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Executive summary

This summary only provides a broad background, major findings and recommendations.
It does not attempt to cover all of the complex range of issues discussed in this report.

Broadly speaking, injury is physical harm or damage to the body (Christoffel and
Gallagher, 1999; Ozanne-Smith & Williams, 1995). It may be intentional or unintentional.
If intentional, the injury may be self-inflicted (for example, suicide) or inflicted by another
(for example, assault, homicide, etc.). The harm can be as a result of an external force
(for example, collision with a moving object or a moving person colliding with a stationary
object) or energy (such as heat and electricity); external or internal contact with a harmful
substance (for example, poisoning); or absence of essential elements (such as oxygen
and heat). Normally, only harmful effects occurring over a short period of time are
classified as injuries. For example, the harmful effects of smoking or alcohol are not
classified as injury, but overuse injuries (such as sport or work-related injuries) are.

Injury prevention is a comparatively new issue on the Aboriginal and Torres Strait
Islander health agenda. It is not, however, a new experience for Aboriginal and Torres
Strait Islander people. Injuries tend to be hidden among the wider health and social
concerns confronting Aboriginal and Torres Strait Islander people.

There is an urgent need to address injury to all Aboriginal and Torres Strait Islander
people in all its manifestations, but in a way that acknowledges and takes account of
Aboriginal and Torres Strait Islander people’s lifestyle preferences. A national Aboriginal
and Torres Strait Islander Injury Prevention Plan will create a platform from which to
identify and integrate injury prevention into existing programs and structures.

At present there are few programs which specifically address injury prevention at a
community level. Other programs, which may have an effect on injury rates, are not
identified specifically as ‘injury prevention’; rather they are targeted at particular risk
factors and therefore not captured in databases or references under the heading of
‘injury’.

State, Territory, and the Commonwealth governments already provide a range of social
and environmental programs targeted at risk factors that contribute to the areas of
substance misuse, violence, domestic violence, road safety, employment, environment
and housing.

The challenge for a national plan for the prevention of injury is to integrate prevention
approaches, monitoring and surveillance into those programs and to maximise the
available resources to meet the broad health aims for Aboriginal and Torres Strait
Islander people.

Australian Health Ministers in August 2001 endorsed the National Injury Prevention Plan:
Priorities for 2001–2003 (Strategic Injury Prevention Partnership, 2001). That
endorsement includes the requirement for a complementary Aboriginal and Torres Strait
Islander Injury Prevention Plan to be developed. This is in recognition of the high
incidence of injury in Aboriginal and Torres Strait Islander communities and the special
needs of those communities.
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The Aboriginal and Torres Strait Islander Working Group of the National Public Health
Partnership (NPHP) has accepted the responsibility of developing an Aboriginal and
Torres Strait Islander Injury Prevention Plan and established the Aboriginal and Torres
Strait Islander Injury Prevention Action Committee (ATSIIPAC) for that purpose.

The purpose of an Aboriginal and Torres Strait Islander Injury Prevention Plan is to:

(a) assist and support Aboriginal and Torres Strait Islander people to identify the extent
and nature of injury in their communities;

(b) facilitate and support the development of the necessary infrastructure and inter-
agency cooperation and collaboration to enable Aboriginal and Torres Strait Islander
communities to address the identified injury issues; and

(c) improve collaboration and cooperation of programs and services to reduce the
severity and incidence of injury to Aboriginal and Torres Strait Islander people.

This project represents the first stage in the development of an Aboriginal and Torres
Strait Islander Injury Prevention Plan. The outcome of the project will inform the
members of ATSIIPAC and assist in formulating their response.

This project identified more than three hundred prevention and intervention projects that
had a direct bearing on injury and safety issues. Programs dealing with violence and
alcohol issues predominated, and most of these were funded through the Justice and
Welfare sectors (including programs targeting women, families and children). Health
sector involvement was limited at both Commonwealth and State/Territory level. Only
NSW had started to address the issue of Aboriginal and Torres Strait Islander Injury and
Safety in a coordinated way from a health perspective.

The mix of programs identified did not seem to match the mix of injury issues identified
by the available data. Many Aboriginal and Torres Strait Islander injury causes that
occurred at high rates, and at a high differential to non-Indigenous rates, had not been
matched by comprehensive prevention and intervention programs.

There is a need to develop terminology acceptable across sectors and among Aboriginal
and Torres Strait Islander peoples. For some, the use of the term ‘injury’ is problematic. It
also does not represent a uniform concept to different professions and sectors. To some
sectors ‘injury’ represents ‘health speak’, and precludes maximum collaboration. There
was more support for the use of the term ‘safety promotion’, combining the notions of the
right to be safe and the responsibility to contribute to the safety of others. This requires
further consideration, and care should be taken not to lose the freedom from stigma that
the concept of ‘preventing injury’ has enjoyed.

Injury prevention and safety promotion will not be successfully implemented or planned
by one sector. Nor will it only involve a single division within the health sector. Interviews
with personnel from existing projects revealed a great deal of frustration with the
complexities of dealing with multiple agencies and funding sources, and the need to
meet a number of separate and different reporting requirements within a single project.
There is a need to simplify and rationalise reporting and liaison without undermining
standards of accountability. This is currently on the Council of Australian Governments
(COAG) agenda with respect to a wider range of issues. Injury prevention and safety
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promotion link to many sectors and divisions across national, State/Territory and local
government. This area may well provide a test case for the application of emerging
COAG proposals.

Data about injury among Aboriginal and Torres Strait Islander people are poor. There are
no systems for accurately identifying rates and trends, and there is insufficient detail to
reliably set priorities unless specific local projects are set up to gather cross-sectoral data
and supplement them through qualitative studies.

Those who are involved in existing activities see injury prevention and safety promotion
as an important issue for Aboriginal and Torres Strait Islander people but are concerned
about the lack of good information, the lack of support for projects in many injury cause
areas, and the lack of skills and training. They welcome the interest of the
Commonwealth Department of Health and Ageing.

There is a need to establish a long-term focus on Aboriginal and Torres Strait Islander
injury prevention and safety promotion.

A program is needed to:

• build capacity for and commitment to action through increasing knowledge of safety
and the effectiveness of injury prevention, and developing the skills for prevention in
both Aboriginal and Torres Strait Islander communities, and in the non-Indigenous
workforce;

• encourage the setting of safety promotion and injury prevention priorities by
Aboriginal and Torres Strait Islander leaders;

• support interventions targeted in three ways

• specific single issues

• small numbers of related issues with close links where more than one sector is
involved

• multi-issue projects and programs covering the broad spectrum of safety and injury
and involving multiple sectors;

• provide sufficient resources to make a difference and to build an evidence base;

• develop an accredited training scheme in safety promotion and injury prevention;

• support interventions that have a mix of environmental and behavioural interventions,
and which provide a good example of dealing proactively with the underlying
alienation and disadvantage of Aboriginal and Torres Strait Islander people;

• focus on improving surveillance systems and supplementing them with detailed
qualitative data in areas where interventions are supported; and

• develop a knowledge base to promote active sharing among those who choose to
work in this field.
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Important factors for success in delivering injury prevention and safety promotion have
been identified:

• adequate funding and resources;

• community control/respect for community protocols;

• community acceptability and involvement;

• partnerships;

• a functioning organisation, and good project management and good
communication;

• skilled and committed personnel; and

• sound understanding of the underlying factors related to injury.

Most of the factors that will lead to successful injury prevention and safety promotion
relate to a long-term process of good communication and management. The reason that
there are relatively few injury prevention and safety promotion projects, excepting those
related to a couple of dominant external causes, is that the information needed to set
priorities, the support structures within government, and the skill base to deal with injury
and safety issues are not adequate. Fragmented and siloed funding leads to competing
interests, lack of continuity of projects and ultimately to wasting of precious resources.

Successful program and project design should focus on:

• a few good long-term projects across a range of settings and mixes of external
causes that are supported adequately to produce sound evidence;

• setting up communication between supported initiatives, and between these and the
wider community of interest — this will lead to adoption of promising practice, and
development of skills and knowledge; and

• providing adequate training for project managers and staff on an ongoing basis,
possibly through the use of problem-solving methods, and rewarding this training with
fully-accredited qualifications.
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List of recommendations

• Recommendation 1: That an Aboriginal Injury Prevention and Safety Promotion Strategy be
developed within the health sector and fully encompass the varying needs of Aboriginal and Torres Strait
Islander people living in all parts of Australia, according to their needs and environments, with respect and
in partnership with Aboriginal and Torres Strait Islander networks and cultures. 58

• Recommendation 2 That the evidence of injury and safety issues and the possibilities for prevention
be placed before Aboriginal and Torres Strait Islander people in their chosen forums and that priorities for
action should flow from the decisions made by these forums at the national, state, regional and local levels.

59

• Recommendation 3 That injury prevention and safety strategies explore the potential for working with
the large group of younger people in Aboriginal and Torres Strait Islander society through educational
activities. 59

• Recommendation 4 That injury prevention and safety promotion projects be tailored to the specific
need of communities in line with their demography, lifestyle and environmental conditions. 59

• Recommendation 5: That the National Indigenous Injury Prevention Strategy should be built around a
clearly defined and explained public health model in order to complement the models used by other
sectors in dealing with related issues. 60

• Recommendation 6: That the Aboriginal and Torres Strait Islander Injury Prevention and Safety
Promotion Strategy lead to a set of concrete interventions based on sound information use, a wide mix of
intervention types, high quality training and full partnership between Aboriginal and Torres Strait Islander
people and other Australians. 61

• Recommendation 7: That urgent attention be paid to developing information collections that provide
adequate trend data on incidence, clear evidence on causes and accurate region by region comparisons
— in particular, the feasibility of a high quality longitudinal cohort study of Aboriginal and Torres Strait
Islander people be assessed with a view to better understanding the causal factors and the lifecycle
impacts of injury and disease, and a wide range of contributing factors. 62

• Recommendation 8: That full recognition be given in the Aboriginal and Torres Strait Islander Injury
Prevention and Safety Strategy to the value of both qualitative and quantitative research paradigms and
the development of evidence which is useful for the decisions that must be made at all levels — from local
priority-setting to government policy. 62

• Recommendation 9: That the Aboriginal and Torres Strait Islander Injury Prevention and Safety
Promotion Strategy include a comprehensive strategy be developed to facilitate the generation, systematic
collection and dissemination of 62

• Recommendation 10: that intervention strategies utilise available data from a range of sectors,
supplementing it with short-term studies, for setting of priorities and assessment of impact — the results of
this process should be used to promote higher standards of health data collection. 63

• Recommendation 11: That any future Indigenous Health Training Package include competencies and
qualifications on safety promotion and injury prevention. 65

• Recommendation 12: That the issue of Aboriginal injury and safety should be included in population
and public health courses and in the training of non-Aboriginal and Torres Strait Islander health service
staff at university, TAFE and in professional development. 65

• Recommendation 13: That Aboriginal and Torres Strait Islander leaders advise the Commonwealth
on priorities for safety promotion and the mix of initiatives that they believe can be supported effectively 66

• Recommendation 14 That the Aboriginal and Torres Strait Islander Injury Prevention and Safety
Promotion Strategy initiatives should have a long-term approach and receive resources sufficient to
produce high-quality outcomes and sound evaluations, and facilitate wide sharing of information about
processes and outcomes. 66
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• Recommendation 15: That the National Indigenous Injury Prevention Strategy utilise multiple
approaches. A mix of single issue, two or three linked issues, and an overall safety approach will be
required according to the needs and circumstances of the project and the partnerships possible with other
sectors. 68

• Recommendation 16: That the Commonwealth Department of Health and Ageing assess the merit of
changing the name ‘National Indigenous Injury Prevention Strategy’ to the ‘National Indigenous Safety
Promotion Strategy’ — safety is a positive term well accepted by Aboriginal and Torres Strait Islander
Australians and more inclusive of the partners from the many sectors that will be involved in the strategy.

