedestrians

Two-thirds of the NT pedestrians killed had a BAC
reading of 0.2% or higher (Road Safety Council of
the NT 1998).

Rates are age-adjusted death rates per 100,000 people, standardised to Australian 1991 population

9.10 Alcohol and road transport deaths 1997

Blood Alcohol

Concentration

(BAC) Driver Motorcyclist Pedestrian Total
Not known 3 1 2 6
Nil 8 4 2 14
0.001% to 0.049% 0 0 0 0
0.050% to 0.099% 3 0 0 3
0.100% to 0.199% 6 2 3 11
0.200% or over 5 0 10 15
Total 25 7 17 49
% of known with 63.6 33.3 86.7 67.4

BAC30.05

Data: NT Road Safety Council

Police dataindicate that alcohol wasinvolvedin 14%
of NT road crashes in 1997, compared with about
20% at the start of the decade. There is, however,
considerable variation between regions: al cohol was
involved in 10% of crashesin Darwin, 23% inAlice
Springs, and 18% in other regions (Road Safety
Council of the NT 1998). By comparison, astudy of
deaths involving motor vehicle crashes among
Aboriginal peoplein Western Australiafound that 83%
were alcohol-related (Williamsand Maisey 1991).

In 1992, in recognition of theincreased likelihood of
alcohol-related problemsin the NT, the Living With
Alcohol (LWA) program was instituted. It is
specifically designed to reduce the harms associated
with alcohol use. A recent evaluation shows that in
thefour-year period following theintroduction of the
LWA program, there were 35% fewer road crashes
resulting innon-fatal injuriesrequiring hospitalisation,
amean reduction of 14% in road crash injuries not
requiring hospitalisation, and amean reduction of 39%
in alcohol-related road crash deaths (National Drug
Research Institute & others 1999). For further
information see the Substance misuse chapter.
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The effect of excessive speed

Many NT Aboriginal people live in remote areas
where road surfaces are poor, people travel long
distances and there are no speed restrictions outside
of urban settlements—all factors that contribute to
severeroad crashes. Factors known to affect whether
or not an injured car occupant dies before receiving
medical assistance arethe severity of their injury, their
age, their blood alcohol content, the posted speed limit
and whether or not the car was damaged beyond
repair. Wood & others reported that the probability
of dying beforereceiving medical assistanceisgreater
when the posted speed limit is80 km/h or over. Inthe
event of aroad crash in remote areas, people may
dieof their injuriesbefore medical assistancearrives
or transport to hospital can be arranged.

The effect of safety restraints

In more than 60% of all fatal road transport injuries
inthe NT in 1997, a seat belt or child restraint was
not worn. Thisfigureincludes pedestrian deaths (graph
9.11). Approximately 20% of people hospitalised after
aroad transport accident had not been wearing saf ety
restraints. Of thosetreated at hospital but not admitted,
and thoseinjured but not requiring medical attention,
a smaller proportion were not wearing a restraint
when involved in a road transport accident (Road
Safety Council of the NT 1998).

9.11 NT death and severity of injury: using
safety restraints 1997

W no restraint fitted

W restraint fitted not worn

@ not applicable

O seat belt/child restraint worn

Per cent

100 -
0 .

80 -

70 4

60 4

50 -

40 4

30 4

20 -

10 4

0
Treated but not
admitted

Fatal Treated and
admitted

Injured but not
treated

Note:  ‘Not applicable’ means pedestrians

Source: Adapted from Road Safety Council of the Northern Territory
1997

Theimpact of child restraintson NT road injury rates

has not yet been determined. In the decade 1985 to

1994, none of the 28 children who died in car crashes

on NT roads was wearing a safety restraint. Child

restraints have been legally required inthe NT since
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1991, although the law does not require the use of a
device appropriate to the age of the child (Silva &
others 1998).

Children killed on the roads

Over thedecade 1985 t0 1994, 244 NT children aged
between one and 14 died of all causes. Of these
deaths, 53% resulted from injury, with 38% due to
road transport injury. The death rate due to road
trangport injury ismarkedly higher in NT childrenthan
inAustralian children overdl. For Aboriginal children,
the road transport death rate in the period 1991 to
1995 of 15.2 per 100,000, wasfour timesthe national
rate, while for non-Aboriginal children it was three
timesthenationd rateat 10.7 per 100,000 (d’ Espaignet
& others 1998).

Children’s road deaths may be divided into: motor
vehiclecollisions(21%); rollover or loss of control of
the vehicle (30%—three-quarters of which were on
rural roads); and pedestrian deaths (34%) (Silva &
others 1998). Half of the pedestrian deaths were
children under five yearswho were reversed over at
home, often by four-wheel drive vehiclesfromwhich
visibility of low objects may be poor. Of the drivers
involved in the deaths of children aged oneto 14:
* 46% weredriving carelessly or speeding (Silva&
others 1998)
* 29% had ablood alcohol concentration over the
legal limit of 0.05%
These data reinforce the importance of limiting
hazardousa cohol consumption, educating driversand
enforcing speed regulations.

Passenger travel in open vehicles

9.12 Death and injury from open vehicles in
the NT

W deaths
Qinjuries

Number
60

50 -
40
30 4

20 4

10 4

el

1990 1991 1992 1993 1994 1995 1996 1997

Data:  NT Road Safety Council
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Therear open areaof utilitiesand tray-top trucks are
neither designed nor safe for passenger travel. In
response to the high rate of death and seriousinjury
to passengersin open vehicles (graph 9.12), the NT
enacted legidation in 1994 to prohibit this form of
travel unless the vehicle is fitted with an approved
rollover device and thedriver drinks no al cohol (has
ablood alcohol concentration of 0.00%).

Inthetwo yearsbeforethelaw took effect, NT Road
Safety Council field officers and Motor Vehicle
Registry staff worked with police and community
councilsinremote areasto promotethe use of rollover
devices. Inthefour yearsfollowing the requirement
for rollover bars on open vehicles, passenger deaths
fell to 2.1% of all road transport deaths compared
with 10.3%in thefour years beforehand. In the period
199410 1998, all deathsand all but one of the serious
injuries to passengers in open vehicles were in
vehicles not fitted with prescribed rollover devices
(Garrow 1999).

The NT Road Safety Council reports that the
legislation also altered vehicle purchase and
registration patterns. Between 1994 and 1998,
registration of twin cab utilities more than doubled;
light buses increased by about 50%; station wagons
increased dlightly; and utilitiesremained static.

Theimprovement in death and injury figuresmay be
attributed to two factors: reduced numbers of
passengers carried in open vehicles (exposure
reduction); andincreased protection for those exposed
(risk reduction) (Waters 1999).

Homicide

Homicide accounts for alarger proportion of injury
deathsintheNT thaninAustraliaoverall. Excessive
alcohol consumption is known to be a major
contributor to homicide (Cherpitel 1996, 1997). Degth

9.13 Homicide rates and rate ratios 1981 to 1995

rate ratios for the three five-year periods 1981-85,
198690 and 199195 reveal that, compared with
Australia overall, homicide rates in the NT were
excessivefor all groups, but particularly for Aboriginal
people (table9.13).

While in 1991-95, the homicide rate for non-
Aborigina men was three times that of Australian
men overall, theratefor Aboriginal menwas 15 times
that of Australian men. In the same time period,
homicide was 14 times more common in Aboriginal
women than in Australian women overall, and three
times more common in non-Aboriginal women.
However, whiletheAustralianand NT non-Aborigina
homiciderates have remained fairly static, there has
been a decline in homicide rates in Aboriginal men
andwomenintheNT (table9.13). Victimsof homicide
aremaost commonly women aged 25-44 and men aged
45-64 (Epidemiology Branch, THS).

9.14 NT methods of homicide 1979 to 1995

Stabbing
Firearms

Blunt instrument
Unarmed fight
Strangulation
Drowning
Pushed
Poisoning

Child battery

Other means

0 5 10 15 20 25 30 35 40 45
Per cent

Note:  ‘Other means’ include scalding, criminal neglect and unspecified

means

Data: Epidemiology Branch, THS

Between 1979 and 1995, the commonest means of
homicideinthe NT were stabbing (39%) and firearms

Rate Rate Ratio
NT non- NT Aboriginal:  NT non-Aboriginal:
NT Aboriginal Aboriginal Australia Australian Australian
Male 1981 to 1985 48.7 10.4 25 19.6 4.2
1986 to 1990 61.9 4.6 2.6 23.9 1.8
1991 to 1995 34.9 6.7 2.3 15.0 2.9
Female 1981 to 1985 41.3 3.3 14 28.5 2.3
1986 to 1990 25.8 0.6 1.6 15.9 0.4
1991 to 1995 20.1 4.4 1.4 13.9 3.0

Note:

Data: Epidemiology Branch, THS

Rates are age-adjusted death rates per 100,000 people, standardised to Australian 1991 population
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(17%). Together, these methods accounted for more
than half of NT homicides (graph 9.14). Therewere
different patternsfor Aboriginal and non-Aboriginal
homicides: ailmost two-thirds of Aboriginal deaths
involved stabbing or use of ablunt instrument, and
10% involved firearms. By contrast, about one-third
of non-Aboriginal deathsinvolved stabbing or use of
ablunt instrument, while another one-third involved
firearms.

Drowning

Regardless of indigenous status or sex, Territorians
are more likely to die from drowning than other
Australians. Drowning isthe leading cause of injury
deathin children aged oneto 14, accounting for 37%
of al injury deathsin children between 1991 and 1995
(d'Espaignet & others 1998). The vast mgjority of
drownings occur in children under the age of five.

Drowning, usually in ahome pool, isthe main cause
of death of non-Aboriginal children in the Northern
Territory (Silva& others 1998). NT non-Aborigina
children have over eight timesthe rate of deaths due
to drowning (16.6 per 100,000) asAustralian children
overall (2.0 per 100,000). The rate of drowning of
Aboriginal children (11.4 per 100,000) also well
exceeds the national rate (d’'Espaignet & others
1998).

9.15 Sites of drowning of under five-year-olds:
1986 to 1995

No. %
Pool 18 60
Sporting activity 5 17
Boating activity 3 10
Accidental fall 2 7
Bathtub 2 7

Note:  Children aged four years and under

Data:  Epidemiology Branch, THS

Inthedecadeto 1995, 30 children aged four and under
drownedintheNT; 90%inthe Top End (table 9.14).
Most of these drownings occurred in home pools.
Although there is an Australian standard for pool
fencing and gates which dictates the height and
structural requirements of the fence and gate, local
government regul ations dictate the extent of fencing.
In the Territory, most pool owners are required to
fence merely the perimeter of their property. In
accordance with this legidation, the pool may be
reached directly from the house or backyard, aslong
as the property itself is inaccessible from adjoining
properties. However, children rarely wander into a
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stranger’ s property and drown in their pool— most
children drownintheir own pool, or in that of aclose
friend. For thisreason, isolation fencing, afencethat
completely separates the pool or spafrom the house
and therest of the property, isrecommended by public
health authorities (NT Kidsafe website 1999).
Currently, inmost of theNT, isolation fencing of pools,
whilerecommended, isvoluntary. NT-widelegidation
requiringisolation fencing of al swimming poolswould
be asignificant step towards preventing the majority
of urban non-Aboriginal childhood deaths. Such
legidationin Queendand (Pitt and Balanda 1998) and
New Zealand (Fergusson and Horwood 1984) has
already reduced deaths due to home pool drowning.

Of the 15 children drowned in home poolsinthe NT
between 1985 and 1994, 14 were aged between one
and four. Ten of the 15 deathswerein unfenced pools
and noneof thefive'fenced’ poolsmet theAustralian
standards for the construction of swimming pool
fencing (Silva & others 1998). In the same decade,
51% of all children aged one to 14 who drowned in
theTerritory did soin openwaterways. Theseinclude
the seq, rivers, lagoons, waterholes and rural dams.
Thirteen of these 14 drownings were Aboriginal
children (Silva& others 1998).

Hospital admission ratesfor submersionin children
aged four and under are one of the national indicators
of injury prevention and control (H&FS & AIHW
1998). In the three years to 1997, the NT hospital
admission rate for submersion was 28 per 100,000
for children aged four years and under, compared
with 22 per 100,000 Australia-wide and 32 per 100,000
for Aboriginal Australians (H& FS & ATHW 1998).

Suicide

While suicide is the second largest cause of injury
deaths Australia-wide, it has, until recently, been a
minor cause of injury deaths for Aboriginal people
andfor non-Aborigina femalesinthe NT. By contradt,
nearly onequarter of NT non-Aboriginal maleinjury
desthsin the period 1979 to 1995 resulted from suicide,
and the male non-Aboriginal rate in this period was
higher than the overall Australian rate (Dempsey &
Condon 1999).

The number of suicides in the NT has increased
considerably since 1995, for both Aboriginal and non-
Aboriginal people. In 1997, the overall NT suicide
rate was almost 50% higher than the Australian rate
(ABS1999). In someAborigina communities, suicide
has become amajor problem. For moreinformation,
see the Mental health chapter.
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Accidental falls

Falls, which become more frequent with age, areless
of aprablem inthe NT than Australia-wide because
of itsrelatively young population (ABS 1997).

Preventing injury

Inthe past, injurieswere perceived asinevitable—as
‘acts of God’ or ‘accidents —or as the results of
personal behaviour, but it isnow recognised that many
injuries are potentially preventable. For morethan a
decade, injury prevention has been recognised as a
major method of improving the health of Australians
(H&FS & AIHW 1998). The National Health Goals
and Targets, National Better Health Program and,
more recently, National Health Priority Areas have
all emphasised theimportance of injury prevention.

Itisgeneraly accepted that effectiveinjury prevention
requiresamultidisciplinary andintersectoral approach.
Thisisimportant because the health disciplinesalone
may not have access to all the information and
strategies—such asengineering, reguletion, legidation,
enforcement, education and publicity—required to
develop effective strategiesto reduce death and il ness
frominjury.

Increasing people’ s awareness of the risks they face
from injury complements legislative approaches to
injury prevention. Whether a series of specific
initiatives, such aspreventing falls, preventing house
fires, reducing scalds in the home, or preventing
accidental medication poisoning, are cost effectivein
the NT, or whether the emphasis should remain on
road safety and minimising harm from alcohol misuse,
is amatter of current debate.

Examples of effective injury prevention measures
include: lowering the permissible blood alcohol level
for drivers, and enforcing thisthrough random breath
testing; and limiting the speed of road traffic, and
enforcing this through speed or red light cameras.
Compliance with restrictions, and hence the
effectiveness of measures in reducing the road toll,
isaffected by the perception by citizensthat they will
be apprehended if they break the law, and that
penaltieswill be severe.

Although primary prevention of injury is desirable,
prevention of al injuriesisnot possible. Consequently,
injury prevention efforts should be complemented by
good quality trauma management and access to
rehabilitation services.

Alcohol and injury

Alcohol misuseisasignificant contributor to injury,
and amajor preventable cause of injury inthe NT. It
is estimated that alcohol contributesto 37% of road
injuries among males and 18% among females. In
addition, hazardousor harmful alcohol useisestimated
to be the cause of 34% of fall injuries, 44% of fire
injuries, 34% of drownings and 7% of occupational
and machine injuries in Australia (English &
others1995). Excessive alcohol consumption is a
major factor in assaults, homicides, brawls and
violence against women (Cherpitel 1997, Fullerton &
others 1998, Kyriacou & others1998). Although exact
figuresare not available, onewould expect theserates
to be accentuated in the Territory because alcohol
consumption istwicethe national average: in 1996—
97, the national per capita consumption of absolute
alcohol was7.61 litres, whereasthe NT averagewas
15.55 litres (Alcohol and Other Drugs Program,
THS).

Evidence suggests that restricting alcohol salesin

communities can reduce the number of :

* viditstolocal hospital emergency departmentswith
alcohol-related injuries (d' Abbs & others 1996,
Douglas1998)

* emergency evacuations resulting from injury
(Douglas 1998)

A number of restrictions have been enacted by the

Liquor Commission inthe NT over the last decade.

Together with other injury prevention programs, these

restrictions may, with time, reduce the injury ratein

the NT.
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Chronic diseases

by Tarun Weeramanthri and Louise Clark

This chapter focuses on thefive chronic diseasesthat
together accounted for morethan one-fifthof all NT
deaths between 1979 and 1995 (Dempsey & Condon
1999):
- kidney (renal) disease

diabetes

high blood pressure (hypertension)

heart attack and related heart disease (ischaemic
heart disease)

chronic obstructive airways disease (including
emphysemaand chronic bronchitis)

These chronic diseases causepain, disability and early
death for many Territorians. Society asawholebears
the direct cost of ongoing health care, but theindirect
costsare a so considerabl e, sincethe quality of many
individuas socid andfamily lifeisaffected, and their
work productivity may suffer.

Todleviatethe human and economic costs of chronic
diseases, Territory Health Services (THS) is
coordinating the development of an integrated
Preventable Chronic Diseases Strategy. The aim is
to introduce prevention practices, screening and
community-based support so that people avoid these
diseases or reduce the severity and impact of the
disease processes. It is a staged, long-term strategy
to overcome problems that themselves have arisen
over many years. The strategy includes a number of
‘best buy’ interventionswithin each of six key result
areas.
1. Maternal health

— improvinginfant birth weight
2. Promotion of child growth

— breastfeeding

— preventing childhood malnutrition

— decreasing childhood infectionsthrough better

environmental health conditions

— childhood immunisation
3. Underlying determinants of health

— maternal and childhood education

— dleviate poverty

— promote ‘sense of control’ and mental well-

being

4. Lifestylemodification
— smoking cessation and prevention programs
— brief intervention for hazardous a cohol use
— nutrition, weight loss and physical activity
programsin high risk populations
5. Early detection and early treatment
— screening for specific chronic diseases
— adultimmunisation
— aggressive blood pressure lowering to prevent
progression of kidney disease
6. Best practice management
— prevention of complicationsof diabetes
— aggressive management of heart attacks and
known cardiovascular disease
— rehabilitation and outreach programsfor heart,
respiratory and kidney disease

Information on the magnitude of the problems caused
by chronic diseases, including theburden of livingwith
a disability, and the impact of premature death, is
increasingly important in setting health sector
priorities. The main sources of information about
chronic diseases in the NT are death and
hospitalisation statistics. Secondary data sources
include chronic disease registers in some primary
health care services. In 1999 THS commenced
developing an integrated public health information
strategy to improveinformation about the occurrence
(prevalence and incidence) of chronic diseases, the
risk factors that lead to chronic diseases, and the
success of efforts to prevent and treat them.

Who gets chronic diseases?

As in the rest of Australia, chronic diseases are
becoming more prominent health problemsasthe NT
population ages. Although chronic diseases are both
a Territory-wide and Australia-wide problem,
Aboriginal peopleare particularly affected.

For non-Aboriginal Territorians, as for other
Australians, improvementsin social, environmental
and economic conditions over the past century have
improved nutritional status, and reduced the impact
of infectious diseases and the dangers in our
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environment (although some new ones have been
introduced). As life expectancy has increased, the
major health problemsmost peoplefaceduring their
lives have changed from infectious diseases to the
chronic diseases of older age.

However, poor nutrition, environmental dangersand
infectious diseasesremain seriousthreatsto the health
of NT Aboriginal people. Inaddition, rapid changeto
traditional Aboriginal life has led to the onset of
chronic diseases in early and middle adult life, to a
much greater extent than in other Australians. The
Aboriginal population bears a double burden with
chronic diseases rising rapidly at the same time as
they remain beset with health problems that other
Australians|eft behind generations ago.

The causes of chronic
diseases

In part, chronic diseases originate in genetic
predispaositions inherited from our parents and the
experiences of pregnancy and early childhood. The
experiences of later life resulting from such factors
as poor nutrition, lack of exercise, inadequate
environmental health infrastructure, smoking and
alcohol misuse add to and amplify these initial
influences (see the Substance misuse chapter). In
recent yearsthe attention of researchershasreturned
to the possible life-long consequences of damage
during pregnancy and early childhood.

The ‘Barker hypothesis' (named after British
researcher David Barker) proposes that
environmental factors ‘programme’ particular body
systemsduring critical periodsof growth, in utero and
in infancy, with long-term direct consequences for
adult chronic disease. It specifically links maternal
mal nutrition during pregnancy and impairment of fetal
and infant growth with the subsequent devel opment
in adulthood of hypertension, diabetes and high blood
cholesterol levels and death from ischaemic heart
disease and chronic obstructive airways disease
(Barker 1993). Research in Top End Aboriginal
communitieshasprovided further evidencelinkinglow
birth weight with the subsequent development of
kidney disease (Hoy & others 19984).

Therapidimprovement inAboriginal infant mortality
sincethe 1960s has not been accompanied by asimilar
reduction in childhood malnutrition and infectious
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diseases. In the mid-1990s, the average birthweight
of Aboriginal babies in the NT remained
approximately 200g | essthan non-Aboriginal babies
(Markey & others1998), and impaired growth during
childhood was common (seethe Children’ shealth and
welfare chapter). The long-term effects of these
stormy early yearsare not certain, but will very likely
contribute to the epidemic of chronic diseasesamong
NT Aboriginal peoplein adult life. Thomas (1998)
has noted the irony of improvements in health care
and child survival ratesin Aborigina communitiesover
the past 30 years contributing to ageneration of adults
at high risk of chronic disease.

These chronic diseases and their risk factorsare also
inextricably linked to the broader socioeconomic
determinants of health, particularly education and
employment (see the Underlying causes chapter).
Although the exact causes of chronic diseases are
not fully understood, it is clear that most are due to
more than one single factor. Social disadvantage is
linked to infectious diseases, malnutrition, poor living
conditions and poor hygiene, and chronic diseases
have the most impact on the socially disadvantaged
(Mathews & others 1995).

The chronic diseases discussed in this chapter are
interrrelated, and many have shared risk factors.
People who suffer from one chronic disease often
develop others, and this amplifies the burden of ill
health they face. This is particularly true for NT
Aborigina people, many of whom suffer from more
than one chronic disease.

The impact of chronic
diseases

IntheNT, between 1979 and 1997, circulatory disease
(including ischaemic heart disease) was the leading
cause of death for Aboriginal malesand femalesand
non-Aboriginal females, and second to injury for non-
Aboriginal males. Respiratory disease (including
chronic obstructive airways disease) was the third
leading cause of death for Aborigina males, the
second |eading cause of death for Aboriginal females
and the fourth leading cause of death for non-
Aborigina males and females (Dempsey & Condon
1999).

Of the 11,155 deaths in the NT between 1979 and
1995, 2,513 or 23% were due to five major chronic
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10.1 NT deaths from chronic diseases 1979 to
1995

Deaths

Chronic disease No. %
Heart attack and related heart disease 1,305 11.7
(ischaemic heart disease)

Respiratory disease (chronic obstructive 690 6.2
airw ays disease)

Diabetes 275 25
Kidney (renal) failure 122 11
High blood pressure (hypertension) 121 11
Total 2,513 225

Note: Number of deaths for selected diseases and proportion of total

deaths

Source: Dempsey & Condon 1999

diseases (table 10.1). By comparison, other major
causes of NT deaths during this period were: motor
vehicle accidents, which accounted for 6% of all
deaths; homicide and suicide (5%); pneumonia and
influenza (5%); cerebrovascular disease (4%) and
lung cancer (4%) (Dempsey & Condon 1999).

10.2 NT ischaemic heart disease death rates
1991 to 1995

NT non-
NT Aboriginal Aboriginal Australia
Male
0-4 0.0 0.0 0.0
5-24 0.0 0.0 0.3
25-44 120.5 10.9 12.0
45-64 629.4 131.8 171.6
65+ 1,236.7 969.5 1,481.6
Female
0-4 0.0 0.0 0.1
5-24 0.0 0.0 0.0
25-44 27.8 0.0 25
45-64 2442 19.7 49.1
65+ 1,080.9 434.9 1,101.9

Note:  Age-specific average annual death rates per 100,000 people

Source: Dempsey & Condon 1999

Chronic diseasesimpact on NT Aboriginal peopleat
a younger age than NT non-Aborigina people or
Australians generally. This can be seen in the
ischaemic heart disease death ratesin each age group.
Between 1991 and 1995, ischaemic heart disease

deathratesfor youngAboriginal adultsintheNT were
similar tothose of non-Aboriginal peopleten to twenty
yearsolder (table 10.2).

Kidney disease

Chronic rena failure (kidney failure) isthe result of
irreversiblekidney damage. To stay dive, peoplewith
kidney failure require either a kidney transplant or
renal (kidney) dialysisevery few days. Thedramatic
riseintheincidenceof kidney failurein NT Aborigina
people hasbeen highlighted by thework of Dr Wendy
Hoy and her team at the Menzies School of Health
Research in Darwin (Spencer & others 1998).

The human cost of this epidemic of kidney failureis
high. Most Aboriginal peoplewith kidney failure have
moved to Darwin or Alice Springs to access renal
dialysis. A remote sdlf-care dialysisunit has operated
at Nguiu on the Tiwi Islands since early 1999, and
another openedin Katherinein June 2000. Didocation
from land and family adds to the stress and practical
difficulties of dealing with strict treatment regimes
for adisease that isa ‘new’ kind of illness and not
fully understood (Devitt & McMasters 1998).

The survival of patients with kidney failure is
significantly worsefor Aborigind people. Their median
survival time is 3.6 years from the onset of kidney
failure, compared with 12.3 yearsfor non-Aboriginal
people (Spencer & others 1998). This differenceis
partly dueto agreater number of co-existent illnesses,
ahigher rate of seriousinfection, and ahigher rate of
withdrawal from treatment.

Thehealth service costsof thisrapidly rising epidemic
of kidney disease are a major demand on resources.
In the years up to 1998, the number of dialysis
procedures rose by 28% per year in the Top End
(Spencer & others 1998). This is an unsustainable
burden since the cost of dialysis treatment was
estimated by Royal Darwin Hospital in 1997 to be
over $56,000 per person per year (RDH,
unpublished). Thisestimatesthedirect cost of dialysis
treatment, and does not include the cost of associated
health care such as hospital admissions for
complicationsor other illnesses, nor indirect costssuch
as relocation to and accommodation in Darwin or
Alice Springs.

99



Specific health issues

10.3 Top End incidence of kidney failure 1985 to
1996

10.5 NT renal dialysis hospital admissions and
costs

W 1985 to 1988
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New cases per
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70

60 4

50 -

40 1

30

20 -

10 4

| ]

NT non-Aboriginal

0

NT Aboriginal

mmm NT Aboriginal i
=1 NT non-Aboriginal Total
Number —e— actual costs costs $M

25000 - ri2

Projected costs | e

20000 -

15000 -

10000 -

5000 +

1992-93
1993-94
1994-95
1995-96
1996-97
1997-98
1998-99
1999-00
2000-01
2001-02
2002-03

Note:  Age-adjusted average annual end-stage renal incidence rates

per 100,000 people, standardised to Australian 1991population
Source: Spencer & others 1998

Over the 12 years to 1996, the incidence of kidney
failurein Aboriginal peopleinthe Top End doubled
every four years while the rate in non-Aborigina
people remained constant (graph 10.3).

10.4 NT commencement of dialysis treatment
1978 to 1996

Number
50 4

45 4
40 4
BEE
30 4
25
20
15 +
10

54

04

0-19 20-29 30-39 40-49

Age group (years)

50-59 60-69 70+

Note:  Number of people commencing renal dialysis treatment for

end-stage renal disease

Data:  Spencer unpublished

In the years 1978 to 1996, the majority of people
commencing treatment for kidney failureinthe NT
were Aboriginal people aged between 30 and 60
years (table 10.4)

The number of renal dialysis treatments in the NT
more than doubled between 1992—93 and 1997-98,
at which time these procedures cost inthevicinity of
$8million (graph 10.5).
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Note:  Projected renal dialysis costs are based on actual NT public

hospital costs for the years 1992-93 to 1997-88
Source: THS 1998

Good preventive practice in the use of long-acting
angiotensin converting enzyme inhibitors (ACEI)
delaysthe onset of kidney diseasefor thosewith high
blood pressure, diabetes and significant albuminuria
(proteinintheurine, asign of kidney damage). This
has been supported by research carried out by the
Menzies School of Health Research (Hoy 1998b).
These practices are now incorporated into best
practice management guidelines across the NT.

Diabetes

Diabetesimpairsthe body’ sahility to use sugar. There

are two main types:

- Type 1, which usually starts suddenly during
childhood and requires daily insulin injectionsto
maintain control of glucose (sugar) levelsin the
body
Type 2, which usualy startsin overweight people
inadulthood

Peoplewith type 2 diabetes can usually control their
blood sugar level swith acombination of weight | oss,
exercise, changed eating habitsand by taking tablets.
They usually do not require daily insulin injections.
Adult-onset (type 2) diabetes is a serious chronic
disease that affects many Aboriginal Territorians.
90% of diabetics have type 2 diabetes (McCarty &
others 1996).

There were dramatic rises in diabetes-related death
ratesin NT Aboriginal people, particularly females,
between 1981 and 1995; whiletheratesin NT non-
Aboriginal people showed no clear pattern (graphs
10.6 and 10.7).
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10.6 NT male diabetes death rates 1981 to 1995
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Note:  Age-adjusted average annual death rates per 100,000 people,
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Source: Dempsey & Condon 1999

10.7 NT female diabetes death rates 1981 to
1995
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Note:  Age-adjusted average annual death rates per 100,000 people,

standardised to Australian 1991 population

Source: Dempsey & Condon 1999

Similarly, NT hospital admission rates for diabetes
increased between 1983 and 1997 for NT Aboriginal
people (graph 10.8), while showing no clear pattern
innon-Aborigina people.

The impact of diabetes on other chronic
diseases

Diabetes commonly occurs together with other
chronic diseases, and is one of the causes of
ischaemic heart disease (heart attack and related
heart disease) and kidney disease. Diabetes was
associated with 14% of casesof kidney failureinthe
Top End between 1989 and 1992, and 26% of cases
between 1993 and 1996 (Spencer & others 1998).

10.8 NT diabetes hospital admissions 1983 to
1997

Separations per 1983 to 1987

100,000 people 01993 to 1997
450 4
400 4
350 4
300 4
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200
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NT Aboriginal NT non-Aboriginal NT Aboriginal NT non-Aboriginal

Male Female
Note:  Age-adjusted average annual hospital separation (admission)

rates per 100,000 people, standardised to Australian 1991
population

Data: Epidemiology Branch, THS

Diabetes is a common reason for inpatient hospital
treatment, particularly in Aboriginal people (graph
10.8). Diabetesisalso frequently present in patients
who are hospitalised with other chronic diseases (see
table 10.9).

10.9 NT hospital admissions: diabetes with other
chronic diseases 1993 to 1997

Diabetes also
Principal Reason for Total present
Admission No. No. %

Kidney (renal) failure 761 348 45.7
High blood pressure 280 75 26.8
(hypertension)

Heart attack and related heart 2,469 576 23.3
disease (ischaemic heart

disease)

Respiratory disease (chronic 1,389 153 11.0
obstructive airw ays disease)

All causes (excluding diabetes) 151,805 7,954 5.2
Motor vehicle accidents 3,464 80 2.3

Notes: NT public hospital admissions for selected chronic diseases
where the patient also had diabetes
Data: Epidemiology Branch, THS

From 1993101997, 46% of people admitted for kidney
failure, 27% admitted for high blood pressureand 23%
of people admitted for ischaemic heart disease also
had diabetes. By contrast, only 2.3% of people
admitted because of motor vehicle injury also had
diabetes recorded as an additional diagnosis (table
10.9).
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Hypertension

10.10 NT hypertension hospital admissions
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Note:  Age-adjusted average annual hospital separation (admission)

rates per 100,000 people, standardised to Australian 1991
population for 1983-1987 and 1993-1997

Data: Epidemiology Branch, THS

There is very little information available about the
incidence and prevalence of hypertension in the
community. But we do know that hospitalisation rates
for hypertension as the principal diagnosis declined
dramatically from 198310 1997 for all NT population
groups (table 10.10). Theexplanation for thisprobably
lies in improved methods of blood pressure control
availableinthe community, leading to adramatic fall
in the number of people with uncontrolled
hypertension.

Ischaemic heart disease

Damage to and blockage of the arteries that supply
blood to the heart itself (the coronary arteries) iscalled
ischaemic heart disease. This damage can lead to
insufficient blood supply to the heart, producing
temporary pain during exercise (angina), permanent
death of part of the heart muscle (a heart attack, or
myocardial infarction) and/or heart failure. Both
diabetes and hypertension can slowly damage the
coronary arteries, which if severe enough leads to
ischaemic heart disease.

Therehasbeen astriking fall in deathsfromischaemic
heart disease in Australia since the late 1960s. The
period 1988 to 1995 also saw an overall reductionin
NT deaths, but Aboriginal men still had approximately
twice the rate of death from ischaemic heart disease
compared with non-Aboriginal men, and Aboriginal
women approximately three times the rate of death
compared with non-Aboriginal women (Ong 1998).
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Compared with men, women arerelatively protected
fromischaemic heart diseasethroughout life (Tunstall-
Pedoe 1998), but from 1988 to 1995, NT Aboriginal
women had higher rates of ischaemic heart disease
than non-Aborigina meninal age groupsexcept those
women aged over 65 (Ong 1998).

10.11 NT ischaemic heart disease hospital
admissions
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Note:  Age-adjusted average annual hospital separation (admission)

rates per 100,000 people, standardised to Australian 1991
population

Data:
NT hospitalisation rates for ischaemic heart disease
rosedramatically inthe period 1987 to 1996 for both
Aborigina men and women (graph 10.11). Thiswas
especially noticeable in those aged between 35 and
55 years: by 1996, hospital admission rates for NT
Aborigina peopleinthisagegroup far exceeded those
for NT non-Aboriginal people. In recent years, the
excess proportion of hospitalisations for ischaemic
heart disease in Aboriginal people has started to
approach the excess proportion of deathsin Aborigina
people—this is one indicator of appropriate access
to services based on need (Ong 1998).

Epidemiology Branch, THS

Chronic obstructive airways
disease

Chronic obstructive airways disease is a term that
refers to permanent and progressive damage that
occursin the lungs of many older adults. It includes
chronic bronchitis and emphysema. This damage
involves destruction of the finer parts of the lungs
where oxygen and carbon dioxide are exchanged
between inhaled air and the blood. As this damage
becomes more severe, the lungs become
progressively less able to take in oxygen and expel
carbon dioxide, and aperson with chronic obstructive
airways disease becomes more and more short of
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breath and less able to work and perform other
activities. They may also becomeincreasingly prone
to lunginfections, which can worsen theoriginal lung
damage.

Smoking is the most common cause of chronic
obgtructiveairwaysdiseasein Augtralia, but inhalation
of other irritant chemicals can also cause severe lung
damage. Serious or repeated lung infections in
childhood, which arecommonin Aboriginal children,
areaso believed toinitiate progressive lung damage
which can present in adulthood as chronic obstructive
airways disease.

10.12 Male chronic obstructive airways disease
death rates
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10.13 Female chronic obstructive airways death
rates
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Between 1981 and 1995, NT chronic obstructive
airways disease death rates fluctuated but showed

no definitetrend. Death ratesin Aboriginal Territorians
weremany timeshigher thanin Australiansgenerally,
particularly in females (graphs 10.12 and 10.13).

10.14 NT chronic obstructive airways disease
hospital admissions
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IntheNT, hospitalisation ratesfor chronic obstructive
airways disease showed a dramatic rise in both
Aborigina menand women from 1983 to 1997, while
remaining relatively constant in non-Aboriginal people
(graph 10.14). Initiatives to prevent the uptake of
tobacco smoking and hel p smokersof all agesto quit
are vital to arresting the growing impact of chronic
obstructive airways disease (see the Substance
misuse chapter).
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Cancer

by Sid Selva-Nayagam, Michael Pearce and Cynthia Croft

What is cancer?

Cancer is a term used to describe a collection of
abnormal cellswhich proliferate and spread because
of the loss of the normal mechanism that regulates
cell growth. Cancer cells usualy all derive from a
single mother cell and are therefore identical
(monaclonal). There are about 100 recognised types
of cancer in humans, but cancer is not unique to
humans.

A series of changes (mutations) in cell DNA over
many years, usually in the genesresponsiblefor cell
regulation, leavesacell and its descendants bereft of
normal internal control mechanisms. This enables
cancer cellsto multiply and spread. The uncontrolled
growth of cancer cellsdestroysnormal cells, causing
sickness and possibly death.

