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Preamble – Aboriginal and Torres Strait Islander Health

Aboriginal and Torres Strait Islander peoples, Indigenous Australians, have the poorest health of any group living in this country.  Life expectancy at birth is between 16 and 19 years less than for non-Indigenous Australians.  Standardised mortality ratios are more than three times the expected rate and death rates between 25-54 years of age are 5-8 times that seen in non-Indigenous Australians.

In Indigenous communities, higher levels of disadvantage lead to a higher prevalence of risk factors, greater disease burden and worse experience of illness.1

Despite the huge disparity in health outcomes, Indigenous Australians receive an additional 8% in per capita health spending only, most of which is spent in the hospital sector.

Chronic Disease in Indigenous Australian Communities
Chronic diseases are the leading causes of premature death in both Indigenous and non-Indigenous Australian communities.  These include diseases of the circulatory system (including hypertension, heart disease and stroke), respiratory disease, chronic renal failure, diabetes and cancer.  In Indigenous Australian communities there are higher levels of chronic disease, which occur much earlier in life.  Such chronic diseases, together with injuries, are also responsible for the increased rates of hospitalisation which are approximately 2.5 times that seen in non-Indigenous Australians.

Aboriginal concepts of health are holistic. In fact there is not even a specific word for health, let alone for body part specific diseases.  The word "health" as it is used in Western society almost defies translation but the nearest translation in an Aboriginal context would probably be a term such as 'life is health is life'.2 An effective approach to the management of chronic disease in Aboriginal communities must be holistic.3

General Principles – Chronic Disease

Chronic disease is variously defined. A classic definition is: "chronic diseases are long in duration—often with a long latency period and a protracted clinical course; of multifactorial aetiology; with no definite cure".  The clinical notion of chronicity is reflected in the epidemiological characteristics of most chronic diseases: gradual changes over time, asynchronous evolution and heterogeneity in population susceptibility.4

Most chronic diseases have common risk factors and determinants.  These include in particular, at different lifestages: low birth weight; inadequate living environments that fail to promote healthy lifestyles; poor nutrition; educational disadvantage; alcohol misuse and tobacco smoking. Aetiological factors tend to cluster and interact in an individual and community to determine the level of disease burden and illness.  There is a higher prevalence of such factors among Indigenous Australians.5

The international trend towards a holistic approach to risk evaluation and preventive management, as opposed to disease centred approaches, appears logical based on evidence from animal-experimental, observational, and clinical trial evidence.6 The broad spectrum of common chronic conditions and accompanying disability and suffering are potentially preventable by tackling common aetiological factors.

Yet current Western funding models and programs are fragmented and are generally linked to specific diagnoses around discrete body parts and systems, rather than to community needs.

Chronic illness impact and holistic care

Chronic illness, that is the subjective and unpleasant experiences accompanying chronic conditions, involves the total human environment, including financial, sexual, legal, marital or psychological states.  Such involvement acts synergistically to compound outcomes and costs of care irrespective of diagnostic classification.7 8  The ill, and their family, may require assistance with physical matters such as transportation and housework and may also face major threats to their identities, through stigmatisation and discrimination.9 10 11

Holistic or non-disease-centred chronic illness care addresses biopsychosocial needs of the sufferer and their family.12  The central importance of self-care, and systems that support self-care is now widely recognised.13  Supportive care that is well co-ordinated can improve outcomes.

Living with a chronic illness involves the individual, their family and their community.14 Individual needs should be managed in an integrated and culturally coherent manner within the context of the community.15  Community controlled preventive programs in Aboriginal communities have been demonstrated to achieve significant improvements in risk factors and health outcomes.16

Funding of Chronic Disease

Current funding programs are predominantly fragmented approaches to prevention, treatment and support, because they are located around discrete pathologies, body parts and systems.

The National Public Health Partnership, for example, recognises a large number of National Strategies related to specific chronic diseases, despite common preventive care and disease management issues across these diseases.  Efforts are being made to coordinate and map such strategies, and also to integrate approaches across the National Health Priority Areas (which include diabetes, cardiovascular disease and cancer).  Despite this, there are still multiple non-integrated programs being targeted at specific communities, and this contrasts with a generic approach to care such as that provided by Aboriginal Medical Services and General Practice.

Model Preventable Chronic Disease Strategy for Indigenous Australian Communities

A model strategy for Indigenous Australian communities needs to develop an integrated approach in an appropriate cultural context.17  Such a strategy would address linked conditions of diabetes, high blood pressure, renal disease, ischaemic heart disease and chronic airways disease through an understanding of common aetiological factors and community values. Indigenous community-controlled medical services endeavour to deliver such care through a comprehensive primary health care approach. Territory Health Services has also provided a potential model through the development of its Preventable Chronic Diseases Strategy.18

Aetiological factors and determinants would be addressed across the pre-natal, childhood, adolescent and adult life stages.  Such factors include malnutrition-infection, developmental impairment and lifestyle factors such as smoking, alcohol, diet and education.  At the level of medical care, such a model should adopt best practice principles for disease and condition-specific interventions.  It would deliver medical care in such a way that hospital admissions do not reflect failed primary health care, nor occur as a result of poor communication between hospital and community at the time of discharge.

In such a model, medical care would take account of the social context of chronic disease and include referral to self-care and rehabilitation programs to ameliorate the consequences of chronic disease.

The AMA:

1. recognises that the medical profession should take a leading role in identifying and responding to the nature and challenges of chronic disease in Aboriginal and Torres Strait Islander people in the next 20 years.

2.
recognises that chronic diseases are a major source of morbidity for Aboriginal and Torres Strait Islander people.  The AMA particularly notes the importance of shaping chronic disease prevention, treatment and chronic illness care to Indigenous Australian ways of living, and the importance of setting up systems that support self-care.

2. recognises that the onset of poor health, particularly chronic disease and illness, is inextricably linked to social and cultural factors as well as biological factors.

3. advocates that disease based and fragmented policy and funding strategies in relation to chronic disease prevention and management be superseded by holistic, culturally appropriate approaches justified by current evidence.

4. will lobby for appropriate integrated funding models, as well as appropriate funding levels in partnership with NACCHO and other appropriate bodies.

5. will actively support and promote integrated chronic disease strategies and programs.
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