68

• Recommendation 17: That the future work should operate as a full partnership with Aboriginal and
Torres Strait Islander people from all sectors using identified leading edge practices. 68

• Recommendation 18: That intersectoral and inter-divisional arrangements are developed at the
geographical level at which initiatives are implemented (i.e., local partnerships or regional partnerships),
are kept simple and are viewed as contributing to the understanding of developing higher order partnership
models. 70

• Recommendation 19: That the Commonwealth Department of Health and Ageing initiate discussions
with the ATSIC to ascertain how they manage occupational health and safety so as to determine the
possibilities for increasing safety training and generic safety promotion among people who are employed
by CDEP schemes including routine reporting of occupational injury among CDEP employees and
trainees. 70

• Recommendation 20: That the Commonwealth Department of Health and Ageing initiate discussions
with the National Occupational Health and Safety Commission promote occupational health and safety
data systems at the State/Territory and national levels that routinely report on injury among Aboriginal and
Torres Strait Islander workers — these reports should provide rates per person hour worked so that
comparisons may be made with other groups in the community. 70
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Project brief

The full tender brief for this project appears in Appendix 1. A summary of the major
requirements appears below.

The objective of the project is:

To examine and report on the current state of injury prevention activity for Aboriginal and
Torres Strait Islander people.

The consultant will be required to:

• Conduct an examination of the current state of injury prevention in Aboriginal and
Torres Strait Islander communities through:

(a) an examination of existing literature including relevant international literature,
particularly from north America and New Zealand;

(b) an examination of unpublished research and existing projects; and

(c) focused/limited consultation with Aboriginal and Torres Strait Islander
organisations, communities and individuals, with experience in injury prevention or
associated programs. These organisations will be identified by ATSIIPAC

Consultations may be by means other than face to face and should identify:

(a) the views of communities before the program of interventions;

(b) the views of communities after the program of interventions;

(c) their experiences, including problems and solutions;

(d) what they learnt, and

(e) what they need to do to sustain reduced injury rates.

• Provide a report to the Aboriginal and Torres Strait Islander Injury Prevention Action
Committee. It is not required that a consultant will engage in any new research nor
duplicate existing sources of information. The report will:

a) discuss the findings of the consultation process and literature review;

b) identify and collate existing information on the nature of the injury problem in
Aboriginal and Torres Strait Islander communities;

c) define the scope of injury, including the amount, circumstances, effects and
relevant influencing factors;

d) list existing injury prevention activities and programs (including those not identified
as injury prevention but addressing factors such as substance misuse,
environment, violence, etc);

e) identify and report on opportunities to enhance injury prevention activities for
Aboriginal and Torres Strait Islander people.
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The consultants’ approach

The brief identified the breadth of injury issues.

Early work on the project identified a very large number of initiatives that contributed to
the reduction of injury among Aboriginal and Torres Strait Islander people. Scope of
injury, which includes both unintentional and intentional injury and self-harm in all settings
added to the complexity.

The consultants identified that there were three major groups of people who would be
interested in the findings:

1. Aboriginal and Torres Strait Islander people and other workers who require details of
projects, methods and successes;

2. academics and managers interested in the main findings in the literature and the
state-of-the-art evidence of needs and effectiveness of interventions; and

3. policy makers and planners requiring a synthesis of the information and evidence and
an analysis of possible future directions.

This report is divided into parts — Volume I and Volume II — to meet the needs of these
groups and to allow quick access to the information that is of most interest to each user.

The needs of the first group are met by a detailed analysis of interventions and their
impact and strengths, contained in Volume II. The needs of the latter two groups are met
by this volume (Volume I), which contains a synthesis of the program material and the
literature and a detailed literature summary.

A detailed discussion of the literature is presented as a formal literature review in
Appendix 4 A summary of the literature on injury prevention for Aboriginal and Torres
Strait Islander peoples

Details of the project team and advisory structure appear in Appendix 2 Project team and
reference group
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Underlying values and definitions

Aboriginal and Torres Strait Islander cultural values

This analysis has been undertaken within the context of Aboriginal and Torres Strait
Islander cultural values around health and wellbeing (National Aboriginal and Torres
Strait Islander Health Council, National Aboriginal Health Strategy Working Party Report,
1989: 28)

‘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 …’

The National Consultancy Report on Aboriginal and Torres Strait Islander Mental Health,
‘Ways Forward’ (Swan & Raphael 1995) set out a number of values and principles that
have been summarised by the consultation paper for development of the National
strategic framework for Aboriginal and Torres Strait Islander Mental Health and Social
and Emotional Well Being 2004–2009 (Commonwealth Department of Health Mental
Health Branch 2003). These are equally applicable to injury prevention and safety
promotion, and endorsed as a value framework for this analysis by the consultants:

1. Aboriginal and Torres Strait Islander health is holistic, encompassing mental health and physical,
cultural and spiritual health. Land is central to wellbeing. Crucially, it must be understood that when the
harmony of these interrelations is disrupted, Aboriginal and Torres Strait Islander ill health will persist.

2. Self-determination is central to the provision of Aboriginal and Torres Strait Islander health services.

3. Culturally valid understandings must shape the provision of services and must guide assessment, care
and management of Aboriginal and Torres Strait Islander people’s health problems

4. It must be recognised that the experiences of trauma and loss present since European invasion are a
direct outcome of the disruption to cultural wellbeing. Trauma and loss of this magnitude continues to have
inter-generational effects.

5. The human rights of Aboriginal and Torres Strait Islander peoples must be recognised and respected.
Failure to respect these human rights constitutes continuous disruption to mental health. (vs mental ill
health). Human rights relevant to mental illness must be specifically addressed.

6. Racism, stigma, environmental adversity and social disadvantage constitute ongoing stressors and have
negative impacts on Aboriginal and Torres Strait Islander people’s health and wellbeing.

7. The centrality of Aboriginal and Torres Strait Islander family and kinship must be recognised as well as
the broader concepts of family and the bonds of reciprocal affection, responsibility and sharing.

8. There is no single Aboriginal or Torres Strait Islander culture or group but numerous groupings,
languages, kinships, and tribes, as well as ways of living. Furthermore, Aboriginal or and Torres Strait
Islander peoples may currently live in urban, rural or remote settings, in urbanised, traditional or other
lifestyles, and frequently move between these ways of living.

9. It must be recognised that Aboriginal and Torres Strait Islander peoples have great strengths, creativity
and endurance and a deep understanding of the relationships between human beings and their environment.

Adapted from Consultation paper for development of the National strategic framework for Aboriginal and Torres Strait
Islander Mental Health and Social and Emotional Well Being 2004–2009, p. 13.
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A commitment to action

The late National Aboriginal Community Controlled Health Organisation (NACCHO)
Chair (Dr Arnold Hunter) said (July 2000):

‘These things have to be implemented and until they do it’s no good talking to us Aboriginals
about another plan because they haven’t actually implemented all these things along the way
(Royal Commission, NAHS, etc) … ‘These Reviews and projects have to lead to action — there
is no point in just looking at what the problems are if nothing is done about them. It’s like a cancer
patient — there’s no point in opening up the patient unless you’re going to remove the cancer.’

The project team presents this report to generate positive action that will lead to reducing
the incidence and severity of injury among Aboriginal and Torres Strait Islander people.

The scope of Injury

Broadly speaking, injury is physical harm or damage to the body (Christoffel and
Gallagher, 1999; Ozanne-Smith & Williams, 1995). It may be intentional or unintentional.
If intentional, the injury may be self-inflicted (for example, suicide) or inflicted by another
(for example, assault, homicide, etc.). The harm can be as a result of an external force
(for example, collision with a moving object or a moving person colliding with a stationary
object) or energy (such as heat and electricity); external or internal contact with a harmful
substance (for example, poisoning); or absence of essential elements (such as oxygen
and heat). Normally, only harmful effects occurring over a short period of time are
classified as injuries. For example, the harmful effects of smoking or alcohol are not
classified as injury, but overuse injuries (such as sport or work-related injuries) are.

There is a variety of categorisations of injury, according to particular needs, but the
underlying classifications are those of the World Health Organization, which codes
events in terms of the nature and the external cause of the injury (World Health
Organization, 1996). Most reporting of injury is in terms of the environmental events and
circumstances as external causes of injury, poisoning and other adverse effects, the
broad groups of which are:

• accidents — transport accidents (including motor vehicle accidents); and other
external causes of accidental injury (including falls, burns and accidental poisoning);

• intentional self-harm (including suicide);

• assault (including homicide);

• event of undetermined intent;

• legal interventions and operations of war;

• complications of medical and surgical care;

• sequelae of external causes of morbidity and mortality; and

• supplementary factors related to causes of morbidity and mortality classified
elsewhere.
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These broad groups provide a useful starting point, but close analysis of specific aspects
of injury needs to aggregate information in other ways. Examples are work-related
injuries, injuries in the home and violence (including at least ‘Intentional self-harm’ and
‘Assault’, and, sometimes ‘Legal interventions and operations of war’). Another typology
groups injury according to the intention of the external cause: intentional (generally
intentional self-harm and assault) and non-intentional.



12

Patterns of Injury among Aboriginal and Torres Strait Islander

people

Overall incidence

The incidence of injury is commonly measured in terms of death and hospitalisation. This
information is obtained through routine collections such as ABS deaths data and hospital
separations collected at a State and Territory level. In some places emergency
department attendance data are collected but are rarely suitable for incidence
measurement due to inconsistent overall quality. Many injuries are not recorded in these
formal data systems. The scope covered is also limited to certain types of physical injury,
and there is no reliable data on the downstream impact of injury on Aboriginal and Torres
Strait Islander individuals, families and communities. The  broad social and spiritual injury
that has occurred to Aboriginal and Torres Strait Islander people is not and possibly
cannot be quantified.

Mass data systems consistently under-report injury to Aboriginal and Torres Strait

Islander people

The available absolute measures of injury incidence must be treated with caution. Under-
identification of Aboriginal and Torres Strait Islander status in both numerator and
denominator has been noted (Harrison et al., 2001). The numbers, rates and differential
are in most cases likely to be higher than those reported by the methods currently
available. Rectifying this is not a simple technical problem. It is especially difficult for data
that are based on treatment episodes.

Mass data will systematically underestimate the size of the injury problem among
Aboriginal and Torres Strait Islander people regardless of technical improvements for
recording Aboriginal and Torres Strait Islander status while:

• some Aboriginal and Torres Strait Islander people continue to be reluctant to identify
their status;

• some Aboriginal and Torres Strait Islander people are reluctant to seek treatment for
injury because of fear of repercussions from both their own people and government
agencies (Streeter et al., 2003; Heslop at al 2001:1–53; Gladman et al., 1997;
Commonwealth Department of Health and Aged Care, 2000e:p18); and

• access to treatment varies from place to place (Gladman et al., 1997).

Data quality will only improve when prevention and treatment services are trusted and
accessible, and when staff are confident to ask if a person is Aboriginal and Torres Strait
Islander, and the person is confident to answer.

Despite current limitations some useful estimates on injury incidence can be made and
are discussed below.

Aboriginal and Torres Strait Islander injury rates are higher

All estimates of Aboriginal and Torres Strait Islander overall injury rates show that
Aboriginal and Torres Strait Islander people are more likely to die or be hospitalised due
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to injury than their non-Aboriginal and Torres Strait Islander counterparts. Table 1,
Table 2 and Table 3 illustrate differentials between Aboriginal and Torres Strait Islander
populations and non-Aboriginal populations.

•  Table 1 Cases of Aboriginal and Torres Strait Islander deaths from injury and SMRs, by sex: WA, SA and NT,
1997–2001

Males Females

Number SMR Number SMR

All injury (V01–Y98) 531 3.2 243 6.4

Land transport (V01–V89) 172 3.3 78 6.7

Motor vehicle accidents (V10–V79) 90 2.3 35 3.8

Pedestrians (V01–V09) 62 8.0 33 32.5

Other land transport (V80–V89) 20 4.4 10 0.1

Intentional self-harm (X60–X84) 140 2.2 32 2.5

Assault (X85–Y09) 48 8.5 48 22.3

Other external causes (remainder of V01–Y98) 171 3.5 85 7.5

Source: Derived from data provided from the AIHW mortality database

Notes: 1 The SMRs (standardised mortality ratio) have been calculated by dividing the numbers of Aboriginal and Torres
Strait Islander deaths for each sex by the numbers expected from the rates for non-Indigenous people of the same
sex in WA, SA and the NT.