Examples of cell changes include (Weinberg 1996;

Ruod ahti 1996):

- mutation of the genes involved in normal cell
growth (proto-oncogenes) so that they lose their
normal cell regulation processes and become
oncogenes, which initiate excessive cell
multiplication
mutation and subsequent inactivity of tumour
suppressor genes, resulting in uncontrolled cell
growth
derangements of the cell cycle clock and loss of
theability to program cell death (apoptosis), which
means cells survive longer than they should
cells become ‘immorta’, thereby acquiring the
ability todivideindefinitely
cells acquire the ability to spread (metastasise)
by decreasing their stickiness to each other and
being ableto survivewhilefloating free

Itisclear from epidemiological and other studiesthat
environmentd, genetic and physiological factorscause
or are linked to cancer, and these factors commonly
interact. Each cancer has its own set of causative
and associated factors.

Environmental factorsassociated with cancer include
smoking, diet, alcohal, viruses such as hepatitis B and

human papillomavirus, radiation and specific agents
such as asbestos. Exactly how they influence cancer
development isnot certain; some cause mutationsand
others selectively enhance the growth of tumour cells
or their precursors. Smoking and diet each contribute
to 30% of cancer-related deaths and are the two most
common environmental causes of cancer deaths in
the devel oped world (Trichopoul os & others 1996).
Smoking-related cancers are estimated to account
for 13% of cancers and 21% of all cancer deathsin
Australia(English & others 1995).

Genetic factors contribute to about 5% to 10% of
cancers (Ruodlahti 1996). A mutation that predisposes
to cancer development in any cell—and in particular
germ cells, the cells from which sperm and ova
originate—may be passed to offspring. Since cancer
istheresult of cumulative mutations, the presence of
amutation at birth reducesthe number of spontaneous
mutationsthat must occur after birth toinitiate cancer.
Thisexplainswhy individualswith afamily history of
cancer tend to present with cancer earlier in life.

Physiological factors linked to cancer include age,
gender, obesity and starting periods at a young age
(early menarche). Most cancers are rare in early
adulthood, becoming common only a much older

ages.

A cancer is usually described according to its
behaviour and the part of the body and cell typefrom
which it originated—for example, lung
adenocarcinomais a malignant cancer of glandular
cellsin the lung. The following steps are necessary
to assess a patient’s prognosis (the chance of cure,
or likely survival time) and to determine the best
course of treatment:

examining a specimen of cancer tissue (biopsy)

with amicroscopeto determinewhether itisslow-

growing or aggressive

assessing the size of the cancer and how far it

has spread in the body (staging)
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Managing a cancer patient often involves several

cancer specialties and a range of other health

professions, using amultidisciplinary team approach.

Treatment may:
be localised to the site of the cancer (surgery,
radiotherapy) or systemic (chemotherapy,
hormonal therapy, or immunotherapy), or
combinations of two or more of these options
attempt cure, and/or alleviate symptoms, and/or
prolonglife

Management also involves caring for the emotional,

psychological, and social wellbeing of the patient.

The burden of cancer

Why iscancer important? Theincidence of cancer is
increasing by about 1% per year because of our
ageing population and increased diagnosis (H& FS
1998). From 1979 to 1995, cancer was the second
leading cause of death (after circulatory disease) in
Australiaand the third leading cause of death in the
NT (after cardiovascular disease, and injury and
poisoning) (Dempsey & Condon 1999).
Approximately 32,000 Australians and 120
Territorians die each year of cancer.

The annual direct cost of cancer is estimated to be
$1.9 billion dollars, representing about 6% of total
recurrent health expenditure. Indirect costs are of a
similar magnitude (H& FS 1998). The cost of anxiety,
pain and suffering to individual swith cancer and their
familiesis considerable but difficult to measure.

Cancer control

Cancer control includes prevention, early detection
and optimal management. Cancer control isanational
health priority (H&FS & AIHW 1998). In an effort
to enhance cancer control, a national cancer control
initiativewas established in 1997. Thisisapartnership
between the Commonwealth and State governments,
non-governmental agencies, professiona bodiesand
consumer groups. It aims to prioritise, develop and
implement strategiesfor improved cancer control.

There are two national cancer screening programs
in Australia—for female breast cancer and cervical
cancer (see below). Mammography screening for
breast cancer aimsto detect breast cancer at an early
stage, when treatment ismost likely to be successful.
Pap smear screening aims to detect abnormal cells
on the surface of the cervix beforethey develop into
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cancer. Removal of these abnormal cells prevents
cancer occurring. Pap smears also detect cervical
cancer onceit has occurred. Both types of screening
have been shown internationally to be cost-effective
and to lower death rates.

Prevention

Cancer prevention mainly involveslifestyle changes
such as quitting smoking or eating differently. Other
measures include vaccination against hepatitis B
infection. This is not to say that all cancer is
preventable. Even if all environmental risk factors
for cancer could be eliminated, it is estimated that
25% of cancers would still occur as a result of
spontaneous mutations (Ruoslahti 1996).

Inthe NT there are public health programsto reduce
smoking, decrease excessive alcohol intake and
improve diet, which will reduce the occurrence of
several types of cancer. Hepatitis B vaccination is
universal for al children and adults, and should help
reduce the incidence of liver cancer, which is very
high among Aboriginal people, particularly males.

Cervical cytology screening

The Pap smear test has been available in Australia
for over 30 years, but deaths from cervical cancer
have continued to increase. In 1991, the
Commonwealth government initiated the National
Cervical Screening Program to reducetheincidence
of, and illness and death attributable to, cervical
cancer. The NT joined the National Cervical
Screening Program in 1993. The NT program aims
to (THS 1995):

increase awareness of cervical cancer and Pap

smears among women

increase the number of women having two-yearly

Pap smears

improve screening and follow-up services

establish cervical cytology registers and recall

systems

educate health professionalsabout cervical cancer

prevention techniques

In the NT, older women, Aboriginal women and
women from non-English speaking backgrounds have
been identified as high priority groups. Special
initiatives for Aboriginal women in NT remote
communities haveincluded theimplementation of Well
Women's Screening, which has seen Pap smear
screening ratesincreasein remote communities—in
some placesto |levelscomparablewith thosein urban
areas (see graph 11.1).
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TheNT Pap smear register started collecting datain
March 1996. The register reminds women and their
usual health care professional when they are overdue
for their next Pap smear or follow-up treatment. The
register provides statistics on the number of women
having Pap smears, and the effectiveness of Pap
smear testing and follow-up. These statisticsare used
to monitor the performance of the program.

At the end of 1997, 32,217 women were registered
ontheNT Pap smear register and 40,113 Pap smears
had been recorded. In the two years 1996 and 1997,
65% of NT women aged 20 to 69 years had a Pap
smear, whichissimilar to the national figure (AIHW
1998).

11.1 NT Pap smear screening rates

W2 yrsto 31.3.1998
O2yrsto30.9.1998
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Note: Proportion of the target population (women aged 20 to 69

years, adjusted for the estimated number of women who have
had a hysterectomy) screened at least once during the two-
year period

Source: NT Women’s Cancer Prevention Program, THS

There are some regional differences in cervical
screening rates in the Territory. The NT Women's
Cancer Prevention Program reportsthat in 1996 and
1998 urban centres had screening rates of 66% to
68%, but in remote areas screening ratesranged from
47%1t060% (graph 11.1). Cultura and communication
factors, the availability of adequate primary care
facilities, and accessto and use of follow-up services
are all important factors in improving Aboriginal
women's use of Pap smear screening.

Early detection

Cancer cellsmultiply to an enormous number before
they become detectable, and even more so before
they cause symptoms. If early detection is feasible,
and early treatment makes a difference to outcome
by reducing suffering, deaths and costs, then
screening for that particular cancer isjustified.

Colorectal cancer screening

Colorectal cancer screening by testing for blood in
faeces (stools or bowel movements) has been shown,
inrandomised controlled trias, to reduce death (Weller
1998). Thefeasibility of anational screening program
for the early detection of colorectal cancer, by testing
for small, invisible amountsof blood inthefaeces, is
being considered.

Prostate cancer screening

Prostate cancer screening through measurement of
prostate specific antigen (ablood marker for prostatic
cancer) has not been shown to influence death, and
itsusefor population screening isnot recommended
by Australian and international medical authorities.
However, such testing may be appropriatefor finding
cases of prostate cancer in high-risk groups, such as
those with afamily history of prostate cancer (Ward
1998).

Breast cancer screening

BreastScreen Australia is a Commonwealth
government initiative that aimsto reduce deathsfrom
breast cancer among women over 50 years of age
by increasing early detection. Screening
mammography is recommended every two years to
detect unsuspected cancer at an early stage so that
early treatment can reduce illness and death from
breast cancer (AIHW 1998). The NT joined
BreastScreen Australiain 1994.

In 1999, mammography screening was available to
Territory women in urban centres (Darwin, Alice
Springs, Tennant Creek, Katherine and Nhulunbuy)
but not in more remote areas. Thisis partly because
of logistical reasons and the low incidence of breast
cancer in NT Aboriginal women.

To reduce death rates sufficiently to justify the cost
of breast cancer screening, 70% of women aged 50
to 69 years need to participate. Women aged 40 to
49 years, and 70 years and over, are eligible to
participate, but they are not encouraged to do so as
there is no clear evidence that screening women of
these ages reduces death rates.

In 1996 and 1997, 3,800 women aged 50 to 69 years,
or 49% of those eligible, were screened by
BreastScreen NT (AIHW 1998) compared to the
national percentage of 52%. In 1997, 12 cases of
breast cancer were detected by BreastScreen NT,
nine of which were in women aged 50 to 69 years,
the target age group.
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NT Aboriginal women are not participating in
screening to the same extent as NT non-Aboriginal
women. From the start of BreastScreen NT to the
end of March 1999, 5,764 women aged 50 to 69 years
were screened, only 541 or 9% of whom were
Aborigind.

Optimal management

Optimal management of cancer involves many
medical and other professional disciplines. It is
enhanced by the devel opment of treatment guidelines,
which have been shown to improve the outcome for
peoplewith cancer. Accessto multidisciplinary care
is an important issue in regiona centres, where the
full range of specialist servicesisoften not available.

Apart from complex surgical and chemotherapy
treatments and radiotherapy, all cancer treatments

11.2 NT cancer incidence 1987 to 1997

are available in Royal Darwin and Alice Springs
hospitals. To optimise management of cancer when
specialist expertiseisnot availablelocally, linkshave
been established between NT hospitals and major
cancer centres interstate. One such link is between
the Royal Darwin Hospital and the Cancer Centre at
the Royal Adelaide Hospital. Doctorsand other staff
in both hospitals participate in regular cancer
management meetings to discuss individual cases
through avideo-conferencing link. A backup system
of management protocols, interactive education
sessionsand updateson information are also provided.

Nationally, treatment guidelines continue to be
developed, and existing guidelinesimproved, to assist
in the management of common cancers. In the
Territory, work isdirected towardsimproving primary
care facilities, understanding and overcoming
communication and cultural barriers, and overcoming
the tyrannies of distance.

Male Female
NT NT non- NT NT non-
Site Aboriginal Aboriginal Australia Aboriginal Aboriginal Australia
Bladder 10.1 12.3 145 2.3 4.2 4.1
Bone 2.8 3.7 4.0 0.6 1.8 2.4
Brain 51 4.7 6.3 1.3 4.7 4.6
Cervical — — — 314 13.9 10.0
Colorectal 16.6 43.8 45.5 8.0 36.2 32.0
Breast (female) — — — 22.9 67.5 70.0
Kidney 0.8 8.9 8.8 1.6 5.6 52
Larynx 5.3 11.0 5.1 0.0 15 0.5
Leukaemia 51 6.8 9.9 8.3 3.5 6.5
Mouth (lip, tongue, oral cavity) 21.8 23.2 17.0 7.9 6.8 55
Liver 26.4 35 2.7 5.9 14 0.8
Lymphoma 2.8 11.2 14.9 5.0 9.2 10.2
Melanoma 5.6 30.0 31.9 14 21.4 26.2
Stomach (including oesophagus) 13.7 14.3 15.3 6.6 7.0 6.5
Ovary and uterine adnexa — — — 6.2 9.4 8.8
Pancreas 16.2 5.6 6.4 4.1 5.6 4.5
Prostate 17.0 56.1 62.0 — — —
Testis 13 4.9 4.4 — — —
Thyroid 34 0.8 14 9.5 3.3 4.0
Lung (incl. trachea & bronchus) 76.1 60.5 46.1 38.8 25.0 15.0
Uterus — — — 6.8 9.0 10.0
Unspecified sites 30.1 17.7 134 24.3 10.6 9.2
Others 155 115 18.2 22.3 9.1 27.7
All cancers 275.7 330.5 328.0 215.2 256.8 263.6

Notes:
Australia—1987 to 1994 data

‘Unspecified sites’ means cancers where the primary site is unknown

Source: Epidemiology Branch, THS
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Cancer in Territorians

Cancer dataare collected by cancer registriesin each
State and Territory, which regularly publish cancer
statistics. Data are also sent to the National Cancer
Statistics Clearing House, operated by the Australian
Institute of Health and Welfare, which publishes
national cancer statistics. Thisalows identification
of priority areasfor cancer control and hel psto direct
cancer research. Other than melanomas, cancer
registries do not record cases of skin cancer as they
very rarely cause death and it is much more difficult
to collect reliable data about them.

Because the NT population is small, there is
considerable fluctuation in the number of new cases
(incidence) of cancer from year to year. This makes
reliableidentification of trendsdifficult. For thisreason,
in the following section, NT cancer statistics are
combined for the years 1987 to 1997. The term

11.3 NT cancer death rates 1987 to 1995

‘unspecified sites' refers to cancers that are
diagnosed late, when metastases have spread from
the cancer’s original location and the primary site
cannot be identified. The incidence of thisis high
among Aboriginal people, perhaps because under-
investigation meansthe primary cancer isidentified
lessfrequently.

From an analysis of the NT Cancer Register, the
incidence (the number of new cases expressed as a
rate) of cancerinnon-Aborigina Territoriansissimilar
to that of all Australians, whereas the incidence in
Aborigina Territoriansisslightly lower (table 11.2).

Cancer death rates for non-Aboriginal Territorians
are similar to Australian rates, but for Aborigina
Territorians they are much higher (table 11.3). This
may be a result of late diagnosis and treatment of
cancer, and decreased uptake of treatment by
Aboriginal people—partly because of cultural reasons,
lower adherenceto treatment regimens, language and

Male Female
NT NT non- NT NT non-
Site Aboriginal Aboriginal Australia Aboriginal Aboriginal Australia
Bladder 5.5 5.0 4.2 2.8 17 13
Bone 0.0 0.6 1.5 1.6 0.4 1.0
Brain 2.7 3.2 5.0 3.3 1.8 3.4
Cervical — — — 27.6 3.2 2.9
Colorectal 9.5 16.7 20.4 10.2 14.1 14.0
Breast (female) — — — 125 155 204
Kidney 1.9 1.7 3.7 0.8 2.6 2.2
Larynx 4.7 5.3 2.0 0.0 0.8 0.2
Leukaemia 8.6 1.2 5.9 43 2.3 3.7
Mouth (lip, tongue, oral cavity) 11.9 7.2 4.5 3.0 3.6 13
Liver 29.2 2.7 2.8 7.9 1.4 11
Lymphoma 2.7 2.6 6.5 3.8 15 4.3
Melanoma 3.0 6.3 5.0 2.6 1.0 2.4
Stomach (including oesophagus) 11.2 8.9 11.8 55 35 49
Ovary and uterine adnexa — — — 4.0 4.8 55
Pancreas 13.3 5.9 6.5 5.2 2.9 4.6
Prostate 10.8 17.5 17.6 — — —
Testis 0.7 0.2 0.3 — — —
Thyroid 3.2 0.9 0.3 0.8 0.4 0.3
Lung (incl. trachea & bronchus) 83.6 51.4 41.6 337 21.0 12.9
Uterus — — — 51 14 17
Unspecified sites 18.2 9.0 9.2 15.3 5.9 6.4
Others 10.6 5.3 7.6 13.6 5.1 5.4
All cancers 2315 151.6 156.4 163.7 95.2 100.0

Notes:

Source: Epidemiology Branch, THS

Age-adjusted death rates per 100,000 people, standardised to 1980 world standard population
‘Unspecified sites’ means cancers where the primary site is unknown

109



Specific health issues

11.4 Most common cancers: NT Aboriginal
males 1987 to 1997

B new cases
O deaths
Lung —_‘
Unspecified
Liver
Lip
Prostate
0 20 40 60 80 100
Rate per 100,000 people
Notes: Average annual age-adjusted incidence (new cases) and death
rates per 100,000 people, standardised to 1980 world standard
population
‘Unspecified sites’ means cancers where the primary site is
unknown

Death rates occasionally exceed incidence rates because of
the different time periods: incidence is 1987 to 1997 data;
death rates are 1987 to 1995 data

Source: Epidemiology Branch, THS

11.5 Most common cancers: NT non-Aboriginal
males 1987 to 1997
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Notes: Average annual age-adjusted incidence (new cases) and death

rates per 100,000 people, standardised to 1980 world standard
population

‘Unspecified sites’ means cancers where the primary site is
unknown

Incidence is 1987 to 1997 data; death rates are 1987 to 1995
data

Source: Epidemiology Branch, THS

other communication problems, and factors such as
distance and isolation which impact on access to
medical services.

For NT males, between 1987 and 1997, lung cancer
was the most common type of cancer and the most
common cause of cancer death (graphs 11.4 and
11.5). The next most common cancers were:
for Aboriginal males, ‘ unspecified site' and primary
liver cancer
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for non-Aboriginal males, prostate and bowel
cancer

Lung cancer was also the most common type of
cancer, and most common cause of cancer death, in
NT Aborigind femal esbetween 1987 and 1997 (graph
11.6). Next most common were cervical cancer and
cancer of ‘unspecified sites'.

In NT non-Aboriginal females, breast cancer was
the most common type of cancer, followed by bowel

11.6 Most common cancers: NT Aboriginal
females 1987 to 1997
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Rate per 100,000 people

Notes: Average annual age-adjusted incidence (new cases) and death
rates per 100,000 people, standardised to 1980 world standard
population

‘Unspecified sites’ means cancers where the primary site is
unknown

Incidence is 1987 to 1997 data; death rates are 1987 to 1995

data
Source: Epidemiology Branch, THS
11.7 Most common cancers: NT non-Aboriginal
females 1987 to 1997
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Notes: Average annual age-adjusted incidence (new cases) and death
rates per 100,000 people, standardised to 1980 world standard
population
‘Unspecified sites’ means cancers where the primary site is
unknown
Incidence is 1987 to 1997 data; death rates are 1987 to 1995
data

Source: Epidemiology Branch, THS
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cancer and lung cancer. The most common causes
of cancer death were lung cancer, followed by breast
and bowel cancers (graph 11.7).

Lung cancer

Lung cancer is the most common type of cancer in
the NT (seetable 11.2). Death rates from smoking-
related cancers are higher in the NT for both males
and females compared with Australian rates (see
table11.3).

Reductions in smoking take 10 to 20 years to affect
smoking-rel ated cancer incidence because of thelong
lead time between smoking and the development of
cancer. Australia-wide, lung cancer isbecoming less
frequent in males, and increasing in females as the
proportion of femaleswho smoke increases (AIHW
& AACR 1998). Smoking surveys have shown that
theNorthern Territory has one of the highest reported
levels of current and ex-smokers. In 1995, 50% of
the NT adult population were either current or ex-
smokers; only Tasmania had a higher level (57%)
(ABS 1997) (see the Substance misuse chapter).

Cervical cancer

Cervical cancer incidence and death are high in the
Territory, especially among Aboriginal women (see
tables11.2 and 11.3). Incidence and especially desth
have continued to decrease in the rest of Australia
(ATHW 1998), largely dueto the effects of organised
screening which has been in place since 1991.

Intheyears 1987 to 1997, cervical cancer incidence
and death rates for NT women were higher than
national rates. Whileincidence and death ratesamong
non-Aboriginal Territorianswere dightly higher than
Australianrates, theincidencefor Aboriginal women
wasthreetimes higher, and the death rate ninetimes
higher, than for Australian women generally
(Epidemiology Branch, THS).

NT non-Aboriginal women had avery good chance
of surviving cervical cancer, compared with the
chance of survival for NT Aboriginal women. Inthe
NT between 1987 and 1997 (Epidemiology Branch,
THS):

86 non-Aboriginal women were diagnosed with

cervical cancer inthe NT, but only 12 died

53 Aboriginal womenwerediagnosed, and 32 died.
Lower screening ratesamong NT Aboriginal women
before the advent of organised cervical screening
almost certainly contributed to these high rates.

Organised screening began in the Territory in 1994,
and the Cervical Cytology Register was fully
functional by 1996. Following an initial increasein
the number of cases diagnosed (because screening
detectsexisting cervical cancersinwomenwho have
never been screened and who have had no
symptoms), there should be a decrease in both
incidence and death from cervical cancer inthe NT.
Whether this actually occurs will be able to be
established once the register has been operating for
long enough to provide the required data.

Prostate cancer

The incidence of prostate cancer has risen
considerably in Australia, largely as aresult of the
widespread use of prostate specific antigen testing.
It is now the most commonly diagnosed cancer in
Australia, but recent decreases in the incidence of
prostate cancer indicate that this trend is declining
because prostate specific antigen testing has resulted
inthe diagnosis of very small, early cases (AIHW &
AACR 1998).

Thedightly lower incidence of prostate cancer in non-
Aboriginal NT males compared with the rest of
Australia(seetable 11.2) is probably best explained
by the slower uptake of prostate specific antigen
testing in the NT. The NT Cancer Registry found
that theincidence of prostate cancer in non-Aboriginal
Territoriansincreased from 1987 to 1997. Inthe NT,
the incidence of prostate cancer in Aboriginal males
ishalf that in non-Aborigina males.

Breast cancer

Breast cancer incidence in the Territory is low
compared with the rest of Australia because of the
low incidence of breast cancer in Aboriginal women
(seetable 11.2). Thereasonfor thisisunclear; it may
be either a true low incidence (that is, Aboriginal
women arelesslikely to get breast cancer) or alower
rate of diagnosis. Theformer seemsmorelikely, and
would be consistent with the high fertility, early age
of first pregnancy and high level of breastfeeding of
NT Aboriginal women. In non-Aboriginal womenin
theTerritory, breast cancer incidenceissimilar tothe
rest of Australia.

Liver cancer

Thereis ahigh incidence of primary liver cancer in
Aboriginal malesinthe Territory, comparableto rates
in highincidenceareasinternationally. Primary liver
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cancer isthethird commonest cancer (seegraph 11.4)
and the second highest cause of cancer death among
NT Aboriginal males. In the Territory, the cause of
most liver cancer isthought to be cirrhosisfrom any
cause or hepatitis B infection. Aflatoxins are a
recognised cause of primary liver cancer, but their
importance as a cause of liver cancer in the NT is
unknown.

Chronic hepatitisB infectionin NT Aboriginal adults
was found to be high (averaging 13.1%) compared
with other sections of the NT population in several
studiesbetween 1971 and 1989. Of Aborigind patients
with primary liver cancer in the NT, 64% have
evidence of chronic hepatitis B infection (Wan &
Mathews 1994). Most of these patients are diagnosed
at alate stage of their illness and, because the only
potentia for improved outcomeisearly detectionand
surgery, few patients survive.

Screening for primary liver cancer has been shown
to be useful in other countries. However, the value of
screening at-risk Aboriginal malesinthe Territory is
unclear. Thelogisticsand costs of organising regular
blood and ultrasound tests are significant, and there
isdoubt whether death rateswould fall significantly.
However, overseas evidence shows that hepatitis B
vaccination is effective in the prevention of liver
cancer (Sung 1997).

Melanoma

Melanoma is a cancer in darkly pigmented cells,
primarily of the skin. Therisk of primary melanoma
is highest in people with light skin and high sun
exposure. Compared with the rest of Australia,
melanoma rates are lower in the Territory because
of the low rates of melanomain Aboriginal people.
When Aboriginal peopledo get melanoma, it usually
occurs in non-pigmented areas such as the palms,
soles and mucosal surfaces (the lining of the mouth
and nose, for example).

Colorectal cancer

NT non-Aboriginal colorectal cancer incidence and
death rates are similar to those Australia-wide (see
tables 11.2 and 11.3). NT Aboriginal colorectal
incidence is significantly lower. The reason for this
remains unclear. One could speculate whether dietary
factors from over 20 years ago may have had a part
to play. Now that many Aboriginal people consumea
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western-influenced diet, one might expect their
incidence of colorectal cancer toincreasein yearsto
come.
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Children’s health and welfare

by Barbara Paterson, Karen Edmond, Kate Kennedy and Tina McKinnon (Child health), Helen Crawford
(Children’s development), Colin Dyer and Bronwyn Thompson (Child abuse and neglect) and Jenny Scott

(Children in out-of-home care and Adoptions)

Thischapter summarisesthe health status of children
intheNT and some aspectsof their welfare, including
the role of child care services in children’s
development, the problems of abused or neglected
children, and data about children who need to be
placed in temporary care or adopted.

Child health

This section provides a snapshot of the health of
childrenunder 15yearslivinginthe NT inthe 1990s.
Insummary:
- thehealth of childrenisimprovingintheNT
the gap between the health of Aboriginal and non-
Aboriginal childrenremainslarge
mal nutrition remains aserious health problem for
alargeproportion of NT Aboriginal children
more children die or are hospitalised because of
injuries or poisoning than from any other cause

In 1996, children aged under 15 years were 27% of
the NT population (49,330 children) compared with
21% of the Australian popul ation. Children under 15
years comprised 38% of theNT Aboriginal population
and 23% of the NT non-Aboriginal population
(d’ Espaignet & others1998). From 198510 1995, there
was a 10% increase in the number of live birthsin
the NT (Markey & others 1998).

The headlth of children is affected by events during
pregnancy and birth, biological disease, the physical
environment and socioeconomic factors. The most
important influences are the family environment and
theparenting skillsof thechild’ scarers. Children need
love, care, commitment, consistency and stimulation
for normal development and good health (Hoghughi
& Speight 1998).

Healthy children grow into healthy adults. Thereis
much evidence linking low birthweight and poor
nutritionin early childhood with chronic diseases, such
asheart disease, kidney disease and diabetes, in adult
life (Barker & others 1993; Hoy & others 1996).
Evidence aso links recurrent infectious disease in
childhood with severe adult respiratory problems.

Childhood isatimewhen thefoundationsarelaid for
healthy living, good eating habitsand regular exercise.

Data about children who die and those who are
hospitalised indicate the extent of severe disease but
providelittleinformation about milder illnessestreated
by the family doctor or by parents themselves.
Children’ suse of health servicesdependsonthe state
of their hedlth, but also on their carers having the
time, knowledge and motivation to take them to health
services.

Factors influencing child health

Important factorsthat influence child health include
education, family structure, housing, aspects of
mothers’ health, immunisation and breastfeeding.

Education

Level of educationisclosely linked to health status.
Education enables peopleto have greater control over
their lives, to make informed decisions about their
health and increases their employment possibilities
and earning ability. Parental education, especially
maternal educational level, hasthe most influence on
child health outcomes (World Bank 1993).

12.1 NT male educational levels 1996
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Source: Adapted from d’Espaignet & others 1998
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12.2 NT female educational levels 1996
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Note:  Total NT population 15 years and over

Source: Adapted from d’Espaignet & others 1998

In the NT in 1996 (graphs 12.1 previous page and
12.2):
- amost all non-Aboriginal people aged over 15
years had received some schooling

almost 10% of Aboriginal people had never
attended school

females tended to remain at school longer than
males, but were less likely to obtain post-
secondary school qualifications

12.3 Families 1996
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Note:  ‘Single-parent families’ mean one parent and their children plus

relatives who have no spouse or child of their own and live in
the same household

Source: Adapted from d’Espaignet & others 1998

116

Family structure

Changes in family structure and family breakdown
are asymptom of the changing nature of our society.

The proportion of single-parent familiesin the NT
was 2.3 times greater among the NT Aboriginal
people (25%) than among NT non-Aboriginal people
(11%) (graph 12.3).

Children of single-parent families may be
disadvantaged in health outcomes and educational
attainment (Mathers 1995).

Housing

Adequate housing isrequired to meet the basic human
need of shelter. Overcrowding increases the risk of
disease and ill health because it causes increased
stress on relationships, increased risk of infectious
diseases such as pneumoniaand rheumatic fever and
increased use and breakdown of toilets, water and
sewage.

12.4 Number of persons per dwelling 1996

No. of persons
per dwelling
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NT Aboriginal NT non-Aboriginal Australia

Note:  Average number of persons per dwelling

Source: Adapted from d’Espaignet & others 1998

In the NT in 1996, Aboriginal homes had twice as
many occupants as non-Aboriginal homes (graph
12.4). 31% of Aboriginal householdsinthe NT had
two or more persons per bedroom compared with
lessthan 2% of non-Aboriginal homes (d' Espaignet
& others 1998).
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Aspects of mothers’ health that affect child
health

Number of births

Thenumber of children awoman giveshirthto (parity)
affects the health of both mother and child. The
reasonsfor thisare complex and may include physical
strain, economic cost and limited time available for
the mother to bond with her child.

12.5 NT parity 1986 to 1995
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Note: Proportion of mothers having had four or more children

Source: Adapted from Markey & others 1998

In 1995, the proportion of motherswho had had four
or more babies was four times higher among NT
Aborigina mothers (13%) than among non-Aboriginal
mothers (3%) (graph 12.5).

Young mothers

A mother aged less than 20 years stands a higher
chance of medical complicationsfor both herself and
her child (Markey & others 1998).

The proportion of teenage Aboriginal mothersinthe
NT decreased from 36% to 29% between 1986 and
1995 (graph 12.6). Nevertheless, the proportion of
teenage mothers was almost five times greater for
Aborigina women than for non-Aborigina women
(6%) inthe NT in 1995 (Markey & others 1998).

12.6 NT mothers aged less than 20 years 1986
to 1995
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Antenatal care

Women who attend antenatal care early have fewer
complications and better health outcomes. This is
primarily because early attendance assistswith early
detection and treatment of medical problems.

12.7 NT antenatal care 1986 to 1992
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pregnancy
1992 data for non-Aboriginal mothers excluded because of the
high proportion of unreported data in that year

Source: Adapted from Markey & others 1998

The proportion of NT Aboriginal women who
attended antenatal carein thefirst 12 weeks of their
pregnancy increased from 12% in 1986 to 25% in
1992 (graph 12.7). Despite this improvement,
considerably more non-Aboriginal womenintheNT
attend antenatal care before 12 weeksthan Aboriginal
women.
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Premature birth

Factors that indicate a mother is more likely to give
birth before 37 weeks of pregnancy (preterm delivery)
include: smoking, maternal infections, maternal
educational level and low socioeconomic status.
Prematurebirthisassociated with complications, such
as breathing problems, that requireintensive careand
involves a higher risk of perinatal and infant death
(d’' Espaignet & others 1998).

12.8 NT premature births 1986 to 1995
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Source: Adapted from Markey & others 1998

Inthe NT, the proportion of mothers who delivered
their baby before 37 weeks was constant during the
ten yearsto 1995: approximately 12% in Aboriginal
mothers and 6% in non-Aboriginal mothers (graph
12.8).

Low birthweight

Babieswho weigh lessthan 2,500 grams at birth are
more likely to have complications than those in the
normal weight range (2,500 to 4,000 grams at birth).
There are also strong links between low birthweight
and adult chronic disease (Barker & others 1993;
Hoy & others 1996).

The proportion of babies who weigh less than 2,500
grams at birth is decreasing in the NT. However,
approximately twice as many babies of low
birthweight were born to Aboriginal than non-
Aboriginal mothersin 1995 (13% compared with 6%0)

(graph 12.9).
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12.9 NT babies of low birthweight 1986 to 1995
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Other Factors

Immunisation is an effective way of preventing
disease and death from infections such as measles,
diphtheria and meningitis. Immunisation rates are
much better in the NT than in Australiaoverall. For
more information, see the Communicable diseases
chapter.

Breastfeeding provides nourishment, protects babies
from infectious disease and is a great psychological
benefit to both the mother and child. Breastfeeding
also protectsinfants and children against respiratory
illnesses (Wilson & others 1998). A higher proportion
of mothers in the Territory breastfeed their babies
thanin Australiaoverall. For more information, see
the Food and nutrition chapter.

The mouth and teeth are a very important part of
child health. Painful and unsightly teeth may resultin
poor nutritional intake and low self-esteem. For more
information, see the Dental health chapter.

Alperstein & others (1996) identified drug useinthe
family environment ashaving aseriousimpact on child
health. Parents' capacity to pay for food, clothing
and services that benefit children is diminished by
spending money on drugs, a matter that impacts
particularly onlow-incomefamilies. Drinking alcohol
changes peopl€’ shehaviour, andisknowntoincrease
the risk of both domestic violence and child abuse
(Cummings & Katona 1995; Keys Young 1994).
Children who live with smokers have an increased
risk of respiratory (chest) infections (Lister & Jorm
1998).
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Child deaths
12.10 NT child deaths 1981 to 1997
Aboriginal Non-Aboriginal

0-4yrs 5-14 yrs 04 yrs 5-14 yrs
Year No. Rate No. Rate No. Rate No. Rate
1981 44 1,001.1 12 137.5 29 321.3 6 34.3
1982 42 914.2 9 98.1 26 277.0 5 27.3
1983 46 967.3 7 74.6 14 144.8 6 32.1
1984 26 518.6 7 73.1 21 207.2 6 315
1985 47 906.5 7 71.7 36 345.2 3 155
1986 41 697.5 7 72.2 20 201.7 5 25.6
1987 47 781.9 8 82.4 19 188.6 6 30.5
1988 40 650.8 8 81.1 17 168.7 3 155
1989 37 600.5 5 49.5 23 224.6 5 26.2
1990 44 720.1 10 96.1 22 209.7 1 5.3
1991 40 624.1 8 74.5 23 227.6 3 15.9
1992 41 633.5 4 36.2 22 2134 2 10.6
1993 41 625.7 3 26.4 15 144.7 4 21.2
1994 37 560.2 7 59.9 14 133.7 4 21.1
1995 25 375.8 6 50.2 24 222.6 2 105
1996 38 566.8 6 49.3 15 134.1 3 15.7
1997 36 531.2 5 40.4 10 89.2 4 20.4
Note:  Age-specific death rates per 100,000 people

Data:

Between 1981 and 1997 in the NT, there was a
decrease in the number of children who died under
15 years of age (table 12.10).

Epidemiology Branch, THS

Causes of child deaths
12.11 NT causes of child deaths 1991 to 1995
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Notes: All NT deaths of children aged between one year and fifteen

years
All causes of death coded to the ninth revision of the WHO
International Classification of Diseases (ICD-9)

Source: Adapted from d’Espaignet & others 1998

From 1991 to 1995, the main cause of death in children
aged between one year and 15 yearsin the NT was

preventableinjury (graph 12.11). Child injury death
rateswere higher intheNT thaninAustraliaoveral.

12.12 NT causes of child injury deaths 1991 to
1995

B NT Aboriginal
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Causes of injury death coded to the ninth revision of the WHO
International Classification of Diseases (ICD-9)

Source: Adapted from d’Espaignet & others 1998

Between 1991 and 1995, motor vehicleinjurieswere
the most common cause of injury death in NT
Aboriginal children aged one to fifteen years, and
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drowning wasthe main cause of injury death intheir
non-Aboriginal counterparts (graph 12.12).

A 1995 study found that all the 1985t0 1994 NT motor
vehicle and drowning desths of children aged over
one year were completely preventable: all children
who died from motor vehicle injuries were
unrestrained (that is, they were not wearing a saf ety
belt, or were not in an approved child seat or baby
capsule) and all thechild drowningsoccurredin home
poolsthat either had no fencing or fencing which did
not meet the Australian standardsfor swimming pool
fences (Silva& others1998). For more information,
see the Injury and violence chapter.

Infant deaths

The number of infant deaths (death in the first year
of life) reflectsthe health, social and living conditions
inthe NT.

12.13 NT infant death rates 1986 to 1995
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Australia—ABS 1986-1995

Over the period 1986 to 1995, the infant death rate
remained relatively stable in NT non-Aboriginal
people but nearly halved in NT Aboriginal people
(graph 12.13). Despite this positive decline, NT
Aborigina infantswerestill two-and-a-haf timesmore
likely todiethan NT non-Aboriginal infants(Markey
& others 1998).
The main causes of NT infant deaths from 1991 to
1995 were (d’ Espaignet & others 1998):

illness during the first 28 days of life, especially

respiratory disease and premature birth

Sudden Infant Death Syndrome (SIDS), also

known as cot death

birth defects (congenital abnormalities)

TheAustralian SIDS death rate hasbeen falling since
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12.14 SIDS death rates 1991 to 1996
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the early 1990s (graph 12.14). However, Aboriginal
infantsinthe NT are still 12 timesmorelikely todie
from SIDS than non-Aboriginal infants in the NT
(d’' Espaignet & others 1998).