• Table 2 Age-specific death rates for injury, by Aboriginal and Torres Strait Islander status and sex, and rate ratios:
WA, SA and NT, 1997–2001

Indigenous Non-Indigenous Rate ratios

Males Females Males Females Males Females

0–4 50 58 18 9 2.8 6.5

5–14 25 23 7 3 3.8 6.7

15–24 213 75 75 21 2.8 3.5

25–34 295 83 90 21 3.3 3.9

35–44 260 129 72 22 3.6 5.8

45–54 155 104 53 16 3.0 6.5

55–64 178 45 44 19 4.1 2.3

65–74 187 85 63 31 3.0 2.8

75+ 156 71 64 3 2.4 2.2

Source: Derived from data provided by the AIHW National Mortality Database and ABS low series population projections

Notes: 1 Rates are per 100,000 population

2 Rate ratios are the Indigenous rates divided by the same-sex non-Indigenous rates
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• Table 3 Aboriginal and Torres Strait Islander hospitalisation for selected causes of injury/poisoning: numbers, age-
standardised rates and rate ratios, by sex: Australia 1999–2000

Males FemalesCause of injury/poisoning

Number Rate Rate ratio Number Rate Rate ratio

Assault 1,949 10.7 7.9 2,103 10.5 36.5

Accidental falls 1,453 7.9 1.4 1,018 6.4 1.1

Exposure to inanimate
mechanical forces

1,187 5.6 1.3 614 2.7 2.0

Transport accidents 858 4.0 1.1 394 1.8 1.0

Complications of
medical/surgical care

635 5.0 1.4 844 6.2 2.0

Intentional self-harm 394 2.1 2.3 466 2.3 1.8

All causes 8,817 47.5 1.9 7,193 38.9 2.3

Source: Lehoczky et al., 2002

When Aboriginal and Torres Strait Islander injury rates are compared to other
Australians:

• most estimates indicate two- to three-fold overall increases in injury mortality, with an
even higher differential for hospitalisation in local areas once correction for under-
identification is made;

• the differentials are higher for women than men;

• Aboriginal and Torres Strait Islander people have higher injury rates across most risk
causes — these are much higher for some causes, with SMRs and hospital rate
ratios of greater than thirty occurring for some cause, age and sex groups;

• the largest differentials occur in interpersonal violence-related injury to women;

• in the transport area, Aboriginal and Torres Strait Islander people are more likely to
be injured or killed as passengers and pedestrians than as drivers; and

• among Aboriginal and Torres Strait Islander children, the distribution of injury causes
across sex and age groups is quite different from that of non-Aboriginal and Torres
Strait Islander children — this reflects different environments and different
developmental patterns (Moller, Dolinis, & Cripps, 1996).

Analysis of the demography and geographical distribution of Aboriginal and Torres Strait
Islander populations suggested that it may be important to consider differences between
different types of area of usual residence.

Flinders University Research Centre for Injury Studies (FURCIS) has therefore prepared
data drawn from states with the highest level of accuracy of identification of Aboriginal
and Torres Strait Islander status (Harrison et al., 2001) and has considered the
distribution of external causes in combined metropolitan and rural areas and compared
them with remote areas ( see Table 4 to Table 7, and Figure 1 and Figure 2). Medical
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misadventure causes have been excluded because there is considerable debate about
the meaning of these data and their comparison with other external causes (Runciman &
Moller, 2001:58). While it is normal practice to present data as rates, there is some doubt
about the accuracy of denominator populations (Australian Bureau of Statistics, 1998). In
addition, one of the prime questions for this paper is the size of the problem, rather than
the relative risk of different sub-segments such as sex or geographical area.

• Table 4 Cases of Aboriginal and Torres Strait Islander injury death in Australia

Deaths registered in Australia, 1997–2000 where the deceased person was recorded as being Aboriginal and/or Torres Strait
Islander: SA, WA, NT, Qld

Male Male Female Female Total ATSI

Metro & Rural Remote Metro & Rural Remote (includes RRMA
not specified)

Transportation 61 116 31 51 260

Drowning 11 14 2 14 42

Poisoning, pharmaceuticals 17 8 11 3 40

Poisoning, other substances 3 4 1 4 12

Falls 11 10 6 9 36

Fires/burns/scalds 3 5 2 8 20

Other unintentional 51 51 9 16 131

Intentional, self-inflicted 92 128 26 16 267

Intentional, inflicted by another 18 41 13 41 117

Undetermined intent 9 4 2 0 15

All Ext cause (ex Med Misadv) 276 381 103 162 940

Notes: 1 Row categories are "Major group ICD-10" adjusted for lack of E887 equivalent (majgp10r)

2 Source file: ATSI_mort_9700.sav which includes all cases in deaths_97_00.sav for which indig_2=2

3 These tables include cases where the item ‘regions’ = 2 (i.e. regstate=SA, WA, NT, Qld)

4 Note that the tables contain cases registered during the four years 1997 to 2000.

5 "Metro & rural"= RRMA 1 to 5; "Remote" = RRMA 6 and 7

6 ATSI = Aboriginal and/or Torres Strait Islander

Source: James Harrison, NISU, 17 January 2003

• Table 5 Percentages of Aboriginal and Torres Strait Islander injury death in Australia

Deaths registered in Australia, 1997–2000 where the deceased person was recorded as being Aboriginal and/or Torres Strait
Islander: SA, WA, NT, Qld

Male Male Female Female Total ATSI

Metro & Rural Remote Metro & Rural Remote (includes RRMA
not specified)

Transportation 22% 30% 30% 31% 28%

Drowning 4% 4% 2% 9% 4%

Poisoning, pharmaceuticals 6% 2% 11% 2% 4%

Poisoning, other substances 1% 1% 1% 2% 1%

Falls 4% 3% 6% 6% 4%

Fires/burns/scalds 1% 1% 2% 5% 2%

Other unintentional 18% 13% 9% 10% 14%

Intentional, self-inflicted 33% 34% 25% 10% 28%

Intentional, inflicted by another 7% 11% 13% 25% 12%

Undetermined intent 3% 1% 2% 0% 2%

All Ext cause (ex Med Misadv) 100% 100% 100% 100% 100%

Notes: See Table 4 Cases of Aboriginal and Torres Strait Islander injury death in Australia
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• Table 6 Cases of Aboriginal and Torres Strait Islander injury hospitalisation in Australia

Episodes in hospital due to injury ending during financial year 2000–01 where the person was recorded as being Aboriginal
and/or Torres Strait Islander: SA, WA, NT, Qld

Male Male Female Female Total ATSI

Metro & Rural Remote Metro & Rural Remote (includes RRMA
not specified)

Transportation 320 414 171 178 1091

Drowning 6 6 7 3 22

Poisoning, pharmaceuticals 73 32 88 33 230

Poisoning, other substances 19 33 11 14 78

Falls 516 503 306 405 1741

Fires/burns/scalds 80 123 43 104 350

Other unintentional 804 983 346 657 2796

Intentional, self-inflicted 182 135 255 134 706

Intentional, inflicted by another 663 1211 619 1399 3910

Undetermined intent 29 54 19 33 136

All ext causes (ex Med Misadv) 2692 3494 1865 2960 11060

Notes: 1 ‘Injury’ defined as principal diagnosis = S00-T98 (ICD10AM)

2 Row categories are "ICD-10-AM Major groups" (maj_t_gp)

3 Source file: Hosp_00-01_13Sep02_ATSI.sav which includes all cases in Hosp_00-01_13Sep02.sav for which
indig=1, 2, 3, or 5

4 These tables include cases where the item ‘regions’ = 2 (i.e. state=SA, WA, NT, Qld)

5 "Metro & rural"= RRMA 1 to 5; "Remote" = RRMA 6 and 7

Source: James Harrison, NISU, 17 January 2003

• Table 7 Percentages of Aboriginal and Torres Strait Islander injury hospitalisation in Australia

Episodes in hospital due to injury ending during financial year 2000–01 where the person was recorded as being Aboriginal
and/or Torres Strait Islander: SA, WA, NT, Qld

Male Male Female Female Total ATSI

Metro & rural Remote Metro & rural Remote (includes RRMA
not specified)

Transportation 12% 12% 9% 6% 10%

Drowning <1% <1% <1% <1% <1%

Poisoning, pharmaceuticals 3% 1% 5% 1% 2%

Poisoning, other substances 1% 1% 1% 0% 1%

Falls 19% 14% 16% 14% 16%

Fires/burns/scalds 3% 4% 2% 4% 3%

Other unintentional 30% 28% 19% 22% 25%

Intentional, self-inflicted 7% 4% 14% 5% 6%

Intentional, inflicted by another 25% 35% 33% 47% 35%

Undetermined intent 1% 2% 1% 1% 1%

All ext causes (ex Med Misadv) 100% 100% 100% 100% 100%

Notes: See Table 6 Cases of Aboriginal and Torres Strait Islander injury hospitalisation in Australia
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•  Figure 1 Deaths registered in Australia, 1997–2000 where the deceased person was recorded as being Aboriginal
and/or Torres Strait Islander: column percentages

T
ra

ns
po

rt
at

io
n

D
ro

w
ni

ng

P
oi

so
ni

ng
, p

ha
rm

ac
eu

tic
al

s

P
oi

so
ni

ng
, o

th
er

 s
ub

st
an

ce
s

F
al

ls

F
ire

s/
bu

rn
s/

sc
al

ds

O
th

er
 u

ni
nt

en
tio

na
l

In
te

nt
io

na
l, 

se
lf 

in
fli

ct
ed

In
te

nt
io

na
l, 

in
fli

ct
ed

 b
y 

an
ot

he
r

U
nd

et
er

m
in

ed
 in

te
nt

Male Metro & Rural
Male Remote

Female Metro & Rural
Female Remote0

20

40

60

80

100

120

140

Deaths

Source: James Harrison, NISU, 17 January 2003

• Figure 2 Episodes in hospital due to injury ending during financial year 2000–01 where the person was recorded as
being Aboriginal and/or Torres Strait Islander: cases
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Comparison of rates is difficult due to the errors in the data, but it is useful to consider
estimates of relative risk for urban and remote areas at a crude level. Crude relative risks
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have been estimated for the data above. The Atlas of Health Related Infrastructure in
Discrete Indigenous Communities shows that in the states included in the injury
incidence data, 40% of the Aboriginal and Torres Strait Islander population live in remote
areas (Bailie et al., 2002:2). This population ratio has been used to generate the relative
risk estimates in Table 8.

• Table 8 Estimated relative risk of injury among Aboriginal and Torres Strait Islander people (SA, NT, WA, Qld) in
remote areas compared with other areas (other areas r=1.0)

Deaths Deaths Hospitalisation Hospitalisation

Male Female Male Female

Transportation 2.9 2.5 1.9 1.6

Drowning 1.9 10.5 1.5 1.3

Poisoning, pharmaceuticals 0.7 0.4 0.7 1.1

Poisoning, other substances 2.0 6.0 2.6 3.8

Falls 1.4 2.3 1.5 4.0

Fires/burns/scalds 2.5 6.0 2.3 7.3

Other unintentional 1.5 2.7 1.8 5.7

Intentional, self-inflicted 2.1 0.9 1.1 1.6

Intentional, inflicted by another 3.4 4.7 2.7 6.8

Undetermined intent 0.7 0.0 2.8 5.2

All Ext cause (excl. Medical Misadventure) 2.1 2.4 1.9 4.8

Source: Calculated from data in Table 6 and Bailie et al., 2002

Aboriginal and Torres Strait Islander people in remote areas have a much higher risk of
death from injury and are more likely to be hospitalised. Female Aboriginal and Torres
Strait Islander people have about a five times greater risk of being hospitalised in remote
areas than Aboriginal and Torres Strait Islander females who live in other areas. A range
of causes drives this. For example, assault death and hospitalisation are higher in remote
areas for both men and women, with the hospitalisation of women being almost seven
times as prevalent in these areas.1

Summary

Despite the limitations of the data, the relative risk estimates provide a basis for
considering possible priorities for action and demonstrate clearly the multiple-cause
nature of Aboriginal and Torres Strait Islander injury.

The priorities will vary from locality to locality according to population shape, and
environmental and lifestyle differences. There is need to assess local needs and risk
patterns, and to provide a national Aboriginal and Torres Strait Islander Injury prevention
approach that negotiates a balanced approach which ensures that all causes and
contributing factors are considered.
                                                       
1 Care is needed in interpreting this information because a high relative risk can be based on relatively low risk and low numbers in
non-remote areas. A notable case is fatal drowning where the relative risk for females in remote areas is greater then 10 but for males
only about 2. When the incidence data are studied this can be seen to be based on equal number of male and female drowning cases in
remote areas and a low number of drowning deaths among females in non-remote areas. In statistical terms the low numbers suggest
that the difference in not statistically significant. However in practical terms, it suggests that the difference between remote and other
areas is worthy of attention.
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Influences on the rate and mix of injuries among Aboriginal

and Torres Strait Islander people

Influences identified from an international perspective

The United Nations estimates there are more than 300 million Indigenous people living in
over 70 countries. Among them are the estimated 600,000 Indigenous peoples of New
Zealand and Australia and 3.5 million native peoples of North America (including tribes in
the United States, the First Nations of Canada, and the Inuit peoples of the Arctic)
(Berger, 2002).

There are numerous commonalities among Indigenous peoples including (Berger, 2002):

‘cultures extending for thousands of years; experiences of exploitation, attempts at forced
assimilation, and large scale neglect of human rights, health problems, and social needs; deeply
held spiritual beliefs and practices; and increasing efforts to obtain international recognition and
protection for their peoples and cultures’.

Equally as important as the commonalities is the enormous diversity within individual
countries, because there can be profound differences in lifestyle within individual groups.
To address the rising motor vehicle injury rate among Aboriginal and Torres Strait
Islander people in Western Australia, for example, we need to know much more about
the varied lifestyles of both the urban and rural populations.

Intentional and unintentional injuries represent around 11% of the global mortality and
13% of all disability adjusted life years lost every year (Krug, Butchart, & Peden, 2001).
Recognising the magnitude of the problem, the World Health Organization (WHO) has
recently taken important steps to increase its injury prevention activities. In March 2000,
a Department for Injuries and Violence Prevention was created.

For certain mechanisms of injury, Aboriginal and Torres Strait Islander peoples often
have dramatically higher injury rates compared with the non-Indigenous population in
their countries. New Zealand, North America, Canada and Australia are known to have
some of the highest rates of injuries among their Indigenous peoples (Johnson, Sullivan,
& Grossman, 1999).

The 1995 age-adjusted motor vehicle related death rate for the US Navajos was more
than five times that of the white population in the United States (Cercarelli, 1999). For
Aboriginal and Torres Strait Islander people in Western Australia, the road injury
hospitalisation rate was nearly twice that of the non-Aboriginal population (Cercarelli,
1999). In Northern Saskatchewan, Canada, where two-thirds of the population is Native
(Woodland Cree, Dene, and Métis), suicide and homicide rates among 15- to 24-year-
olds were three to five times greater than the remainder of the provincial population
(Feather, Irvine, & Belanger, 1993). In the United States, the rate of fire-related deaths in
one Indian Health Service (IHS) area was six times greater than the national average
(Kuklinski, Berger, & Weaver, 1996). All of the above reports suggest that poverty is an
important factor in the majority of reported injury statistics.
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Indigenous peoples in Australia, New Zealand, and the United States each have a
different heritage and culture, but they share common experiences in their history. They
are ‘minority cultures in affluent nations dispossessed of their country and marginalised’
(Ring & Firman, 1998). Maoris and Native Americans have made rapid gains in health
and life expectancy over the past two decades, but Australian Indigenous mortality
shows little or no evidence of these gains for any of the major causes of excess deaths
(including injury) (Ring & Firman, 1998).

Death rates for injury and poisoning among Native Americans and Alaskan Natives were
one-and-a-half times the Australian Indigenous rates in the early 1970s, but US rates
have now fallen to below the current Australian level (Ring & Firman, 1998). The decline
in death rates from injury and poisoning in Native Americans has been attributed to
changes in transport accidents and changes in homicide and suicide rates (Ring &
Firman, 1998). For Australian Indigenous people in WA and the NT, there appear to
have been some relatively small recent falls in homicides and transport accident deaths,
but there is some evidence that suicide rates are rising (Ring & Firman, 1998).

The role of alcohol misuse as a contributing factor to high rates of injury among
Indigenous peoples throughout the world is a complicated yet pervasive one. Among
Navajo victims of pedestrian and hypothermia deaths, alcohol intoxication has been
reported as frequent and severe (Gallaher, Fleming, & Berger, 1992). A national survey
in Australia of Aboriginal peoples and Torres Strait Islanders found that over half
identified alcohol abuse as the main health problem in their community (Condon &
Cunningham, 1997).

Several of the challenges in conducting studies concerning Indigenous peoples
worldwide are illustrated by the articles of Phelan and colleagues (Phelan et al., 2002)
and by Cercarelli and Knuiman (Cercarelli & Knuiman, 2002) and by Berger 2002). One
challenge is obtaining reliable numerator data by Indigenous status. Also, changes in
access to medical care can alter hospitalisation rates:

‘members of the Navajo Nation can be treated not only at United States IHS facilities, but private,
self pay, and governmental health insurance options allow many individuals access to health care
facilities outside the IHS hospital discharge database’.

Another difficulty seen throughout the literature is obtaining accurate denominator data.

‘The Census Bureau in the United States has acknowledged that minority populations, including
Native Americans, are routinely under-counted. It has proposed statistical corrections to make
more accurate estimates, but political forces have prevented any such adjustment’.

An Australian perspective

The international context shows that it is important to see Aboriginal and Torres Strait
Islander injury as a function of the social disruption and cultural clashes that have
occurred. The range of causes is complex and interacts, and there is a danger that
single-cause race-specific analysis creates a climate where blame is placed on
Aboriginal and Torres Strait Islander people
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The recent WHO report on Violence (Krug, E.G., Dahlberg, L.L., Mercy, J.A., Zwi, A.B., &
Lozano, R., 2002:190) recognises the broad set of influences on violence injury and self-
harm:

‘In Australia, aboriginal groups were the object of stringent racial laws and discrimination as late
as the 1960s. When these laws, including the restrictions on alcohol sales, were lifted within a
short period in the 1970s, the rapid social changes in the previously oppressed Indigenous peoples
gave rise to instability in community and family life. This instability has continued ever since,
with high rates of crime, delinquency and imprisonment, violence and accidents, alcohol
dependence and substance abuse, and a homicide rate that is tenfold that among the general
population.’

Krug et al argue that (2002:14):

‘Societies with already high levels of inequality, which experience a further widening of the gap
between rich and poor as a result of globalisation, are likely to witness an increase in interpersonal
violence’.

As with many other areas of epidemiology, injury epidemiology has started to realise that
single-cause explanations of injury events are ‘incomplete and misleading’ (Christoffel &
Gallagher, 1999:24), and that what is needed is a broader examination of the physical
and social environment in which the injury occurred.

Despite the issues surrounding the identification of factors contributing to injury among
Indigenous people, the available literature suggests an interrelationship of cultural,
environmental and lifestyle variables as main causes for the high incidence of injury. The
following factors, collectively or through a multiplicity of variables, appear from the
literature to account for the higher incidence of injury:

• marginalisation and disruption to traditional values, kinship and culture;

• loss of self-esteem and purpose, leading to alcohol abuse/interpersonal violence;

• exposure to hazardous environment(s);

• at-risk home environment;

• risks associated with living in rural, remote or isolated communities;

• dependence on road transport for long distances;

• alcohol and substance abuse;

• violence;

• social and familial dysfunction;

• increased falls risks in the young and the elderly;

• risk behaviour, isolation and self-harm;

• low socioeconomic status;
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• unemployment, poverty and dependence;

• inadequate equity and intervention levels; and

• reduced or limited access to health, community and social support services.

The Australian literature is generally weak on detailed discussion of the factors as they
apply to injury and its prevention. Analyses are however starting to emerge. They often
remain focused on a narrow range of issues rather than presenting a full systems
analysis.

Most studies that have sought to identify risk factors have failed to explore the interplay
of risk factors (for example, young males and alcohol, risk-taking, and exposures to
hazardous environments). In order to explore how these factors influence each other,
more longitudinal, in-depth multidisciplinary research is required. Such research, with
greater collaboration between fields of study, should also shed light upon a point in the
chain of events that can offer the greatest opportunity for intervention (Harrison et. al.,
2001).

In view of the main thrusts of the literature, it is important to examine the major issues of
poverty, social dislocation and alcohol misuse in more detail. This however should not be
taken as inferring that these are the only important issues, but rather that these are areas
where more complete information is available.

Poverty and social dislocation

• Table 9 Distribution of household weekly income by Aboriginal and Torres Strait Islander status

WEEKLY HOUSEHOLD INCOME BY INDIGENOUS STATUS OF HOUSEHOLD(a)

Occupied private dwellings containing family or lone person households

Indigenous households Other households(b) Total households

Negative/Nil income 715 44,923 45,638

$1–$119 1,142 34,918 36,060

$120–$199 6,703 230,992 237,695

$200–$299 7,101 498,527 505,628

$300–$399 13,328 565,282 578,610

$400–$499 9,807 471,253 481,060

$500–$599 8,331 344,167 352,498

$600–$699 8,278 392,556 400,834

$700–$799 6,741 302,071 308,812

$800–$999 10,806 590,206 601,012

$1,000–$1,199 7,808 516,167 523,975

$1,200–$1,499 7,853 505,060 512,913

$1,500–$1,999 6,798 639,905 646,703

$2,000 or more 3,745 517,722 521,467

Partial income stated(c) 10,364 491,303 501,667

All incomes not stated(d) 5,839 221,833 227,672

Total 115,359 6,366,885 6,482,244
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Notes: (a) Households where any family in the household is defined as an Indigenous family or a lone person household
where the lone person is of Aboriginal/Torres Strait Islander origin.

(b) Includes households where the reference person and/or spouse/partner did not state their Indigenous status.

(c) Includes households where at least one, but not all, members aged 15 years and over did not state an income
and/or at least one member of the household was temporarily absent.

(d) Includes households where no members present stated an income.

Source: Australian Bureau of Statistics 2001a Census of Population and Housing

The 2001 Census shows (see Table 9 and Figure 3) that Aboriginal and Torres Strait
Islander households continue to be over-represented in the low income categories, with
marked over-representation among households earning less that $200 per week. Data
showing the income distribution according to regional and remote classifications and
local area are not yet available from the 2001 Census, so it is difficult to describe
accurately the current distribution of income among Aboriginal households. Housing
costs vary from region to region and the availability of Aboriginal housing also varies
(Australian Bureau of Statistics 2002a:5–11). It is estimated that 13% of Aboriginal and
Torres Strait Islander people living in remote communities live in temporary dwellings
(Baillie et al., 2002:14). The reports cited above provide strong evidence that many
Aboriginal and Torres Strait Islander people in discrete communities live under adverse
conditions and in environments that increase the likelihood of injury and disease. Data
about urban and rural-dwelling Aboriginal and Torres Strait Islander people are less
readily accessible but the influence of poverty on safety choices has been noted in all of
the local area studies in NSW and Queensland (Gladman et al., 1997; Royal, 2000;
Heslop, 2002).

• Figure 3 Distribution of household weekly income by Aboriginal and Torres Strait Islander status
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Day-to-day stress

The recent Western Sydney Area Study of Injury (Streeter at al., 2003) strongly identifies
social disruption and dislocation as a primary underlying factor in many types of accident,
self-harm and violence. In particular they noted that many of the responses aimed at
reducing the frequency and impact of safety problems were undermined by a continuous
need to deal with problems of surviving from day to day, criminal justice systems that did
not have a rehabilitative focus, and agencies and leaders overwhelmed by the inertia
generated by poverty and racism.

Stressors include:

• chronic unemployment;

• poor housing;

• run-down neighbourhoods;

• physical harm suffered at the hands of law enforcement/corrections agencies; and

• fringe-dwelling in big cities.

Alcohol use and misuse

Alcohol is widely accepted to be the key risk factor for many types of injury, including
road injuries, falls, fire injuries, drowning, machine injuries, suicide, assault and child
abuse (English et al., 1995; Steenkamp, Harrison, & Allsop, 2002). This phenomenon is
repeated in all Indigenous societies that have been disrupted by the imposition of
western economies and belief systems (Krug et al., 2002). The actual contribution of
alcohol use to the various types of injuries varies, but the best international and national
data suggests that unsafe alcohol use is responsible for: 37% of road injuries sustained
by males and for 18% of those sustained by females; 34% of fall injuries; 44% of fire
injuries; 34% of drownings; 7% of machine injuries; 12% of suicides among males and
8% among females; 47% of assaults; and 16% of cases of child abuse (English et al.,
1995).

The likely theoretical contribution of alcohol to Aboriginal and Torres Strait Islander injury
has not been quantified but, in view of the higher proportions of harmful and hazardous
alcohol use among Aboriginal and Torres Strait Islander people (Australian Bureau of
Statistics, 1999a; Australian Bureau of Statistics & Australian Institute of Health and
Welfare, 1999; Commonwealth Department of Human Services and Health, 1996), these
are likely to be conservative estimates of the actual contribution of unsafe alcohol use to
injury.