National campaignsto prevent SIDS advisethat carers
of newborn babies should:
- sleep baby on his or her back
not |et baby get too hot
keep baby in a smoke-free environment during
and after pregnancy

Stillbirths
12.15 NT stillbirths 1986 to 1995
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Stillbirthsfell steadily intheNT over theten yearsto
1995, withthe NT Aboriginal stillbirth ratefalling by
about 40% in that time (graph 12.15). This may
reflect improvements in the health of mothers and
standards of obstetric care.
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Children hospitalised

In the NT, children under one year of age are most
likely to be hospitalised in thefirst four weeks of life.
Theseare mainly newborn babieswho go into special
carenursery units. Themajor causesof hospitalisation
inthisage group arerespiratory (chest) diseasesand
infections. For children aged between one and five
years of age, respiratory diseases continue to be a
leading reason for admission to hospital. This is
followed by infections in Aboriginal children and
injuriesinnon-Aborigind children. Themost common
reason for admission to hospital for both Aboriginal
and non-Aboriginal children aged between five and
fifteenyearsisinjury, followed by respiratory disease
(d’' Espaignet & others 1998).

12.16 NT hospital admissions of young children

1993 to 1997
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Source: Adapted from Moo S & others 1998 (attachment A)

12.17 NT hospital admissions 1993 to 1997
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Fewer childrenwerebeing hospitalisedintheNT from
1993 t0 1997 (graph 12.16). Thismay be because of
better health services in the community and the
improving health of children.

Y ounger children were morelikely to be hospitalised
than older children over theyears1993t0 1997 inthe
NT (graph 12.17). Aboriginal children under oneyear
of age were nearly seven times more likely to be
hospitalised than non-Aboriginal infants.

Specific health problems

Health Goals and Targets for Australian Children
and Youth: a Project Report identifies health issues
for al Australian children asincluding physical and
other disabilities, learning and behavioural problems,
and vaccine-preventable diseases (Jolly & others
1992). The prevalence of these common childhood
problems is thought to be the samein the NT asin
the rest of Australia.

Health problemsthat impact morein the NT thanin
the rest of Australia are: malnutrition, anaemia,
gastroenteritis, trachoma, acute rheumatic fever, ear
disease and hearing loss. Theseillnesses have long-
term health and social consequences.

Malnutrition

Malnutrition relatesto over- or under-nutrition. InNT
non-Aboriginal people, there is a trend towards
children being overweight (‘over-nutrition’). This
affects self esteem and increases the risk of later
developing chronic diseases such as heart disease,
diabetes and cancer.

Under-nutrition occursmainly in Aboriginal children
intheNT. It may resultinincreased risk of infections,
and delayed physical and intellectual development.
Long-term under-nutrition may slow bone growth,
which resultsin children being shorter than average
(stunting). Short, severe episodes of under-nutrition
result in weight lossand being too thinin relation to
height (wasting).

SurveysinvariousNT remote communitiesin 1995,
1996 and 1997-98 suggested that between 4% and
8% of Aboriginal children under the age of fiveyears
weretoo thin, between 15% and 17% were too short
and between 13% and 22% were underweight.
Between 1993 and 1997, Aborigina children aged
between one and five years who were admitted to
hospital were 120 times morelikely to be diagnosed
asundernourished than non-Aboriginal children of the
same age (d' Espaignet & others 1998).
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Anaemia

Anaemia (low blood haemoglobin) is one of the few
nutritional deficiencies that occur in developed
countries as well as developing countries. Most
anaemiain childrenisrelated to iron deficiency and
is caused by adiet that islow iniron or by ‘having
worms —for example, hookworm. Iron deficiency
isassociated with reduced immunity toinfection and
ddlayed physical andintellectual development (Walter
1990; Losoff & others 1991). The effects of early
iron deficiency may persist after children start schoal,
affect learning ability and result in poor school
achievement (Losoff & others 1991).

No data are available on the prevalence of anaemia
in urban areas of the NT. Kruske & others (1999)
reported very high prevalence of iron deficiency
anaemia in children from NT remote Aboriginal
communities. Data obtained from NT remote
communitiesin 1995, 1996 and 1997-98 suggested
that about half of all Aboriginal children aged under
five years and between 22% and 42% of children
aged between six and 11 years were anaemic
(d' Espaignet & others 1998).

Gastroenteritis

Gastroenteritis, symptomsof whichinclude diarrhoea
and/or vomiting, is caused by bacteria, viruses and
parasites that spread rapidly in an unclean or
overcrowded environment. It can be prevented by
safe water, sewage disposal and food storage,
adequate housing and clean personal practices—all
of which prevent the spread of disease-causing
organisms. Gastroenteritis may result in dehydration
and ineffective absorption of nutrients, whichinturn
cause inadeguate weight gain or weight loss.

For the period 1993 to 1997 in the NT, Aboriginal
children aged between one and five years were 12
times more likely to be admitted to hospital with a
diagnosis of gastroenteritis than non-Aboriginal
children of the same age (d' Espaignet & others 1998).
For moreinformation, seethe Communicablediseases
and Environmental health chapters.

Trachoma

Trachomaisabacteria eyeinfection (conjunctivitis)
that is found mainly in children. It was common
throughout Australia during the 19th century, but is
now found only in remote parts of the country.
Trachomaisassociated with dry, dusty environments,
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and areas with many flies, poor hygiene and
overcrowded housing. If left untreated for many years,
trachomacauses scarring of theeyelidsand eventually
blindness.

Routine screening of NT schoolchildren in remote
Aborigina communities showed that trachomarates
were high (more than 20%) in many communitiesin
the ‘cattle country’ of Katherine district in 1993
(Paterson & Ruben 1998).

Acute rheumatic fever

Acuterheumatic fever occursmainly in children, and
may cause fever, joint pains and sometimes jerking
movements. It is important because it can damage
the heart and lead to rheumatic heart disease. It is
rare in developed countries but still occurs where
peoplelivein overcrowded conditions. Most NT cases
of acute rheumatic fever are in Aboriginal people.
For moreinformation, seethe Communicable diseases
chapter.

Hearing loss

Hearing loss haswideimplicationsfor the health and
wellbeing of individua sand the community. Hearing
loss affects communication skills, social development
and employment opportunitieslater inlife. If hearing
lossisidentified early, al of these problems can be
prevented.

THS NT Hearing Services data has identified the

extent of hearing lossin Territory children:

- datafor theten yearsfrom 1988 to 1997 revealed
that, in the Top End, 2.24 years was the average
age at which permanent hearing loss was first
diagnosed and 70% of all children diagnosed with
permanent hearing losshad significant risk factors,
such as family history, birth defects, trauma or
infectionsearly inlife (Scott 1998)

a 1997 survey of children under four years who
attended Darwin urban day-care centres found
that 48% of childreninthestudy group had middle
ear disease (Skull 1999)

datafrom 1988 to 1994 indicated that one-third of
Aborigina children in NT remote communities
could not hear their teacher in class (NTH&CS
199%4c)

in 1996, screening of all children admitted to the
Isolation Paediatric Ward at Royal Darwin
Hospital found that 81% had middle ear disease
(Secombe 1998)
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Child welfare

This section deals with four aspects of the welfare
of Territory children:
- child care services, which are discussed in the
context of children’ sdevelopment
child abuse and neglect
out-of-home carefor childrenwho aretemporarily
unableto livewith their immediate family
- adoption
Child careservicesaregenerally availableto children
under 14 years. For the purpose of the other matters
discussed, achild is anyone aged under 18 years.

Children’s development

Recent research tells us that the first three years of

life are critical in determining the life chances of a
child. Armstrong (1999) identifiesthefirst threeyears
of aninfant’slifeas' crucial for the development of a
secure sense of attachment to another human being. ..

[it] is the glue that holds us together through life's
expectable crises’. Armstrong and others have
described the effect on brain development of early
neglect, abuseand lack of stimulation, anditslifelong
impact.

Early |earning experiences, both inthe home and the
wider community, areimportant for children’ssocidl,
emotional and intellectual development. NT services
that support young children’ sdevel opment by offering
learning activitiesand parental support include:

- mobile toy libraries, such as the Kidmobile in
Central Australia, which travel to rural and remote
communities
kindergartens and playgroups, which provide
preschool children with learning opportunities
through play

Because preschool educationisavailableto all four-
year-oldsinthe NT, it playsasignificant rolewithin
the NT’ snetwork of child development services. The
NT Department of Education collects dataon access
to sessional preschool education, whichis published
each year in the Statistical Overview of Northern
Territory Schools.

Child care services enable parents to participate in
work and educational opportunities or take a break
from their own child-rearing responsibilities. Good
guality child care can assist parents in their caring
role, as well as providing a secure and stimulating

environment for children while their parents attend
to other duties.

In the NT, as elsewhere in Australia, child care is
provided by private or non-profit community-based
organisations. Examplesof formal child care services
include child care centres, Family Day Careand child
carefor school-age children—that is, before and after
school and during school holidays. The NT
government provides an operational subsidy to al
formal child care centres. Informal child care is
provided by family, friends and home-based carers.

Longitudinal research suggeststhat both the children
themsel ves and soci ety benefit when young children
receivegood quality child careand child development
services. Good quality care can be promoted by the
use of minimum standardsand quality assurance. The
long-term advantages include (see, for example,
Ochiltree 1994; Schweinhart & Weikart 1980):
lower levelsof juvenile crime, teenage pregnancy
and dependence on social security benefits
higher levels of school retention and completion,
and employment
These benefits, however, are dependent on the quality
of the service (Packard & Packard 1995).

In the NT, child care centres are required to meet
minimum |egisl ated standards under the Community
Welfare Act and Standards: Northern Territory
Child Care Centres (THS 1997). The NT has
developed guidelines on child care for school-age
children (THS 1999b) and is devel oping guidelines
for home-based care.

Developing child care in the NT

IntheNT, traditionally, child care serviceshave been
established by community groupsin responsetolocal
needs and the particular aspirations of community
organisations. For example, inthe Darwin areainthe
late 1960s and 1970s, church-sponsored services
aimed to provide child care services consistent with
their religious values; in Alice Springs in the early
1980s, parents in community-based organisations
developed neighbourhood centresthat offered arange
of developmental and family support services.

Over the years, changesin government policies and
funding arrangements have influenced the way in
which NT child care services have been developed
and provided. In 1971, most child care centres
registeredinthe NT weresmall, home-based services
caring for up to eight children. Twenty-fiveyearslater,
this had changed significantly: networks of home-
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based carers are registered with Commonwealth-
funded family child care schemesin urban areas; and
more than two-thirds of licensed child care centres
care for forty or more children.

In remote areas of the NT over the last 15 years,
community groups have been establishing various
forms of early childhood services that support the
developmental needsof children while enabling their
primary carers to participate in the workforce,
training or study. Karuwulijawu Ngurraat Yarralin,
west of Katherine, and the innovative child care
centresat Yuendumu in Central Australiaand Nauiyu
Nambiyu on the Daly River are among nearly 40
services throughout the Territory that address the
needs of remote communities in providing parental
support and developmental opportunities for young
children.

Access to child care services

Child care is part of a range of child development
servicesthat are generally initiated by individualsas
private providers or groups within the community.
Thus, they may not be available consistently across
the NT. Service devel opment may also be stimulated
by the availability of government funding.

Formal child care

Formal child care servicesarethosethat areregulated
or funded by the government. Australia-wide, access
toformal child care servicesismeasured by aformula
that takes account of the number of children aged
under five yearswhose parents areworking, training
or studying. Thus, changesinworkforce participation
ratesand/or the numbersof childreninthisage group
may significantly impact on these estimates.

Inthelate 1990s, thefedera government considered
an access rate of 45% an acceptable level of service
provision to meet demand for formal child care
(H&FS 1996). The NT government aimsto achieve
46% access by 2001. THS estimates of NT access
toformal child carewere: 29%in 1995-96, based on
the 1994 target population; and 33% in June 1998,
based on the 1996 target population.

IntheNT in 1998, accessto formal child carevaried
significantly between areas. for example, 2% of
childreninthetarget populationinremoteareasoutside
of Katherine had access compared with 62% in
Palmerston, asatellite city near Darwin (graph 12.18).
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12.18 NT access to formal child care, 30 June
1998
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A statistical indication of need for formal child care
does not necessarily mean that a child care centreis
the solution; other forms of care may be more

appropriate.

Care for school-age children

Demand for child care services for school-age
childrenisdifferent in that, unlike younger children,
school-age children can significantly influence
parents' choice of a service.

12.19 NT access to formal care for school-age
children August 1998
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In 1998, accessto formal care before and after school,
and during school holidays varied between areas of
the N'T, reflecting different community circumstances
and needs (graph 12.19). In June 1999, there was ho
established target for access, although the
Commonwealth Department of Family and
Community Services estimated thetarget population
at 15,000.

Child abuse and neglect

Child abuse and neglect result in considerable socia
and economic coststo those abused or neglected and
to thewider community. Aswell asimmediate harm
and distress, an abused or neglected child may suffer
physical and psychological damage that extends
throughout their life. This may include learning
difficultiesand delayed or incompl ete devel opment.
Abused or neglected children may experience mental
health problems (including sdlf-harming behaviour and
suicide), substance misuse, teenage pregnancy, youth
and adult criminality, long-term unemployment and,
as partners and parents, themselves perpetrate
domestic violence and child abuse.

In general, child abuse and neglect refer to deliberate
injury or harm caused by the actions of parents,
caregiversor othersknownto achild, or their failure
to take reasonabl e stepsto prevent harm. Child abuse
or neglect is usually not an isolated incident but a
pattern of behaviour that occursover aperiod of time.

This section discusses child abuse and neglect inthe
NT in terms of the ongoing safety and wellbeing of
children, primarily withinthefamily. It usestheterms
physical abuse, physical neglect, emotional abuseand
sexual abuse, which are based onthelegal definitions
in the NT Community Welfare Act. This legislation
also recognises female genital mutilation as child
abuse; however, there were no reported casesin the
NT between 1995 and 1999.

The data reported in this section refer to reports of
child abuse and neglect made to THS Family and
Children’s Services during the financial year 1997—
98. Itislikely that many moreinstancesof child abuse
and neglect were not reported.

Child abuse and neglect in the NT:
working definitions

Physical abuse

Any deliberate injury or harm, or substantial risk
of seriousbodily harm, inflicted on achild by their
caregiver.

Physical neglect

Any impairment or seriousrisk to achild’s health
and development by their caregiver failing to
provide adequate food, medical care, clothing,
shelter or supervision.

Emotional abuse

Any impairment or threat of impairment toachild's
normal physical or emotional development,
including disturbed behaviour, which is caused by
their caregiver displaying behaviour such as
hostility, persistent coldness or rejection.

Sexual abuse

The involvement of a dependent and
developmentally immature child or adolescent in
the sexual activities of an older person or adult
where the younger person is used to satisfy the
sexual desiresor needs of the older person, or where
social taboos or family rolesareviolated, or where
achild’ scaregiver isunable or unwilling to protect
the child from sexual abuse or exploitation.

Adapted from Child protection policy statement
(unpublished), NTH& CS, Darwin, 1994,

Reporting of child abuse or neglect

Inthe NT, anyone who has areasonable belief that a
child has been or is being abused or neglected is
required by law to report this to either the police or
THS Family and Children’s Services staff. In most
other states, reporting is mandatory only for certain
professionals, such asdoctors, teachersand child care
workers.

Failing to report child abuse or neglect isan offence
punishableby fineinthe NT. The Community W& fare
Act protectsfrom any criminal or civil action aperson
who makes a report in good faith. This legidation
alsomakesit clear that making areport isnot abreach
of client confidentiality or a professional’s ethics or
code of conduct.

125



The health of particular groups

12.20 NT reports of child abuse or neglect 1997—
98

Source of Report

Finalised Investigations

Subject child 14
Parent or guardian 70
Brother or sister 12
Other relative 55
Friend/neighbour 84
Private medical practitioner 3
Other health 18
Hospital/health centre 69
Social worker 69
School personnel 93
Police 64
Dept officer 0
Non-government organisation

Anonymous 34
Other 90
Not stated 2
Total 683
Notes: ‘Other includes 12 child care centre personnel

Source: Family and Children’s Services, THS

Datafromfinalised 1997—98 NT investigations show
that the people who reported child abuse or neglect
most often were members of the child’s immediate
or extended family (parents, guardians, brothers,
sisters or other relatives), followed by school
personnel, friends or neighbours, hospital or health
centre staff, social workers, and police officers(table
12.20). The number of reports made by private
medical practitionerswasvery low, particularly given
that many family doctors have ahigh level of contact
with children.

Investigation and substantiation of child
abuse or neglect

Most reports of child abuse or neglect areinvestigated
by THS Family and Children’s Services staff. THS
staff and police usually jointly investigate reports of
sexual abuse or serious physical abuse: THS staff
ensure the child's safety and wellbeing; police
determinewhether or not there are groundsfor laying
criminal charges.

IntheNT in 1997-98, therewere 710 reports of child
abuse or neglect involving 615 children. A high
proportion of reports was investigated and finalised
(96%).
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In 1997-98, based on the estimated population at 30
June 1997, the NT rates of substantiated child abuse
or neglect were 7.9 per thousand for Aboriginal
children aged under 15 years and 4.5 per thousand
for non-Aboriginal children of the same age (ABS
1997a; 1997h).

12.21 NT types of abuse or neglect 1997-98

NT NT
Aboriginal Non-Aboriginal Total
Physical 59 84 143
Neglect 82 25 107
Emotional 3 12 15
Sexual 20 29 49
Total 164 150 314

Note:  Numbers of children found to have been abused or neglected

(substantiated cases)

Source: Family and Children’s Services, THS

Of the 314 NT children who werefound to have been
abused or neglected in 1997-98, most had been
physically abused or neglected: physical abuse and
neglect together accounted for 80% (250 children)
of substantiated abuse of Territory children (table
12.21). In 1997-98, the most common formsof child
abuseinthe NT were:

for Aboriginal children, neglect and physical abuse

for non-Aboriginal children, physical abuse and

sexual abuse

12.22 NT age of abused or neglected children
1997-98

NT NT
Age Group  Aboriginal Non-Aboriginal NT Total
<1 year 26 0 26
1-4 years 53 36 89
5-9 years 46 53 99
10-14 years 33 46 79
15-17 years 6 15 21
Total 164 150 314

Note:  Numbers of children found to have been abused or neglected

(substantiated cases)

Source: Family and Children’s Services, THS

In 1997-98, there were differencesin the patterns of
abuse in young NT children: whereas Aboriginal
children were most at risk under five years, non-
Aboriginal children were most at risk between the
ages of five and fifteen (table 12.22). In 1997-98,
nearly half of the abused or neglected NT Aboriginal
children were aged under five years, and 26 or 16%
were under one year, but only a quarter of the NT
non-Aboriginal children were aged under five years
and none were under one year.
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In general, in 1997-98, the numbers of NT children
found to have been abused or neglected decreased
dightly with age.

12.23 NT child abusers 1997-98

Relationship Type

to Child Physical Neglect Emotional Sexual Total
Natural 106 113 12 12 243
parent

Step-parent 28 2 1 5 36
Parent’s 2 0 1 1 4
defacto

Foster parent 0 0

Guardian 2 1

Brother or 2 0 0 8 10
sister

Other relative 2 4 0 4 10
Friend/ 0 0 0 0 0
neighbour

Other 0 0 0 11 11
Not stated 10 2 3 11 26
Total 152 122 17 52 343

Note: Numbers of children found to have been abused or neglected

(substantiated cases)

Source: Family and Children’s Services, THS

NT 1997-98 data reveaed that a child’s natural
parent or a person in a parental role (such as their
step-parent, guardian or parent’s defacto) was most
likely to be responsiblefor abuse or neglect (in 83%
or 286 cases) (table 12.23).

Despitethefact that an abused child’ snatural parent
was the person most likely to be responsible for all
four types of child abuse and neglect, they accounted
for only 23% (12 cases) of sexual abuseintheNT in
1997-98. After natural parents, step-parents were
most likely to beresponsiblefor physical abuse (18%
or 28 cases).

Children in out-of-home care

Sometimeschildren areunableto livewith their own
families and are placed in the guardianship and/or
custody of their State or Territory welfare authority.
This is always a last option after THS Family and
Children’s Services welfare staff have attempted al
other avenues of support—such as counselling or
respite care—that will enable a child to have their
needsfor caremet whilethey livewith theirimmediate
family.

Guardianship, which includes custody, meanstaking
responsibility for the long-term welfare of a child.
This includes decisions about a child's health,
education and living arrangements. Custody means
taking responsihility for the day-to-day care of achild.

Under the NT Community Welfare Act, the Family
Matters Court may find that achildisinneed of care
if:

the child has been abandoned

the child's parents, guardians or custodians are
unable or unwilling to carefor them

the child has been maltreated

the child isbehaving in away that endangerstheir
health or safety

the child persistently engagesin behaviour thatis
harmful or potentially harmful to the community

In such circumstances, the court will make an order
to secure the child’s care and support. This may
include:

directing the parentsto do certain thingsto ensure
their child’s welfare—for example, making sure
their child attends the health clinic or school, or
the parents themselves agreeing to undergo
counsdlling

appointing aguardian and/or custodian

Guardianship and/or custody may be held solely by
the Minister for Health, Family and Children’s
Services or jointly with the child’s parents or some
other person.

The legislation also enables a child’'s parents or
guardiansto request the Minister for Health, Family
and Children’ s Servicesto assumetemporary custody
of their child for ashort period, usudly during afamily
crisis or when parents need respite.

When achildisplaced inthe custody of the Minister
by either the court or their parents, THS Family and
Children’ s Serviceswelfare staff arrangefor the child
to be placed in out-of-home care. The NT legislation
classifiesthesechildrenasbeing ‘incare’. Inthe NT,
children in out-of-home care include those who are
living with relativesoutside of theirimmediatefamily;
it may also include a small number of children who
havereturned to livewith their parentsin anticipation
of theexpiry or revocation of their guardianship order.

Some children enter carefollowing investigationsthat
find they have been abused or neglected. NT research
found that, of children who were abused or neglected
in 1991-92, only about 12% entered care (Kerr 1993).
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12.24 NT children in out-of-home care

Number
180
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Note:  Children in out-of-home care in the NT at 30 June each year

Source: Adapted from THS 1998a (table 1)

IntheNT, the number of childrenin out-of-homecare
at any one time remained relatively stable between
1994 and 1998 (graph 12.24).

12.25 Age of NT children in out-of-home care
1997-98

NT NT
Aboriginal Non-Aboriginal NT Total
0-4 years 69 28 97
5-9 years 30 29 59
10-14 years 34 38 72
15-17 years 7 6 13
Total 140 101 241

Note:  NT children placed in out-of-home care

Data:  Family & Children’s Services Branch, THS

During 1997-98, 241 children were admitted to care
inthe NT either at their parents’ request or by order
of the court: 40% were aged under five years; and
morethan half of all children who entered carewere
Aboriginal (table 12.25).

Time in out-of-home care

Thelength of time a child staysin out-of-home care
depends on the circumstances of the child and their
family. Some children require care for only aday or
twowhiletheir family situation stabilisesor whilecare
is arranged with other family members. Others may
need to remainin carefor monthswhilefamily support
staff work to reunite the child with their family. A
small proportion of children, who are unable to be
successfully reunited with their families, remain in
care until they are old enough to live independently
(usually when they are 17 or 18 years old).
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12.26 NT time in out-of-home care 1997-98

NT NT Non-
Timein care Aboriginal Aboriginal NT Total
Less than 1 month 65 47 112
1-5 months 10 20 30
6-11 months 2 2 4
12-23 months 3 1
More than 24 months 3 6 9
Total 83 76 159

Note:  Length of time for children discharged from out-of-home care

Data:  Family & Children’s Services Branch, THS

Of NT children discharged from out-of-home carein
1997-98, 70% had been in care for less than one
month and only 5% of children werein carefor more
than two years (table 12.26). For Aboriginal children,
78% remained in care for less than one month.

Out-of-home care options

When placing achild in out-of-home careinthe NT,
THS Family & Children’s Serviceswelfare staff are
requiredto exploreall possihilitiesthat would enable
the child to live with members of either their
immediate or extended family (THS 1999a). When
this is not possible, most children are placed with
volunteer foster carers.

THS assesses and registers, each year, individuas
and families who volunteer as foster carers. They
receive an allowance to assist with day-to-day costs
of the children for whom they care. In 1998, there
were 120 registered carersin the NT (THS 1998b).

12.27 NT living arrangements of children in out-
of-home care 1998

NT NT Non-
Aboriginal Aboriginal NT Total
Living independently 1 2 3
Facility-based care 11 18 29
Home-based care 58 46 104
Other 1 0 1
Total 71 66 137

At 30 June 1998

‘Facility-based care’ includes residential care and family group
homes

‘Home-based care’ includes foster carers and relatives

Notes:

Data:

At 30 June 1998, three-quarters of NT children in
out-of-home carewerein home-based care, most with
foster carers or members of their extended family
(table 12.27). A small proportion of NT childrenin
home-based care were living with their parents—

Family & Children’s Services Branch, THS
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mainly childrenin shared guardianship and/or custody
arrangements who were about to return to their
immediatefamily full-time.

Children who are unableto be placed in home-based
care, for whatever reason, are usualy cared for in
one of four family group homes run by THS or non-
government agencies. These homes accommodate
up to six children or young peoplein the community.
Facility-based care includes residential care for
children with disabilities—for example, St Mary’s
Family Services in Alice Springs and Somerville
Community Servicesin Darwin.

Aboriginal children

The placement of Aboriginal childrenin careinthe
NT is guided by the ‘Aboriginal child placement
principle’ in the Community Welfare Act. This
principlerequiresthat, before an Aboriginal childis
placed in out-of-home care, THS Family & Children’'s
Services staff must consult with the child’s family
and community. Thismay includeAborigina child care
agenciessuch asKaru, inthe Top End, and the Central
AudtralianAborigina Child CareAgency. THSbegan
monitoring compliance with this principle in 1998
through its new Community Care Information
System.

Young children

Children under 12 years are best placed in family-
based care rather than in group homes because they
need the consistent presence of a caring adult with
whom they can develop strong bonds. At the end of
1997-98, 81% of children under age 12 in out-of-
home care in the NT were in family-based care
(Steering Committee for the Review of
Commonweal th/State Service Provision 1999).

Adoption

The adoption of a child involves the permanent
transfer of legal parental statusfrom oneset of parents
to another. Adoption is irreversible and severs all
previous legal parental relationships. Inthe NT, the
adoption of children is governed by the Adoption of
Children Act. This legislation defines the
responsibilities and obligations of the Minister for
Health, Family and Children’s Servicesinrelationto
(NTH& CS 1994a):

servicesfor peoplewho wishto relinquish children

for adoption

assessing people who wish to adopt children

placing children for adoption
providing information to birth parents, adopting
parents and adopted children

12.28 NT adoptions of Australian-born children

Financial Year Number of Children

1987-88
1988-89
1989-90
1990-91
1991-92
1992-93
1993-94
1994-95
1995-96
1996-97
1997-98

O O N P W 00 N O O ©

Note:  Australian-born children adopted by people who are not related

to them

Source: AIHW 1999

A small and decreasing humber of Australian-born
children wererelinquished for adoptionintheNT in
the eleven yearsto 1997-98 (table 12.28).

Australia-wide, there has been a substantial fall in
the number of adoptions since the early 1970s. The
Australian Institute of Health and Welfare (AIHW
1999) citesanumber of contributing factors:
- effectivebirth control, leading to fewer unplanned
pregnancies
income support for single parents and changing
community attitudesto single parenthood, resulting
in other alternativesto adoption
accessto alternative reproductive technol ogy such
asin-vitrofertilisation (IVF)
legidative changesrelating to adoption by relatives,
particularly step-parents
theintroduction of aternativelegal ordersby which
a person other than the child’s parent can obtain
permanent guardianship and custody of achild

Intercountry adoptions

The United Nations Convention on the Rights of the
Child recognises, among other things, that i ntercountry
adoptionisan alternative meansof caring for achild
who cannot be placed in afoster or adoptive family
or cannot be cared for in any suitable manner intheir
country of origin (AIHW 1999). The NT Adoption
of Children Act establishesthelegidative framework
for NT familiesto adopt children born overseas.

129



The health of particular groups

12.29 NT adoptions of overseas-born children

Country 199495 199596  1996-97 1997-98

Korea

India
Ethiopia
Fiji
Thailand
Other

N O O O O O N
® N O O O AN
N O B B O O O
O O B Rk R RPN

Total

Source: THS 1998b:114

Since 1994-95, themgj ority of overseas-born children
adopted in the NT have come from Koreaand India
(table 12.29). Thistrend isreflected in national data
(AITHW 1999).

Access to adoption information

Thereweresignificant changesto adoption legidation,
particularly regarding access to information, across
Australia in the 1990s. Since 1994, NT legidative
changes have allowed birth parents and adopted
personsto seek information about one another. They
have al so enabled people who have an interest in an
adoption (generally birth parentsand adopted persons)
to exchange contact details.

Attempting to balance the right to information and
the right to privacy, the NT Adoption of Children
Act enables either the adopted person or their birth
parent to decline to provide (veto) information that
would identify them. Alternatively, they may agree
to provide information—such as health and family
history—but declineto provide contact details. A veto
isvalid for three years and may be renewed.

12.30 NT applications for adoption information

Vetoes lodged

Applications Information Contact
199495 84 6 6
1995-96 49 2 2
1996-97 47 2 2
1997-98 30 9 3

Note: Includes renewed vetoes

Source: Adapted from THS 1998b:115

Applicationsfor information were highest intheyear
following thelegid ative change and slowly declined
inthefollowing threeyears (table 12.30). Generally,
the number vetoes is a small proportion of overall
applications.
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Women’'s health

by Jenne Roberts

The Northern Territory is characterised by cultural
diversity and by isolation, and the women who live
herereflect the Territory’ sunique nature. While some
groups of women in the Territory are among the
healthiestin Australia, mgjor differencesare apparent
between Aboriginal and non-Aboriginal women, and
between women living in towns and women in rural
and remote areas.

Patterns of illness and injury differ between women
and men. If illnessisgender specific, suchascervica
cancer, these differences are obvious; but when both
men and women are affected, the differences can
be more subtle.

One third of NT women live in rural or remote
communities. Isolationisasignificant issuefor these
women as it affects their access to services,
particularly in emergencies. Women on pastoral
propertiesor in remote communities may be expected
to provide both basic and emergency care for their
family and workers.

Accessto specialist servicesislimited in many parts
of the Territory. When choosing treatment options,
women must take into account a range of factors,
including the distance to the treatment or to a
specialist, alternative care arrangementsfor children
and other family members and the location of
supportivefriends and family (WHSU 1999). There
islikely tobelittleor no choiceof provider or location
of service.

Socioeconomic status influences the physical
environment in which peoplelive and work. It often
impacts on access to health care and the capacity of
individuals to change behaviour patterns which are
known (but not necessarily by them) to be hazardous
to health. The combination of low socioeconomic
status, remoteness and a first language other than
Englishindicatesarisk of compromised health status
and low life expectancy. This, combined with limited
access to culturally appropriate and accessible
servicesfor womenliving in remote aress, isreflected
in the relatively poor health status of Aboriginal
women in the Northern Territory.

NT women—a snapshot

In June 1998, the estimated resident population of
the Northern Territory was 189,937. Of this, 47%
(89,680) were women. Women in most other States
and Territories comprise 50% of the population. In
1996, approximately 27% of Territory women
identified asAboriginal (ABS1997d). A further 20%
were born overseas (ABS 1996a).

The average age of women in the Territory is 27,
which is seven years younger than the Australian
average. Women aged over 65 form only 3% of the
female population compared with 14% nationally
(ABS 1998).

13.1 NT women by age and indigenous status
1996

Aboriginal Non-Aboriginal NT women
Age Group No. % No. % No. %
Under 20 12,236 46.3 18,410 29.8 30,646 34.7
20-29 5302 20.0 12,560 20.3 17,862 20.2
30-49 6,201 234 22450 36.3 28,651 324
50-69 2,238 85 7,116 115 9,354 10.6
70 and over 470 1.8 1,333 2.1 1,803 2.1
Total 26,447 100.0 61,869 100.0 88,316 100.0

Data: Epidemiology Branch, Territory Health Services, based on

Australian Bureau of Statistics data, 1996

Aborigina womenintheNT arecomparatively young,
with almost half (46%) aged under 20 (table 13.1).
By comparison, only onethird of NT non-Aboriginal
women are under 20 (ABS 1998).

Life expectancy

Death statistics indicate that, in general, non-
Aborigind NT women haveasimilar or dightly better
health status than Australian women. In 1995, the
life expectancy of non-Aboriginal NT women was
83 years, three years longer than Australian women
overdl.
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13.2 Female death rates: main causes of death
1991 to 1995

B NT Aboriginal
O NT non-Aboriginal
O Australia

Deaths per
100,000 people
600

500 -

400 1

300 4

200 4

100 4

04
Endocrine

Neoplasms Circulatory Respiratory Injury

Notes: Age-adjusted death rates per 100,000 people, standardised to

Australian 1991 population
‘Endocrine’ includes diabetes

Data:  Epidemiology Branch, Territory Health Services

Thestatisticsfor Aboriginal women, however, indicate
severe health problems(graph 13.2). In 1995, thelife
expectancy of Aborigina womenintheTerritory was
62 years—more than 20 years less than the life
expectancy of Australian women overall (ABS
1997a). Age standardised death rates for Aboriginal
women in the Northern Territory indicate that the
death rate in 1996 was three times that of non-
Aborigina women (AIHW 1998). Further information
on death rates and causes of death can be found in
the Causes of death chapter.

Incidence of iliness

Compared to Australian women overall, non-
Aboriginal NT women have:

¢ fewer hospital admissions

lower rates of death

longer life expectancy

similar rates of new cases of cervical cancer
breast cancer as the commonest cause of cancer
death

very low maternal mortality

¢ very low child mortality (WHSU 1999)

While some gains have been made in Aborigina
health, especially in maternal and child health, there
arestill considerable disparities between Aboriginal
and non-Aboriginal health.
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NT Aboriginal women experience:

* higher death rates than the general population

¢ gshorter life expectancy (21 years less than other
NT women)

¢ triple the rate of new cases of cervical cancer,
with nearly all resulting in death

® death rate by cancer 12 times as high as non-
Aborigina women

® |ung cancer as the commonest cause of cancer
death

* three times greater risk of infant mortality
(althoughtherate hashalved intheten year period
since 1986) (WHSU 1999)

The leading causes of hospitalisation for non-
Aborigina NT women for the period 1979 to 1991
were birthing, genitourinary conditions and injury.
Hospitalisation of Aborigina NT women during this
period was related to birthing, genitourinary and
respiratory conditionsand injuries (Markey G 1998).

Injury and violence against
women

Injury results in enormous costs to the health care
systemintreatment and rehabilitation. When disability
ensues, it al so creates ongoing persona and financial
burdens. Intheyears1989to 1991, injuries(including
poisoning) appeared in the top four causes of death
for Territory women.

Injury isthe principa cause of deathinyounger women
(aged 15 to 34) and, excluding pregnancy, is
responsible for the highest number of hospital
admissionsin thisage group for both Aboriginal and
non-Aboriginal women (Plant & others 1995). Road
transport accidents are a major contributing factor.
In 1997, half of all recorded road injuriesinthe NT
were sustained by women aged between 15 and 34
(Road Safety Council of the NT 1998).

However, it is violence, particularly domestic and
family violence, whichisthe single greatest cause of
hospital admissions for injury among Aboriginal
women in the Territory. In 1997, half of al injury
admissions were women, 95% of whom were
Aborigind. In 1997, over 900 Aborigina womenwere
admittedto Territory hospitalsasaresult of intentional
injuriesinflicted by another person. Inthefiveyears
t0 1997, 47% of all patients admitted to hospital for
intentional injuriesinflicted by another person were
Aborigina women, two-thirds of whom were aged
between 25 and 49 (Markey G 1998).
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Domestic violence

In 1996-97, inthe greater Darwin areaalone, police
were called to an average of six domestic violence
incidents every night. In 47% of these cases, children
were present in the household. Physical violence,
threats and psychological abuse were reported in
about 75% of the cases and sexual abuse occurred
in about 60% (Thompson & Hunter 1997). In 1996—
97, 35% of reported domestic violence incidents
concerned women of overseas origins.

In the month of January 2000, police responded to
434 domestic violence incidents in the Northern
Territory. Of thel33 incidents in the Alice Springs
urban area, weaponswere involved in 20% of cases.
Of the 200 incidents attended in the Darwin/
Palmerston area, 13% involved weapons (Police
Domestic Violence Unit 2000).

In 1997-98, 749 women in the Northern Territory
utilised supported accommodation in order to escape
domestic or family violence. Of these, 80% were
Indigenous (AIHW Catalogue No. HOU32).

In 1998, Royal Darwin Hospital emergency
department conducted a snapshot survey of domestic
and family violence presentationsfor thethree months
of October, November and December. During this
period, of a total 10,125 presentations, 64 people
presented for treatment of injuries sustained in
domestic or family violence incidents. Of the 64
patients, 75% werefemal e and 65% wereAboriginal.
Alcohol was involved in 56% of the incidents and
therewas a previous history of domestic violencein
70% of cases (Mansfield 1999).

The estimated direct annual cost of domestic violence
inthe NT in 1996 was $8.86 million. Thisincludes
money spent on medical care, accommodation, repairs
to houses and property, policing, counselling services
and community awarenesscampaigns. Thisrepresents
adirect annual cost of at least $5,377 per victim (a
yearly cost of $50 for every individua in the NT).
Approximately one-third of thisisrelated to the cost
of emergency accommodation and support services
and about 18% is spent on public housing. The
community, including the government, carries
approximately 80% of the direct costs, while the
individua carries 95% of theindirect costs. Aswomen
arethevictimsof domestic violencein 98% of cases,
thesefinancial costsimpact greatly onthefamily and
extended family (KPMG Management Consulting
1996).

In 1994, The Northern Territory Government
Domestic Violence Strategy was established. This

comprises an across-government coordinated

response to domestic and family violence. The

Strategy aimsto assist women who are subjected to

physical and sexual violenceand to minimisethelevel

of violence against women. Devel opmentsinclude:

¢ theestablishment of support servicessuch asrape
crisiscentres, women' sshelters, temporary housing
and counselling support services

® the formation of specialist police and medical
service units with expertise in investigating
complaints, collecting evidenceand treating female
victimsof violence

¢ reformingthelaws, thus enabling womento obtain
protection from domestic violencethrough police
and the courts

® initiating community awareness programs aimed
at reducing thelevel of violence against women

Aboriginal family violence

Aboriginal women from urban and remote areas
prefer the term “family violence”. Family violence
encompasses domestic violence, child abuse and
sexual assault. Thistermisused becauseviolencein
familiesaffectsparents, children, community members
and extended family (Cummings & Katona 1995,
ApunipimaFamily Violence Advocacy Project 1999).
In a 1994 national survey of Aboriginal and Torres
Strait Islander peopl e, approximately 48% of people
aged 13 yearsand over said that they thought family
violence was a common problem in their local area
(ABS 1994).

Violence against women and children has never been
an accepted part of the shared Aborigina lifestyle
(Hayden & King 1996). “When traditional women
are asked about rape and the incidence of incestuous
sexual assaults, their responses are emphatic that it
isnot Aborigina way, that it isnot in accordancewith
Aboriginal traditions or customary law” (Lloyd &
Rogers 1992).

Aboriginal women, because of cultural and traditional
laws, havefoundit very difficult to break away from
their families when affected by domestic violence.
Aborigina women are part of akin group in which
thefamily isan important unit. These women do not
wishto leavetheir community, asthiswould usually
mean moving away from their land and language.
They usually prefer to address the issue of violence
within the family structures (Cummings & Katona
1995). Under Aboriginal law, awoman may not leave
her violent husband unless she has permission from
hisfamily.
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In 1995, the NT Government established the
Aboriginal Family Violence Strategy to provide
assistance to Aboriginal people in managing family
violence in a community-based and culturally
appropriate way. Aboriginal women have established
community night patrols, women's grog councils,
community safe houses, sheltersin women’ sbusiness
grounds and programs which send family violence
offendersto outstations.

Sexual assault

The Northern Territory annually records the highest
level of violenceinAustralia (O’ Kane 1994). In 1994,
the national reporting rate for sexual assault was 74
per 100,000 people. In the same year in the NT, the
National Crime Statistics reported 115 cases per
100,000 people (Hunter 1996).

13.3 Reported sexual assaults in the NT 1994
to 1999
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Source: Northern Territory Police, Fire and Emergency Services Annual
Report, 1998-99

Thetrueextent of sexual assault inthecommunity is
not known, asthe majority of victimsdo not disclose
the experience (NSW Sexual Assault Committee
1984). In addition, inconsistenciesin definitionsand
methods of data collection acrossjurisdictions make
the compilation and comparison of datadifficult (graph
13.3). A 1993Australian Bureau of StatisticsNational
Victim Survey of 52,000 Australiansfound that three-
guartersof sexual assaultswere not reported to police
(cited in O'Kane 1994).

A 1994 report into sexual assault servicesin Alice
Springs estimated that approximately 360 women
were sexually assaulted in the Alice Springs urban
area in 1993-94 and up to 650 children and
adolescents experienced sexual abuse. The report,
by the Alice Springs Sexual Violence Action Group,
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regardsthisasaconservative estimate, asit does not
accommodatethelocal serviceproviders' experience
that Aboriginal women report sexual assault less
frequently than non-Aboriginal women (O’ Kane
1994).

In Darwin in 1998-99, a total of 202 clients
approached the Sexual Assault Referral Service for
support services. Of these, 42 clients (three or four
per month) were adult survivors of recent rape, and
25 were child survivors. Of the 42 clients using the
servicewho had recently beenraped, 38 werefemale,
of whom 17 adultsand 12 children were Aboriginal,
and four were adult males(THSAnnual Report 1997—
98).

Each month, an additional three or four recent rape
survivors received support from Ruby Gaea, a non-
Government sexual assault servicein Darwin (Ruby
GaeaAnnua Report 1998). In 1998, 87% of the sexual
assault survivors who used Ruby Gaea House
reported having been sexually assaulted by aperson
known to them; strangers constituted only 13 of 114
offenders. That year, 71% of Ruby Gaea's clients,
who are al female, identified as Anglo-Australians
and 17% identified as Aboriginal or Torres Strait
Islander (Ruby Gaea 1999).

In 1999, the sexua assault counsellor in Katherine
provided counselling and support to 27 sexual assault
survivors. Of these, 18 victims were adult females
and six were female children. The remaining three
clientswere male (Katherine Family Link 2000).

In the NT between 1988 and 1990, the majority of
victims of reported cases of sexual assault were
children under the age of 16. Themajority of victims
were female, and the magjority of offenders were
known and/or related to the child (Manzie 1992).
Perpetrators of child sexual abuse are most likely to
be male members of the child's family. (For further
information, see the Children’s health and welfare
chapter.) Similarly, 80% of adult sexual assault
survivors know the offender. In the NT, 67% of al
reported sexual assaults occur inthe survivor’ shome
(Hunter 1996).

The Sexual Assault Services Strategy for Territory
Health Services identified the need for minimum
standards of service delivery and the devel opment of
servicesresponsiveto theneedsof Aboriginal victims
of sexual assault (THS 1995). In 1997, minimum
standards for sexual assault service providers were
introduced, and an Aboriginal counsellor was
employed by the Darwin Sexual Assault Referral
Service.
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Nutrition and exercise

Poor nutrition has been linked to the devel opment of
preventable chronic diseases, including adult onset
diabetes, heart attack and related disease (ischaemic
heart disease), respiratory disease (chronic
obstructive airways disease), high blood pressure
(hypertension) and kidney disease (Godfrey 1988).
Additionally, women are at risk of specific diet-rel ated
conditions such as iron deficiency related to
menstruation and pregnancy. Data from the Risk
Factor Prevalence Surveys and the National Health
Survey indicate that the proportion of overweight or
obese Australian women aged between 25 and 64
years increased from 27% in 1980 to 46% in 1995
(AIHW 1998). Based on their Body Mass Index
(BMI), Indigenous people are more likely than other
Australians to be classified as obese. In 1994, about
28% of Aboriginal women surveyed were classified
as obese (BMI greater than 30) compared to 19% of
adult women inthegenera population (AIHW 1998).

Eating healthy foods depends not only on choice, but
also on availability, affordability, and factorsrelated
to storage and preparation. Limited availability of
freshfoodsisoftenaprobleminremoteareas. “Worry
about going without food” has been reported as a
major concern for many Aborigina women (ABS
1996h). For moreinformation on the nutrition of people
inthe NT, see the Food and nutrition chapter.

Smoking

Between 1987 and 1993, lung cancer was the
commonest cancer and commonest cause of cancer
death among Territorian women. Between 1991 and
1995, diseases of the respiratory system, including
pneumonia, emphysema, asthma and pulmonary
embolism, were the second leading cause of death
for Aboriginal women and the third leading cause of
death for non-Aboriginal women. All these respiratory
diseases have a known association with smoking.

Aboriginal women experienceten times more deaths
from respiratory disease than the national average
(THS 1998). The respiratory disease death rate for
NT non-Aboriginal femalesisal so much greater than
for other Australian women (THS 1998).

Smoking is more common among NT women than
among their national counterparts. In 1994, 34% of
NT women aged 18 to 24 were smokers compared
with 23% nationally (Richards & McComb 1996).

A study of secondary school students in the NT
suggested that 13% of 15- to 17-year-old girlssmoked
every day (Bertram & O’ Reilly 1998). Seven out of
ten Aboriginal women in the Top End over the age of
15 years smoke (Watson & others 1988). Aboriginal
women arefivetimes morelikdy than non-Aboriginal
womento goto hospital asaresult of smoking related
illnesses (Measey & others 1998).

Alcohol and other drug use

Alcohol and other drug useis prevalent amongst NT
women, with levels of use among young women and
Aborigina women being particularly high. A survey
of NT secondary school students suggests that the
use of alcohol and other drugs is common among
teenage girls. Experimental use of marijuana,
tranquillisers, LSD, speed and heroin was reported
by older girls, and glue, paint and petrol sniffing by
12- to 14-year-old girls (Bertram & O’ Reilly 1998).

It also appearsthat womeninthe NT arefollowing a
world-wide trend of increasing use by women of
alcohol and other drugs. A 1994 study of 16- to 24-
year-olds noted that al cohol and other substance use
was much lower inwomen than men. A similar study
four years|ater reveal ed that consumption by young
men has remained relatively stable, but alcohol use
by young women hasincreased (O’ Reilly & Townsend
1999).

The socia reasons for substance use appear to have
notable gender differences. While young males
substance use is often related to peer pressure,
substance use by young females is often considered
to be an expression of independence or of sexual
equality. Thishighlightstheimportance of devel oping
gender specific strategies to educate young people
about alcohal and other substance use (O’ Reilly &
Townsend 1999).

The differences in metabolic rates between males
and females means women are at an increased risk
of adverse health effectsfrom alcohol and other drug
use. Females develop acohol dependency at lower
levels of use and in a shorter time than males. They
are more sensitive to alcohol and drugs such as
cannabis, and the effects of sedatives, such as
benzodiazepines, are prolonged. Lack of awareness
of their lower tolerance may result in young women
adopting male consumption patterns and suffering
increased adverse effects of drug use (O'Reilly &
Townsend 1999).
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The 1992 NHMRC guiddlinesfor responsibledrinking
suggest that women should drink no more than two
standard drinks per day, and have two acohal free
days per week. InMarch 1997, the NT Government’s
Living With Alcohol program conducted ahousehold
survey of alcohol consumption. It revealed that only
one-third of women drank responsibly (lessthan two
standard drinks per day). Another one-third drank at
hazardouslevels (twoto four drinks per day) and the
remaining one-third at harmful levels (morethan four
drinks per day). In general, Territorians do have two
alcohol-free days per week (Bertram & Crundall
1997).

In @ 1994 survey of self-assessed health problems,
58% of Aboriginal Australiansidentified alcohol as
one of the main health problemsfaced by Aboriginal
people. In the same survey, 30% of Aboriginal men
and 60% of Aboriginal women in the NT reported
never having drunk alcohol (ABS 1995). For further
information on a cohol and other substance useinthe
NT, see the Substance misuse chapter.

Reproduction and sexual
health

Maternal health and childbirth

Women of childbearing age comprise 53% of the
female population of the NT (ABS 1998).
Approximately 3,500 babiesareborninthe Territory
each year. The magjority of these deliveries occur in
hospital. In 1995, only 4.5% of Aboriginal babiesand
2% of non-Aboriginal babies (total 97 babies) were
born out of hospital (d' Espaignet & others 1998).

Of thewomen who gave birthin 1995, 34.5% (1,244)
were Aboriginal and 65.5% were non-Aboriginal.
There are significant differencesin maternal health
between Aborigina and non-Aboriginal womeninthe
Territory. The Aboriginal mothers were more likely
to beyoung (29.3% aged under 20), anaemic (18.7%),
and to have had no antenatal care before presenting
for delivery (2.8%). Far fewer non-Aboriginal
mothers were aged under 20 (6%). Non-Aboriginal
mothers had low rates of anaemia (3%) and all but
0.3% received antenatal care. The total fertility rate
(average number of children per woman) was 2.6
for Aborigina women and 2.0 for non-Aboriginal
women (d' Espaignet & others 1997).
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13.4 Complications of pregnancy 1995

Aboriginal Non-Aboriginal

% %
Medical complications 45.7 16.8
Obstetric complications 249 19.7
Delivery complications 44.8 39.5
Puerperal complications 16.4 4.2

prior to discharge

Source: Kildea S 1999

Complications of pregnancy are more common in
Aborigina than non-Aboriginal women. In particular,
medical complications of pregnancy, such as high
blood pressure and diabetes, are much more common
inAboriginal women (table 13.4). Although the total
figures are very small, maternal mortality is nearly
30timeshigher in Aborigina women. Between 1979
and 1991 there were 88 materna deaths for every
100,000 Aboriginal births and 3 maternal deathsfor
every 100,000 non-Aborigina births.

13.5 Perinatal and infant mortality rates 1995

Aboriginal Non-Aboriginal

Neonatal mortality rate 9.8 5.0
Perinatal mortality rate 26.4 11.6
Infant mortality rate 18.7 7.1

Notes: ‘Neonatal mortality rate’ is death of liveborn infants within 28

days of birth per 1,000 live births

‘Perinatal mortality rate’ is stillbirths and neonatal deaths per
1,000 total births

‘Infant mortality rate’ is all deaths in the first year of life per
1,000 live births

Source: d’Espaignet, Woods & Measey 1997

Aboriginal women aremorelikely to havestillbirths,
with 16.8 stillbirths in every 1,000 births compared
with 6.7 for non-Aboriginal women. Aboriginal babies
have morethan doubl e therate of infant and perinatal
mortality of non-Aboriginal newborns (table 13.5).
Thisis partly attributable to high levels of maternal
infection and poor maternal nutrition. Both maternal
mal nutrition and anaemiaare known to be associated
withlow infant birthweight (<2500g) (Godfrey 1998).
A recent study using datafrom Royal Darwin Hospital
attributed 28% of low birth weight and 15% of
intrauterine growth retardation to maternal
malnutrition (Sayers & Powers 1997).

Low birthweight babies are at risk not only of poor
hedlth later in childhood, but also of chronic diseases,
such as diabetes and kidney failure, in adulthood
(Weeramanthri 1998; Hoy and others 1996). While
12.9% of Aboriginal babiesarelow birthweight, only
5.6% of non-Aboriginal babiesarein this category.
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13.6 NT Aboriginal perinatal and infant mortality
1986 to 1995
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‘Infant mortality rate’ is all deaths in the first year of life per
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Source: Markey, d’Espaignet, Condon & Woods 1998

There have been some significant improvements in
Aboriginal maternal health over the past decade. The
number of low birthweight babies has decreased from
15% in 1986 to 12.9% in 1995, and stillbirths have
decreased from 27.5 per 1,000 birthsto 16.8 per 1,000
births. Aboriginal infant mortality hasimproved over
the years 1986 to 1995 (graph 13.6). Further
improvements are required in order to bring health
levelsfor Aboriginal mothersand babiesin linewith
their non-Aboriginal counterparts.

Postnatal depression

Having a baby is a time of significant change for
women. In particular, the arrival of the first child
affects women’s lives in ways that may be
unexpected. Thereis arange of common responses
to thistime of change (Rathman 1998).

Someresponses, if they persist, may indicate postnatal
depression (PND). These include agitation and
tearfulness, despondency, feelings of inadequacy and
inability to cope, feelings of guilt and shame, gaining
no pleasure from the new baby and disturbance of
dleeping and eating. Although the occurrence of these
symptoms does not necessarily constitute a clinical
depression, the presence of a number of persistent
symptoms, causing significant impairment, may
indicate PND (Rathman 1998).

PND often goes undiagnosed dueto the gradual onset

of theillness, thevariety of initial symptoms, lack of
contact with professionals assessing maternal health,

or the failure of either the woman or the health
professional to recognise postnatal depression (Dalton
& Holton 1996). PND causes considerable distress
to the new mother, interferes with her attachment to
her baby and with the baby’ s development, and may
affect marital, family and social relationships.

Short-term projects have been run in Alice Springs
and Darwin providing training to midwives and
community health service providersinthe diagnosis
and management of womenwith PND. These projects
have also provided alimited amount of direct support
to women with PND.

Sexually transmitted diseases

A comprehensive remote area Well Women’s
Screening Program wasintroduced into the Northern
Territory in 1994-95. Well Women's checks are
performed by Aboriginal Health Workers, nursesand
femaledoctorsat two-yearly intervals, and a Territory-
wide Pap smear reminder systemisin place. Aswell
as screening for cervical cancer, the Well Women's
checks include screening for sexually transmitted
diseases and chronic diseases such as high blood
pressure, diabetes and kidney disease.

Screening for sexually transmitted diseases and
cervical cancer is a particularly sensitive procedure
for some Aboriginal women, as it conflicts with
cultural beliefs. The genitals are regarded as private
and sacred, and traditionally were not looked at or
touched by anyone. However, Aboriginal women are
concerned about infertility, sexually transmitted
diseases and cervical cancer. Education, provided by
gualified women’ shedth practitionersand Aborigina
Health Workers, and theimplementation of culturally
acceptabl e screening methods contribute to making
screening more acceptable to Aboriginal women
(CongressAlukura& NganampaHealth Council Inc
1999).

In 1997, chlamydiawasthe most frequently notified
sexually transmitted disease (STD) in NT women.
Chlamydiaisoften asymptomatic athough the disease
may have the long-term consequences of pelvic
inflammatory disease and infertility. In the NT,
chlamydial infection is recorded three times more
often in women than in men, although this may be
because men are less likely to present for treatment
(NTH& CS 1995). Notification rates for gonorrhoea
(up 24% in 1997) and chlamydia (up 7% in 1997)
haveincreased significantly (THS1998). Thisincrease
in detection is probably dueto the success of sexual
health screening programs.
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In the mid-1990s, the Well Women’s Screening
program, operational in Top End Aboriginal
communities, found that up to 30% of Aboriginal
women wereinfected with trichomoniasis (Duquemin
1996). Recent studies have identified links between
trichomoniasisand infertility, premature birth and low
birthweight babies (Cotch 1997).

For more detailed information on STDs and an
analysis of why therates of STDsare so differentin
the NT, see the STD section of the Communicable
diseases chapter.

Cervical cancer

From 1987 to 1993, there was one death for every
five new cases of cervical cancer among non-
Aborigina NT women. Among Aboriginal women,
the ratio was one death for every newly diagnosed
case (d' Espaignet & others 1996). Aboriginal women
are 12 times more likely to die of cervical cancer
than other NT women. This is probably due to the
low Pap smear rate among Aboriginal women.

The Cervical Screening Program, introduced in 1994,
promotes an organi sed approach to preventing cancer
of the cervix. It distributesinformation encouraging
women to have Pap smears, cares for women with
abnormalities detected at screening, and provides a
Pap smear reminder service to women and
practitioners. The program targets women aged 20
to 69 years, and recommends a Pap smear every
two years.

Based on NT Pap Smear Register data and the 1997
estimated residential femal e population, 64% of NT
women in this target age group had a Pap smear in
1997 or 1998 (THS, 1999). The cervical cancer
screening participation ratesof womenliving inremote
communities has been increasing each year sincethe
program was introduced. In 1997-98, participation
rates were between 35% and 64%, depending on the
community (THS 1998). For more information on
cervical cancer, see the Cancer chapter.

Breast cancer

Breast cancer is the commonest cause of cancer
death among women in Australia (NHMRC 1997).
IntheNorthern Territory inthe period 1987 to 1993,
cancer of the breast was the second commonest type
of newly diagnosed cancer. There is one death for
every four newly diagnosed cases of breast cancer
among non-Aboriginal women in the Territory
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(d'Espaignet & others 1996). Very few cases of
breast cancer are diagnosed among Aboriginal
women. Aborigina women diagnosed with breast
cancer tend to be diagnosed at a late stage of the
disease.

A breast screening service was introduced to the
Northern Territory in 1994. Thisservice providesfree
mammography (breast X-ray) screening for the early
detection of breast cancer in women aged 50 to 69
years. For more information on breast cancer, see
the Cancer chapter.

Women with disabilities

In 1998, 41% of all clientsof disability servicesinthe
Northern Territory werewomen. Themost commonly
reported primary disabilities among these women
were:

¢ Intellectua 45%

* Physical 26%

* Acquiredbraininjury 10%

Speech disability was the most commonly reported
secondary disability.

Multipledisabilitieswerereported by 72% of dl clients
of disability services. In 1998, 55% of all NT clients
of disability services were Aboriginal and 75% of
clients were aged between 15 and 40 years (THS
1998).

Women are often the carers of those with disabilities.
In 1998, 38% of clients of disability services lived
with their spouse. At an older age, when it may be
more difficult for women to take care of themselves,
they may also find themselves caring for a parent,
husband, child or other relative with adisability.

References

ABS 1994, Self-Assessed Health Status, Indigenous
Australians 1994, cat no 4707.0, ABS, Canberra.

ABS 1995, National Aboriginal and Torres Srait |lander
Survey 1994, cat no 4190.0, ABS, Canberra.

ABS 1996a, 1996 Census of Population and Housing,
Selected Social and Housing Characteristics for
Satistical Local Areas. Northern Territory, cat no
2015.7,ABS, Canberra

ABS 1996b, National Aboriginal and Torres Strait
Islander Survey Northern Territory, cat n04190.7, ABS,
Canberra.



Women's health

ABS 19973, Deaths 1995 Australia, cat no 3302.0, ABS,
Canberra.

ABS 1997b, Population by Age and Sex, Australian States
and Territories, 1996, cat no 3201.0, ABS, Canberra.

ABS 1998, Regional Satistics 1998, Northern Territory,
catno 1362.7, ABS, Canberra.

AIHW 1998, Australia’sHealth 1998, cat noAUS10, AIHW,
Canberra.

AIHW 1998, SAAP National Data Collection, Northern
Territory Annual Report 1997-98 Canberra.

Bertram S& Crundall | 1997, Summary of Household Survey
of Alcohol Consumption and Related Attitudes
February—March 1997, Alcohol and Other Drugs
Program, THS, Darwin.

Bertram S & O'Reilly B 1998, Summary of the 1996
Australian Secondary School Alcohol and Drug
Survey Northern Territory Findings, Alcohol and
Other Drugs Program, THS, Darwin.

Congress Alukura & Nganampa Health Council, 1999,
Minymaku Kutju Tjukur pa Wbmen's Business Manual,
Alice Springs.

Copeland J 1995, A Qualitative Study of Self-managed
Change in Substance Dependence Among Women,
technical report no 24, NDARC, Sydney.

Cotch MF, Pastorek JG, Nugent RP and others 1997,
‘Trichomonas vaginalis associated with low birth
weight and preterm delivery’, The Vagina Infections
and Prematurity Study Group, Sexually Transmitted
Diseases, vol 24, no 6, pp353—60.

CummingsE & KatonaM 1995, Aboriginal Family Violence
Srategy, Office of Women's Policy occasional paper
no 12, Darwin.

Daws L, Bramock J, Brooker R and others 1995, Young
People’s Perceptions of and Attitudes to Sexual
Violence: a Report to the National Youth Affairs
Research Scheme, National Clearinghouse for Youth
Studies, Hobart.

Dalton K & Holton W 1996, Depression After Childbirth,
Oxford University Press, New York.

d Espaignet ET, Kennedy K, Paterson BA & Measey ML
1998, FromInfancy to Young Adulthood: Health Satus
in the Northern Territory 1998, THS, Darwin.

d Espaignet ET, Measey ML, Condon JR and others 1996,
Cancer in the Northern Territory 1987-1993, THS,
Darwin.

d’ Espaignet ET, Woods M & Measey ML 1997, Northern
Territory Midwives Collection: Mothers and Babies
1995, THS, Darwin.

Duguemin A 1996, Women's Cancer Prevention Program
Early Evaluation of the Remote Areas Well Women's
Screening Program, June 1996, THS, Darwin.

Godfrey K 1998, ‘ Maternal regulation of feta development
inhealthinadultlife’, European Journal of Obstetrics
and Gynaecology and Reproductive Biology, vol 78,
pp141-50.

Hayden K & King M 1995, Aboriginal Women, Violence
and the Legal System, Domestic Violence Legal Help,
Darwin.

Hoy W, McFarlaneR, Pugdey D and others 1996, ‘ Markers
for cardiovascular and renal morbidity: expectations
for an intervention programme in an Australian
Aboriginal community’, Clinical and Experimental
Pharmacology and Physiology, vol 23, nol, ss33-7.

HS&H 1997, Health Satus of Victorian Women: A First
Report, Aged Community and Mental Health Division,
Melbourne.

Hunter S 1996, Sexual Assault Policy Discussion Paper,
Office of Women's Policy occasional paper no 4,
Darwin.

Katherine Family Link 2000, 1999 Sexual Assault Data,
personal communication with the author

Kidd PS & Sturt P 1996, Mosby's Emergency Nursing
Reference, Mosby-Year Book Inc, Missouri.

Kildea S 1999, And the Women Said ...Reporting on
Birthing Servicesfor Aboriginal Wormen from Remote
Top End Communities, THS, Darwin.

Kilgour R 1991, Exploring Women' sHealth status— Data
requirements, NZ Department of Health, Wellington.

KPMG Management Consulting 1996, The Financia and
Economic Costsof Domestic Violencein the Northern
Territory December 1996, Office of Women's Policy,
Darwin.

Lloyd J& Rogers N 1992, Without Consent: confronting
adult sexual violence, Australian Institute of
Criminology, Canberra.

Mansfield C 1999, Domestic Violence Presentations to
the Royal Darwin Hospital Emergency Department
October—December 1998, Territory Health Services,
Darwin.

Manzie D 1992, Sexual Abuse Discussion Paper, NT
Department of Law, Darwin.

Markey G 1998, The Health Status of Women in the
Northern Territory, Women's Health Strategy Unit,
THS, Darwin.

Markey PG d Espaignet ET, Condon JR & WoodsM 1998,
Trendsin the Health of Mothersand Babies, Northern
Territory 198695, THS, Darwin.

Measey ML, d' Espaignet ET & Cunningham J 1998, Adult
Morbidity and Mortality due to Tobacco Smoking in
the Northern Territory 1986-1995, THS, Darwin.

141



The health of particular groups

NHMRC 1997, NBCC Annual Report 1996/97, NHMRC,
Canberra

NTH& CS 1995, Sexually Transmitted Diseases Program
Annual Report 1995, AIDS/STD Unit, NTH&CS,
Darwin.

NSW Sexual Assault Committee 1984, Report of the NSW
Sexual Assault Committee to the Hon. Neville Wran
Q.C., M.P Premier of NSW, Sydney.

Office of Women'sPolicy 1998, Some Factsabout Sexual
Assault (fact sheet), Office of Women’sPolicy, Darwin.

O'Kane A 1994, Sexual Assault Services in the Alice
Sorings Region, Alice Springs Sexual ViolenceAction
Group, Alice Springs.

O'Reilly B & Townsend J 1999, Young People and
Substance Abuse in the Northern Territory in 1998,
THS, Darwin.

Police Domestic Violence Unit (NT) February 2000,
Monthly Domestic Violence Statistics Summary,
personal communication.

Plant AJ, Condon JR & Durling G 1995, Northern Territory
Health Outcomes, Morbidity and Mortality 1979—
1991, NTH& CS, Darwin.

Rathman 1998, Post Natal Depression Project Report,
Women's Health Statewide: Postnatal Distress, SA.

Richards R & McComb J 1996, Tobacco Consumptionin
Darwin October 1994, Alcohol and Other Drugs
Program, THS, Darwin.

Road Safety Council of the NT 1998, Northern Territory
Road Accident Satistics 1997, Road Safety Council

142

of the Northern Territory and Department of Transport
and Works, Darwin.

Ruby Gaea House 1999, Annual Statistics for 1998,
personal communication with the author.

SayersS& PowersJ1997, ‘ Risk factorsfor low birth weight,
intrauterine growth retardation and preterm birth in the
Darwinregion’, Australian and New Zealand Journal
of Public Health, vol 21, no5, pp 524-530.

Smith-Warner SA, Spiegelman D, Yaun SSand others 1998,
‘ Alcohol and breast cancer inwomen: apooled analysis
of cohort studies’, Journal of the American Medical
Association, vol 279, no 7, pp535-40.

Thompson R & Hunter S1997, A Report on the Northern
Territory Government Domestic Violence Strategy
Data Collection Project, Office of Women’'s Palicy,
Darwin.

THS 1995 The Sexual Assault Services Strategy for
Territory Health Services THS, Darwin

THS 1996, NT Food and Nutrition Policy 1996 and Five
Year Strategic Plan, THS, Darwin.

THS 1998, Territory Health Services Annual Report 1997—
98, NTGP, Darwin.

THS 1999, Women’s Cancer Prevention Program,
Unpublished.

Weeramanthri T 1998, Finding the Right Balance— A
Preventable Chronic Diseases Strategy for the NT,
Draft Paper, THS, Darwin.

WHSU 1999, NT Women's Health Policy, Women' sHedlth
Strategy Unit issues paper, THS, Darwin.



Aboriginal health

an historical approach

by Edward Tilton (for the Aboriginal Medical Services Alliance Northern Territory)

Thischapter aimsto shed light on the current state of
Aboriginal health in the NT and how it came to be
theway itis. It isintended to help those working in
the field and outside it to understand how and why
the health of Aboriginal peopleistheway itistoday,
and what some future directions may be.

Thehistorical analysisthat followsaimsto show that
the changing patterns of Aboriginal health since
colonisation cannot be reduced to a single
dimension—the uncomplicated notion that Aboriginal
health is either improving or deteriorating—which
leadsinevitably to naive optimism on the one hand or
hopeless despair on the other. Rather, the changing
patterns of Aboriginal health arise from changesin
the relationship between Aboriginal people and the
non-Aboriginal settlers; changes in Aboriginal
peopl€’ s ability to control their own lives, land and
health; and changesin Aboriginal people’ saccessto
health services and the nature of those services.

Aboriginal health before first
contact

Althoughitisdifficult to judge the pre-contact health
status of Aboriginal peopleinthe NT intermsof the
statistics that are now officially used to measure
health, several factors would have led them to be
relatively healthy compared with Aboriginal people
today and possibly also 19th century Europeans:
freedom from many of the infectious diseases that
came with the invaders, Aboriginal peoples access
to and control over the land and its resources, and
their own traditional medicines.

Many of theinfectious diseasesthat are now, or have
been, common among Aboriginal people were
unknown before contact with non-Aboriginal people.
It is difficult to be certain of the situation, because
disease often spread ahead of the white people
themselves (Hartwig 1965:30) and so first contact
by white peoplewaswith Aboriginal peoplewho had
already been affected by those conditions. Yaws and
trachoma probably existed before first contact, and
malariaal so existed among the coastal peopleinthe
north of theNT. Smallpox possibly existedinthe north

before contact with white people, while leprosy and
tuberculosis, later to be highly prevalent, were
apparently unknown (Kettle 1991a:7).

Access to land and resources under traditional
Aboriginal life guaranteed a good diet, an active
lifestyle and a mobile, hunter-gathering way of life
that inhibited the spread of infectious disease. Many
early accounts mention the well-nourished and strong
appearance of Aboriginal peopleintheearly days of
contact. John McDoud |l Stuart, thefirst whiteexplorer
in Central Australia, frequently refers to the
inhabitantsasbeing ‘ muscular’, ‘well-made’ and ‘in
excellent condition’ (Stuart 1984:11, 87, 253). These
early descriptionsare confirmed by photographs, such
as those of Baldwin Spencer, which show healthy
and fit-looking people (Spencer 1987). Theevidence
isthat, although drought and faminewould have made
life hard at times, particularly in the desert of Central
Australia, the continuing malnutrition that was to
become prevalent later on was unknown.

Aboriginal people across the NT had their own
systemsof medicinefor treating many of the ordinary
sicknessesthat occurred (Nathan & Leichlitner 1983:
130-55).

We should not assumethat Aboriginal peoplelivedin
an illness-free paradise before the advent of white
people. Nevertheless, the factors described above
ensured that Aboriginal people werefree of many of
the health problemsthat followed colonisation. Infant
mortality may have been high (Kirke 1970:6), but it
was almost certainly less than that experienced on
theartificial settlementsof the mid-20th century (see
over).

Aboriginal Medical Services Alliance
Northern Territory

Established in 1994 by Aborigina community-
controlled health servicesfrom around the NT, the
Aboriginal Medical Services Alliance Northern
Territory (AMSANT) represents the interests of
the community-controlled health sector inthe NT,
lobbies for positive changes in Aboriginal health
and advocates for Aboriginal self-determination
and community control.
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Aboriginal health immediately

after first contact

The periodimmediately following thearrival of white
people was accompanied by a dramatic change in
the health of the Aboriginal population, marked by
high levelsof illness(morbidity) and death (mortality)
because of introduced diseases (some of which may
actually have preceded the newcomersinto the NT)
and killingsby the settlers asthey attempted to wrest
control of land fromitstraditional owners.

First contact between Aboriginal people and non-
Aboriginal peopletook placeat different timesacross
the Territory: from the first white explorers of the
north coast inthe 1840s, to those of Central Australia
in the 1860s and 1870s, even up to the 1960s when
people of the Western Desert were ‘brought in’ by
Native Welfareofficials. Although the circumstances
in particular areas were markedly different, some
generalisations can be made.

Theimmediate effect of thearrival of Europeanswas
arapid fall in the numbers of Aborigina people. A
number of estimates have been made of the
population decline caused by disease and violencein
Australia as awhole. Reynolds (1981:123) gives a
decreaseof Australian Aboriginal peoplefrom 300,000
to 50,000 during the century after 1788; others put
theinitial population dightly lower at around 250,000
(see Radcliffe-Brown’s 1930s estimate in Rowley
1972:384) or the Aboriginal population at the end of
the 19th century as slightly higher (Clarke 1981:1).
Other estimates put theinitial population much higher,
at three-quarters of a million, and calculate a
subsequent loss of 600,000 (Dr Peter White, quoted
in Land Rights News 1987:19).

Accurate figures for the NT Aboriginal population
before and after the arrival of Europeans are not
available. However, we can assumethe samegenera
conditions occurred in the NT as elsewhere on the
continent and that, whatever the exact figures, there
was great loss of life, mainly through introduced
diseases to which Aboriginal people had little or no
resistance. Whooping cough, measles, influenza,
tuberculosis, leprosy and smallpox, among many
others, swept through theAboriginal population, which
was often already weakened by the growing difficulty
of accessing water and bush foods as the white man
and hiscattle gradually took control of theland (Kettle
1991a:168).

As well as disease, war, massacres and frontier
violence had aprofound effect on the health (physical
and surely also social and psychological) of Aboriginal
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people. Aninitial period of tentative approach between
the traditional owners and the settlers was often
followed by violence, as Aborigina peopl e attempted
to retain control over their land (Hartwig 1965:392).
Indifferent partsof the Territory, thiswas of differing
severity. A number of major massacres from the
1870s onwards occurred across Central Australia,
beginning with that at Barrow Creek in 1874 and not
ending until the Coniston Massacre of 1928 (see
Kimber 1991). It isimpossibleto know precisely the
number of Aborigina peoplewho diedintheseevents:
figures for officially investigated massacres were
unreliable, and many killings simply were never
reported (Kimber 1991:7, Donovan 1988:157).
Nevertheless, Kimber (1991:16) estimates that
“upwards of 1,000 were shot in Central Australia’,
which would represent about 10% of the total
population prior to contact. In additiontolargescale
killings, there were undoubtedly many unrecorded
abuses of individuals that occurred outside direct
frontier conflict, for example by bosses on stations,
trackers and police.