Many reports have identified alcohol as a major contributor to Aboriginal and Torres
Strait Islander injury. See, for example, the reports of the Royal Commission into
Aboriginal Deaths in Custody (Royal Commission into Aboriginal Deaths in Custody,
1991) and the recent Gordon inquiry into family violence and child abuse in Aboriginal
communities in Western Australia (Gordon, Hallahan, & Henry, 2002). However, few
studies have attempted to focus on the actual impact.
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Overall, the reliability of information on alcohol involvement in injury is uncertain, being
complicated by numerous factors. These factors include lack of reliable and accurate
measurement of alcohol in the system of the individual at the actual time of the injury,
and the fact that the person injured due to the effects of alcohol may not be the person
who actually consumed the alcohol (Harrison et al., 2001). Partly as a result of these
problems, the major health-related data collections in Australia, death registrations and
the hospital in-patient collections provide few insights into the role of alcohol in injury —
for either the Aboriginal and Torres Strait Islander or non-Indigenous populations.

One study of injury in remote Aboriginal and Torres Strait Islander communities in far
north Queensland found that, of injuries requiring attendance at the clinic in one
community, 65% sustained by males and 35% sustained by females were associated
with alcohol consumption (the person injured had consumed alcohol) (Gladman et al.,
1997). The inclusion of injuries for which the alcohol use of another person contributed
meant that 57% of injuries sustained by females were alcohol-related. A comparison of
this community (Community A, with legal alcohol access) with a community with no local
canteen (Community D) found that alcohol-related injury rates were substantially higher
in Community A, with rates higher for virtually all age-sex groups (the exception was
males aged 50+ years) (Gladman et al., 1997).

An earlier survey of urban Aboriginal and Torres Strait Islander people found that almost
two-thirds of respondents reported alcohol and alcohol-related violence as the most
serious issue confronting the Aboriginal and Torres Strait Islander community
(Commonwealth Department of Human Services and Health, 1996). More than 25% of
respondents reported having been physically abused by someone who had consumed
alcohol.

Despite the lack of comprehensive data, the impact of alcohol on Aboriginal and Torres
Strait Islander injury has been recognised as substantial, and reducing this impact is
seen as imperative to addressing the issue of injury prevention (Harrison et al., 2001).

The recently released second stage consultation draft of the National Drug Strategy:
Complementary Action Plan for Aboriginal and Torres Strait Islander Peoples (National
Drug Strategy Unit, 2003) proposes a comprehensive response to the impacts of alcohol
and other substance misuse. The strategy clearly recognises the importance of alcohol
and other drugs as contributing factors to accidental injury, violence and self-harm. The
following selected excerpts show the clear linkages with this report.

Objective 1.4 (p10)

Support and resource communities to implement harm reduction as a strategy that aims to protect
the health of communities, families and the user from the harms associated with alcohol, tobacco
and other drug use. This includes injury prevention projects.

• expand alternatives to incarceration to deal with intoxication, such as sobering-up shelters,
night patrols, and injury prevention projects;

• establish youth committees and councils to give young people a voice in community affairs
and sharing resources; and

• alcohol and other drug service providers will develop strong working relationships with
services that target domestic and sexual violence.
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Objective 2.4 (p15)

Improve and establish linkages among agencies involved in reducing harm from use of alcohol,
tobacco and other drugs and those involved with related strategies such as mental health,
prevention of self-harm, suicide and injury, and sexual health.

Government and non-government sectors collaborate to provide a forum for young Aboriginal
and Torres Strait Islander people to come together to discuss alcohol, tobacco and other drugs
issues. This includes:

• collaboratively implement programs to support development of parenting and life skills
programs for children and young people;

• ensure that out-stations developed to address petrol sniffing have community support, are
resourced appropriately, have links with other relevant local services, and are of high quality;
and

• build infrastructure support for youth workers dealing with young people at risk of inhalation
of volatile substances.

Objective 4.3 (p28)

Ensure that measures that aim to reduce harm are included as part of a range of approaches to
address the impact of the use of alcohol, tobacco and other drugs. This includes: promote injury,
mental health and sexual health prevention projects relevant to regional and community locations
that target alcohol-related harm.

The orientation of these strategies is entirely in harmony with those proposed in this
report.

Conclusion

The high injury rate experienced by Aboriginal and Torres Strait Islander people arises
from a wide and complex range of causes. The experience of Indigenous people around
the world suggests that the many individual factors identified in studies link back to the
failure of western social and political systems to meet their responsibilities
adequately.(Krug et al 2002 :190) While the research has identified a number of
contributing factors and possible points for intervention, these should not be pursued in
isolation from each other and from the overall political and social context that has had
such negative impact on the health and wellbeing of the Aboriginal and Torres Strait
Islander peoples.
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Important characteristics of the Aboriginal and Torres Strait

Islander population that influence the planning and

implementation of injury prevention and safety initiatives

History and social position

The impact of the last 200 years on Aboriginal health has been well-documented. The
reports of the Royal Commission into Aboriginal Deaths in Custody (1991) and Bringing
them home (National Inquiry into the Separation of Aboriginal and Torres Strait Islander
Children from their Families Australia, 1997) identified the significance of the history of
colonisation in explaining the high level of violence, drug and alcohol use and despair in
Aboriginal and Torres Strait Islander communities. It identified a lack of appropriate
housing, and discrimination in the health, legal and education systems as contributing to
the high rate of incarceration and the poor state of wellbeing and health among
Indigenous people in Australia.

Devaluation of Indigenous culture by European culture eroded society and language.
Like other Indigenous peoples across the world, Aboriginal and Torres Strait Islander
peoples suffered rapid population decline, leaving the markers of insensitive and
sometimes brutal colonisation that have been noted in the literature. These markers
include:

• loss of culture and language;

• poverty;

• alienation;

• marginalisation from the mainstream economy, with consequent lack of status;

• alcohol and substance misuse;

• violence;

• high rates of ‘lifestyle diseases’ such as cardiovascular disease and diabetes;

• high rates of accidental injury; and

• high rates of self-harm.

Most of the devastating changes occurred in the first 100 years following European
settlement, but much has occurred since — even in the last 50 years — that has created
a continuing negative impact on Aboriginal and Torres Strait Islander society.

Demographic composition

In the 2001 Census, 410,003 persons were counted as being of Aboriginal and/or Torres
Strait Islander descent.(Australian Bureau of Statistics 2001a)  This is likely to be an
underestimate, which will be corrected, once usual place-of-residence data are produced
and under-enumeration factors have been applied. Based on the estimated resident
Aboriginal and Torres Strait Islander population in 1996, the Australian Bureau of
Statistics projected the total Aboriginal and Torres Strait Islander population to between
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435,381 (low series projection) and 528,981 (high series projection) at 30 June 2002
(2.2–2.5% of the total Australian population).2 Based on the low series projection (which
assumes change only as a result of natural increase), New South Wales (NSW) has the
largest Aboriginal and Torres Strait Islander population with 123,405, followed by
Queensland with 121,601, Western Australia (WA) with 62,577, and the Northern
Territory (NT) with 57,236. The NT has the highest proportion of Aboriginal and Torres
Strait Islander people (29%) among its population, and Victoria the lowest (0.5%).

Figure 4 and Table 10 show that Aboriginal and Torres Strait Islander Australia has a
comparatively high proportion of adolescents and young adults.

•  Figure 4 Age distribution pyramid of Aboriginal and Torres Strait Islander and non-Indigenous population of
Australia
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Almost one-quarter (114,000) of the population was currently attending an educational
institution. Education networks may form an important vehicle for injury prevention and
safety strategies. Overall, achieved levels of education among adults are low. Only 26%
of Aboriginal and Torres Strait Islander people aged 15 years and over had completed
Year 11, compared with 49% of the non-Indigenous population (Australian Bureau of
Statistics, 2001a).

                                                       
2 The Australian Bureau of Statistics has not yet updated their estimates of the Indigenous population using the numbers of
Indigenous people counted in the 2001 Australian Census of Population and Housing. Around 410,000 Indigenous people were counted
in the 2001 Census, which is 16% more than counted in the 1996 Census. According to the 2001 Census, the population distribution by
jurisdiction was virtually the same as in 1996. It is likely that each of the figures based on projections from the 1996 census will be
increased by around 4% after adjustments are made for the under-count that occurs with Censuses.
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• Table 10 The Aboriginal and Torres Strait Islander population of Australia: 2001

INDIGENOUS

Males Females Persons

Total persons 201,988 208,015 410,003

0–4 years 26,743 26,118 52,861

5–14 years 55,717 52,352 108,069

15–24 years 37,491 37,729 75,220

25–44 years 53,878 60,158 114,036

45–64 years 23,196 25,184 48,380

65 years and over 4,963 6,474 11,437

Speaks Australian Aboriginal or Torres Strait Islander language 24,420 25,344 49,764

Speaks English only 159,861 167,181 327,042

Australian Aboriginal Traditional Religion 2,619 2,374 4,993

Attending an educational institution:(a)

       Aged 5–14 years 48,574 45,784 94,358

       Aged 15–19 years 9,357 10,137 19,494

Highest level of schooling completed:

       Year 10 or below 70,422 72,968 143,390

       Year 11 to 12 28,875 35,885 64,760

       Still at school 6,100 6,561 12,661

       Never attended school 3,638 3,761 7,399

Enumerated in private dwellings:

       Separate house 164,851 172,312 337,163

       Improvised home, sleepers out, tent(b) 1,358 1,081 2,439

       Other private dwelling 26,153 27,927 54,080

       Total 192,362 201,320 393,682

Enumerated in non-private dwellings 9,503 6,632 16,135

Notes: (a) Includes ‘full-time student’, ‘part-time student’ and persons who did not state their full-time/part-time status but did
state the type of educational institution attending.

(b) Includes persons enumerated in tents, sheds, humpies, persons sleeping ‘rough’ and other improvised dwellings.

Source: Australian Bureau of Statistics, 20033

                                                       
3 The Australian Bureau of Statistics has not yet updated their estimates of the Indigenous population using the numbers of
Indigenous people counted in the 2001 Australian Census of Population and Housing. Around 410,000 Indigenous people were counted
in the 2001 Census, which is 16% more than counted in the 1996 Census. According to the 2001 Census, the population distribution by
jurisdiction was virtually the same as in 1996. It is likely that each of the figures based on projections from the 1996 census will be
increased by around 4% after adjustments are made for the under count that occurs with censuses.
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Geographic distribution

The ABS Report on infrastructure and housing for discrete Aboriginal Communities (see
Table 11) indicated that about one quarter (110,000) of Aboriginal and Torres Strait
Islander people lived in discrete communities (Australian Bureau of Statistics, 2002a:4).

‘The Australian Indigenous population is becoming increasingly urbanised. (‘Urban’ is defined as
a population centre of 1,000 or more people.) At the 1991 Census, 67.6% of Indigenous people
lived in urban areas; by the time of the 1996 Census this had increased to 72.6%’.

This provides a very varied set of environments, and a need for wide distribution of
preventive strategies.

Discrete Aboriginal and Torres Strait Islander communities are spread widely across
Australia. Some are associated with large urban centres, while others consist of small
communities of 50 or less people in the most remote regions of Australia. The mix of
communities varies significantly from state to state, creating the need for flexibility in
national programs. ( See Figure 5)

• Figure 5 Discrete Aboriginal communities by usual population: Australia 2001

Source: Australian Bureau of Statistics, 2002:95

Many Aboriginal people who do not live in identified discrete communities live in areas
where housing costs are low. High concentrations of Aboriginal people can therefore be
found in places like the western suburbs of Sydney, where the largest concentration of
urban dwelling Aborigines may be found in parts of the Blacktown Shire. The mix of
lifestyles and residential settings varies a great deal from state to state and region to
region.
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• Table 11 Reported usual population, all discrete communities: 2001

Communities with a population of:

Less than 20 20—49 50—99 100–199 200 or more All communities

New South Wales 4 7 18 13 18 60

Victoria 1 1 2

Queensland 79 19 6 5 33 142

South Australia 60 10 9 6 11 96

Western Australia 132 70 28 30 23 283

Tasmania 1 1

Northern Territory 341 167 39 26 59 632

Australian Capital Territory

Australia 616 273 102 80 145 1216

Reported usual population 5682 8889 6765 12779 75879 109994

Source: Australian Bureau of Statistics, 2002:14

This distribution pattern must be considered when analysing injury data and in designing
prevention and intervention strategies.