In summary, the period shortly after the arrival of
Europeans in the NT was marked by massive
increases in illness and death among Aboriginal
people, through introduced diseases and violence.
During thistime, health servicesto Aboriginal people
were essentially non-existent.

Aboriginal health in the time
of the settlements

After the period of initial warfare and disease, anew
situation faced Aboriginal people. Unableto sustain
their traditional way of life, they were compelled by
circumstance or government agency to moveto large
settlements: today’s ‘Aboriginal communities'.
Initially, thesewererun either by government welfare
agenciesor missions, or smply formed spontaneoudly
on the outskirts of pastoral homesteads. In many
instances, they were pools of cheap labour for the
industries (predominantly pastoral) introduced by the
white settlers.

Health conditions on these settlementsvaried widely
over timeand from placeto place, but generally they
were marked by high levels of sickness and infant
mortality. Poor infrastructure, aless active lifestyle,
dependence on a foreign system, poor nutrition,
overcrowding and thestressof livinginaway foreign
totraditiond life produced asituation inwhich disease
ran riot. In addition, government responsibility for
health was divided, there were very few health
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services located on communities and the hospital
system was characterised by segregation and
discrimination.

Aboriginal people, and especially children, on the
settlements suffered high levels of disease and death.
Inthe mid-1960s, theinfant mortality ratefor theNT
was 120 per 1,000 live births (Territory Health
Services1996:27). In Central Australian settlements,
Kirke (1970:25) records an infant mortality rate in
the mid 1960s of over 200 per 1,000 live births—in
other words, over one-fifth of children died in the
their first year of life. Kettlerecords even higher rates
of infant mortality in the same period, including 290
deathsper 1,000 a Yuendumu in 1964 and an estimate
of approximately 250 per 1,000 for Central Australia
asawhole (1991b:214). Thispattern of high levels of
illness and infant mortality was seen elsewhere in
Australia in the period following colonisation
(Reynolds1981:126).

These shocking figures resulted from a social and
economic environment that could hardly have been
worse for the health of its inhabitants. Traditional
mobility, activity and accessto bushfoodshighinfibre
and low in fat had been replaced by a sedentary
lifestyle, dependent on new foods that were often
nutritionally inadequate (Kirke 1970). In addition, the
settlements forced Aboriginal people from different
language groupsand geographical areastoliveinclose
proximity, ‘al mixed up’. Thisled to high levels of
stress and conflict, which can only have been
exacerbated by people’ slossof autonomy intheface
of the non-Aboriginal system that now attempted to
rule every aspect of their lives.

Concentrated populations al so meant that infectious
disease spread rapidly: epidemics of measles,
whooping cough, mumps, chickenpox and influenza
caused many deaths, and tuberculosis and leprosy
(inthe north) were common (K ettle 1991b:205-14).
For children, themajor killer was gastrointestinal and
respiratory tract infections (Kirke 1970:31; Kettle
1991b). With access to adequate primary medical
care, theseinfections are rarely fatal; unfortunately,
very littlemedical carewaslocated inthe communities
whereAboriginal peoplelived. Many commentators
identify the sheer lack of medical staff asaprimary
contributing factor to the high levels of infant deaths
(seeKirke1970:27; Kettle 1991h:203).

Although several attemptswere made (someasearly
asbeforethe First World War) to provide Aboriginal
peoplewith medical services, theserarely resultedin
any significant presence of health staff inremoteareas
(see Kettle 1991a, 1991b). They were also

compromised by links with systems of colonial
administration, aswell asgovernmental disputes about
responsibility.

Early medical servicestoAborigina peoplewereoften
provided morefor the benefit of thewhite population
than the indigenous community, and Aborigina ill-
healthwasexplicitly used to justify the need to control
theindigenous population. Dr CE Cook, who washboth
Chief Medical Officer and Chief ProtectorintheNT
in the 1920s and 1930s, wrote that the Aboriginal
population (Cook to McEwen 1938, quoted in Parry
1992:337):

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

Further problemsarose from governmental confusion
about responsihilities. After the Second World War,
for example, government Aboriginal settlementswere
run by the Welfare Branch of the NT Administration;
yet the Commonwealth Health Department was
supposedly responsible for health in the Territory.
Arguments went back and forward about who was
responsiblefor health services on remote communities
until 1973, when the Commonwealth Health
Department accepted responsibility for the provision
of these health services (Kirke 1970: 9; Kettle
1991b:231). In the meantime, Welfare Branch
provided some services, the Commonwealth’s NT
Medical Services others, and the missions others

again.

Kirke's study illustrates the results of the
administrative confusionin responsibility: herecords
an infant mortality rate of 83 per 1,000 on missions,
which were unified under one administration and had
lessdifficulty retaining staff, but doublethat on stations
and Centra Australian government settlements, which
were marked by high staff turnover and their lack of
say in the administration of settlements (Kirke
1970:27).

Conditionsat thefew centrally located hospitalswere
also problematic. Government hospitalswere not set
up outside Darwin until the 1930s, and eventhen ran
into problems. Early attemptsto create onein Alice
Springswere opposed by many whiteresidents, who
had access to a mission hospital, on the basis that,
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were it to be taken over by the government, the
hospital would have to treat Aboriginal people
(Donovan 1988:177).

Later, cross-infection in overcrowded and poorly-
resourced wardswas amajor concern for health staff.
Segregation of hospital wardsinto thosefor Aborigina
peopl e and those for the white popul ation exacerbated
the problem: well-resourced wards set aside for non-
Aboriginal people stood half-empty whileAboriginal
wards were severely overcrowded, with patients
being treated on verandahs and peoplewith infectious
diseases being located with nursing mothers and
children (Kettle 1991b:222-7).

In summary then, thetime of the settlementsuntil the
late 1960s was marked by very high levels of infant
death and sickness, resulting from the poor physical
and social environment and widespread lack of
access to basic medical services. This was partly a
reflection of the place of medical serviceswithinthe
colonial system, but also resulted from division and
conflict within the bureaucracy over which part of
government should accept responsibility for Aborigina
health.

Aboriginal health in the time
of self-determination

The 1960s saw a resurgence of Aboriginal activism
and renewed demandsfor rightsand servicesin many
areasof life—legal, civil and palitical, and land rights
as well as the right to good health. The legal
framework for the success of these movements was
laid in the 1960s, with the 1967 Referendum giving
Aboriginal people citizenship rights and giving the
Commonwealth responsibility to legislate for
Aboriginal people across Australia. In the 1970s, a
network of community-controlled Aboriginal
organisations was built on this foundation: legal
services, land councils, housing associations and
community-controlled health services.

One of the results of these changes was improved
access to primary medical services (see inset) on
Aboriginal communities and, through these, to other
health care ingtitutions. This was due in part to the
achievement of many legal, civil, political and land
rightsby Aboriginal people, the creation of anumber
of community-controlled health services, and the
Commonwealth health department’ s acceptance of
responsibility forimproving Aboriginal hedth. Officia
segregation within hospitals ended, and more
resources were devoted to the area of Aboriginal
health. As a result, infant death rates began to drop
steadily and significantly.
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Primary health care and Aboriginal health

Primary health care has two interpretations. The
narrow definition (which we distinguish by caling it
‘primary medical care’) focuses on the provision of
medical services that treat individual medical
conditions. It forms only a part of comprehensive
primary health care, which is a broader, holistic
approach to health problems. As well as providing
primary medical care, comprehensive primary health
care addresses a range of health concerns that have
no specific medical intervention. This distinction is
crucial to understanding the changing patterns of
Aborigina healthinthe NT since the 1960s.

Infant mortality: a crude measure of
Aboriginal health

Mortality, both infant and adult, is a crude measure
of the health of populations. Nevertheless, it hasthe
advantage of being measurablein away that illness,
affected as it is by the issue of access to health
services, isnot.

14.1 NT Aboriginal infant deaths, 1965 to 1991
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Sources: 1965-69, Central Australia only—Kirke 1970

1969-79, NT—NTH 1979

1979-91, NT—Plant & others 1995
Theperiod sincethe early 1970shas seen asignificant
shiftinthepatternsof ill health suffered by Aboriginal
peopleinthe NT. Themost important of theseisthat
infant mortality hasdropped significantly (graph 14.1).
Infant mortdity on some Central Australian Aborigina
communitieswaswell over 200 per 1,000 live births
inthemid-1960s. By themid-1970s, the NT rate had
already come down to somewhere in the region of
100 per 1,000 (NTH 1979:47). Towards the end of
thedecade, it had roughly halved again (Plant & others
1995:203). There was a dight reduction during the
1980s, to leaveit at around 30 deaths per 1,000 at the



Aboriginal health

beginning of the 1990s (Plant & others 1995:203, but
see also Bhatia & Anderson 1995:37).

Despite theseimprovements, therate at the beginning
of the 1990s was dtill over three times that of the
non-Aboariginal NT population (Plant & others
1995:203).

There were a number of reasons for the dramatic
fall in Aboriginal infant mortality during this period.
First wastheincreased accessto primary health care
on Aborigina communities, delivered by both the
government and non-government sectors. Significant
herewasamodest increasein resourcing for primary
health care. The new medical services, under
government or community control, ensured that
children suffering from diarrhoeal and respiratory
infections, which earlier had proved fatal, weretreated
by locally-based health workers, and if necessary,
evacuated to hospital (Scrimgeour 1997:24).

Further, the decision by the Commonwealth health
department to accept responsibility for Aboriginal
health services from the beginning of 1973 unified
the administration of government health servicesfor
indigenous communities (though it should be noted
that at the same time the new Department of
Aboriginal Affairs began funding community-
controlled health services). Such unified responsibility
hasbeen identified as one of the necessary conditions
for successfully addressing indigenous health (see
Kunitz and Brady 1995).

Similarly, increases in hospital resourcing had their
effect, asdid theending of segregationin NT hospitals
in 1969; this meant that the under-utilised wardswhich
had been set aside for Europeanswere now available
for Aboriginal citizensaswell (Kettle 1991b:227).

Thiswasa so the period when Aboriginal community-
controlled organisations, including Aborigind medica
services, were established, and their effect on the
changes outlined abovewas decisive. The Aboriginal
medicd servicesgreatly increased Aboriginal people's
access to primary health care (Kunitz & Brady
1995:553). Central Australian Aboriginal Congress
(CAAC) medical program started in 1975, followed
by services in Utopia in 1977, Papunya and the
PitjantjatjaraHomelandsin 1978, Kintorein 1984 and
Tennant Creek shortly afterwards. The creation of
such community-controlled health services, funded
largely by the Commonweal th, has continued into the
1990s with Wurli Wurlinjang in Katherine (1990)
(athough Kaano, the Aboriginal housing association,
also ran a health service in Katherine during the

1980s); DanilaDilbain Darwin (1991); and Miwatj
at Nhulunbuy (1992) (Scrimgeour 1997:26-34).

Staffed mainly by doctors and Aboriginal health
workers, and under thedirect control of the Aboriginal
community, these services have accounted for an
increasingly large proportion of the primary health
caredelivered to Aborigina peopleintheNT. Today,
inthe Central Australian region, 45% of the Aborigina
populationisserviced by Aboriginal medical services.
By comparison, government clinics service 35% of
the population, grant-in-aid services supply 5%, and
15% have no primary health care service (Bartlett &
others 1997:42). At the time of writing, similar
informationisnot readily availablefor the Top End of
the Northern Territory.

The community-controlled health serviceswere, from
the beginning, explicitly political organisations and
vehicles for Aboriginal self-determination. They
therefore saw their role as extending beyond mere
delivery of medical and other services to advocacy
for the necessary steps at the policy and resourcing
levelsto tackle Aborigina ill health. Thishasled to
some conflict at timeswith government organisations
(Scrimgeour 1997:41), but hasbeen crucia in keeping
the issue on the national agenda. Thisinfluence can
be seen in the key studiesthat still form the basis of
modern Aboriginal health policy: the National
Aboriginal Health Strategy (1989) and the Royal
Commissioninto Aborigina Desthsin Custody (1991),
both of which recommend Aboriginal control of
primary health care services.

In more recent times, the transfer of responsibility
for Aboriginal health fromtheAboriginal and Torres
Strait Islander Commission to the Commonwealth
health department in 1995, and subsequent increases
in funding for Aboriginal primary health care, from
approximately $85 millionin 1994-95 to about $166
millionin 1998-99 (Australian National Audit Office
1998:29) were largely the result of pressure from
community-controlled health services and their
umbrella organisations such asAMSANT.

Thereisno doubt that the devel opment of Aboriginal
organisationsin other sectors—for example, housing,
legal, land and education—also played amajor role
in the health changes of the 1970s and 1980s.
Powerlessness is being acknowledged today to be a
major health risk in itself, and the development of
Aboriginal organisations in the 1960s and 1970s
tackled the dependent status of Aboriginal peopleby
giving them abase from which to deal with their own
problemsintheir ownway, instead of being dependent
onnon-Aboriginal action.
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In addition to this, the concrete achievements of the
new organisationsin achieving therightsof Aboriginal
people were significant in bringing about health
improvements. For example, rights to land (gained
under the 1976 Northern Territory Land Rights Act)
allowed some Aboriginal peopleto moveaway from
settlement lifeand dl the health problemsit contained,
back to homelands and outstationswhere ahealthier
lifestyle was possible. The positive health effects of
this movement, long asserted by Aboriginal people
themselves, isnow receiving scientific confirmation
(see, for example, McDermott & others 1998).

So, from the late 1960s onwards, the increase in
access to basic medical care, the acceptance of
responsibility for Aboriginal health by the
Commonwealth government and the creation of the
Aboriginal organisations, especially community-
controlled health services, led to significant
improvementsin the health of Aboriginal peoplein
the NT, most notably in the form of adeclinein the
infant mortality rate.

Comprehensive primary
health care and beyond

Despite the improvements since the 1960s, life
expectancy remains almost twenty years less for
Aboriginal people compared with non-Aboriginal
people at the end of the twentieth century. Accessto
basic medical services, although by no means
complete, hasreduced the deaths of infants; even so,
infant mortdity isstill threetimesthe national average.

Thefadl ininfant mortality ratesis, however, only part
of thestory. Aborigina childhood illness, asmeasured
by hospital visits, has not apparently improved over
the same period (Plant & others 1995:19). Also, in
the older age groups, there has been no similar
improvement in Aboriginal death rates; indeed, they
may have worsened over the last thirty years or so
(Bartlett & Legge 1994:4; see also Bhatia &
Anderson 1995:12-13).

In other words, today, Aboriginal peopleare surviving
childhood only to die prematurely in adulthood. The
causes of increased adult deaths are many and
various, butingenera they arelifestyle-related. They
are to do with alcohol and other substance abuse,
violence, and dietary and nutrition matters, all
embedded within a particular psychological, social,
economic and political environment.
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The step needed to addressthe current health situation
is to go beyond primary medical care to the
implementation of universal accessto comprehensive
primary health care. At the same time, many of the
determinantsof Aboriginal hedthlieoutsidethehedlth
sector. Aboriginal health cannot be quarantined from
the effects of developments in such areas as legal
and land rights, education, employment and
infrastructure.

Years of potential life lost

Years of potentia life lost is not a measure of the
leading causes of death among Aboriginal peoplebut,
rather, of what causes the most years of life to be
lost before age 65. It reflects what many people see
asthe central tragedy of contemporary life: that young
to middle-aged Aboriginal adultsaredying whenthey
have potentially so many years ahead of them.

14.2 NT Aboriginal men and women, top five
causes of years of potential life lost 1979 to 1991

Percentage

Total YPLL of Total
Men
1. Motor vehicle accidents 5,994 17
2. Ischaemic heart disease 3,415 10
3. Homicide 2,594
4. Pneumonia / Influenza 2,054
5. Rheumatic Heart disease 1,234 4
Women
1. Homicide 2,140 11
2. Rheumatic Heart disease 1,556 8
3. Motor vehicle accidents 1,428 7
4. Ischaemic heart disease 1,006 5
5. Chronic obstructive pulmonary 943 5

disease (excluding asthma)

Notes: Aboriginal men and women aged 15 to 64 years

‘YPLL is years of potential life lost before age 65

Source: Adapted from Cunningham & Condon 1996

Of the top five causes of years of potential life lost
in NT Aboriginal men and women (table 14.2), the
only precise medical intervention to prevent any of
these conditions is that for pneumococcal
pneumonia—whichisonly aportion of thefourth most
serious causes of years of lifelostin NT Aboriginal
men. A vaccineisavailableto prevent thiscondition.
Apart fromthat particular case, we can say that there
is no clear-cut medical intervention which prevents
any of thetop five causes of premature death among
Aborigina men and women.
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In other words, while better access to medical care,
including primary medical care, from the 1970s
onwards hasreduced therate of deathsfor Aboriginal
children, medical care by itself cannot prevent the
conditions that are the major causes of excess
mortality in NT Aboriginal people today. However,
this point must be accompanied by two important
qualifications.

First, primary medical care can play animportant role
in detecting and managing many of the so-called
lifestyle-related diseases of today, often preventing
premature death while not preventing the condition
arising in thefirst place. For example, whilethereis
no specific medical intervention for preventing renal
disease, access to good medical care is essential to
ensure that the condition is monitored and managed
andthat it doesnot developinto renal failure, withits
risk of death (see Devitt & McMasters 1998).

Second, accessto primary medical care, whilegrestly
improved isstill not at an adequatelevel. The Central
Austraian Hedth Planning Study (1997:67) found that
health staffing levels (Aboriginal health workers,
doctorsor nurses) for the region were approximately
half of what they ideally should be. Some smaller
communities have no resident health staff and rely
onvisiting practitioners. Similar information isnot yet
available for the Top End of the Northern Territory.

With these qualifications in mind, however, we can
assert that further major improvementsin the health
of Aboriginal people require communities to have
access at |east to comprehensive primary health care
services; services that address both the immediate
medical needs and the long-term causative health
concerns of a community. AMSANT has defined a
comprehensive primary health care service as
including (CAAC & AMSANT 1998):
a clinic for medical care, both acute and
preventive—including immunisations and
screening programs
support for the primary health care service,
including management and administration, and
education for health staff
special health programsthat address problemsfor
which there is no effective medical intervention,
and which require community action to be
effective

In other words, although health services must
obvioudly include accessto medical carewhen people
aresick, Aboriginal communitiesalso needtobeable
to use health servicesto tackle the non-medical health
problems—such asthose of substance abuse (alcohal,
petrol), violence and suicide—that underliemuchill

health. These programs require local community
control and action for them to be effective; the
community itself needsto be ableto determine what
the problemsare and how to act on them. Community
control of health services is now universally
recognised, in theory at least, as an essential part of
tackling ill health on communities (Scrimgeour
1997:46-7).

Thehistorical analysispresented aboveillustratesthat,
although the health sector isimportant in addressing
the ill health of Aboriginal people, many of the
determinants of health fall outside that sector. The
health of Aboriginal people is affected by other
aspectsof Aborigina lifesuch asaccesstoland, good
nutrition, education and meaningful employment.

In the words of the National Aboriginal Health
Strategy (1989:ix): ‘Health’ to Aboriginal peoples
is a matter of determining all aspects of their life,
including control over their physical environment,
of dignity, of community self-esteem, and of
justice. It is not merely a matter of the provision
of doctors, hospitals, medicines or the absence
of disease and incapacity... Health is not just the
physical wellbeing of the individual, but the social,
emotional and cultural wellbeing of the whole
community.

This definition echoes that adopted by the World
Health Organization at the 1978 Alma-Ata
International conference on Primary Health Care
which defined health as... a state of complete
physical, mental, and social well-being, and not
merely the absence of disease or infirmity... a
fundamental human right.

Recently CAAC & AMSANT (1998) identified a
number of factors, besides accessto comprehensive
primary health care, which affect the health of
Aboriginal people. They include identity, economic
activity, appropriate physical infrastructure,
appropriate education, good nutrition, active culture
and community leadership. There are a number of
implications of thisholistic approach.

First, there are no simple, one-dimensional solutions
tothe problem of Aboriginal health. Medical services,
education, employment, infrastructure: all of these
things are necessary, but not sufficient by themselves
for Aboriginal peopleto havethekind of health status
enjoyed by therest of Australia.

Second, itisnot possibleto ‘ quarantine’ other areas
of Aboriginal livesfrom health. Reducing land rights,
legal services, and employment and education
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programswill ultimately havethe effect of worsening
the health of Aboriginal communities.

Third, restoring the health of Aboriginal people will
take sometime, during which they will continueto be
sicker and die younger than other NT residents.
During thistime, they obviously need accessto health
services. Aborigina people cannot be asked to wait
for improvementsin other aspects of their lives, such
as education, employment and infrastructure, that
will lead to some notional, future state of better health.
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by Christine Connors, Jenny Woodhouse (Urban community health services), Edward Tilton (Community-
controlled health services—for the Aboriginal Medical Services Alliance Northern Territory) and Jenny Cleary

(Coordinated care trials)

The NT has developed a unique system of community
health service provision in response to the high rates
of Aboriginal illness and death, limited availability of
health professionals and geographical remoteness of
population centres within the Territory. This chapter
outlines community health infrastructure in the NT.

Improving the health status of Aboriginal people is
the greatest challenge for community health services
in the NT. Poor living conditions, low literacy rates,
high unemployment and poverty are major
contributors to the continuing ill health of Aboriginal
people (see the Underlying causes chapter). Urban
community health staff focus on primary health care
and public health programs. Aboriginal health workers
and remote area nurses provide most of the primary
health care in remote areas.

The NT’s two largest urban areas, Darwin and Alice
Springs, are similar to other Australian cities in that
they have a primary care service that is provided
primarily by private general practitioners. However,
even in these towns, a significant proportion of the
population accesses health care through community
health centres, run by either Aboriginal community-
controlled health services or Territory Health
Services.

Because there are few private doctors and no private
pharmacies outside the NT’s five main urban areas—
Darwin, Alice Springs, Katherine, Tennant Creek and
Nhulunbuy—NT residents in remote areas have
limited access to the Commonwealth-subsidised
Medical Benefits Scheme (MBS) and Pharmaceutical
Benefits Scheme (PBS). The resulting estimated
annual shortfall is $45 million a year (THS 1998).

The logistics of providing equitable access to health
services are further challenged because the NT’s
numerous small communities are spread across huge
distances. In 1996, 27% of NT people lived in rural
and remote areas compared with 12% of people in
NSW and Victoria (ABS 1997). Other factors that
increase the difficulties of providing appropriate health
services in the Territory include:
e high staff turnover in remote communities and
small towns (see The health workforce chapter)
e a high proportion of people from diverse cultural
backgrounds, many of whom speak languages
other than English.

Urban community health
services

In NT urban areas, there are a range of health service

providers, both private and public. The NT’s main

urban areas—Darwin, Alice Springs, Katherine,

Tennant Creek and Nhulunbuy—have access to

resident and/or visiting private health providers,

including:

e general practitioners

e allied health practitioners, such as dentists,
physiotherapists and optometrists

e complementary therapists, such as acupuncturists,
chiropractors and naturopaths

Each main urban area has at least one community-
controlled health service (Aboriginal medical service)
that provides general primary health care at a clinic
and outreach services to town camps.

Other private health service providers include
community-based organisations—examples are
Family Planning NT, Diabetes Australia and the
Cancer Council of the NT—and patient support
groups such as the Asthma Foundation and the NT
Association for Mental Health.

The defence forces provide primary health care
services for their staff in Darwin and Katherine. In
Darwin, the four military bases are staffed by medical
officers, dentists, physiotherapists, psychologists and
social workers. Their Katherine facilities include
capacity for ten inpatients. The Joint Defence Facility
has a medical clinic in Alice Springs that provides
medical services for the American employees of Pine
Gap.

The NT government provides a range of integrated
health and welfare services in all NT urban areas,
mainly through THS community care centres.

General practitioners

In Darwin’s more established suburbs, the ratio of
general practitioners per head of population
approaches that of interstate metropolitan areas. Their
patients are mainly non-Aboriginal as most Aboriginal
people access general practitioners through
community-controlled health services, community
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care centres or Royal Darwin Hospital. In 1998, Alice
Springs had 22 general practitioners; Katherine,
Tennant Creek and Nhulunbuy all had limited general
practitioner services (Kennedy 1998).

A 1994 study found that Top End general practitioners
were more likely than their Australian counterparts
to be young, female and employed part-time (Todd
1995).

Private allied health providers

Most allied health professionals in private practice
are based in the NT’s larger urban areas, and some
provide a visiting service to the smaller towns.

15.1 NT private allied health providers 1998

> )
5 3 z
o x ] >
%) ) 2 £
§ T 3 9 S
, s & 35 8 £
Provider Type S [ © = <
Dentists 25 8 1 1 1
Optometrists 14 5 1(2) (2) (1)
Physiotherapists 16 5 1 1 0
Occupational therapists 5 0 0 0 0
Podiatrists 1.5 (1) 0 0 (1)
Psychologists 17 3 0 0 0
Speech therapists 3 0 0 0 0
Pharmacies 15 5 2 1 1
Note: Numbers may include part-timers

Numbers fluctuate in the smaller urban areas
Numbers in parentheses indicate visiting service provided from
alarger urban area

Source: Adapted from Kennedy 1998

Compared with the NT’s other towns, Darwin and
Alice Springs are relatively well-supplied with private
allied health providers (table 15.1).

Complementary therapists

15.2 NT complementary therapists 1998

Darwin Alice Springs
Acupuncturists 3 0
Chiropractors 11 5
Massage therapists 18 4
Naturopaths 7 1

Source: Adapted from Kennedy 1998

A range of complementary therapists practise in the
NT’s two main urban areas (table 15.2).
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Divisions of general practice

Divisions of general practice are a national initiative
to promote improved clinical and public health
services through general practitioners. The
Commonwealth established two divisions of
general practice in the NT in 1994: the Central
Australian Division of General Practice, which is
based in Alice Springs; and the Top End Division
of General Practice, which is based in Darwin.

The divisions provide a forum for general
practitioners to contribute to health policy and
planning, coordinate and support continuing
medical education, provide support to general
practitioners in urban and remote areas and receive
funds from the Commonwealth to undertake
projects—examples include training remote area
staff to identify gut parasites, and working with
general practitioners to improve immunisation
services and the management of people presenting
with anxiety problems.

Urban community-controlled health
services

Urban community-controlled health services are
staffed by Aboriginal health workers and, in most
cases, salaried doctors. For more information about
community-controlled health services in the NT, see
the section later in this chapter.

15.3 Consultations at Danila Dilba and an
Australian general practice

Per Cent of Consultations
Danila Dilba Australian GP

Rank Problem

1 Scabies 7.9 0.1
2 Localised skin infection 75 0.6
3 Diabetes mellitus 6.5 1.9
4 Upper respiratory tract 5.7 71
infection
5 Hypertension 5.5 9.5
6 Immunisation 5.5 3.3
7 Boil/cellulitis 4.9 0.7
8 Chronic alcohol abuse 3.6 0.4
9 Heart failure 3.4 1.6
10 Acute 3.3 3.5

bronchitis/bronchiolitis

Note:  The most common health problems at an urban community-

controlled health service and an Australian general practice

Source: Thomas 1995

A study of consultations at Darwin’s community-
controlled health service demonstrated significant
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differences in common health problems managed at
Danila Dilba compared with an Australian general
practice (graph 15.3).

NT government community health
services

The NT government provides a range of integrated
health and welfare services in all NT urban areas,
mainly through THS community health centres.

In Darwin, THS provides these services through

community care centres, which have a

multidisciplinary approach to clinic and home-based

services. Core services include:

e health advice for mothers and children

e nurses who visit housebound clients

e nurses who screen primary school children for
eyesight, hearing and coordination problems

e family support services

e nurses who provide clinical treatment

Other specialist work units that support community

care centres include palliative care, aged care

assessment teams, and allied health services such as

speech pathology and physiotherapy.

In urban areas outside of Darwin, nursing services
are the main focus of community health clinics, with
other health and welfare services being provided
through local THS offices.

In all NT urban areas, THS provides dental health
services to high school students and disadvantaged
adults; dental therapists provide a free dental service
to preschools and primary schools. For more
information, see the Dental health chapter.

Bridging the gap between hospital and
community-based care

Darwin’s Royal Darwin Hospital includes a self-
care centre that is managed by the hospital but
staffed by the local community care centre. It
supports people who require short-term support in
the transition between hospital-based care and their
return home.

In each of the NT’s main urban areas, a care
coordination program manages the health care of
people who have high support needs, including
those with several illnesses. The aim is to assist
those with complex health care needs to live
independently in the community by providing a
single access point for information and assessment.

Community-controlled
health services

Beginning in the 1970s, community-controlled health
services (also known as independent health services
or Aboriginal medical services) were set up by the
Aboriginal community in response to the continuing
poor health of Aboriginal people and the lack of an
effective government response. The first community-
controlled health service in the NT was Central
Australian Aboriginal Congress (CAAC), established
in Alice Springs in 1973. Established initially as a
organisation to represent the Aboriginal people of
Central Australia in their campaign for self-
determination, CAAC established a medical service
in 1975.

By 1999, there were 12 community-controlled health
services in the N'T, mostly in remote Aboriginal
communities. They are major health service
providers: in the late 1990s, between them they
provided approximately 120,000 clinical consultations
per year as well as a large number of other health-
related interventions. In urban and remote areas of
the Central Australian region in 1997, Aboriginal
medical services provided health care for 45% of
Aboriginal people; THS 35%; grant-in-aid services
(see the section on remote community health services
later in this chapter) 5%; and 15% had no primary
health care service (Bartlett & others 1997).

There is a great diversity in the services and structures

of community-controlled health services, brought

about by the differing needs of the communities they

serve. They range from large, urban-based

organisations, which provide a wide range of medical,

social and support services, to more limited operations

based in remote communities that provide services

to several hundred people scattered in outstations

across many thousands of kilometres. There are,

however, some key elements of community-controlled

health services, which are:

e their principal function is to provide primary health
care to Aboriginal people

e they are controlled by the Aboriginal community
that they serve—this means they are legally
incorporated and governed by a board elected
annually by the Aboriginal community

e most of their funds are from the Commonwealth
government through the Office of Aboriginal and
Torres Strait Islander Health (OATSIH) in the
Department of Health and Aged Care

e they are committed to comprehensive primary
health care
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e they are autonomous of government, thus enabling
them to develop health services according to local,
rather than centrally determined, needs.

Community control is the ability for the people who
are going to use services at the local level to determine
the nature of those services, and then participate in
the planning, implementation, and evaluation of those
services. The National Aboriginal Health Strategy
(1989) stated:

Community control is the local community having
control of issues that directly affect their
community. Implicit in this definition is the clear
statement that Aboriginal people must determine
and control the pace, shape, and manner of
change and decision-making at [all] levels.

In their emphasis on community control, Aboriginal
medical services embody nationally and internationally
recognised best practice for the delivery of primary
health care, as identified, for example, in the World
Health Organization’s Alma-Ata Declaration of 1978,
which stated that it:

. requires and promotes maximum coOmmunity
and individual self-reliance and participation in
the planning, organisation, operation and control
of primary health care, making fullest use of local,
national and other available resources.

One of the roles that local community control allows—
even demands—of Aboriginal medical services is that
of a more generalised advocacy for the health of
Aboriginal people. In other words, their role often
goes beyond the provision of health services, to
advocating for the kind of policy settings that will best
promote Aboriginal health, as well as assist Aboriginal
communities to develop and participate in their own
health services.

An important development of community-controlled
health services in the NT was the creation of the
Aboriginal Medical Services Alliance Northern
Territory (AMSANT) in 1994. All of the NT’s
independent health services are members of
AMSANT, and associate membership is open to other
groups and organisations on request (for information
about AMSANT’s aims, see the Aboriginal health
chapter).

AMSANT, THS, the Commonwealth Department of

Health and Family Services and ATSIC signed the

NT Aboriginal framework agreement in April 1998.

This agreement aims to improve health outcomes for

NT Aboriginal and Torres Strait Islander peoples by:

e improving their access to mainstream health
programs
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e increasing the level of resources to Aboriginal
health services

e establishing a joint planning process to improve
cooperation and coordination of services

e formal participation of Aboriginal and Torres Strait
Islander peoples in setting priorities

Remote community health
services

In this chapter, ‘remote’ refers to health services
outside the NT’s five urban centres of Darwin, Alice
Springs, Katherine, Tennant Creek and Nhulunbuy.
Because most people who live in remote areas of the
NT are Aboriginal, this description of remote health
services focuses on services to Aboriginal
communities.

Organisation of remote health
services

Structure and funding

In the late 1990s, community health services in remote
communities were funded by a mixture of
Commonwealth and NT money, and had a mix of
organisational structures (see map 15.4). The different
models include community health services that are:
e directly funded by the NT government, with all
staff employed by THS
e NT-funded (through grants), with local councils
or, occasionally, health boards responsible for
employing staff and directing the health service
e Aboriginal community-controlled services that
receive a mix of NT and Commonwealth funding
or direct Commonwealth funding and are run by
adedicated Aboriginal health board which employs
their staff

Some THS and grant-funded services also receive
small amounts of direct Commonwealth funding,
usually to provide support services to older people—
examples are Meals on Wheels and transport
assistance. A new model in the late 1990s is
coordinated care trials, in which Commonwealth and
NT health funds are provided to an incorporated
health board that purchases health services for their
community (see the section later in this chapter).
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15.4 NT community health services with resident staff
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Remote area staff

Health staff either reside in remote communities or
visit from one of the NT’s five main urban areas.
Communities range in size from family groups at
outstations, usually with no resident health staff, to
large communities of up to 2000 people. In the late
1990s, an average community of about 500 people
would have three or four Aboriginal health workers,
two remote area nurses and a cleaner.

15.5 NT health personnel in remote communities

Resident Visiting
o Aboriginal health workers e Aerial medical nurse

o Administrators o Aged & disability team

o Cleaners o Audiologist

o Communicable Disease Centre
doctors and nurses (TB control,
STD screening, immunisation)

o Clinic managers

o Community family
workers
Dental therapist

o Community nutrition
workers o Dentist

e Drivers District medical officer

o Ear health workers Environmental health officer

o Environmental health Social worker

workers

Health promotion officer
o Gardeners

Medical specialist (physician,
paediatrician, surgeon,
obstetrician or gynaecologist,
opthalmologist, ear nose and
throat specialist)

Mental health team

o General practitioners
o Mental health workers
e Remote area nurses

¢ Strong Women workers

Nutritionist

Occupational therapist,
physiotherapist, speech
therapist

o Optometrist
o Radiographer

o Womens health educator

Note:  Most services provided by THS staff

Data:  Darwin Rural Services, THS

A wide range of services is provided by health
personnel who reside in or visit remote NT
communities (table 15.5), although the numbers in any
given group are small.

Aboriginal health workers

Aboriginal health workers and remote area nurses
work closely together, providing acute care as well
as public health programs.
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A unique role for Aboriginal health workers is that of
‘cultural broker’, in which they:

e provide their local community with information
about illnesses

e actas amediator between Aboriginal patients and
the Western medical system

e provide non-Aboriginal staff with important local
and cultural knowledge

Remote area nurses

Remote area nurses range in experience and skill from
new graduates to highly-experienced bush nurses.
Using guidelines developed in the NT, they diagnose
and decide on treatment for a number of acute
illnesses. They need to be able to act as independent
practitioners, despite having no formal training for this
role, as well as cope with culture shock, language
barriers and living in a remote area.

General practitioners

Although resident doctors had been employed by
Aboriginal community-controlled health services for
several years, by the late 1990s remote communities
in the NT were benefiting from Commonwealth
initiatives to increase doctors in all rural and remote
areas of Australia. In remote areas, very few general
practitioners work as private practitioners; most are
employed through Commonwealth grants and the
allocation of Medicare funding to local councils or
health boards.

Visiting health professionals

Community health staff in NT remote areas are
supported by visiting health professionals, who provide
clinical and public health services. Most are employed
by THS, although some private service providers,
such as radiographers and optometrists, regularly visit
a few communities.