Participation in work

Approximately one-quarter of the Aboriginal and Torres Strait Islander population is
active in the work force (Table 11, Table 12). There is no systematic data on work-related
injury among Aboriginal and Torres Strait Islander people, but some understanding of the
risk of work-related injury can be made by considering work exposures. Table 12 shows
that Aboriginal males tend to be employed in the highest risk industry sectors: agriculture,
mining, manufacturing and transport. A similar pattern is seen in the distribution of
occupations (Table 13). Occupations with higher than average work-related injury
patterns are over-represented (Driscoll et al., 1998:24–30). As approximately 60% of
employed Aboriginal males are in high-risk occupations such as labouring, trades, and
production and transport workers, work-related injury patterns are therefore likely to be
high. There is, however, no reliable data on Aboriginal and Torres Strait Islander work-
related injury in Australia. Trompf (1995:250) argues cogently:

‘that the occupational health and safety of’ Aboriginal and Torres Strait Islanders is a case for
special consideration on several grounds. The colonial experience has historically grounded
Aboriginal workers in positions of powerlessness and disadvantage which, in many cases, has
resulted in their working conditions being inferior to that of non-Indigenous workers. In addition,
the poor health status in which many Aborigines enter the workforce needs to he considered, as
well as the dominant culture’s definition of ‘employment’ which is not necessarily the most
appropriate to Aboriginal communities. There is also a lack of culturally specific education and
training packages and programs. State and Federal governments have not been in the vanguard of
Aboriginal health and safety issues, a fact highlighted by the 1994 draft report of the Industry
Commission into Occupational Health and Safety in Australia which made no mention of
Aboriginal workers. It appears that there are no studies dealing specifically with the issue of
occupational health and safety and Aboriginal workers, though there are numerous texts and
articles in the industrial relations and industrial sociological literature which occasionally touch on
the subject. A review of 404 studies on Aboriginal health research from 1982–92 cited none on
occupational health [emphasis added] (Lake, 1992) it is suggested here that an historical approach
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to the examination of health and safety in the Indigenous context will provide a better
understanding of the needs of the communities and the better development of policies and
practices to support the delivery of safer and healthier working environments.’

• Table 12 Industry sector of employed Aboriginal and Torres Strait Islander persons: Australia 2001

Employed persons

INDIGENOUS

Males Females Persons

Agriculture, Forestry and Fishing 3,249 944 4,193

Mining 1,234 156 1,390

Manufacturing 5,657 1,530 7,187

Electricity, Gas and Water Supply 385 92 477

Construction 4,949 510 5,459

Wholesale Trade 2,300 905 3,205

Retail Trade 4,061 5,082 9,143

Accommodation, Cafes and Restaurants 1,506 2,599 4,105

Transport and Storage 2,757 627 3,384

Communication Services 862 487 1,349

Finance and Insurance 294 697 991

Property and Business Services 3,027 3,544 6,571

Government Administration and Defence 11,248 8,615 19,863

Education 2,165 6,095 8,260

Health and Community Services:

          Health and Community Services, Undefined 288 571 859

          Health Services 1,416 4,098 5,514

          Community Services 1,707 3,625 5,332

          Total 3,411 8,294 11,705

Cultural and Recreational Services 1,331 1,032 2,363

Personal and Other Services 3,567 2,357 5,924

Non-classifiable economic units 620 377 997

Not stated 2,127 1,700 3,827

Total 54,750 45,643 100,393

Source: Australian Bureau of Statistics, 2003
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• Table 13 Occupations of Aboriginal and Torres Strait Islander persons: Australia 2001

Employed persons (Includes CDEP employees)

INDIGENOUS

Males Females Persons

Managers and Administrators 2,431 1,375 3,806

Professionals 4,361 6,741 11,102

Associate Professionals 4,083 4,498 8,581

Tradespersons and Related Workers 8,829 1,372 10,201

Advanced Clerical and Service Workers 226 1,626 1,852

Intermediate Clerical, Sales and Service Workers 4,406 13,740 18,146

Intermediate Production and Transport Workers 8,421 1,235 9,656

Elementary Clerical, Sales and Service Workers 2,924 5,684 8,608

Labourers and Related Workers 16,166 7,445 23,611

Inadequately described 1,302 691 1,993

Not stated 1,601 1,236 2,837

Total 54,750 45,643 100,393

Source: Australian Bureau of Statistics, 2003

In addition to government and other sources of employment, the Community
Development Employment Program (CDEP) schemes provide employment and training
opportunities. There were 10,769 males and 7,036 females employed in these schemes
at the 2001 Census. Community responses in the community injury prevention studies in
Queensland and NSW have raised questions about the attention paid to workplace and
worker safety on some of the CDEP programs (Royal, 2000). Occupational Health and
Safety managers recognise that injury risks are very high when people are learning a
new job and extra care is needed to prevent injury in the first months of undertaking a
new task. While there is no reliable data on work-related injury occurring on CDEP
schemes, sufficient concern has been expressed in the NSW and Queensland
surveillance studies and consultations for the NSW Aboriginal Safety Strategy, about the
circumstances of employment in CDEP schemes to suggest that increased attention to
worker safety is likely to be needed.
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Major features of the theory that underpins policy and

practice in the health sector

A number of different agencies and authors have developed theoretical approaches that
are relevant to assessing what needs to be done and how work effectively. Selective
examples of these are presented below with a view to showing the complementary
conceptualisation that can from a basis for future directions.

Australian Aboriginal and Torres Strait Islander health approaches

A great deal of work has been undertaken to establish core theory and practice relating
to Aboriginal and Torres Strait Islander Health. NACCHO, for example, has incorporated
the Ottawa Charters’ model of public health in the development of its approach to
Aboriginal and Torres Strait Islander Health (NACCHO Submission to the National
Strategic Plan for Injury Prevention and Control Strategic Framework, draft letter to
National Injury Prevention Advisory Council Acting Chair, Mr Ian Scott, December 8th

1998)

A health promotion approach to primary health care distinguishes types or layers of
intervention in terms of prevention, early intervention, treatment and continuing care. This
is seen in the diagram below that describes mental health promotion.

• Figure 6 Health promotion approach to primary health care

Source: Commonwealth Department of Health and Aged Care, 2001a:7 adapted from Mrazek & Heggerty, 1994

The National Aboriginal and Torres Strait Islander Health Strategy consultation draft,
(National Aboriginal and Torres Strait Islander Health Council, 2000: 24) presents a
detailed model of causation of health status shown in Figure 7.
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•  Figure 7 Factors impacting on Aboriginal and Torres Strait Islander health status: interactions of social and
physiological determinants of health

Socioeconomic factors

Low incomes

Low employment

Low education levels

Poor nutrition

Lack of access to primary care

Location issues

Poor health linkages

Cultural and social factors

Lack of a population focus

Workforce issues

Financial barriers

Environmental factors

Poor living environments

Poor housing

Sewerage and water quality

Hot dry and dusty

Poor food storage

Poor health status

High mortality rates

High morbidity rates

Multiple morbidities

High injury / disability rates

Higher hospital admissions

Sociocultural factors

Historical loss

Removal from land

Separation from families

Dislocation from communities

Mistrust of mainstream services

Culturally inappropriate approaches

Poor cross-cultural communication

Specific health risk factors

Poor nutrition

Hazardous alcohol use

High tobacco use

Source: National Aboriginal and Torres Strait Islander Health Council, 2000: 24

Commonwealth Department of Health and Aged Care

This is in line with the approach taken by the Commonwealth Department of Health and
Ageing in the development of the population health approach in 1998 (Commonwealth
Department of Health and Aged Care, 2001a: 3) (the WHO term used is generally ‘public
health’):

What is Population Health?

Population Health is characterised by a focus on:

• the health of the population and groups within it, as opposed to the individual, as the starting
point for planning and intervening;

• the determinants of health and causes of illness rather than symptoms;

• the promotion of health and prevention of illness rather than treatment;

• the public as an active partner in planning and action rather than the passive recipient of
services; and
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• the treatment and care of population groups who are already ill, but whose poor health
represents a significant risk to other groups in the community.

The Case for Population Health

Population Health is an important end in itself. People have a right to optimal health and
wellbeing.

Population Health is also a means to an end. Effective Population Health strategies produce:

• social stability through the reduction of disparities;

• economic growth through a healthy workforce;

• safe and clean environments which promote investment and development;

• more appropriate and cost effective use of the health system as a result of reduced treatment;
and

• episodes and admissions to hospital for otherwise preventable illness, injury and disability.

Source: Commonwealth Department of Health and Aged Care, 2001a: 3

The WHO initiative on violence

The WHO has undertaken a major world wide analysis of violence. It proposes an
ecological model for understanding violence (see Figure 8)Error! Reference source not
found. This suggests that interlinked interventions need to occur at a number of different
levels and in a number of different sectors.

• Figure 8 The close interrelationship between society, community and violence

Source: Krug et al., 2002:12

While the WHO analysis focuses solely on violence including self harm, the model is
equally applicable to unintentional injury. The model sees a range of societal, community,
relationships and individual factors underpinning the state of wellbeing of all people.
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Common issues and views identified in underpinning theory

While all of these models are different in their detail, they operate from a number of core
values and approaches that could form the basis of the theoretical framework for the
public health contribution to Aboriginal and Torres Strait Islander Injury Prevention and
Safety Promotion.

Key features, adapted from the models cited above and the summary by Krug et al
(2002:4), of this framework are:

• the right of the community to make informed choices in setting priorities for action;

• uncovering as much basic knowledge as possible about all the aspects of injury and
safety through systematically collecting and sharing data on magnitude, scope,
characteristics and consequences;

• determining the full range of causes, and the factors that increase and decrease risk;

• determining which factors may be modified by intervention and developing, testing
and evaluating appropriate interventions;

• determining which approaches are suitable in different settings and providing support
for the selection of these strategies and their implementation;

• providing rehabilitation of both those who suffer damage and of those who cause
injury or erode safety; and

• providing resources so that interventions can be implemented at a level that makes a
difference and so increases the viability and sustainability of the people and their
communities.
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Key features of the policy environment

Commonwealth Department of Health and Ageing (formerly Health and Aged Care)

Injury was first recognised as a National Health Priority Area in 1986. Responsibilities for
specific causes were acknowledged as being in the hands of a number of leading
national agencies (see Table 14)

• Table 14 National responsibility for specific causes of injury: Australia, 1994

Transport The Federal Office of Road Safety (now the Australian Transport
Safety Board)

Occupational Injury Worksafe Australia (now the National Occupational Health and
Safety Commission)

Suicide and self-harm Mental Health Division within the Department of Health (now the
Mental Health Strategy under the Mental Health Branch of the
Commonwealth Department of Health and Aged Care)

Adverse outcomes of medical treatment The review of professional indemnity arrangement (now the
Quality in Health Care initiatives of the Commonwealth
Department of Health and Aged Care)

Source:  Commonwealth Department of Human Services and Health (1994):172–175

Subsequent injury prevention planning within the public or population health divisions of
the Commonwealth Department of Health and Ageing, and the State and Territory health
sector injury prevention units, has been shaped by these arrangements. The effect has
been to limit initiatives within public health so that they focus mainly on unintentional
injury and on settings other then roads and workplaces, because of the specialist
infrastructure set up for each of these and the desire to avoid duplication.

AHMAC has agreed to a National Injury Prevention Plan: Priorities for 2001–2003 which
sets as priorities:

• falls in older people;

• falls in children;

• drowning and near drowning; and

• poisoning among children.

The plan also notes the evidence of high injury rates among Aboriginal and Torres Strait
Islander Australians and commits to the development of a complementary plan (Strategic
Injury Prevention Partnership, 2001:3; Harrison et al., 2001). As a result, the Aboriginal
and Torres Strait Islander Injury Prevention Advisory Committee (ATSIIPAC) was
created by the National Public Health Partnership and linked to the Aboriginal and Torres
Strait Islander initiatives of National Public Health Partnership.

ATSIIPAC felt that a broad perspective covering injury as a whole was appropriate for
Aboriginal and Torres Strait Islander injury. They decided to pursue a holistic approach to
injury in line with the declaration on Indigenous injury that was made at the 2001 National
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Injury Prevention Conference in Canberra (see Appendix 3). All types of injury including
accidents, intentional self-harm and violence in all settings will therefore be considered in
this report.

In response to the focus on Aboriginal and Torres Strait Islander injury the
Commonwealth Department of Health and Ageing commissioned the Australian Institute
of Health and Welfare National Injury Surveillance Unit to assess the available
information on injury among Indigenous Australians. This provided a detailed
assessment of the strengths and weaknesses of health and other data collections as a
basis for improving injury prevention (Harrison et al., 2001).

Other key strategies

In addition to the core injury prevention processes within the population health focus, a
number of other key strategy level initiatives play an important role in Aboriginal and
Torres Strait Islander injury prevention and safety promotion. The list in Table 15 is far
from complete but is illustrative of the range of stakeholders and interests. No attempt
has been made to identify the wide range of initiatives under the various departments in
each State and Territory.

•  Table 15 Selected examples of strategies and initiatives relevant to Aboriginal and Torres Strait Islander injury
prevention and safety

Organisation Selected example of strategies

or initiatives

Brief description of identified examples

Commonwealth Department
of Health and Aged Care:
Mental Health Branch
Initiatives

National Mental Health Strategy,
Aboriginal and Torres Strait Islander
component of the Community LIFE
Promotion Project

Living is for Everyone (LIFE) is a framework for prevention
of suicide and self-harm in Australia over the period
2001–2005 (Commonwealth Department of Health and
Aged Care, 2000c). LIFE builds on the work of the NYSPS
and includes three companion documents: Areas for Action;
Learnings about Suicide; and Building Partnerships.

The LIFE Program aims to: reduce suicides, suicidal
thinking, suicidal behaviour, injury and self-harm; enhance
resilience in individuals, families and communities; and
increase support to those affected. In addition, the program
hopes to extend and enhance community and scientific
understanding of suicide and its prevention.

Commonwealth Department
of Health and Aged Care:
Alcohol and Drug initiatives

National Drug Strategy
Complementary Action Plan for
Aboriginal and Torres Strait Islander
peoples

Detailed strategy on the reduction of substance abuse
including alcohol, licit and illicit drugs and volatile
substances among Aboriginal and Torres Strait Islander
people

Commonwealth Department
of Health and Aged Care:
AHMAC secretariat

National Committee on Health Data
Standards

Define health data standards and increase the accuracy
and coverage of health statistics relevant to Aboriginal and
Torres Strait Islander populations

Department of Prime Minister
and Cabinet Office of the
Status of Women

Partnerships Against Domestic
Violence

Funding of strategies to reduce domestic violence and in
particular to protect women and children from domestic
violence and its aftermath.

Commonwealth Department
of Health and Aged Care:
OATSIH

Aboriginal and Torres Strait Islander
Health Worker Review; Aboriginal and
Torres Strait Islander Health Workforce
National Strategic Framework, Service
Activity Reporting; and others.

Coordination of responses to Aboriginal and Torres Strait
Islander health issues; planning of Aboriginal health work
force and training; ongoing review of primary health care
services.

National Aboriginal and Torres
Strait Islander Health Council

National Aboriginal and Torres Strait
Islander Health Strategy

Consultation draft rationale for Aboriginal and Torres Strait
Islander health
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Organisation Selected example of strategies

or initiatives

Brief description of identified examples

Attorney-General’s
Department Commonwealth
National Crime Prevention
Program

Community night patrols Funding of Night patrols in remote Aboriginal and Torres
Strait Islander Communities

Australian Sports Commission Indigenous ‘STRONG’ Safer Sport Pilot program was initiated by Indigenous Sports Program
(Australian Sports Commission) and Sports Medicine
Australia (NT)

NHMRC Aboriginal Health Research Strategy Guidelines on conducting research among Aboriginal and
Torres Strait Islander populations in an ethical and relevant
manner

Assessment of priorities for health research among
Aboriginal and Torres Strait Islander populations

NACCHO Aboriginal and Torres Strait Islander
Health (Framework Agreements)

Defines key result areas (KRAs) as a basis for action by
governments. The KRAs are:

• Towards a more effective and responsive health
system

• Influencing health impacts of the non health sector

• Providing infrastructure to improve health status
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Existing programs

Details of the activities discovered by this project are presented in Volume II: Programs,
Projects and Actions by Dr Kathleen Clapham. As noted in this report, these are the
projects that could be easily identified within the scope and time scale of this project.
There are almost certainly many others that have not been identified in the time
available. The material presented here shows only an overview of these projects, and the
current mix of projects and strategies that could be identified.

The current mix of strategies

A total of 314 projects or programs was identified by this project. Of those, 105 have a
violence focus, 36 deal with suicide and self-harm, while 132 of the others do not have a
specific ‘external cause’ focus. The remainder address key social or physical
environmental factors, which contribute to injury and safety in Aboriginal and Torres Strait
Islander communities.

By employing a broad definition of ‘injury prevention’, this project uncovered a large
number of projects. The list is by no means exhaustive of all possible projects that could
have been included, but rather a first attempt at compiling a list of Aboriginal and Torres
Strait Islander Australian injury-related projects. The constantly changing nature of this
field, and the short-term nature of many projects, mean that to develop and maintain a
more accurate database would need separate funding as an ongoing project.

Recognising the importance of adopting long-term strategies to the widespread and
serious injury and safety issues currently faced by Aboriginal and Torres Strait Islander
communities, this project also identified a number of projects with a secondary or long-
term safety outcome. These projects were unlikely to have a specific injury objective and
were most likely to be funded under the headings of ‘early intervention’, ‘capacity
building’ or ‘social and emotional wellbeing’ projects. Their contribution to injury reduction
and safety promotion is often not specifically identified and may be under-realised.

A detailed analysis of projects and their coverage appears in Volume II. The analysis
here is limited to the identification of broad strategic issues.

The mix of programs identified is detailed in Table 16. The most notable feature is the
strong focus on violence and on alcohol and substance abuse. Most of the violence-
related programs are funded by the Department of Prime Minister and Cabinet, ATSIC,
and State/Territory Attorney-General’s departments. Their primary focus is mostly on
women and children. Few of the violence projects focus on violence among males. The
majority of transport-related projects are in WA where a partnership involving health,
transport, police and local government has undertaken a number of initiatives including
the funding of a specialist unit.
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• Table 16 Projects and programs identified: major external cause focus and State/Territory coverage

State/Territory

ACT AUS Multi-
State

NSW NT Qld Qld/TSI SA Tas Vic WA Total

Drowning and submersion 3 3

Fires/burns/scalds 2 1 3

Interpersonal violence 6 20 17 19 1 8 2 9 23 105

Multiple external causes 5 1 3 1 10

Self-harm 1 1 7 8 1 4 14 36

Transportation 3 2 1 2 1 16 25

Not specified 1 3 20 47 8 1 8 9 35 132

Total 1 3 12 49 73 40 2 19 2 22 91 314

• Figure 9 Map of the match between cause of injury and identified program focus
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It is not strictly correct to compare numbers of programs with the distribution of injury
causes, due to the different size of programs and difficulty of determining what all of the
foci of the projects are. There are, for example, no programs designated as dealing with
poisoning but there are projects that deal with alcohol, poly-drug use and volatile
substances that are often coded under the external cause poisoning. The data in

Figure 9 should therefore be treated with care and should not be used to determine if
there are enough projects for each cause. Using this measure does, however, suggest



43

that the overall balance of projects identified does not match the distribution of external
causes.

There are few initiatives that relate to unintentional injury causes other than
transportation, and as noted above, the transport focus is not consistent between states.
Indeed Aboriginal and Torres Strait Islander injury prevention is currently defined by
violence and self-harm and the projects that exist are driven with a mental health or
social justice orientation.

A public health model seeks to deal with broad causal factors, including poverty and
physical environment, and to cover all causes. A broad public health focus and broad
multi-injury prevention and safety promotion approaches could strengthen existing
violence and self-harm strategies by demonstrating the reality of effective prevention for
less stigmatised causes.

The majority of projects addressed a single injury or safety issue. Less than 20% of the
projects clearly identified an external cause other than violence. A few projects linked
across two or three issues but these were mainly links between a single external cause
(violence) and contributing factors (alcohol and drugs). Table 17 shows the focus on
substance abuse as a contributing factor. Broader environmental approaches to safety
were rarely identified, suggesting that primary care approaches rather than injury
prevention theory, forms the basis of information provided to this project. It is likely that
the table underestimates environmental contributors as they were often secondary
factors or bundled into the overall approach in projects such as the WA road safety work.

• Table 17 Primary contributing factors addressed by projects

State/Territory

ACT AUS Multi-State NSW NT Qld Qld/TSI SA Tas Vic WA Total

Alcohol 6 38 9 1 4 6 31 95

Alcohol and other drugs 4 1 3 2 1 11

Alcohol and volatile substance
abuse

1 1 2 3 7

Volatile substance abuse 2 1 3 6

Not specified 1 3 12 36 32 29 1 12 2 14 53 195

Total 1 3 12 49 73 40 2 19 2 22 91 314

Source:

The projects and programs identified during this project are more likely to be:

• selective rather than universal — the focus is on people with the problem, the victims
rather than the causes, the perpetrators rather than those who might become
perpetrators;

• reactive rather than preventive — systematic longer-term primary preventive activity
is relatively rare — only programs related to roads, housing and multi-factor programs
have strong primary prevention elements focusing on environmental and passive
interventions.
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• The mix and scope of projects does little to offset criticism by those interviewed that
there is little commitment by governments to deal systematically with the underlying
issues. There may be other broader policy initiatives beyond the scope of this report
that deal with these, but the informants involved in safety promotion and injury
prevention did not see these as well-linked to their activities.

At present the health sector appears to play only a small role in the funding and planning
of interventions.

Injury is a complex health problem. Unlike many other areas of health, it is not easy to
define and clearly demarcate injury as a health issue. The prevention of injury is similarly
complex. What emerges from the consultations is that current injury prevention activity
concentrates its efforts on a few major areas of injury. There is little activity addressing
the whole range of external causes of injury that have been identified as causes of
morbidity and mortality in the Aboriginal and Torres Strait Islander population.

This project has identified a large number of current, recent or planned activities that may
have an impact on reducing the high rates of injury prevalent in Aboriginal and Torres
Strait Islander communities or preventing the occurrence of further injury. However,
relatively few projects specifically set out to reduce or prevent injury, or identify the
causes of the injury and develop strategies to address them. This project has also
revealed some notable gaps in activity. Few services, for example, target those who
have been identified as vulnerable groups at risk of injury such as the elderly, children,
the disabled and those with serious mental health problems. Few projects address the
underlying economic marginalisation faced by most Aboriginal and Torres Strait Islander
people, particularly in rural and remote areas where opportunities for employment and
education are extremely limited, even though the need to address such underlying issues
is widely recognised as being fundamental to improvements in all other areas of health
and safety.

There are few good evaluation studies. Evaluations are able to provide valuable and
reliable information about the impact a project is making, and there is a strong
recognition of the importance of evaluating projects. A number of project coordinators
noted that organisations are never funded to actually evaluate their project work.

The value of sharing information should not be underestimated. The mapping out of
information on the basis of current activity, organisations involved, successes and
failures, and planned projects is important information of benefit to organisations, funding
bodies and policy makers. The establishment of a communication, information-sharing
and collaborative network among individuals and organisations has been identified as a
crucial factor in the ongoing success of a project.

Major stakeholders

Given the wide scope of injury and safety, it is virtually impossible to map all of the
stakeholders. Aboriginal and Torres Strait Islander stakeholder organisations  are
discussed below.  No attempt has been made to map all other stakeholders because
they cover a wide range of sectors at national, State/Territory and local government level.
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Aboriginal organisations

It is widely acknowledged that the Aboriginal and Torres Strait Islander community must
occupy a central role in all strategies and initiatives that address any aspect of
Indigenous health, including injury. The importance of this role — at all levels, national,
regional and local — is reflected in a number of recent developments, including the
development of Agreements on Aboriginal and Torres Strait Islander Health (Framework
Agreements), which facilitate joint planning between governments and Aboriginal and
Torres Strait Islander organisations. The Framework Agreements — between the
Commonwealth government, State and Territory governments, ATSIC (or the Torres
Strait Regional Authority in the Torres Strait Agreement) and the NACCHO State or
Territory affiliate body — commit signatories to four key areas:

• increasing the level of resources allocated to reflect the level of need;

• joint planning;

• improving access to both mainstream and Aboriginal and Torres Strait Islander-
specific health and health-related services; and

• improving data collection and evaluation.