Visiting health professionals rely on local health staff
or community members to provide ongoing services,
which often results in excess demands on remote
area nurses and Aboriginal health workers.
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Primary health care

Primary health care is holistic, essential health care
that involves the local community in decision-making
about their health needs and how to address them. It
is built on evidence-based medicine, promotes
collaboration between all services that impact on
health—such as education, water, sewerage,
electricity and housing providers—and involves
multidisciplinary teams in addressing health problems
(see table 15.5).

The services provided in remote communities include
24-hour emergency treatment for sicknesses that
range from minor illnesses to life-threatening
conditions—from the common cold to heart attacks—
and primary health care programs that focus on
education, prevention and early detection.

Sickness care

Much clinic time is spent providing ‘sickness care’—
that is, caring for people who are acutely unwell—as
opposed to education, prevention and regular follow-
up of people with long-term illnesses. The emphasis
on ‘sickness care’ is a result of the high rates of illness
and death in remote NT communities, combined with
problems such as high staff turnover, giving rise to
limited staff numbers and staff inexperienced in
delivering primary health care.

Data from 21 Central Australian communities
revealed that, in 1997, the average number of clinic
visits per hundred people varied between 55 and 220
visits per month. Given that an average-sized
community numbers 500 people, these figures suggest
that each clinic sees between 15 and 55 clients a day.
It should be noted that many clients present with
multiple health problems because of the high rates of
illness in these communities.

Aboriginal health workers and primary
health care

In most parts of Australia, the range of work that
Aboriginal health workers do in remote areas of the
NT would be undertaken by several specialist
practitioners (see inset).

Because of the demands for ‘sickness care’ in
remote communities, Aboriginal health workers have
limited opportunities to undertake health education and
promotion in their communities.

Doing it all: Aboriginal health workers as
receptionist, doctor, nurse, pharmacist
and laboratory staff

Two-year-old Peter is brought to his local remote
area health centre by his mother. They wait on a
bench in the main clinic while Margaret, the senior
Aboriginal health worker, retrieves his file from the
filing cabinet (receptionist).

Peter’s mother tells Margaret he has been unwell
with diarrhoea and fever for one day. Margaret
examines Peter (doctor) including weighing him,
checking his haemoglobin with a portable machine
and testing his urine after obtaining a urine
specimen by using a urine bag (nurse). Margaret
checks the CARPA guideline, but decides to
telephone the doctor on call for further advice. The
doctor advises fluid replacement, antibiotics for a
skin infection, and iron replacement and worm
medicine for anaemia, and requests a faecal
specimen for further testing.

Margaret makes up the fluid replacement solution
and administers a penicillin injection (nurse), then
goes to the clinic pharmacy and selects and labels
the iron medicine and worm medicine (pharmacist).
She then explains the doses of the medicine to
Peter’s mother (doctor), giving her a labelled
specimen jar for the faecal specimen.

Margaret must also transfer the urine specimen
into a container, write the appropriate pathology
forms, and store the specimens in the fridge
(pathology laboratory staff). Finally, she will
record Peter’s name in the clinic diary for daily
review over the next few days, and arrange for the
clinic driver to take him and his mother home
(receptionist).

Note:  The CARPA guidelines, developed by the Central Australian

Remote Practitioners Association, provide advice on the
management of common health problems—they are used in all
health clinics in NT remote areas

Source: Darwin Rural Services, THS

Remote health centre staff readily acknowledge the
limitations of this ‘sickness care’ approach, but
attempts to change are often frustrated because of
the high level of clinical need. A report on Aboriginal
health workers in the NT noted that Aboriginal health
workers recognise the need for them to work outside
the clinical setting (Tregenza & Abbott 1995):

The overwhelming number of health workers in
Central Australia stated that they wanted to get
out of the clinic more and tackle health issues in
the community.
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Primary health care programs

All clinics provide some level of primary health care
programs, with visiting staff providing support for
planning, training or extra staff for screening.
Examples of the types of primary health programs
are:
¢ well baby clinic—immunisation for children, and
growth monitoring of children under five years
e antenatal clinic
monthly penicillin injections to prevent recurrence
in people who have had rheumatic fever
e support for the frail elderly and disabled, including
regular home visits and check-ups
e supervised treatment of TB cases and screening
of contacts
diabetes reviews
Well Women’s screening—Pap smears, screening
for STDs and chronic diseases

Men'’s clinics for men’s business

In the late 1990s men’s clinics were developed in
some remote NT communities as a way of
encouraging men to use health services.
Historically, most health staff—both Aboriginal
health workers and remote area nurses—have been
female. Much of Aboriginal society is still divided
into men’s business and women’s business, and
health clinics have been seen as women’s places.
Providing better services to men requires increased
numbers of male health personnel as well as
separate men’s clinics. Experience has shown that
the numbers of men accessing regular health care
increased in a community once it had a men’s clinic
(Guyula 1998).

Air medical services

The vast distances and poor road surfaces in remote
areas of the NT, particularly in the wet season, mean
that air transport is often the only practical means of
travel for people requiring hospital treatment. A 1996
study found that 25% of NT hospital inpatients resided
between 201 and 2,000 km from their admitting
hospital and that it was about twice as expensive to
treat patients from remote areas as those from urban
areas (Beaver & others 1997).

There are two main air medical services in the NT:

e Northern Territory Aerial Medical Service
(NTAMS), which covers the Top End

e Royal Flying Doctor Service (RFDS), which
covers Central Australia
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Also, in Tennant Creek, THS charters an
unpressurised aircraft that mostly performs inter-
hospital transfers to Alice Springs. RFDS provides
support to Tennant Creek for complicated transfers.

Emergency evacuations

District medical officers provide remote area clinic
staff with a 24-hour medical consultation service and
coordinate the evacuation of patients in emergencies.
Patients are accompanied on air medical flights by a
flight nurse.

The evacuation of patients is linked with the primary
health care service, mainly through the district medical
officers; they visit remote communities regularly and
are usually accompanied by flight nurses, both of
whom provide clinical and professional support to
remote area clinic staff.

15.6 Top End urgent air medical evacuations
1997

Cardiovascular
system
18%

Other

Trauma
Intensive care 18%
unit
5%

Paediatrics
1%

Obstetric
21%

Notes: Clinical categories of NTAMS priority one flights (Darwin base) in

1997

‘Cardiovascular system’ includes heart attacks and heart failure
‘Trauma’ means injuries

‘Intensive care unit’ includes severe infections and unconscious
patients

‘Other’ includes medical conditions such as chronic obstructive

airways disease and pneumonia

Data:  Darwin Rural Services, THS

In 1997, the largest single group of priority one flights
in the Top End was obstetrics (graph 15.6), mainly
women close to full term in labour (37 weeks or more),
in premature labour or experiencing other
complications of pregnancy. The next two largest
groups of urgent air medical evacuations were people
with cardiovascular disease and trauma, which is
consistent with the leading causes of death for NT
Aboriginal people.
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15.7 NT emergency medical evacuations 1995
to 1997
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Notes: Royal Flying Doctor Service is for financial years 1995-96 to

1997-98
NT Aerial Medical Service is for calendar years 1995 to 1997

Source: Darwin Rural Services, THS

In the three years to 1997, there was a decreasing
trend in the number of NT emergency medical
evacuations in the Top End and an increasing trend
in Central Australia (graph 15.7). Reasons for these
trends have not been fully studied, but unpublished
data from the NTAMS Darwin base indicate that the
two main diagnostic categories which decreased were
childhood diarrhoea and trauma.

Patient travel

The Patient Assistance Travel Scheme (PATS),
medivacs and inter-hospital transfers are the three
main methods used to transport NT people for medical
reasons. PATS provides financial assistance for

15.8 NT patient travel
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‘PATS’ means Patient Assistance Travel Scheme
‘Medivac’ means emergency patient evacuations
‘IHT’ means inter-hospital transfers

Notes:

Source: THS 1998

outpatients to access specialist care in the major urban
areas; a small proportion of PATS travel relates to
NT residents who travel interstate, on regular
passenger aircraft, to access specialist services that
are not available in the NT. Medivacs and most inter-
hospital transfers relate to the transport of patients in
emergencies.

Between 1995-96 and 1997-98, the number of
patients who accessed PATS decreased (graph 15.8).
This was associated with increased numbers of
specialists travelling to remote areas of the NT.

Coordinated care trials

Coordinated care trials are a Council of Australian
Governments (COAG) response to the need to
improve the health outcomes for people with complex
or chronic illnesses while containing the cost of their
health care. Since the late 1990s, the NT has been
participating in two coordinated care trials: one on
the Tiwi Islands, near Darwin; and the other in a group
of remote communities west of Katherine. The
outcomes of the NT trials will influence the
development of funding models for Aboriginal
community health.

Key features of each of the NT coordinated care
trials are coordination of care for all of the people
who live in a community, and the creation of:

e an incorporated health board that represents the
community’s health interests, holds funds and
purchases health care to meet the needs of
community members

e aflexible funding pool consisting of all Territory
and Commonwealth health funding that would
otherwise have been directed to the community

Coordinating care for the whole
community

Care coordination involves both the development of
care plans for individuals and the coordination of
health services provided in communities. Because the
NT trials aim to improve health outcomes for all
members of each community, they focus on
prevention and education strategies that address health
matters such as smoking, hygiene, nutrition and
alcohol. Both NT coordinated care trials aim to reduce
patient travel costs by facilitating community-based
health services instead of patients having to travel to
urban areas such as Katherine and Darwin.
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Area health boards

The creation of area health boards enables

communities to participate in the planning,

management and delivery of health care so that they

receive health services which best suit their needs.

Each health board manages their flexible funding pool

(see below) and decides how to provide the health

services they need, either by:

e recruiting staff and/or setting up facilities to provide
their own health services

e purchasing specialist health services from THS
or private health service providers

Flexible funding pool

For each of the two NT coordinated care trials, the
funds that were historically spent on health services
for the people in those communities were identified
and contributed to a pool. That pool includes funding
for community health centres, primary medical care,
public health, health promotion, allied health, patient
travel and health services management. In addition,
the Commonwealth contributed Medicare (MBS) and
Pharmaceutical Benefits Scheme (PBS) funds based
on national per capita utilisation rates for these
schemes. The additional MBS and PBS funds has
meant the Tiwi trial received 30% more funding than
was previously available for primary health care; and
the Katherine West trial 70% extra funding.
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by John Condon and Allison Grierson

Thischapter summarisesthe development of hospitals
and specialist services in the NT, followed by an
analysis of hospital workload in recent years.

The development of hospital
services in the NT

The establishment of civilian hospitals and health
servicesin the NT was sporadic, largely because of
the Territory’ s geographical isolation. The presence
of Australian and United States troops during World
War |1 aided the advancement of health servicesin
the Territory.

Hospitals

The NT’sfirst hospital was established at Doctor’'s
Gully in Palmerston (later named Darwin after the
port of the same hame) in 1874. In 1942, an 89-bed
hospital was opened on the site of theformer Kahlin
Aboriginal Reserve and bombed 17 days later.
Together with its many ‘temporary’ prefabricated
wards, this hospital was extensively damaged by
CycloneTracy in 1973. It waseventually replaced in
1980 by amultistorey building that isnow known as
Royal Darwin Hospital (K ettle 1986).

Alice Springs Hospital was established asamilitary
hospital on its current site in 1939. A number of
services were improved and expanded when new
buildingswere added in the late 1950s (adult general
ward) and early 1960s (including an operating theatre
and maternity unit with nursery). The present hospital
building was openedinearly 1977.

By the early 1970s, there was a public hospital in
each of the NT's five urban centres—Darwin,
Katherine, Tennant Creek, Alice Springs and
Nhulunbuy—and, since 1987, one private hospital in
Darwin. Together, these hospital s provided 721 beds
in 1999 (table 16.1).

Roya Darwin Hospital is the Territory’s principal
acute care and specialist referral hospital, offering a
widerange of specialist medical and support services.

16.1 NT hospital beds 1999

Beds
Top End
Royal Darwin Hospital 297
Katherine Hospital 60
Gove District Hospital 30
Darwin Private Hospital 150
Central Australia
Alice Springs Hospital 164
Tennant Creek Hospital 20

Data:  Acute & Specialist Care Branch, THS

Visiting specialists provide some specialist services
such asoutpatient consultationsand minor surgery at
the Top End's two district hospitals, Katherine
Hospital and Gove District Hospital, and in larger
remote communities. People with more serious
illnesses are referred to Royal Darwin Hospital.

Alice SpringsHospital isthe principal acute care and
specialist referral hospital for Central Australia. It
also servicesthe northern part of South Australiaand
several communitiesin Western Australiaalong the
NT border. Tennant Creek Hospital isthe only other
hospital in Central Australia.

Tennant Creek and Gove District Hospitals serve a
dual roleinthat doctors based in these hospital s also
provide primary health care services in Aboriginal
communities and cattle stations in the surrounding
digtricts.

Specialist services

Until the late 1970s, specialist services at Darwin
Hospital were limited to surgery and anaesthetics,
general medicine, obstetrics and gynaecology,
paediatrics, psychiatry, pathology and radiology (see
inset over). By 1980, there was also an orthopaedic
surgeon, dermatol ogist, ophthalmologist and ear, nose
and throat specialist. Other services were provided
by visiting medical specialists (such as cardiologists
and renal physicians), mostly from Adelaide, or
speciaist doctors who moved to Darwin for short
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The first medical specialists at Darwin
Hospital

Specialist doctors were steadily appointed to
Darwin, the first being a surgeon, Gordon Birks
in 1949. He also did the surgery at Katherine,
Tennant Creek and Alice Springs on a monthly
basis and was flown to these hospitals for major
emergencies. Darwin hospital was seldomwithout
a surgeon. Other categoriestook longer. Dr RHC
WElIs, the Medical Superintendent in 1961, was
the first physician and it was he who had the
medical recordsfiled by numbers. Dr CM McLean
came asthe first ophthalmologist in 1958 and did
much work on the eye disease trachoma.
Gynaecology was the next with the appointment
of Dr ST James who has remained in Darwin. Dr
GO Cowdy was the first qualified psychiatrist in
May 1966 and Dr Alan C Walker the first
paediatrician in September 1967. The two armed
services doctors moved into private practice in
1955 and paved the way for the considerable
number of private doctors practicing in Darwin
NOW.

from A brief history of Royal Darwin Hospital by
Ellen Kettle, 1986.

periods. Royal Darwin Hospital appointed its first
speciaist in emergency medicineand arehabilitation
physicianin 1994, aspecidist heart physicianin 1997
and aspecialist intensive care physicianin 1998.

Thefirst resident medical specialistsarrived at Alice
Springs Hospital during the 1970s. By 1999, Alice
Springs Hospital employed specialists in medicine,
surgery, anaesthetics, paediatrics, obstetrics and
gynaecol ogy, psychiatry, renal medicine, orthopaedics,
rehabilitation, ear, nose and throat surgery and
ophthalmology. Other specialist servicesare provided
by visiting speciaistsfrom either Adelaide or Darwin.

The Territory’ sfirst kidney (renal) dialysis unit was
established at Royal Darwin Hospital in 1980. Initialy
treating only four patients, the unit was able to treat
100 diaysis patients by 1996 when afull-time renal
physician was appointed. Alice Springs kidney
dialysisunit wasestablished in 1987. By June 1999 it
was treating 70 patients. A dialysis unit opened at
Nguiu on Bathurst Island in 1999, and another in
Katherinein 2000.

Palliative care nursing services were available in
Darwin from the late 1980s, and multidisciplinary
palliative careteamswere established inthe Top End
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and Central Australia after the 1995 passage of the
NT Rights of the Terminally Il Act (later
overturned).

Thedevel opment of specialist servicesinthe Top End
was assisted by the establishment of the Menzies
School of Hedth Researchin 1985 andtheNT Clinica
School at Royal Darwin Hospital in 1996. The NT
Clinical Schoal isrunjointly with FlindersUniversity
Medical School. Alice SpringsHospital joinedtheNT
Clinical School in1999.

Hospital usage

Details of the numbers of inpatients treated in NT
hospitalsindicate changing patterns of hospital usage,
differences in the extent to which particular groups
of Territorians spend timein hospital and the kinds of
diseasesthat most often put peopleinto hospital.

Until recently, NT hospital information systems
provided limited data about outpatient services and
other services provided by hospital staff such as
speciaists' visitsto remote communities. Datafrom
the Darwin Private Hospital are not currently
available.

The hospital activity statistics (see inset below)

presented in this chapter do not include:

- residents of other Stateswho weretreated in NT
hospitals
well people (termed ‘ boarders’) who are admitted
to hospital to accompany arelative who isbeing
treated, mostly motherswith asick child or young
children with asick mother
same-day kidney dialysispatients

NT public hospital inpatient data

Data on hospital inpatient services in each of the
NT’s five public hospitals have been recorded in
the NT hospital morbidity dataset since 1976. The
NT hospital morbidity dataset contains asummary
record of each episode of inpatient care. It contains
demographic data about each inpatient, including
their age, sex, place of residence and indigenous
status, and data about their treatment, including
the number of days they spent in hospital (length
of stay), the main condition treated (principle
diagnosis) and other conditions treated
(comorbidities). Each episode of inpatient careis
termed a‘ hospital separation’ becausethe summary
record is compiled at the time the patient leaves
hospital.
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Changing patterns of hospital
usage

16.2 All NT public hospital separations
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Data: Epidemiology Branch, THS

From 1979 to 1997, total annual NT public hospital
separations (admissions) increased 59%, from 21,588
to 32,711: 26% for non-Aboriginal Territorians and
51% for Aboriginal Territorians. In 1988, following
the opening of Darwin Private Hospital in 1987, the
number of non-Aboriginal peopletreated inNT public
hospitals (mainly Roya Darwin Hospital) dropped by
16% (graph 16.2).

Over theyears 1993 t0 1997, total NT public hospital
separations increased by similar amounts for both
Aboriginal and non-Aboriginal people (9%) (table
16.3), whichwasdightly lessthan theincreaseinthe
NT population (11%) over this period.

Theincreasing i npatient workload has not been evenly
distributed across all public hospitals. While the
number of separationsfromthethreelargest hospitals
increased between 1993 and 1997—Roya Darwin
Hospital by 15%, Alice Springs Hospital by 7% and
Katherine Hospital by 9% —theworkload at Tennant
Creek Hospital and Gove District Hospital fell.
Tennant Creek Hospital’ s 28% fall in the number of
non-Aboriginal separationsis explained partly by a
decrease in the non-Aborigina population of the
surrounding area. The non-Aboriginal popul ation of
the Barkly district decreased by 11% between 1991
and 1996 (ABS 1998).

16.3 NT public hospital separations

Separations  Change (%)

1993 1997 1993 to 1997

Royal Darwin Hospital

Aboriginal 4,119 4,956 20.3

Non-Aboriginal 10,314 11,564 12.1

Total 14,433 16,541 14.6
Alice Springs Hospital

Aboriginal 4,477 4,753 6.2

Non-Aboriginal 3,836 4,118 7.4

Total 8,313 8,878 6.8
Katherine District Hospital

Aboriginal 1,989 2,227 12.0

Non-Aboriginal 1,541 1,624 54

Total 3,530 3,852 9.1
Gove District Hospital

Aboriginal 1,504 1,347 -10.4

Non-Aboriginal 573 600 4.7

Total 2,077 1,947 -6.3
Tennant Creek Hospital

Aboriginal 1,044 1,072 2.7

Non-Aboriginal 582 419 -28.0

Total 1,626 1,493 -8.2
Total

Aboriginal 13,133 14,355 9.3

Non-Aboriginal 16,846 18,325 8.8

Total 29,979 32,711 * 9.1

Notes: Excludes interstate residents, boarders and same-day kidney

dialysis patients
* includes 31 separations (admissions) for which indigenous
status was not recorded

Data: Epidemiology Branch, THS

Length of stay

Hospital inpatient treatment isthe most expensiveform
of health care. The steadily rising demand for and
costs of acute inpatient care have forced governments
and health care managers to seek more efficient
waysto maintain the high standard of acute care that
Australians have enjoyed over recent decades. This
has partly been achieved by reducing the length of
time peopleremainin hospital in thefollowing ways:
introducing more same-day surgical procedures
discharging peoplewho no longer need intensive
nursing careto a‘self-care’ unit where they take
care of most of their own needs while still
receiving regular medical treatment
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greater use of community nursing and other
servicesin people' sown homes, thereby enabling
patients to return home earlier than would have
been the case previously
In recent yearsin the NT, the average length of stay
(the number of daysapatient isin hospital eachtime
they are hospitalised) has decreased asthese changes
have occurred.

Thenumber and complexity of proceduresthat allow
patientsto return home on the sameday hasincreased
significantly, largely due to improvements in
technol ogy that enable patientsto recover quickly and
resume their normal activities within a short period
of time. Inthe NT, the proportion of patients treated
as same-day patients is much higher for non-
Aboriginal than Aboriginal people, possibly because
a high proportion of Aboriginal people require
treatment for multiple health problemswhen admitted
to hospital.

16.4 NT patients in hospital more than seven
days
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Source: Epidemiology Branch, THS

The average time spent in NT public hospitals by
Aboriginal patients is longer than that for non-
Aboriginal patients: in 1993, over 25% of Aboriginal
patients spent more than seven days in hospital
compared with only 10% of non-Aboriginal female
and 15% of non-Aborigina male patients (graph 16.4).
Because a high proportion of female patients arein
hospital for childbirth, which usually requiresonly a
few daysin hospital, the proportion of female patients
with long staysin hospital islessthan that of males.
The proportion of Aboriginal people who stayed in
NT public hospitals for more than seven days fell
considerably between 1993 and 1997.
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16.5 NT same-day patients
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In the NT, between 1993 and 1997, the number of
same-day patientsincreased for Aboriginal and non-
Aboriginal patients of both sexes (graph 16.5). Over
thisperiod, thenumber of same-day NT public hospital
Separations rose by:
- 72% for non-Aboriginal males and 48% for non-
Aboriginal females
124% for Aboriginal males and 157% for
Aboriginal females, but thisincrease wasfrom a
very low base

Aboriginal people
16.6 NT Aboriginal hospital separations 1997

Total Aboriginal

No. % (a) No. % (b)
Royal Darwin 16,541 50.6 4,956 30.0
Alice Springs 8,878 27.1 4,753 53.5
Katherine 3,852 11.8 2,227 57.8
Gove 1,947 6.0 1,347 69.2
Tennant Creek 1,493 4.6 1,072 71.8
Total NT 32,711 100.0 14,355 43.9
Notes: Excludes interstate residents, boarders and same-day kidney

dialysis patients

(a) proportion of total NT separations (admissions)

(b) proportion of each hospital’s separations that are of
Aboriginal people

Source: Epidemiology Branch, THS

In 1997, Royal Darwin Hospital treated over half of
all NT public hospital inpatients, while Alice Springs
Hospital treated over one quarter (table 16.6). In all
NT hospitalsexcept Royal Darwin, Aboriginal people
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comprised over half of all hospital separations; at the
Gove and Tennant Creek hospitals, they comprised
over two-thirds. This reflects the severe health
problemsof Aborigina peoplethroughout theNT and
the high proportion of Aborigina Territorianswholive
outside of Darwin.

Need for hospital care

NT Aboriginal peoplerequireagreater level of health
services because of their worse health status. There
is no way to measure exactly the level of hospital
services that NT Aboriginal people need, but one
indication of their greater need for health servicesis
the extent to which the desth rate of Aboriginal people
exceeds that of other Australians (the death rate
ratio).

16.7 Male death and hospitalisation rate ratios
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Data: Deaths—Dempsey & Condon 1999

Hospital separations—Epidemiology Branch, THS

In 1979, NT hospitalisation rates were slightly less
for Aboriginal malesthan for non-Aboriginal males
and only 10% higher for Aboriginal femalesthanfor
non-Aboriginal females (graphs 16.7 and 16.8). NT
Aboriginal hospitalisation ratesrose steadily over the
next 17 years.

In 1996:

- NT Aboriginal malesused public hospitalsat 1.8
times the rate of NT non-Aboriginal males but
died at three times the rate of Australian males
NT Aboriginal females used public hospitals at
2.2 timestherate of NT non-Aboriginal females
but died at 3.1 timestherate of Australian females

16.8 Female death and hospitalisation rate ratios
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Hospital separations—Epidemiology Branch, THS

Given that the higher death rates of NT Aboriginal
peopleindicatetheir greater need for health services,
the rates at which they used hospital services till
lagged behindin 1996. Although NT Aboriginal public
hospital separationratesincreased considerably during
the previoustwo decades, the great disparity between
the death rates of NT Aboriginal people and
Australians generally indicates that NT Aboriginal
hospitalisation rateswill continuetorise.

Men and women

16.9 NT male hospital separations 1993 to 1997
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dialysis patients

Source: Epidemiology Branch, THS
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16.10 NT female hospital separations 1993 to

1997
B NT Aboriginal
@O NT non-Aboriginal
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Source: Epidemiology Branch, THS

Generally, hospitalisation rates are very high at the
beginning and end of life, aswasthe caseinthe NT
between 1993 and 1997 when hospitalisation rates
for both males and females were (graphs 16.9 and
16.10):

high for children aged under five

higher in those aged 65 and over than in any other

age group
Between these ages, males and females have quite
different patterns of hospitalisation: malesmakevery
littleuse of hospital servicesintheir teenage and early
adult years, but females have a more consistent rate
of hospital use across all age groups.

Between 1993 and 1997, NT male hospitalisation
rateswere highin early childhood (under fiveyears),
very low between five and 24 years, then rose
progressively with increasing age. This pattern was
the same for both Aboriginal and non-Aboriginal
males, even though hospital separation ratesfor NT
Aboriginal males were approximately twice that of
NT non-Aboriginal malesin all age groups.

The pattern of hospitalisation for NT females was
quitedifferent from that of NT males. Between 1993
and 1997, NT female hospital separation rates were
lower than males in young children (aged 0—4) and
older people (aged 65 and over) but considerably
higher between the ages of five and 24 years and
again between 25 and 45 years. The higher female
rates in the early adult years are largely due to
childbirth and gynaecological conditions.
Hospitalisation ratesfor NT Aboriginal femaleswere
two to threetimeshigher than those of non-Aboriginal
femalesin most age groups.
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16.11 Changes in NT hospital usage by age
1993 to 1997
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Thenumbersof young peopleusing NT hospitalsfell
between 1993 and 1997, at the same time as the
hospitalisation of older peopleincreased (graph 16.11
andtable 16.12). Between 1993 and 1997 the number
of separations of young people decreased by 8% for
those aged 04, and by 5% for those aged 5-24, while
the population in these age groupsincreased by 6%.
The fall in the number of hospital separations of
Aboriginal children under fivewasentirely duetotheir
decreased hospitalisation for intestinal infections (see
table 16.14).

Most of theincreased hospitalisation (13%) of those
aged 25 to 44 can be attributed to their population
increase (9%) over the period. Intheolder age groups,
the number of hospital separations increased
considerably—by 41% for those aged 45 to 64 and
by 31% for those aged 65 and over. The increase
wasgreater for Aboriginal than non-Aboriginal people.
For non-Aboriginal people, most of theincrease can
be attributed to their population increase over this
period (24%). For Aboriginal people, theincreasewas
much greater than the level of population increase
(15%), and is probably partly duetotherisinglevels
of chronic diseasesin Aboriginal adults. Itisasolikely
that theimprovementsin primary health care services
which have occurred in recent years (such as the
presence of general practitioners in larger remote
communities) have led to increased detection and
referral to hospital of people with chronic diseases
who were previously undiagnosed and untreated.
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16.12 Changes in NT hospital usage by age
1993 to 1997

16.13 Changes in NT hospital usage for major
diseases

Separations Change (%)

Separations Change (%)

1993 1997 1993 to 1997 1993 1997 1993 to 1997
0-4 years NT Aboriginal
Aboriginal 3,762 3,459 -8.1 Infectious 1,174 855 -27.2
Non-Aboriginal 2,229 2,019 -9.4 Cancer 152 214 40.8
Total 5,991 5,487 -8.4 Endocrine 305 631 106.9
5-24 years Circulatory 462 607 314
Aboriginal 3,567 3,557 03 Respiratory 1,792 2,258 26.0
Non-Aboriginal 4030 3,631 9.9 Injury 1819 1,864 2.5
Total 7597 7193 5.3 All causes 13,131 14,338 9.2
o5 a4 NT non-Aboriginal
ears .
¥ i Infectious 429 416 -3.0
Aboriginal 4,004 4,605 15.0
L Cancer 590 706 19.7
Non-Aboriginal 6,299 7,023 115
Endocrine 162 262 61.7
Total 10,303 11,640 13.0
Circulatory 858 958 11.7
45-64 years Respiratory 1,438 1,283 -10.8
Aboriginal 1,342 2,029 51.2 Injury 2107 2,041 31
Non-Aboriginal 2,826 3,850 36.2 All causes 16,846 18.316 8.7
Total 4,168 5,883 41.1
Notes: Number of NT public hospital separations (admissions) and
65+ percentage change between 1993 and 1997
years Excludes interstate residents, boarders and same-day kidney
Aboriginal 440 679 54.3 dialysis patients
Non-Aboriginal 1,459 1,801 23.4 Source: Epidemiology Branch, THS
Total 1,899 2,481 30.6

Notes: Number of NT public hospital separations (admissions) and

percentage change between 1993 and 1997

Excludes interstate residents, boarders and same-day kidney
dialysis patients

‘Total' includes some separations for which Indigenous status
was not recorded

Source: Epidemiology Branch, THS

Older people generally have more complex, chronic
illnesses than younger people, are more prone to
devel oping complications and slower to recover, and
thus consume more resources when they are
hospitalised. An increase in the hospital separations
of older people consumes more resources than are
saved by a similar-sized decrease in hospital
separations of younger people.

Major diseases

Among the most common causes of death and
hospitalisationinthe NT are circulatory, respiratory
and infectious diseases, injury, cancer and endocrine
diseases (particularly diabetes).

Between 1993 and 1997, public hospital separations
for NT Aboriginal people (table 16.13):
decreased for communicable diseases, entirely due
to a fall of almost 50% in the number of

separationsfor intestingl infectionsin children aged
04 years (see table 16.14)

remained almost unchanged for injury

increased considerably for the chronic diseases
of cancer, endocrine disease, circulatory disease
and respiratory disease

Over thesameperiod, NT public hospital separations
for NT non-Aboriginal people:

decreased for respiratory diseases

remained almost unchanged for communicable
diseasesand injury

increased for the chronic diseases of cancer,
endocrine disease and circulatory disease

Chronic diseases predominantly affect older people.
For non-Aboriginal people, theincreasein the number
of separationsfor chronic diseases (except endocrine
diseases) was less than the increase (24%) in the
number of people aged 45 years and over. For
Aboriginal people, however, populationincreasse (15%
for those aged 45 and over) explains only a small
part of theincreasein hospital separationsfor chronic
diseases.
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16.14 NT children aged under five: hospital

separations for intestinal infections

Year Change
1993 1997 No. %
No. of separations
NT Aboriginal 781 410 -371 -47.5
NT non-Aboriginal 98 92 -6 -6.1
Total NT 879 502 -377 -42.9
Rate
NT Aboriginal 877 445 -49.2
NT non-Aboriginal 70 60 -13.2

Notes: Number of NT public hospital separations (admissions) and

percentage change between 1993 and 1997

Age-specific rate per 100,000 people, and percentage increase
NT public hospitals, excluding interstate residents, boarders

and same-day kidney dialysis patients

Source: Epidemiology Branch, THS
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Aged care and disability services

by Damien Conley, Judy Barnes and Rosanne Lague (aged care), Kerry O’'Brien and Ali Nur (disability)

Aged care

The Northern Territory has a relatively younger
population than the rest of Australia. In 1997, the
average age of Territorians was 28 years, compared
with the national average of 34 years (ABS 1998a).
INn 1997, 3.3% (6,125 people) of thetotd NT population
was aged 65 years and over, compared to 12% of
the national population (ABS 1998b).

17.1 Our ageing population
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more

Data: ~ ABS 1998a

Aged people represent a significantly smaller
percentage of the NT population than nationally, but
the number of aged people is growing faster in the
NT thanin Australiaasawhole. By 2031 the number
of Australians aged 65 and over is expected to
increase by just over 100%, while in the NT the
number of people in this age group is expected to
increase by almost 300% (graph 17.1). TheNT aged
populationisprojected toriseto 10,400 people (4.2%
of theNT population) by 2011, and to 26,000 people
(7.7%) by 2031, assuming a stable rate of interstate
migration (ABS 1998a).

Theincreasein the number of aged Territorians will
increasethe demand for care services, both residential
and community-based. However, severa distinctive
features of the NT have a considerable influence on
the delivery of aged care services. In comparison to
Australiaas awhole, the NT has:

a much higher proportion of Aboriginal people
(28% versus 2% nationally) (ABS 1998b)

a higher proportion of people who speak a first
language other than English (21% versus 14%
nationally) (ABS1997a, ABS1997b)

ahigher proportion of peoplewholiveinrura and
remote areas (27% versus 14% nationally, 12%
in NSW and Victoria) (ABS 1996). A large
proportion of theserural and remoteresidentsare
Aborigina people

ahigher proportion of younger peoplein highlevel
residential carefacilities(previoudy called nursing
homes)—in 1994, 9% of residents in nursing
homes were under 50 years old and 19% were
aged 50-69, compared to 1% and 8% nationally
(Mathur 1996). A large proportion of these
younger peoplewere Aboriginal

a significantly higher proportion of Aboriginal
peoplein high level residential care facilities. In
1994, 42% of NT peoplein high level residential
carewere Aboriginal, compared to 1% nationally
(Mathur 1996). However, this still represents
relative under-servicing of Aborigina people, who
comprise 50% of thetarget populationinthe NT
asignificantly higher proportion of younger people
with disabilities accessing Home and Community
Care (HACC) services. In 1994, 26% of people
accessing HACC servicesin the NT were under
65, compared with 14% nationally (HSH 1994)
asignificantly higher proportion of concessional
residentsin aged care facilities. In 1997, 95% of
aged careresidentsin the NT were concessional
residents, compared to 26% nationally (Aged Care
Branch THS, unpublished), and thisishighin both
the Aboriginal and non-Aboriginal populations

a serious shortage of housing in remote areas. In
1996, less than one percent of Australian
households in rural and remote areas lived in
improvised dwellings, compared to twel ve percent
in rural and remote areas of the NT. Less then
1% of non-Aboriginal households (bothintheNT
and nationally) consisted of eight or more people,
compared to 17% of Aboriginal households
nationally and 22% inthe NT (ABS 1997¢c, ABS
1998c)
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Residential aged care

Inthe NT, residential aged care is provided through
either nursing homes or hostels. These services
provide accommodation, care and support to frail
aged people.

The Residential Aged Care Program, although the
responsi bility of the Commonweal th Government, also
receivessubstantial funding fromthe NT Government
toimprovetheviability and quality of residential care
services. Commonwealth funding is allocated
according to the number of aged peoplein each state
on the basis of a‘planning ratio’ of 100 care places
per 1,000 people aged over 70 years. These 100 places
are made up of 40 high care places (nursing homes),
50 low care places (hostels) and 10 community care
package places.

Aboriginal Australians suffer high levels of chronic
disease and disability at much younger agesthan other
Australians. The Commonwealth Government has
acknowledged that Aboriginal people have adegree
of ‘premature ageing’ (based on death and disease
rates and utilisation of care services), and therefore
need to access aged care services at an earlier age
(see the Causes of death and Hospital services
chapters). The planning ratio throughout Australia
includes Aboriginal people aged 50 years and over.
Therefore, the ‘target’ population for aged care
services, and for funding alocation, isall peopleaged
70 years and over and Aboriginal people aged 50 to
69 years.

17.2 Age of people in high-level residential care
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In 1994, almost 30% of NT residents of high-level
residential carewere aged under 70 years, compared
toonly 10% Australiawide(graph 17.2). Thisispartly
because of the relatively young NT population, and
partly because of the high levels of chronic disease
and disability inmiddle-aged Aboriginal people.

Within the NT, distribution of aged care places is
determined by the Commonwealth Government based
on:

population and demand data

local information on genera service demand

local preferences for type of services, and

the advice of the Aged Care Planning Advisory

Committee (ACPAC), comprised of service

providers, consumers and government agencies
After advertising funding availability, including priority
areas and target groups, the final establishment of
services depends on the response from service
providersand community organisations.

17.3 Numbers of places

Alice East

Darwin Katherine Barkly Springs Arnhem

High level 98 20 15 86 0
Low level 71+22* 40 2 30 9*
CACP 64 17 15 45 20
MPS 3 0 0 0 0
Pilots 15+22* 12 0 27+12* 12*

Note: status as at 30 June 1999

* Places approved in principle but not yet operational

Data:  Mental Health, Aged and Disability Branch, THS

Residential aged carefacilitiesarelocated in Darwin,
Palmerston (included with Darwininthetableabove),
Katherine, Tennant Creek and Alice Springs (table
17.3). Therearethreeresidential aged carefacilities
specifically for Aboriginal peoplein Darwin, Alice
Springs and Katherine.

Eligibility for admission to a residential aged care
facility is determined through an independent
assessment mechanism. Aged Care Assessment
Teams (ACAT) assess client needs for a range of
aged care services and are also a source of
information for frail aged people and their carers.

In 1997, the Commonwealth Government made major
reforms to aged care funding and administrative
arrangements. These included alowing residential
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aged care services to charge accommaodation bonds
to providefundsfor capital improvementsto buildings
and equi pment, while reducing Commonwealth grants
for this purpose. NT aged care services have avery
high proportion of residentswho are unableto pay an
accommodation bond (termed concessional residents),
which reducesthe capacity of NT residentid facilities
to self-fund capital upgrades and expansion. Data
collected by the Aged Care Branch of THS
(unpublished) indicate that in 1998, 95% of residents
of NT aged care facilities were concessional
residents.

The Commonwealth pays a higher subsidy for
concessional residents, but thismust be accumul ated
by the service until sufficient funds are held to
undertake capital works and upgrading. This may
delay or restrict the ability of NT facilitieswith high
concessional resident numbers to undertake capital
upgrades.

Thereisasmall capital allocationfor servicesinrural
and remote areas, for which Darwin is not €ligible,
even though many residents of aged carefacilitiesin
Darwin are Aboriginal people from remote areas
wherethereisnolocal facility. Thisisnot taken into
consideration in Commonwealth funding allocation
arrangements, but increases the impetus to develop
alternative residential care models which are
applicable to Aboriginal clients from remote
communities.

Community care

The Home and Community Care (HACC) Program
and Community Care Packagesfund care and support
for aged peopleliving intheir community. Theaim of
HACC (ajoint Commonweal th/NT funded program)
is to provide care to frail aged people and younger
peoplewith disabilitieswho would otherwiserequire
residential care. Non-government, non-profit
organisations are funded to provide a range of
servicesto people living in the community in either
private, community or rental housing. The range of
care services includes transport, delivered meals,
personal care, home help, home maintenance,
specialist nursing support (eg. respiratory, continence
management) and respite.

Nationally, the vast majority of HACC service
recipientsarefrail aged people—only 19% of HACC
services are provided to people aged under 65 years.

In the NT a higher percentage of younger people
access HACC services. 1n 1993, 36% of NT HACC
clients were aged under 65 years, and of these 38%
were Aboriginal (DH& FS 1998).

NT HACC funding for the 1998-99 financial year
was $4,468,000 (Commonwealth $3.07M, NT
$1.398M) (DH&AC 1998) and was allocated
according to competitive assessment of submissions.
In the NT in June 1999, there were 71 recurrently
funded HA CC services. 67% of these services, which
received approximately 40% of NT HACC funds,
were located outside the two major urban centres of
Darwin and Alice Springs (Aged Care Branch THS,
unpublished). 31% of the NT populationliveinthese
areas (ABS 1998d).

Inthe NT in 1999, there were 23 services providing
161 Community Care Packages (table 17.3). Many
servicesusethisfunding flexibly and provide abroad
range of innovative programs, which enablefrail aged
peopleto remain in their community rather than use
residential services in an urban centre hundreds of
kilometres away. Services for the frail aged are
required in communities throughout the NT, but
providing careto peopleliving in small communities
isdifficult whenthereisonly areatively small funding
allocation to each community.

Aboriginal people

In 1996, Aboriginal people occupied 1% of highlevel
careplacesinresidentia facilitiesnationally, whilein
the NT they occupied 42% of places. This still
indicated somelevel of under-servicing, asAborigina
people constituted over 50% of the target group in
the NT (Mathur 1996).

The location of residential care facilities in urban
centres is a cause of great distress for many
Aboriginal residentsfrom remote communitiesandis
a serious disadvantage to their families and to their
communitiesin general.

The higher proportion of Aboriginal residents poses
additional challengestotheoperatorsof NT residential
care facilities. Operators adapt their services to
accommodate Aboriginal cultural requirements and
observances. Providing culturally appropriate outdoor
areas and assisting with arrangements for visits to
residents’ home communities (‘reverse respite’)
increases the cost of residential aged care facilities.
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However the mgjority of residents are concessional,
andfacilitieshavelimited ability to provideaculturally
appropriate environment.

Issues affecting remote area
service delivery

The economic circumstances of Aboriginal
communitiesare poor, with high unemployment and
poorly developed commercial enterprises. Primary
health care services are limited. Community
infrastructure, including community organisations
whichin other places provide many support services
to aged and disabled people, are also poorly
developed. The ability of many communities to
support their aged people and offer community-based
careisthus very limited. However, development of
aged care servicesin remote communitiesclearly has
cultural and social benefitsfor aged peopleand their
families. The development of aged care services,
particularly labour-intensive residential services,
would also increase community infrastructure and
employment in these communities.

Other difficulties in the operation of an aged care
service in a remote community include the need to
contend with:

- gaffing difficulties (high staff turnover, high costs
for recruitment and retention of staff, difficulties
accessing training)
very high freight costs, and infrequent or unreliable
transport services, causing increased costs of
commaoditiesand services
distance from specialist services or supports, and
from other aged care services
climatic conditions affecting accessihility to, and
productivity of, the community and the service
rapid deterioration of capital infrastructureitems
including buildings, equipment and vehicles
arelatively mobile population

Innovative care services

The challenge of providing care servicesin amanner
that meets the needs of aged people and which is
viable and sustainable is significant. Flexible,
innovativeand well coordinated servicesarerequired.

In the late 1990s the Commonwealth Government
funded seven flexible aged care pilot services in
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remote NT communities, including Borroloola,
Yuendumu and Docker River. These services were
established to provide a range of care (community-
based and residential) to meet the needs of their frail
aged people. Pilot services are also being devel oped
for the Tiwi Islands, Maningrida, Anmatjere and
Angurugu.

The small community of Belyuen has developed a
Multi Purpose Service (MPS) which improves the
viability of a range of health and community care
services. The MPS contracts with a range of
government agencies which fund specific services,
each of whichwould bedifficult to deliver inisolation
in a small community. In so doing, several small
services become one larger service, with resultant
economies of scale and reduced duplication. The
MPSretains someflexibility to changethe priority on
particular services at any given time to meet
community requirements. Gresater financia efficiency
and service coordinationimprovestheoverdl provison
of services for people at Belyuen, and provides the
potential for integrated assessment and case
management for individual clients.

Dementia and other illnesses

Dementiaisadisorder of memory and thinking severe
enough to interfere with a person’ slife (Sach 1996).
The incidence of dementia increases with age,
particularly after the age of 80 years.

Thegradual loss of memory in peoplewith dementia
often causes depression, frustration and anger intheir
carers. Generally, peoplewith dementiarequire higher
levels of care and support than most other frail aged
people, and often require specialist care services or
environments to provide both protection and high
quality care. Services specifically for people with
dementia usually have higher operational coststhan
generalist services due to these increased demands.
This has been recognised in the assessment criteria
used to determine Commonwealth subsidy levelsfor
each aged careresident, although these subsidies do
not fully meet the additional costsincurred.

Inthe NT, the only facilities specifically for people
with dementiaarelow-level carefacilitiesin Darwin
and Alice Springs. In other NT centres, people with
dementia who require residential care must either
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moveto Darwin or Alice Springs, or are cared for in
ageneral aged carefacility or inthedistrict hospital.
In remote communities, many who do not move to
one of the urban centres live in far from ideal
conditions. In 1999, a psychogeriatric project was
funded to provide support to carers of people with
dementiainresidential and community care settings.

The life expectancy of young people with serious
disahilitiesand injuries such as severe devel opmental
abnormalities, quadriplegia and brain damage has
increased considerably in recent yearswith advances
inmedical scienceand practice. Similarly, older people
arenow living longer with arange of chronicillnesses
whichwould previously haveled to premature death.
Improvements in medical care have increased the
need for premature ‘aged’ care in severely disabled
young people, and the need for specialised medical
trestment (such askidney dialysis) in older peoplein
residential and community care (AIHW 1997a).

Respite

Respiteistemporary residential care for peoplewho
are normally cared for by their family in the
community. Respiteisanimportant method of assisting
peopleto remain in their own homesasit providesa
break for their carerswho must often be available 24
hours a day. Respite services are funded by the
Commonwealth Government through specific respite
programs, and through HACC servicesand residential
aged carefacilities.

The National Respite for Carers Program (NRCP)
providesrespite servicesfor carers of thefrail aged,
younger people with disabilities, and people with
chronic or terminal illnesses. The NRCP funds a
Carer Resource Centre in each State and Territory
which can provide information and resources to
carers, and anumber of Carer Respite Centreswhich
can arrange respite for a carer. In the NT, there are
Carer Respite Centres in Darwin (servicing the
Darwin and Katherine areas), East Arnhem, andAlice
Springs (servicing Central Australia). Thereisalsoa
cross-border region service, based in Alice Springs,
which services parts of Western Australian and South
Australia adjacent to the NT borders.

Territory Health Services is also considering other
flexible, innovative service models, such as slow
stream rehabilitation services, transitional care and
stepdown services.

Disability services

Historically, some peoplewith profound intellectual
disabilitiesinthe NT were sent interstate, usually to
Adelaide, to live in psychiatric hospitals and other
largeinstitutions becausethere were no such facilities
intheNT. Theimpact of this practicefor these people
was that they lost contact with their families,
sometimes for more than 40 years. Most of these
people were Aboriginal, and those who went away
lost their language, culture and identity. Inturn, there
was no catalyst for the development of appropriate
services and supports for people with disabilitiesin
the NT.

A nationa and international shift in attitudes away
from ingtitutional care in the past two decades has
seen peoplewith disabilitiesincluded in mainstream
services and moved to community-based
accommodation. As the large interstate institutions
were closed, NT people with disabilities were no
longer sent away and those already interstate were
returned to the Territory. This change required the
development of services within the NT to support
peoplewith disahilities.

Disability services in the NT

Thelate devel opment of Territory-based infrastructure
to support people with disabilities was impeded by

Defining disability

The International Classification of Impairments,
Disabilities and Handicaps includes three
‘dimensions’ related to disability:

Impairment: any loss or abnormality of
psychological, physiological or anatomical
structure or function

Disahility: arestriction or lack (resulting from an
impairment) of ability to perform an activity inthe
manner or within therange considered normal for a
human being

Handicap: a disadvantage for a given individual,
resulting from animpairment or disability, that limits
or prevents the fulfilment of arole that is normal
(depending on age, sex and social and cultural
factors) for that individual.

adapted from AIHW 1997a
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theNT’ srelatively low revenue base and consequent
dependence on Commonweal th assistanceto develop
facilitiesfor peoplewith disabilities. At the sametime,
there was increasing awareness of rights and
responsibilities, and demand from people with
disabilities and their families for more appropriate
services.

Factorsthat affect the delivery of disability services

intheNT include:

- ardatively small number of peoplewith disabilities
scattered across a wide area
higher rates of disability among Aboriginal
people—although Aboriginal peoplemakeup only
28% of the NT population (ABS 1998b), they
represent more than half of those receiving
disability services (Pearce 1998)
the absence of basicinfrastructurein remote aress,
making it difficult for people who live in remote
areasto carefor family memberswith disabilities
greater costs associated with delivering services
in remote areas
widespread substance abuse and trauma in the
comparatively young Territory population,
accompanied by the emerging problem of
challenging behaviours

Funding for disability services

Territory Health Servicesisthe main funding source
for disability services in the NT. In the four years
1993 t0 1997, expenditure on disability servicesgrew
41% (THS 1997a).

17.4 NT funding for disability services 1997

Accommodation and support services
Independent living skills training
Community access
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Source: Nur 1997

In 1997, approximately 75% of THS funding for
disability serviceswas all ocated to non-government
service providers. The largest proportion of this
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funding was used to deliver accommodation and
support services (graph 17.4).

17.5 NT people with disabilities 1996 to 2003

Year People with a Disability
1996 4,600
2000 5,200
2003 5,600
Note:  Projected number of people with a profound or severe

handicap

Based on national prevalence rates derived form the 1993
Survey of Disability, Ageing and Carers, and ABS population
projections

Projections based on small populations are subject to
considerable variation

Source: Adapted from AIHW 1997b

Thenumber of peoplewith adisability intheNT was
projected to increase by 1,000 from 4,600in 1996 to
5,600in 2003 (table 17.5). Thiswill haveasubstantial
effect on thelevel of funding required for disability
services.

Profile of people with disabilities in
the NT

In 1997, Aboriginal people made up 2.4% of the
Australian population aged under 65 and received
2.5% of disability services nationwide. By
comparison, in the NT, Aboriginal people made up
27% of the under 65 popul ation and received 58% of
disability services (Black & Maples1998).

17.6 Primary disability of NT people with
disabilities

Other

Psychiatric
11%

Intellectual
49%

Physical
25%

Note:  Primary disability of people who used NT disability services in

1997
Source: Adapted from AIHW 1998b
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Males made up a similar proportion of people with
disabilitiesintheNT (56%) and Australia-wide (58%)
in 1997 (Pearce 1998, Black & Maples 1998).

In 1997, themain disability of most people who used
NT disability serviceswasintellectual (49%) (graph
17.6), considerably lower than the national average
of 67%. This contrasts with the proportions of
disabled people whose main disability was physical:
25%inthe NT compared with 12% nationally (Pearce
1997, Black & Maples 1998).

17.7 NT living arrangements of people with
disabilities

Other

Alone 4%

8%

Family or spouse
27%

Special purpose
accommodation
61%

Source: Adapted from AIHW 1998b

In 1997, there were significant differences between
the NT and the rest of Australia in the living
arrangements of peoplewith disabilities. Nationally,
the largest proportion of people receiving disability
services (40%) wereliving with their family or spouse
wheress, in the NT, it was 27% (graph 17.7). The
largest proportion of NT service recipients (61%)
wereliving in special purpose accommodation, more
than doubl e the national figure (30%) (Pearce 1997,
Black & Maples 1998).
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The health workforce

by Tricia Wake

Thischapter discussesfactorsthat impact on demand
andretentioninthe NT health workforce. It examines
workforce issues for nursing, medicine, the allied
health professionsand Aboriginal healthworkers, and
identifies the following key issues: nursing and
medicine experience similar shortages; demand
exceeds supply for Aboriginal health workers; and
allied health professionalshavelimited accesstolocal
training and new graduate opportunities.

In 1996, health and community services was one of
thetop four employing industriesinthe NT, comprising
11% of the total NT workforce (ABS 1998a).
Because some occupations overlap both sectors, itis
difficult to estimate their individual components.
However, a 1996 survey estimated that the health
sector comprised hdf of the NT health and community
services industry (NTCS&HITAB 1996).

In 1996, the NT health sector was characterised by:
¢ demand for specialistsin arange of areasto meet
identified community needs—examplesincluded
speech pathologists, renal nurses and ear, nose
and throat specialists
¢ undersupply of health professionalsin rural and
remote areas
The diversity of professions, organisations and
servicing arrangements in the NT health sector has
resulted in distinct segmentation of the sector
(NTCS&HITAB 1996), with each profession focusing
onitsown needs and service delivery arrangements.
Thisfocusonindividual professional responsibilities
has significant impact on attempts within the health
sector to adopt multidisciplinary approachesto NT
health problems.

Although recruitment difficulties exist in arange of

specialist areas, and retention remains a major

challenge, the NT health sector has adopted various

long-term strategies to address i ssues of supply and

demand. Training and education strategiesinclude:

* emphasising vocational education in schools

* attemptsto enhance the responsiveness of higher
education to industry requirements, through better
linkswith higher educationinstitutions

® providing a planned orientation program that
prepareshealth professionalsfor working inremote
areas and cross-cultural situations

* providing a framework to assist continuing
professional development

Workplacereform strategiesinclude:

* effortstoimproveflexibility inthelabour market—
for example, multidisciplinary operations and
information technology advances

* encouraging workplace and manageria reformto
maximise the benefits of available resources in
delivering NT health services—for example,
coordinated care trials and the chronic disease
strategy

Recruitment strategiesinclude:

* continuing the arrangements for the temporary
entry of skilled health professionalsfrom overseas
and facilitating the entry of migrants to meet
identified skills gaps, particularly in nursing and
medicine

* improving the Territory’s capacity to attract and
retain health professionals by recruiting
practitioners from a variety of philosophical
backgrounds.

18.1 NT health workforce 1996
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Data: ABS 1997

In 1996, most workersin the NT health sector were
females, who were well represented even in those
areasthat, Australia-wide, are predominantly male—
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for example, medical general practice (graph 18.1).
In keeping with thedistribution of the NT population,
most workers are employed in urban centres, with
small numbersdispersed widely inremoteareas(ABS
19983).

Outside their employment as Aboriginal health
workers, Aborigina and Torres Strait | lander people
arevery poorly represented in the health professions
despite the fact that they made up 28% of the NT
populationin June 1997 (ABS 1998b). In 1996, only
6.75% of workers in the NT health sector were
Aborigina (ABS 1997). A key reason for this was
low education levels stemming from poor school
retention rates. In 1997 in the NT, only 9.4% of
Aborigina studentsenrolledin Year 12, compared with
54.5% of non-Aboriginal students (DEETYA 1998a).
A further hurdle for Aboriginal students from rural
and remote areas is the financial and emotional
difficultiesthat result from the need for studentsfrom
rural and remote areasto leave hometo obtain health
qualifications.

NT health sector labour
market

Unemployment ratesin the health sector are generally
low compared with other industries in Australia.
However, changes in government budgets, higher
education and population can see demand move
quickly from being in balance to skills shortages.
Audtraliawide, vacanciesfor health professiona sfell
by 20.4%intheyear toApril 1998 (DEETYA 1998b).
Specific figures are not available for the NT. The
factors driving demand for NT health professionals
are:
¢ thelevel of government funding made available
to the health care sector
* government policy, both Commonwealthand NT
¢ theoveral health status of the community
¢ the capacity for a broad-based recruitment
strategy

Relative to the rest of Australia, the NT is a very
small labour market that is sensitive to cyclical and
seasonal demands (DEETYA 1998b). Across all
health professions, although most workers arelong-
term residents, there isa small percentage of highly
mobile workers. This leads to consistently high
turnover in some occupational categories. Aneement
of this turnover is managed. Managed turnover
includesthe use of temporary residence visasto place
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overseas-trained health professionalson two- to three-
year contractsin specialist areas. Where turnover is
unplanned, it leadsto shortages of skilled staff.

Compared with elsewhereinAustralia, theNT health
sector experiences skills shortages in only a small
number of professions. However, one of the most
important factorsinthe NT isthe need to be sensitive
to the unique circumstances of a large Aboriginal
popul ation whose heal th status produces high demand
for servicesfrom al health professions. Thedispersal
of the NT population over remote areas and the
ramifications of poor Aboriginal health impact
significantly on health workforce issues in the NT.
These factors influence demand, specialisations,
experiencelevels, recruitment and retention strategies,
government priorities and policies, and the need for
the workforce to consider a wide range of cross-
cultural issuesin delivering health services.

The Department of Employment, Education, Training

and Youth Affairs (DEETYA 1998b) identified NT

skills shortages as being caused by a combination of

supply and demand factors. Supply factorsthat cause

skillsshortagesare:

¢ wastage—through students dropping out during
training, NT residents who study interstate not
returning to the NT on graduation, and qualified
workersno longer workingintheir field

* the need for a more consistent approach in
preparing health professionalsto work in remote
areas, particularly awareness of cross-cultural
issues and professional devel opment

* the continuing need to refresh and improve skills
as the introduction of new technology resultsin
changed work practices

Demand factors that cause NT skills shortages are:

* economic and demographic changes

* |ack of flexibility in wages, conditions and work
practices, particularly in relation to the unique
requirements of remote area practice

¢ recurring fluctuationsin labour demand caused by
seasonal factors, particularly in nursing which
experiences shortages in the hotter months of
October to March each year

® most health professionals being concentrated in
urban areas, whereas the needs are greatest in
remote areas

A magjor factor that impactsonthe NT labour market
is its dependence on interstate and overseas
recruitment to fill most vacancies in the health
professions. This makes the NT labour market
vulnerable to change, and factors that contribute to
skillsshortages Australia-wide ultimately filter down
toimpact on health servicedelivery at thelocal level.
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Nursing

Workforce characteristics

The nursing workforce was by far the largest
occupational category inthe NT health sector in 1996
(ABS 1998a).

18.2 NT nurses registration 1998

Nurses Board of the NT

Division of Registration Per Cent
General 80
Psychiatric 5
Enrolled 12
Mothercraft 1
Child welfare 2
Midwifery 35
Mental health 1

Note: Total is more than 100% because some nurses enrol in more

than one division

Source: THS 1999

INn 1998, the NT nursing workforce was characterised

inthefollowing ways (THS 1999). Inrelation to age

and gender:

*  94% of all nursesregistered with the NursesBoard
of the NT were female

¢ their average age was 42.5 years, indicating an
ageing workforce

Intermsof their specialisations:

* 80% of nurses registered with the Nurses Board
of the NT were generalists

* 63% of nursesworked at levels1, 2 and 3

Regarding their employment:

* |east nursesworked in the areas of mental health
and aged care—2% and 1% respectively

*  90% of nurses were employed either full time or
part time

*  70% of nurses were urban-based, in Darwin and
Alice Springs

*  71% of nurseswere employed in the public sector

* there was alarge core of long-term residents—
that is, those who had lived in the NT for more
than two years—offset by asmall but highly mobile
group who accounted for high turnover

Labour supply

TheNT’ snursing workforceisgenerally in balance,
except for skills shortages in midwifery and rura
areas. However, given the NT's dependence on
interstate and overseas recruitment of nurses, the

following issues are likely to be of particular
importance. In the long-term, Austraia-wide, there
were expected to be decreases in the numbers of
resident students and registered enrolled nurses,
accompanied by increases in patient demand (THS
1999). The expected shortage of registered nurses
worldwide by the year 2002 is likely to exacerbate
thissituation (AIHW 1998c).

Althoughthe NT labour market for nurses continues

to depend on interstate recruitment asamajor source

of supply, the following training arrangements were

availableat the Northern Territory University (NTU)

in1999:

¢ Bachelor of Nursing—pre-registration, post-
registration and honours

® Graduate Diploma—midwifery, renal nursing,

health education and health studies

Master of Nursing—by research

Master of Midwifery

Bachelor of Health Studies—ambulance

Refresher courses for nurses returning to the

workforce or updating their training

* Certificate 4 for Enrolled Nurses

NTU’s Bachelor of Nursing program accounted for
109 of the 208 studentswho undertook health-related
studies at NTU in 1997 (NTCS&HITAB 1998).
Given that there were only 19 nursing graduates for
1997, the number of locals graduating was still
insufficient to meet local demand. Austraia-wide,
nursing graduates dropped by 12% between 1993 and
1996, and the number of students starting nursing
coursesfell by 11.4% between 1991 and 1996 (AIHW
1998c).

The 1998 NT Nurses Survey indicated high turnover
and high demand in al areas of NT nursing. One of
themain recommendations of thissurvey wastargeted
retention strategies to maintain a balanced labour
market in nursing (THS 1999).

In 1998, Territory Health Services (THS) was the

largest employer of nursesinthe NT. Tofoster further

professional development, THS complements

accredited courses of study with anumber of internal

training and devel opment initiatives. Some examples

of formal training are:

¢ Intensive Care Certificate through the University
of NSW

* Neonata Intensive Care course

¢ placement for NT undergraduates interstate (in
SA and WA) and overseas (in Wyoming,
Birmingham and Sheffield)
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Anaesthetics

Trauma Nurse core course

Paediatric Trauma course

the partnership arrangement with Flinders
University operating in Central Australia
Examplesof informal THStraining and development
initiativesinclude:

* sef-directed learning packages

* courses conducted in association with Royal
Adelaide Hospital—for example, wound care and
palliative care

pathways development for registered nurses
orthopaedics

high dependency course

hyperbaric medicine

Despite these initiatives, there continues to be high
demand for nurseswith specialist skills. One strategy
to addressthisisthe placement of skilled specialists
from overseas, through the granting of temporary
residence and working visas.

Wastage, particularly of qualified workers who no
longer work intheir field, isanother factor that impacts
onthesupply of nursesinthe NT. Although thereisa
lack of precise data, anecdotal reports suggest that a
substantial number of registered nurses work in
administration and related fields.

Occupational demand

The chief factor driving demand for NT nurses
appearsto be high turnover among thesmall but highly
mobile group of nurseswho work mainly in Darwin
and Alice Springs. The reasons for turnover within
thisgroup are extremely varied—for example, travel,
family commitments, spouse on defence forces
posting—but most are on short- to medium-term
contracts and leave once their contracts expire.
Historically, thishasresulted in unacceptably high saff
turnover in the NT. Experienced workers appear to
be most in shortage, particularly those with skillsin
renal nursing, adult critical and intensive care,
midwifery, neonatal intensive care, perioperative
nursing, orthopaedic nursing and paediatric nursing
(THS 1999).

In 1995, the NT was 10% below the national
average—aswere NSW, Queensland and theACT—
in the number of nurses employed for every 100,000
people. By contrast, Victoria and South Australia,
were 16% abovethe nationa average (AIHW 1998c).
Animportant factor inthisisthe NT’ sfocusonusing
Aboriginal health workersto deliver primary health
caresarvicesinclinica practice, particularly inremote
areas.
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Medicine

Workforce characteristics

The obstacles faced in attracting, and retaining,
doctorsto remote areas have been widely recognised
and documented. The Medical Workforce in Rural
& Remote Australia (AMWAC 1996) identified the
following ninekey factorsthat act asdisincentivesto
rural and remote medical practice:

¢ theimage of rural and remote practice

* undergraduate education issues

* postgraduatetraining issues

® professional isolation

* timecommitment

* infrastructureissues

¢ financia costs

* gpouseand family issues

® uncertainty about thefutureviability of rural health
services

18.3 NT and Australia, doctors employment
1996
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Source: Adapted from AIHW 1998c

In the 1990s, the Australian medical workforce was
characterised by: oversupply of general practitioners
in urban areas; shortage of specialists; and
undersupply of doctorsin rural and remote areas, with
a reliance on doctors on temporary residence visas
tofill remote area shortages (AMWAC 1996). These
factors had a major impact on recruitment and
retention in the NT, and suggest an explanation for
the NT’ s shortage of specialistsin 1996 (graph 18.3).

In 1996, the NT medical workforce could be
characterised in the following ways (AIHW 1998c).
In relation to the age and gender of NT doctors:

* most were males—74%
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* 54% were aged 35 to 55 years

* most were Australian-born, although 11.5% of NT
doctorsobtained their initial qualificationinAsia
compared with the national average of 5.7%

Regarding NT doctors' employment:

* 94% worked mainly in primary health care, or as
hospital non-specialists or specialists (graph 18.3)

®* 6% worked in public health and occupational
health

* 40% worked more than 50 hours a week

The annual turnover of doctorsin remote areas was

around 30%, with the trend towards increasing

turnover in the 1990s (AMWAC 1996).

Labour supply

The NT continues to depend entirely on interstate

and overseas recruitment for its medical workforce.

Australiawide, students from rural areas who enter

medical school arethemost likely towork inrural or

remote areas once qualified. The NT is doubly

disadvantaged in that it is remote, and very few

students from the NT go on to study medicine

interstate. To address these major disincentives to

remote practice and assist in long-term recruitment,

the Commonwealth and NT governments devel oped

thefollowinginitiatives:

¢ anaffiliation agreement with FlindersUniversity
toestablishtheNT Clinical School

® placements for Flinders University medical
students in remote areas of the NT

¢ allocation of placesfor NT residents to enrol in
FlindersUniversity’ smedical degree

* research positionsinthe NT

® arura surgeontraining program

The NT Rural Workforce Agency, which replaced
the Generd Practitioner Rural Incentive Program, puts
in place initiatives to assist the recruitment and
retention of rural and remote doctors. It plays an
important role in addressing shortages, as does the
use of skilled migrantsin specialist areasand the use
of temporary residencevisasto bring doctorsto urban
and regional centres.

Occupational demand

The NT has a shortage of genera practitioners in
remote areas and ashortage of speciaistsinall urban
and regional centres. To encourage graduating doctors
to take up positions in remote areas, the NT forged
important linkswith Flinders University. Theshortage
of specialists was rectified in part by providing
outreach services. In 1994, therewere 224 practicing

clinicians for every 100,000 people in the NT
compared with the national average of 246 clinicians
(ATHW 1998c). Again, the main factors contributing
to demand were high turnover of doctorsthrough the
public health system, lack of flexibility in employment
conditions and lack of specific training to prepare
general practitionersto meet the unique requirements
of remote area practice (AMWAC 1996).

Allied health professions

Workforce characteristics

Inthe NT, theallied health workforceisboth diverse
and fragmented, the latter because thereisno single
body representing the interests of allied health
disciplines generally. For the purposes of this
discussion, ‘allied health’ means the following
professions:

¢ audiologists

speech pathologists

occupational therapists

physiotherapists

socia workers

dietitians

prosthetists

orthotists

podiatrists

Shortages of allied health professionals are not
widespread throughout Australia, except in some
specialties, such as physiotherapy, and in rural and
remote areas (DEET YA 1998b). The NT reflectsthe
national picture.

18.4 NT allied health workforce 1996
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Most allied health professional s, with the exception
of physiotherapists, are employed in the public sector
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in the NT (graph 18.4), whereas there are higher
proportionsin private practiceelsewhereinAustralia
(ABS 1998a).

An accurate assessment of the allied health

workforce in the NT is difficult because of the lack

of supporting dataor conflicting data, thelatter being

aproduct of the different methods of collection and

classification used by ABS and AIHW. For the

purpose of thissection, datafrom these sources have

been amalgamated. Although definitive data are not

readily available, the NT’ sallied healthworkforceis

characterised in the following ways. In relation to

gender and country of origin:

¢ alied health professionals are predominantly
female

®* most are Australian-born or fromthe UK, Ireland,
NZ and Canada

Regardl ng alied health employment:
the largest categories are social work and
physiotherapy

¢ thesmallest categoriesare prosthetists, orthotists
and podiatrists

* most are full-time permanent employees

¢ thereisasmall number of part-time employees

* most are based in Darwin and Alice Springs, and
employed in hospitals or community service
organisations

In terms of turnover:

¢ there is high wastage, with many alied health
professionals not working in their field or not in
the workforce

® thereis high turnover and a small core of long-
term residents—that is, those who have lived in
the NT for more than two years

Labour supply

There were limited allied health training and new
graduate opportunities in the NT in 1999. NTU
offered undergraduate and postgraduate courses in
social work, but NT residents needed to move
interstate to access education and training
opportunitiesin areas such as physiotherapy, speech
pathology and occupational therapy. This presentsa
major barrier for NT residentswho want to train and
take up NT employment in these professions.

As part of an Australia-wide strategy to encourage
graduatesto take up employment in rural and remote
areas, thereisan opportunity for alied health students
to undertake clinical placements in the NT
(NTCS&HITAB 1998). However, these training
placements cannot be capitalised on because, except
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in social work, the NT does not provide base level
positionsfor allied health graduates.

Occupational demand

Key contributors to demand for allied health
professionsinthe NT are:
* the high turnover of the allied health workforce
acrossall disciplines; and
* this sector’'s funding in relation to other health
priorities
Thelimited dataavailableindicatesthat theNT allied
health |abour market remainsin balance, with supply
meeting demand except for short-term relief positions
(locums). However, thereisaperceptionamong allied
health professional s that the priorities of the health
budget inhibit effective service delivery within a
primary health care environment. For this reason,
most allied health activitiesare confined to urban and
regional centres despitethe needs of peopleinremote
areas.

Aboriginal health workers

Workforce characteristics

Aboriginal health workersundertakeauniquerolein
assisting to deliver primary health careto the NT's
Aboriginal people.

Although limited statistical dataarereadily available,

theprincipa consultant Aboriginal health worker with

THS indicates that the Aboriginal health worker

workforce can be characterised in thefollowing ways.

Intermsof age and gender, Aborigina health workers

are most often female and of mature age. Regarding

their qualificationsfor practice, they are:

¢ usudly nominated by the community inwhichthey
practise

* registered with the NT Professional Registration
Board asAboriginal Health Workers

® practisngclinicians

Inrelationto their employment, in 1996 (ABS 1997):

* 63.4% of Aboriginal peopleemployedinthehedth
sector were Aboriginal health workers

* most were employed in the public sector

Most Aborigina health workers work in rural and

remote areas of the NT.

In 1998, there were 387 Aborigina health workers
registered with the NT Professional Registration
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Board. Not all were working as Aborigina health
workers. Somewere no longer in the workforce, but
others worked in related areas of administration,
environmental health or public health promotion.
Despite this wastage, there was little evidence to
suggest that many Aboriginal health workers had
crossed over into other health professions—for
example, nursing or medicine—and it appeared that
these areas were not perceived as relevant career
paths (NTCS&HITAB 1998).

Labour supply

In remote areas, Aboriginal health workers are

nominated by their own community whereas, in urban

centres, they may nominate themselves. In 1999,

Aboriginal health worker training was provided

through:

¢ Batchelor College, Danila Dilba Aboriginal
Medical Service and Wurli Wurlinjang Health
Serviceinthe Top End

® Central Australian Aboriginal Congress Inc and
Anyinginyi Congressin Central Australia

Other NT Aboriginal medical servicesmay also have
their own training programs for Aborigina health
workers. Ongoing professional support is provided
through the Central Australian Rural Health Training
Unit in Alice Springs. In THS, Aboriginal health
worker managers and the principal consultant
Aboriginal health worker also provide support to
Aboriginal health workers.

At the end of the 1990s, issues particular to the

training of Aboriginal health workers included the

need to:

* attract new trainees, given that most workers are
of mature age

¢ deveop education and training strategiesto ensure
adequate numbersin the long term

* improveretentionin remote areas

* reducewastage during training

¢ facilitate the transfer of skills between the NT
and other states

* provide career paths and professional
development in specialist areas, and advanced
clinical skills

In 1998-99, THS introduced a new career structure
for the Aboriginal health workersit employed. This
structurerelied heavily on Aboriginal healthworkers
attaining formal qudificationsand core competencies
under the National Aboriginal Health Worker
Competency Standards.

Occupational demand

Because nomination is generally community-based,
supply and demand could be expected to remain in
balance. However, this is not the case. Aboriginal
health work has a high wastage rate, both during
training and on the job, with many registered
Aborigina healthworkersno longer practisingintheir
field. Although limited informationisavailable, there
aresuggestionsof difficultiesinfilling senior positions
that require extra qualifications and skills in
management and administration.

Thedifficultiesin Aboriginal healthinthe NT have
been well documented (see, for example, Bartlett &
Legge 1996). In 1992-94, life expectancy at birth
was57 yearsfor NT Aborigina malescompared with
75 yearsfor non-Aboriginal malesin Australia, and
61 yearsfor NT Aboriginal females compared with
81 years for non-Aboriginal females in Australia
(Anderson, Bhatia & Cunningham 1996). In
attempting to deal withthemajor problemsinthehedlth
status of Aboriginal people, the NT has adopted the
primary health care model of practice. Aboriginal
health workers are akey component in this and will
continueto play anintegral rolein thefuture.
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Causes of death

by John Condon and Karen Dempsey

This chapter examines death statisticsfor Aboriginal
and non-Aboriginal Territorians, in particular life
expectancy, most common causes of death and death
ratesfor all causes of death, including for particular

age groups.

Intheyears 1979 to 1997, 12,686 NT residents died
inthe NT. Thisdoesnot includeinterstate or overseas
residents who died while visiting the NT, nor NT
residents who died interstate. Over the same period
the NT population increased by 64% (ABS 19973,
1997b). Thenumber of desthsa soincreased, athough
not to the same extent, from almost 600 per year in
thelate 1970sto almost 800 per year inthe late 1990s.

Death rates are a measure of overall population
health. Higher death rates in one group of people
indicate that their overall health statusisworse than
that of other groups, and that members of that group
arelikely to dieat ayounger age. NT death rates are
higher in males than females, and much higher in
Aboriginal than non-Aboriginal people: malesaccount
for almost two-thirds of deaths, although comprising
just over half of the population; Aboriginal people
account for approximately half of al deaths, although
comprising lessthan athird of the population.

Although Aboriginal Territorians have higher death
ratesthan other Australiansat all ages, the differences
are more marked in some age groups than others.
Between the early 1980s and early 1990s, death rates
fell inyounger NT Aboriginal peoplewhilethey rose
inolder NT Aboriginal people. The pattern of deaths
in each age group needs to be examined to see the
changes in health status that are occurring in NT
Aboriginal people.

Life expectancy

Lifeexpectancy at birth isthe number of yearsthat a
newborn child can expect toliveif the current pattern
of death rates in each age group remains the same
throughout the child’ slife.

19.1 Life expectancy at birth 1981 to 1995

Age at Death

NT NT non-
Aboriginal Aboriginal Australia
Male
1981 to 1985 56.2 72.5 72.3
1986 to 1990 55.0 74.1 73.8
1991 to 1995 57.7 74.6 75.6
Female
1981 to 1985 61.9 81.8 79.7
1986 to 1990 60.7 86.8 80.9
1991 to 1995 62.2 83.8 82.3

Source: Dempsey & Condon 1999

In the period 1981 to 1995, life expectancy at birth

was (table 19.1):

- 75yearsfor NT non-Aboriginal males, similar to
that of Australian males overal (76 years), but
only 58 years for NT Aboriginal males—an NT
Aborigina boy bornintheearly 1990s could expect
to live amost 18 years|ess than other Australian
boys
84 yearsfor NT non-Aboriginal females, similar
to that of Australian females overall (82 years),
but only 62 yearsfor NT Aboriginal femaes—an
NT Aboriginal girl borninthe early 1990s could
expect to live 20 years |ess than other Australian
girls

Between the early 1980s and the early 1990s, life
expectancy increased by three yearsfor Australians
generally and by two years for non-Aboriginal
Territorians but only by 1.5 yearsfor NT Aboriginal
malesand hardly at all for Aboriginal females.

The lower expectations of life for NT Aboriginal
peoplelargely reflect the much higher death rates of
young adults (refer to graph 19.15). It is premature
adult death, not excess infant death, that accounts
for most of their reduced life expectancy (Thomson
1991). As measured by life expectancy, the health
status of NT Aboriginal people is much worse than
that of other Australians and the health gains being
achieved by other Australians are not being shared
by NT Aboriginal people.
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Most common causes of
death

19.2 Most common causes of death 1979 to
1995

NT NT Non-

Aboriginal Aboriginal Australia

Rank % Rank % Rank %
Male
Circulatory 1 254 2 2438 1 440
Cancer 4 92 3 203 2 257
Injury 2 191 1 277 3 87
Respiratory 3 176 4 83 4 85
Endocrine 7 39 7 2.3 6 2.3
Genito-urinary 12 2.3 13 0.8 8 13

Communicable 5 4.6 10 15 13 0.6

Female
Circulatory 1 234 1 266 1 509
Cancer 3 113 2 259 2 232
Respiratory 2 185 4 86 3 62
Injury 4 98 3 156 4 43
Endocrine 5 7.4 8 31 6 2.6
Genito-urinary 8 47 12 0.7 8 1.9

Communicable 6 5.6 13 0.7 13 0.6
Source: Dempsey & Condon 1999

In order of importance, the most common causes of
death for all Australians in the years 1979 to 1995
were circulatory disease and cancer (table 19.2).
Ranked third was injury for males and respiratory
diseases for females. Circulatory disease was the
most common cause of death in the NT, except for
non-Aboriginal males, in whom injury deaths were
more common.

Injury deathsweremorecommoninall NT population
groupsthanin Australiagenerally in the 17 yearsto
1995:
for NT males, injury accounted for 19% of
Aboriginal deaths and 28% of non-Aboriginal
deaths compared with 9% of Australian male
deaths
for NT females, injury accounted for 10% of
Aboriginal deaths and 16% of non-Aboriginal
deaths compared with only 4% of Australian
female deaths
Thiswas partly because of the younger age structure
of theNT population (injury deaths are more common
in young people) and partly because of the higher
injury death rates in all age groups in the NT. For
moreinformation, seethe Injury and violence chapter.
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Although circulatory disease and cancer were among
the most common causes of death in the NT, the
proportion of deaths from these causes was less in
the NT than in Australia generally. Because death
from these diseases is more likély in old age, they
account for asmaller proportion of deathsintheNT's
younger population.

In Aboriginal Territorians, respiratory disease wasa
more common cause of death than in non-Aboriginal
Territorians or Australians generally. Between 1979
and 1995, respiratory disease was the second most
common cause of death in NT Aboriginal females
and thethird most commonin NT Aboriginal males.

All causes of death

The age-adjusted death rates for al causes of death
in Australians, both males and females, decreased
steadily over the past two decades, as did those of
non-Aboriginal Territorians. For most of the past two
decades, the death rate of NT non-Aboriginal males
wasdightly less, and that of non-Aboriginal females
considerably less, than Australian rates.

Thedeath rates of Aboriginal Territorians, both males
and females, were severa timeshigher than Australian
rates. However, the difference between NT
Aboriginal and Australian rateswas much greater in
some age groupsthan others. Death ratesof Aboriginal
Territoriansare considered in more detail for specific
age groups later in this chapter.

19.3 All causes of death 1981 to 1997

NT NT Non-
Aboriginal  Aboriginal Australia
Male
1981 to 1985 2,094.1 991.0 1,035.3
1986 to 1990 2,501.0 883.1 937.8
1991 to 1995 2,228.2 880.0 842.1
1996 to 1997 2,108.7 760.4 806.8
Female
1981 to 1985 1,614.8 570.0 639.3
1986 to 1990 2,026.8 448.4 593.8
1991 to 1995 1,814.5 502.5 545.0
1996 to 1997 1,691.3 460.6 527.9

Note:  Age-adjusted death rates per 100,000 people, standardised to

Australian 1991 population

Source: Dempsey & Condon 1999

For Australiansand for non-Aboriginal Territorians,
death rates decreased between the early 1980s and
the two years 1996 to 1997. This decrease was over
20% for males and almost 20% for females (table
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19.3). In 1996 to 1997, the death rates of NT non-
Aboriginal Territorians were lower—6% lower for
males and 15% lower for females—than Australian
rates.

In 1991 to 1995, for the six most common causes of
death among NT Aboriginal people, their death rates
weremuch higher thanfor NT non-Aboriginal people
or Australiansgenerally.

Compared with Australians, the death rates of non-
Aboriginal Territorians were slightly higher for
respiratory, endocrine and communicable diseases
and injury, but lower for circulatory disease—9%
lower for males and 33% lower for females (graph
19.4 and table 19.5).

19.4 All causes of death 1991 to 1995
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19.5 All causes of death 1991 to 1995

NT NT Non-
Aboriginal Aboriginal Australia
Male
Circulatory 722.5 3175 349.9
Cancer 369.0 231.7 236.5
Respiratory 441.0 97.2 74.2
Injury 197.1 87.6 60.3
Endocrine 137.8 35.2 26.1
Communicable 56.0 14.0 6.6
Other 304.8 96.8 88.5
Total 2,228.2 880.0 842.1
Female
Circulatory 512.6 165.7 248.4
Cancer 259.8 145.3 143.4
Respiratory 373.9 60.5 37.0
Injury 101.3 30.0 23.0
Endocrine 170.9 222 16.4
Communicable 76.0 5.0 4.1
Other 320.0 73.8 72.7
Total 1,814.5 502.5 545.0
Note:  Age-adjusted death rates per 100,000 people, standardised to

Australian 1991 population

Source: Dempsey & Condon 1999

Patterns of death by age

19.6 Male death rates 1991 to 1995
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Source: Dempsey & Condon 1999

For the years 1991 to 1995, the death rates of NT
non-Aboriginal males and females were similar to
those of Australians at all ages whereas the death
ratesof NT Aboriginal peoplewere higher than those
of Australiansat all ages—so much so that the death
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19.7 Female death rates 1991 to 1995
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rates of young adult Aboriginal Territoriansresembled
those of Australians twenty to thirty years older
(graphs 19.6 and 19.7).

19.8 NT Aboriginal:Australian death rate ratios
1991 to 1995

about twice as high in people aged 75 and over
about three times as high in those aged under 20
many times higher in younger adults, peaking in
40- to 44-year-olds, for whom death rates were
seven times higher than the Australian rate for
mal es and nine times higher for females
Theratio of NT Aboriginal to Australian death rates
was higher for females than for malesin almost all

age groups.

Death rates and the most common causes of death
in each age group are two measures of the relative
health status of population groups at different stages
of life. The sections below examine NT death
statistics in five age groups. young children (aged
under five years); older children and young people
(aged five to 24 years); young adults (aged 25 to 44
years); middle-aged people (aged 45 to 64 years);
and older people (aged 65 years and over).

Young children

19.9 NT death rates: under five years 1981 to
1995
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Note:  Ratio of NT Aboriginal to Australian death rates for all causes

by five-year age groups

Source: Dempsey & Condon 1999

Over this same period, however, the difference
between NT Aboriginal and Australian death rates
was much greater in some age groups than others
(graph 19.8). Although death rates are much higher
in older people, and riserapidly after age 65 (see, for
example, graphs 19.6 and 19.7), the difference
between NT Aboriginal and overall Australian death
rates (as measured by the ratio of their age-specific
death rates) was much greater in young adults than
inolder people.

Compared with Australian death ratesin the period
199110 1995, NT Aboriginal death rateswere:
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19.10 Death rates: under five years 1981 to 1995

NT NT Non-
Aboriginal  Aboriginal Australia
Male
1981 to 1985 806.8 285.0 272.7
1991 to 1995 549.0 189.0 175.1
Female
1981 to 1985 907.1 231.8 212.7
1991 to 1995 577.4 187.6 137.8

Note:  Death rates for all causes per 100,000 people in this age group

Source: Dempsey & Condon 1999
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The death rate of all NT children aged under five
yearsdeclined substantially between 1981 and 1995:
the non-Aboriginal death ratefell by over 20%
the Aboriginal death ratefell by over 30%
Despite this decline, the death rate of young NT
Aboriginal children remained much higher than that
of their Australian counterparts: three times higher
for boys and four times higher for girls during the
years 1991 to 1995 (graph 19.9 and table 19.10).

In 1991 to 1995, for children under five years, NT
non-Aboriginalshad asimilar death rateto Australians
generaly.

19.11 NT most common causes of death:
under five years 1979 to 1995

NT Aboriginal NT Non-Aboriginal
Cause % Cause %
Perinatal 28.2 Perinatal 37.3
Respiratory 143 Congenital 21.5
Congenital 13.2 Injury 18.8

Note: Proportion of all deaths in this age group

Source: Dempsey & Condon 1999

Between 1979 and 1995, the most common cause of
death for NT children aged under five years, both
Aboriginal and non-Aboriginal, was conditions that
originateinthe perinatal period (table 19.11) such as
infections which occur immediately before or after
birth, high maternal blood pressure during pregnancy
or complications during birth. Next most common
were: for Aboriginal children, respiratory diseasesand
congenital abnormalities; and, for non-Aboriginal
children, congenital abnormalitiesandinjury.

Older children and young people
19.12 Death rates: five to 24 years 1981 to 1995

NT NT Non-
Aboriginal  Aboriginal Australia
Male
1981 to 1985 201.0 99.8 82.8
1991 to 1995 171.5 86.1 62.0
Female
1981 to 1985 125.8 353 31.7
1991 to 1995 88.0 24.6 26.8

Note: Death rates for all causes per 100,000 people in this age group

Source: Dempsey & Condon 1999

Asfor NT children aged under five years, the death
ratesof bothAborigina and non-Aborigind Territorians

19.13 NT death rates: five to 24 years 1981 to
1995
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aged from five to 24 years fell between 1981 and
1995: ma e death ratesby 15% and femal e death rates
by 30% (graph 19.13 and table 19.12). In this age
group, Australian rates also declined over thisperiod.
However, by 1991 to 1995, NT Aboriginal rates
remained approximately three times higher than
Australian rates.

In both the NT and Australia generally, males aged
fiveto 24 years had death rates approximately twice
as high as females of the same age. This excesswas
particularly large in non-Aboriginal Territorians, in
whom the mal e rate was over threetimes higher than
the female rate.

19.14 NT most common causes of death:
five to 24 years 1979 to 1995

NT Aboriginal NT Non-Aboriginal
Cause % Cause %
Injury 53.2 Injury 78.8
Circulatory 11.6 lll-defined 6.2
lll-defined 5.8 Circulatory 2.7

Note: Proportion of all deaths in this age group

Source: Dempsey & Condon 1999

Young people aged from five to 24 years are amost
all fit and healthy, and death isleast common in this
agegroup. From 1979t0 1995, for Territoriansinthis
agegroup (table 19.14):
almost all non-Aboriginal deaths resulted from
injury
over half of Aboriginal deathsresulted frominjury,
but illnesses such as circulatory diseases also
caused asignificant proportion of deaths
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Young adults
19.15 NT death rates: 25 to 44 years 1981 to
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Death rates for all causes per 100,000 people in this age group

19.16 Death rates: 25 to 44 years 1981 to 1995

NT NT Non-
Aboriginal  Aboriginal Australia
Male
1981 to 1985 1,081.0 192.2 155.6
1991 to 1995 881.5 164.1 152.1
Female
1981 to 1985 528.5 62.3 77.8
1991 to 1995 528.5 43.4 70.0

Note:
Source: Dempsey & Condon 1999

Death rates for all causes per 100,000 people in this age group

There was only a dlight fall in the Australian death
rates of males and females aged 25 to 44 years
between the early 1980s and early 1990s. In this
period, anong NT Aborigina peoplein thisagegroup,
the death rate of femalesdid not fall at all whilethat
of males decreased by 18%. Nevertheless, by the
early 1990s, the NT Aboriginal male death rate
remained over five times higher than the Australian
male rate, and the NT Aborigina female rate was
over seven times higher than the Australian female
rate (graph 19.15 and table 19.16).

Inthisagegroup, the NT non-Aboriginal male death
rate was higher than the Australian male rate in the
early 1980sbut fell by 15% to be similar inthe early
1990s. Thedeath rate of NT non-Aboriginal females
was considerably lower than that of Australian
females and fell by 30% between the early 1980s
and early 1990s. The death rate of males was
approximately doublethat of femalesfor Territorians,
both Aboriginal and non-Aboriginal, and for
Audtraliansgenerally.
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19.17 NT most common causes of death:
25 t0 44 years 1979 to 1995

NT Aboriginal NT Non-Aboriginal
Cause % Cause %
Injury 29.9 Injury 60.1
Circulatory 245 Circulatory 10.9
Respiratory 12.3 Cancer 10.1

Note:
Source: Dempsey & Condon 1999

Proportion of all deaths in this age group

Asin those aged five to 24 years, injury caused the
majority (almost two-thirds) of deaths in NT non-
Aboriginals aged 25 to 44 years between 1979 and
1995. Injury was aso the most common cause of
death among young adult Aboriginal people, but
chronic diseases such as circulatory and respiratory
disease also caused alarge proportion of deaths (table
19.17).

Middle-aged people
19.18 NT death rates: 45 to 64 years 1981 to

1995
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19.19 Death rates: 45 to 64 years 1981 to 1995

Death rates for all causes per 100,000 people in this age group

NT NT Non-
Aboriginal  Aboriginal Australia
Male
1981 to 1985 3,243.6 848.0 1,021.1
1991 to 1995 3,042.2 670.0 686.0
Female
1981 to 1985 2,272.1 365.1 539.3
1991 to 1995 2,197.8 286.2 388.8

Note:
Source: Dempsey & Condon 1999

Australian death rates of males and females aged 45
to 64 years fell by approximately 30% between the
early 1980s and early 1990s. Death rates of

Death rates for all causes per 100,000 people in this age group
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non-Aborigina Territorians, both male and female,
fell by approximately 20% over thisperiod. From 1991
t0 1995, the NT non-Aboriginal male death rate was
similar to that of Australian maleswhilethe NT non-
Aboriginal femaledeath rate was considerably lower
thanthat of Australian females(graph 19.18 and table
19.19).

For NT Aboriginal males and females aged 45 to 64
years, death rates were many times higher than
Australian rates, and fell only dightly between the
early 1980s and the early 1990s. In the period 1991
to 1995, the NT Aboriginal male rate was over four
timeshigher, and thefemaerate over fivetimeshigher,
than thecomparable Austrdianrate. Inthisagegroup,
the disadvantage of Aboriginal Territorians had
actually worsened considerably sincethe early 1980s,
when NT Aboriginal male death rateswereonly three
times higher than those of Australian malesand NT
Aboriginal femal e death rateswere four times higher
than those of Australian females.

19.20 NT most common causes of death:
45 to 64 years 1979 to 1995

NT Aboriginal NT Non-Aboriginal
Cause % Cause %
Circulatory 29.2 Cancer 33.6
Respiratory 19.8 Circulatory 28.3
Cancer 16.8 Injury 12.8

Note: Proportion of all deaths in this age group

Source: Dempsey & Condon 1999

Respiratory disease was a more common cause of
death, and cancer accounted for a considerably
smaller proportion of deaths, in Aboriginal Territorians
aged 45 to 64 years than in their non-Aborigina
counterparts between 1979 and 1995 (table 19.20).

Older people

19.21 Death rates: 65 years and over 1981 to
1995

NT NT Non-
Aboriginal  Aboriginal Australia
Male
1981 to 1985 7,401.8 5,134.3 6,069.3
1991 to 1995 9,509.6 4,632.3 5,238.2
Female
1981 to 1985 7,263.6 3,295.6 4,394.3
1991 to 1995 9,100.4 3,218.4 4,042.4

Note: Death rates for all causes per 100,000 people in this age group

Source: Dempsey & Condon 1999

19.22 NT death rates: 65 years and over 1981
to 1995
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Between the early 1980s and the early 1990s, the
death rate of Australians aged 65 and over declined
by 14% for males and by 8% for females. A
somewhat smaller fall occurred for non-Aboriginal
Territorians, but the death rate of older Aboriginal
Territoriansincreased by over 25% betweentheearly
1980s and the early 1990s (graph 19.22 and table
19.21).

In the period 1991 to 1995, the death rates of older
Aboriginal Territorians, both male and female, were
approximately twice as high as the Australian rates.
Although the excess in NT Aboriginal death rates
(compared with Australian rates) waslower in older

19.23 NT most common causes of death:
65 years and over 1979 to 1995

NT Aboriginal NT Non-Aboriginal
Cause % Cause %
Circulatory 32.6  Circulatory 40.9
Respiratory 25.9 Cancer 26.8
Cancer 12.0 Respiratory 13.7

Note: Proportion of all deaths in this age group

Source: Dempsey & Condon 1999

peoplethan inyounger people, Aboriginal death rates
in this age group were increasing while they were
fallinginall other age groups.

Asin those aged 45 to 64 years, respiratory disease
was a more common cause of death, and cancer
accounted for a considerably smaller proportion of
deaths, in Aboriginal Territorians aged 65 and over,
thaninnon-Aboriginal Territorians (table 19.23).

195



Death statistics

References

ABS 19973, Australian Demographic Statistics December
Quarter 1997, cat no 3101.0, Canberra.

ABS 1997b, Australian Demographic Trends 1997, cat no
3102.0, Canberra.

196

Dempsey KE & Condon JR 1999, MortalityintheNorthern
Territory, 1979 to 1997, THS, Darwin.

Thomson NJ 1991, ‘ Recent trendsin Aborigina Mortality’,
Medical Journal of Australia, vol 154, no 4, pp 235-9.



Appendices

Appendix A: Mental health

I npatient admission data has been converted from 27
|CD-9-CM codesinto thefollowing 12 mentd illness
categories.

A.1 Collapsed codes of ICD-9 290-316

Mental Health Disorder ICD-9 codes
Dementia 290
Alcohol & drug psychoses 291-292
Schizophrenia 295
Affective disorders 296
Paranoid states 297
Other psychoses 298-299
Neuroses 300
Personality disorders 301
Alcohol & drug dependence 303-305
Adjustment reactions 308-309

293-294, 302, 306-307,
310-311, 312-314, 316

Other non-psychoses

Notes: ‘Dementia’ is an often age-related iliness characterised by
impaired memory, judgement and intellect

‘Psychoses’ are characterised by distorted thinking and
behaviour

‘Schizophrenia’ is form of psychosis characterised by episodes
of abnormal perception and beliefs

‘Affective disorders’ are mental illnesses characterised by
abnormalities of mood

‘Other psychoses’ include transient organic psychoses and
chronic organic psychoses

‘Paranoid states’ are mental illnesses characterised by
delusions, often of persecution

‘Neuroses’ include anxiety-related illnesses such as phobias
and obsessive-compulsive disorders

‘Personality disorders’ are mental illnesses characterised by a
pervasive pattern of maladaptive behaviour

‘Adjustment reactions’ are brief psychiatric disorders resulting
from stress

‘Other non-psychoses’ include sexual deviations and disorders,
physiological malfunctions arising from mental factors, special
symptoms or syndromes not elsewhere classified, specific non-
psychotic mental disorders due to organic brain damage,
disturbance of conduct not elsewhere classified, disturbance of
emotions specific to childhood and adolescence, hyperkinetic
syndrome of childhood, and psychic factors associated with
diseases not classified elsewhere

Appendix B: Communicable
diseases

Schedule 2 non-urgent notifiable diseases

AIDS!; Amoebiasis?; Arbovirusinfections—dengue
virusinfectionif acquired outside NT*, Barmah Forest

virusinfection?, dengue virusinfection?, Ross River
virus infection2, not otherwise specified?; Atypical
mycobacteria2; Brucellosis?; Campylobacteriosis;
Chlamydia infection—genital, conjunctivitis?
Congenital rubellasyndromet; Congenital syphilist;
Cryptosporidiosis?; Donovanosis (granuloma
inguinale)! 2; Gonococcal infection—genital,
neonatal?;, Hepatitis B2, Hepatitis C? Hepatitis D
Hepatitis not otherwise specified?; HIVZ HTLV1—
all forms?, adult T cell leukaemia/lymphomat, tropical
spastic paraparesist; Hydatid infection?; Influenzaz;
Leprosy! 2; Leptospirosis?;  Listeriosis?;
Lymphogranuloma venereum? 2; Melioidosis?;
Mumpst 2; Ornithosis?; Pneumococcal disease
(invasive)?;, Q Fever?; Rheumatic fever!; Rotavirus
infection?; Rubellat 2; SAlmonellosis?; Shigarliketoxin
(verocytotoxin) producing escherichiacoli infection?;
Shigellosis?, Syphilist 2; Tetanust 2, Trichomoniasis;
Typhus (all forms)t 2; Vibrio food poisoning?;
Yersinioss;

Schedule 3 urgent notifiable diseases

Acute post-streptococcal glomerulonephritis?;
Adverse vaccine reactionst; Anthrax2; Arbovirus
infections—Australian encephalitis(MVE, kunjin)t 2,
dengue virus infection (if acquired in the NT)?,
Japanese encephalitis?;, Botulism (food borne)t 2;
Chancroid! 2; Cholera?; Diphtheriat 2; Food or water
borne disease in two or more related cases?;
Gastroenteritis involving one or more related cases
in an ingtitution or in a food handler!; Gonococcal
infection (conjunctivitis)!; Gonococcal infection—
conjunctivitis (epidemic)?; Haemolytic uraemic
syndrome* 1; Haemophilus influenzae type b
(invasive)! 2; Hepatitis (acute viral)!; Hepatitis AZ;
Hepatitis E? Legionellosis?; Lyssavirus—Australian
bat lyssavirus, rabies?; Malariat 2; Measles! 2
Meningococcal infectiont 2 Pertussist 2, Plaguet 2
Poliomyelitist 2; Smallpox2; Thrombotic
thrombocytopaenic purpura* 1; Tuberculosist 2;
Typhoid & paratyphoid?; Vira haemorrhagic fever—
all formst, ebolavirusdisease?, lassafever?, marburg
virus disease?, not otherwise specified?; Yellow
fevert 2

Notes: 1  Notifiable by doctors
Notifiable by laboratories

*  Associated with verocytotoxic E coli infections.
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Appendix C: Injury and violence

A.2 NT causes of injury separations 1993 to 1997

Injury 0-4yrs 5-14 yrs 15-24 yrs 25-49 yrs 50+ yrs
Other unintentional Cases 450 825 1133 2530 563
Rate 515.4 532.2 786.3 668.2 492.9
Intentional—inflicted by another Cases 48 70 1072 3130 303
Rate 55.0 45.2 743.9 826.7 265.3
latrogenic Cases 189 158 311 1494 1206
Rate 216.5 101.9 215.8 394.6 1,055.9
Transportation Cases 93 416 822 1264 245
Rate 106.5 268.3 570.4 333.8 214.5
Falls Cases 285 1004 249 664 459
Rate 326.4 647.6 172.8 175.4 175.4
Intentional—self-inflicted Cases 3 8 212 474 a7
Rate 34 5.2 147.1 125.2 411
Poisoning—pharmaceuticals Cases 125 25 100 221 34
Rate 143.2 16.1 69.4 58.4 29.8
Fire, burns, scalds Cases 58 44 30 131 62
Rate 66.4 28.4 20.8 34.6 54.3
Poisoning—other substances Cases 64 23 66 170 30
Rate 73.3 14.8 45.8 44.9 26.3
Undetermined intent Cases 4 10 31 72 9
Rate 4.6 6.5 215 19.0 7.9
Submersion Cases 33 5 3
Rate 37.8 3.2 21 18 0.9
All causes Cases 1,537 2,891 4,251 11,022 3,508
Rate 1,760.3 1,864.8 2,950.1 2,911.0 3,071.3

Notes: Numbers and rates of injury hospital separations (admissions) by cause and age group
Shaded cells represent age-specific hospital separation rates per 100,000 people
‘Other unintentional’ incudes injuries caused by natural disasters, excessive heat or cold, suffocation, animal bites, explosion, sports injuries,
being caught or crushed, electricity, radiation, cutting and corrosive substances
‘latrogenic’ includes medical complications and medical misadventure
‘Submersion’ means near-drowning
‘Poisoning—other substances’ is accidental poisoning by non-medicinal solids, liquids, gases and vapours

Data: Epidemiology Branch, THS
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Appendix D: Statistical measures

Prevalence

The prevalence of aparticular disease or conditionis
simply the proportion of people who havethe disease
at aparticular time. It is calculated as the number of
people with the disease divided by the total number
of people. It is usualy expressed as a percentage,
the number of people with the disease in every
hundred people.

Incidence rate

An incidencerate is a measure of the occurrence of
eventsin apopulation over time. Many health events
are measured as a rate, including death, hospital
admission, and being diagnosed with a particular
disease. The incidence rate is usually expressed as
the number of events per 100,000 (or per 1,000) people
per year.

Incidence is different to prevalence. Incidence
measures new occurrences of an event in apopulation
over time, while preval ence measuresthe proportion
of a population who have a specific condition at a
particular time. Using cancer as an example, the
cancer incidence rate measures the number of new
cases of cancer per 100,000 people per year, while
the cancer prevalence measures the proportion of
people who have cancer at any one time.

Age-specific incidence rate

The age-specific incidence rate is the rate within
people of a particular age group. It is calculated as
the number of eventsin people in a particular age
group during a period of time divided by the total
number of peoplein that age group who could have
had the event happen to them during that period of
time. It is calculated in the same way as other
incidence rates, but is restricted to only peoplein a
certain age group.

For example, for deaths, the age-specific death rate
for the 45-64 year age group for 1996 isthe number
of people aged 45-64 who died during 1996 divided
by the total number of people aged between 45 and
64 during 1996. Like other rates, it is expressed as
the number of deaths per 100,000 people (aged 45—
64) per year.

Age-adjusted rate (also called age-
standardised rate)

Many health events (such asdeath or the occurrence
of disease) are much more common in older people
than younger people. Compared to the rest of
Australia, ahigh proportion of the NT population are
young people, and alow proportion older people. Ina
population with alow proportion of older peoplewe
would seefewer cases of many diseases, particularly
chronic disease like heart disease and diabetes, and
cancers, and deaths, than wewould seein apopulation
with ahigh proportion of older people. If young people
in the NT were just as healthy as young people in
Australia overall, and older people in the NT were
just as healthy as older people in Australia overall,
disease incidence rates would be less in the NT
because the NT population is younger, despite the
fact that the NT populationisno moreor less healthy
than the rest of Australia.

When comparing NT disease incidence rates with
Australian rates it is important to take the younger
age structure of the NT populationinto account. This
isdoneby using ‘ age-adjusted’ incidencerates. Age-
adjustment isastatistical procedure which ‘adjusts
the rate in each population to alow for the fact that
the populations have different age structures, and so
to remove the effect of the different proportions of
older people in each population. The ‘age-adjusted
rates of different populations can then be compared.
Any differencein the age-adjusted rates between the
two populationsis then due to factors such asareal
difference in health status between the two
populations, not to the different age structure of the
two populations.

Where incidence or death rates have been age
standardised inthis publication, thishas usually been
done by the direct standardisation method, which
involves calculating the rate which would have
occurred in astandard population if the age-specific
ratesin thevarious study populationshad occurredin
that standard popul ation. Unless otherwise specified,
the standard population used throughout thisreport is
the Estimated Resident Popul ation of Australiaat 30
June 1991, which has been adopted as the standard
population for direct age standardisation by the
Australian Bureau of Statistics and the Australian
Institute of Health and Welfare.
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Full detail sof the statistical process of age adjustment
can be found in epidemiological textbooks such as
‘Epidemiology in Medicine' (Hennekens & Buring
1987).

Years of potential life lost

Years of potential of lifelost isastatistical summary
of the number and age of people who die. This
measure indicates the effect of death at ayoung age.
The'potential yearsof lifelost’ for each person who
diesis 65 minus the age of the person at the time of
their death. Thisisameasure of the number of years
the person ‘should have lived' had they not been
affected by the disease or injury that caused them to
die‘early’. Age 65 isan arbitrary age used for most
calculations of years of potential life lost. It is
calculated by taking the number of years between
the age of each person’s death and age 65 (eg, a
person who dies at age 45 has ‘lost’ 20 years before
age 65, a person who dies after age 65 has lost O
years before age 65), and adding these up for all
deaths. Yearsof potentia lifelost isauseful measure
to emphasise the effect of diseases or conditions
which cause death at an early age such asinjury and
violence.

Random fluctuation in a small
population

Because the number of peopleinthe NT issmall, the
number of deaths or new occurrences of many
diseasesisvery low, and may fluctuate considerably
from year to year for no reason other than random
chance. In year A there may be 10 deaths from a
certain disease, intheyear B, 20, and in year C only
5. This does not mean that this disease was twice as
big ahealth problemin B asin year A, but then only
aquarter ashigaproblemthefollowing year. In small
populations, changes such as this usually occur
because of random fluctuations in the number of
events from year to year rather than because of any
real change in the seriousness of the disease.

To reduce the effect of these random fluctuationsin
the small NT population, incidence rates are often
calculated as the average annual incidence rate for
several yearscombined. Thisiscalculated by taking
thetotal number of eventsinthoseyearsand dividing
by the sum of the populationsfor each of thoseyears.
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This will hide any major changes within the years
grouped together, but ismorereliablewhen comparing
groups within the NT (such as Aboriginal to non-
Aborigina, maletofemale, or onedistrict to another),
or when comparing the NT to the rest of Australia.

Population data

Unless otherwise stated, the popul ation data used for
the NT and Australia was the Estimated Resident
Population at 30 June each year as published by the
Australian Bureau of Statistics (ABS). For the
Indigenous population of the NT and Australia, the
Experimental Estimates of the Indigenous Population
published by the ABS were used. These are the
official population data for Australian Indigenous
people—theterm ‘ Experimental’ isused by theABS
because these estimates are not as accurate as the
total Estimated Resident Population. This lower
accuracy is due to problems in counting I ndigenous
Augtraiansduring thefive-yearly national Censusand
because of incomplete data on Indigenous hirths,
deaths and interstate migration which are necessary
to calculate population estimates between Census
years.

The non-Indigenous population was calculated by
subtracting the Indigenous estimate from the total
Estimated Resident Population.

Detailed popul ation dataare not published by theABS
for districtswithinthe NT. The Epidemiology Branch
of Territory Health Services derived population
estimates for NT Districts by apportioning the total
NT population (within categories of age, sex and
Indigenous status) to each district according to the
proportion in each district as counted at the previous
Census. Further information on this process may be
obtained from the Director, Epidemiology Branch,
THS.
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A.3 NT population 30 June 1997

NT Aboriginal NT Non-Aboriginal NT Total
Age group Male  Female Total Male  Female Total Male  Female Total
0-4 3,649 3,355 7,004 5,588 5,399 10,987 9,237 8,754 17,991
5-9 3,641 3,267 6,908 5,177 4,785 9,962 8,818 8,052 16,870
10-14 3,135 2,983 6,118 4,710 4,284 8,994 7,845 7,267 15,112
15-19 2,767 2,712 5,479 4,507 3,861 8,368 7,274 6,573 13,847
20-24 2,766 2,827 5,593 6,557 5,575 12,132 9,323 8,402 17,725
25-29 2,526 2,516 5,042 7,671 6,944 14,615 10,197 9,460 19,657
30-34 2,002 2,076 4,078 7,148 6,343 13,491 9,150 8,419 17,569
35-39 1,530 1,702 3,232 7,114 6,021 13,135 8,644 7,723 16,367
40-44 1,310 1,430 2,740 6,184 5,366 11,550 7,494 6,796 14,290
45-49 909 1,034 1,943 5,743 4,679 10,422 6,652 5,713 12,365
50-54 768 838 1,606 4,604 3,297 7,901 5,372 4,135 9,507
55-59 507 574 1,081 3,070 1,923 4,993 3,577 2,497 6,074
60-64 394 522 916 1,628 1,089 2,717 2,022 1,611 3,633
65-69 249 324 573 1,225 787 2,012 1,474 1,111 2,585
70-74 153 202 355 738 572 1,310 891 774 1,665
75+ 210 269 479 636 760 1,396 846 1,029 1,875
Total 26,516 26,631 53,147 72,300 61,685 133,985 98,816 88,316 187,132

Data:  ABS 1998a, ABS 1998b
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Abbreviations

AACR
ABCI
ABS
ACS
ACT
ADCA
ADF
AGPS
AIFS
AIHW
AMSANT
AMWAC
ANU
ATSIC
BAC
CAAC
CCIS
CDEP
CEIDA
DEETYA
H&FS
HCINS
H&AC
HH&CS
HS&H
IAD
ICD-9
IHANT
LANT
NARU
NCEPH
NDARC
NHMRC
NSW
NT
NTAMS
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Australasian Association of Cancer Registries

Australian Bureau of Criminal Intelligence

Australian Bureau of Statistics

Australian Construction Services

Australian Capital Territory

Alcohol and Other Drugs Council of Australia

Australian Drug Foundation

Australian Government Printing Service

Audtralian I nstitute of Family Studies

Australian Institute of Health & Welfare

Aborigina Medical ServicesAlliance Northern Territory
Australian Medical Workforce Advisory Committee
Audtralian National University

Aboriginal and Torres Strait |lander Commission

Blood alcohol concentration

Central Australian Aboriginal Congress

Community Care Information System

Community Devel opment Employment Project

Centrefor Education and Information on Drugs and Alcohol
Department of Employment, Education, Training and Youth Affairs
Commonwealth Department of Health and Family Services
Housing and Community Infrastructure Survey
Commonwealth Department of Health and Aged Care
Commonwealth Department of Health, Housing and Community Services
Commonwealth Department of Human Services and Hesalth
Institute for Aboriginal Development

Ninth revision of The International Classification of Diseases
Indigenous Housing Authority of theNT

Legidative Assembly of theNT

North Australian Research Unit

National Centrefor Epidemiology and Population Health
Nation Drug and Alcohol Research Centre

National Health and Medical Research Council

New South Wales

Northern Territory

Northern Territory Aerial Medical Service
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NTCM
NTCS&HITAB
NTGP
NTH
NTH&CS
NTLH
NTLHLG
NTLPE
NTU

NZ
PAWA
Qld
RFDS

SA

Tas

THS

UK

Vic

WA
WHO

NT Department of the Chief Minister

NT Community Servicesand Health Industry Training Advisory Board Inc
Government Printer of the NT

NT Department of Health

NT Department of Health and Community Services

NT Department of Lands and Housing

NT Department of Lands, Housing and Local Government
NT Department of Lands, Planning and Environment
Northern Territory University

New Zealand

NT Power and Water Authority

Queendand

Royal Flying Doctor Service

SouthAustraia

Tasmania

Territory Health Services

United Kingdom

Victoria

Western Australia

World Health Organization
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