The Framework Agreements also established a number of formal structures and
processes to enable action to be undertaken at the State/Territory and national levels.
These include the National Aboriginal and Torres Strait Islander Health Council
(NATSIHC) and planning forums (health forums) in each State and Territory.

The Framework Agreements have been acknowledged by NACCHO as enabling:
improved intersectoral communication and collaboration in several States and Territories;
joint Aboriginal and Torres Strait Islander health regional plans; and better resources for
NACCHO and most of its State/Territory affiliates (Commonwealth Department of Health
and Aged Care, 2000a). On the other hand, NACCHO noted also that (Commonwealth
Department of Health and Aged Care, 2000a):

• the national and State/Territory forums are frequently presented with policy and
program decisions (rather than their being active participants in the decisions);

• the Aboriginal community-controlled sector is not an equal partner; and

• the agreements had not led to adequate, needs-based resources.

The important roles of the NATSIHC, established initially in 1996 and restructured in
1999, are to advise the Commonwealth Minister for Health on Aboriginal and Torres
Strait Islander health policy and planning, and to monitor the national implementation of
the Framework Agreements (Australian National Audit Office, 1998; Commonwealth
Department of Health and Ageing, 2002). The NATSIHC includes representatives from
each of the Framework Agreement partners (the Commonwealth, States and Territories,
ATSIC, the Torres Strait Regional Authority and NACCHO) and from the National Health
and Medical Research Council (ex-officio), the Congress of Aboriginal and Torres Strait
Islander Nurses, and the Australian Indigenous Doctors Association. The NATSIHC also
has as members, appointed by the Minister in their own right, an expert on Aboriginal
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and Torres Strait Islander substance use issues and two other experts on Aboriginal and
Torres Strait Islander health (Commonwealth Department of Health and Ageing 2002).

In terms of national activities, NACCHO, as the national peak Aboriginal health body,
also has an important role independent of its membership of NATSIHC. Having a
membership of around 100 Aboriginal community-controlled health services throughout
Australia (operating in urban, rural and remote areas), NACCHO also (NACCHO, 2002):

• promotes, increases, develops and expands the provision of medical and health
services through local Aboriginal community-controlled primary health care services;

• liaises with governments, departments and organisations within both the Aboriginal
and non-Aboriginal community on matters relating to the wellbeing and health of
Aboriginal communities;

• represents and advocates for Aboriginal communities in matters relating to health
services, health research, health programs, etc;

• assists member organisations to provide Aboriginal people with medical services and
other health services; and

• assesses the health needs of Aboriginal communities (through research, data
analysis, surveys, etc) and taking steps to meet these needs.

The NACCHO affiliates serve similar roles at State/Territory level.

The important role of these national and regional bodies in the development and
consideration of broad injury prevention strategies and programs is complemented at
community level by local Aboriginal and Torres Strait Islander bodies, such as local
councils (see, for example, Blagg, Ray, Murray, & Macarthy, 2000; Chantrill, 1997;
Hunter et al., 2001; McClure, Shannon, Young, & Craig, 2001; Memmott et al., 2001).

Of course, reflecting the various sectors with an interest in various aspects of injury, the
Aboriginal and Torres Strait Islander involvement at national and regional level will need
to be wider than just health-oriented bodies. For a start, ATSIC has confirmed recently
the importance it attaches to addressing family violence among Aboriginal and Torres
Strait Islander people (Aboriginal and Torres Strait Islander Commission, 2003). It is
beyond the scope of this review to canvass all relevant bodies, but organisations like the
Secretariat of the National Aboriginal and Islander Child Care (SNAICC) (Secretariat of
the National Aboriginal and Islander Child Care, 1996) and the Aboriginal legal services
would appear to have clear roles relating to injury prevention.

As well as the vital role that Aboriginal and Torres Strait Islander organisations and
bodies have in the development of injury prevention policies and strategies at all levels
— national, regional and local — it is important also that they are involved in the crucial
advocacy function in the implementation of these policies and strategies (Christoffel &
Gallagher, 1999).

In the above planning processes, injury and safety have not been included as a coherent
issue. As with mainstream health policy, there has been a lack of a critical mass of
people who are versed in injury and safety issues, and the dominant focus has been on
disease and individual treatment.
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Aboriginal and Torres Strait Islander People

The reviews of existing initiatives undertaken for this project have demonstrated clearly
the interest and commitment to safety promotion and injury prevention among Aboriginal
and Torres Strait Islander people. There has been widespread interest in safety
promotion and injury prevention among Aboriginal and Torres Strait Islander people
whenever systematic attempts have been made to identify safety issues and possibilities
for prevention, and to set up a structure for making a difference. (Gladman et al., 1997;
Royal & Westley-Wise, 2001; Heslop, 2002)

Gray et al. (2002:41) state:

‘The sheer number of projects indicates that Indigenous people are vitally concerned about
problems of alcohol and other drug misuse within their communities. More importantly they are
doing something about the problem – in some cases with no outside funding at all, and in most
cases supplementing grant funding with voluntary community work’.

At the broad policy level, the lack of a homogenous view of the field, clear data and
knowledge about possibilities for making a difference acts as a barrier to the allocation of
a high priority status for both funding authorities and Aboriginal and Torres Strait Islander
people.

On the other hand whenever systematic work has been undertaken on safety
issues,(such in single issue prevention projects of injury surveillance and prevention
projects) there is clear commitment to action, provided sufficient resources are available.

The wide range of health and social needs among Indigenous people already weighs
heavily on resources. The qualitative data produced by the interviews for this report
indicate that Aboriginal and Torres Strait Islander people are reluctant to dilute their
efforts further by taking on more projects and programs unless agencies can guarantee
long-term support and commitment to make a difference.

In areas where actions have been planned, the strategy of starting with safety promotion
and injury prevention as a new entry point to old and difficult problems — such as alcohol
misuse and men’s wellbeing — has been identified as promising. In Shoalhaven NSW,
for example, men’s groups initiated with a focus on sports injury have since gone on to
deal with a far wider range of issues including violence (Royal & Westley-Wise, 2001).

Safety promotion and injury prevention has the potential to become a high priority and is
an area where success can be demonstrated, improving the self-esteem of Aboriginal
and Torres Strait Islander people. In order to achieve positive outcomes, there is a need
for sufficient resources, including expertise and training, and a commitment to long-term
rather than short-term action.

Short-term action can be utilised to demonstrate success and to generate further
commitment, but should always be linked to a long-term plan of action.
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Factors that make initiatives more likely to succeed

An analysis of the information gained on the existing projects has identified factors that
may improve the acceptability, relevance, effectiveness and efficiency of injury
prevention initiatives in Indigenous communities.  Table 18) provides a summary of the
main points raised during interviews. More detail can be found in Volume 2.

• Table 18 Factors consistently identified as influencing the success of projects

Adequate funding and resources Projects are more likely to be successful when they have security about the ongoing funding for
the activities. There is a clear need for adequate ongoing funding to support projects that are
demonstrating good qualitative and quantitative outcomes, and clear overall benefits for the
community.

Community control/respect for
community protocols

Having a steering group of stakeholders and/or a community reference group have been
identified both in the literature (Shannon, 2001) and in the interviews as a key aspect of a
successful project. The inclusion of the whole community, and not just dominant families, is
clearly an ongoing challenge for many communities.

Community acceptability and
involvement

Most projects stressed the importance both of the acceptability of the project to the community,
and their involvement in it. The community must first identify that injury is a priority for that
community. Once identified, the community should be involved in identifying and assessing the
risks, and managing the processes to rectify these. [Mid North Coast Injury Surveillance Project:
Pride, Respect and Responsibility (MNCAHP 2001).]

What is acceptable to an Aboriginal and Torres Strait Islander community, then, clearly depends
on local needs and not on preconceived ideas of what is culturally appropriate for Aboriginal and
Torres Strait Islander people. It is important to recognise the diversity of Aboriginal and Torres
Strait Islander communities.

Some factors, which appear to contribute to community acceptability across the board include:

• good information and communication strategies and a highly flexible approach —
information should be available and accessible in a way that fits in with the community’s
style, needs and priorities;

• a commitment to feed back the results of research or project outcomes to the community;
and

• time lines structured in accordance with community needs, not government or
organisational deadlines  — this is recognised by some highly successful projects.

Partnerships Partnerships are needed at many levels. Clearly partnerships with the community are an
essential component but it is also important to generate genuine partnerships between
government sectors and divisions  — national, state and local. This is often best done at the
local or regional level, with support in principle at central levels without the need to develop
complex whole-of-government approaches.

A functioning organisation and good
project management

Projects require a strong, stable and innovative organisational base. Leadership in Aboriginal
and Torres Strait Islander organisations and in many of the non-Aboriginal and Torres Strait
Islander organisations is over-stretched. Care is required to ensure that the structure of the
project and the resources provided do not place excessive burden on the implementing
organisation.

Skilled and committed personnel Some of the skills identified as necessary in Aboriginal and Torres Strait Islander safety and
injury prevention work were community development skills and, in family violence work, the need
for an understanding of the inequalities of gender when dealing with family violence issues. Skills
in planning, implementing and evaluating safe, effective and sustainable programs are needed.
Among other things this means having project personnel who are able to build capacity as well
as do the analysis, write-up and evaluation.

Understanding the underlying factors
related to injury

The collection and availability of reliable data is an important first step for projects to develop
strategies that are likely to be successful, acceptable and sustainable. In addition, access to
specific skills in injury prevention and safety promotion are required to assist projects in selecting
interventions and processes.

Most of the factors that will lead to successful injury prevention and safety promotion
relate to a long-term process of good communication and management. The reason that
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there are relatively few injury prevention and safety promotion projects, except those
related to a couple of dominant external causes, is that the information needed to set
priorities, the support structures within government, and the skill base to deal with injury
and safety issues are not yet adequate. Fragmented and siloed funding leads to
competing interests, lack of continuity of projects and ultimately to the waste of precious
resources.

Successful program and project design should focus on:

• ownership and priority-setting by Aboriginal and Torres Strait Islander people;

• continuity and sustainability of intervention — a few good long-term projects across a
range of types of settings and mixes of external causes that are adequately
supported to produce sound evidence;

• setting up communication between supported initiatives, and between these and the
wider community of interest — this will lead to adoption of promising practice and
development of skills and knowledge; and

• providing adequate training for project managers and staff on an ongoing basis,
possibly through the use of problem-solving methods and rewarding this training with
fully-accredited qualifications.
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Factors that impede success

Analysis of this project has identified factors that reduce the likelihood of a project being
accepted or being successful. Table 19) provides a summary of the main points raised
during interviews. More detail can be found in Volume 2

• Table 19 Factors consistently identified as impeding the success of projects

Lack of funding The critical level of funding for a sufficient period is often not available. Evaluation and
intervention budgets compete with each other. Funding periods are short and do not take into
account the time needed to generate and lock in change.

Distance The tyranny of distance in less densely-populated areas is often underestimated. Consulting and
working over a wide area is often necessary, but is very expensive.

Organisational issues Lack of organisational coherence, dominance of some families within key organisations and
within communities, and personnel problems were identified by the minority of informants for this
study. Some other interviewees did not want to provide information on these issues

Problems with multiple projects in
one community

The large number of specific and focused projects operating in communities at any one time can
lead to competing interests and inhibit the communities’ ability to work coherently towards
addressing their problems. In addition the complexity of managing resources from different
agencies tied to a specific purpose but delivered through a multifaceted, coordinated project can
result in project failure.

Inability of projects to deal with the
core issues

The view of many project workers is that the core issues of Aboriginal and Torres Strait Islander
health and safety are not being addressed. They are only doing ‘bandaid’ work. The sheer scale
of the problems of injury encountered in many Aboriginal and Torres Strait Islander communities
made it difficult for project workers to see any improvement in the future.

Environment Problems with availability and cost of food, lack of education for children, lack of employment
and poor housing contribute directly to the rate of injury, but also erode the capacity of the
community to invest in preventive activities.

No community involvement in
political process.

Projects that are established as a good idea by a small group but which do not adequately
consult with the community leadership and community members are most likely to fail.

Lack of commitment to change e.g.
from Government and service
organisations

Changing government priorities, managers and personnel leave community members confused
and disillusioned.

Government directly or indirectly funds the vast majority of the projects identified. The
inadequacy and short-term nature of funding is a serious problem for many community-
based projects, and many projects fail because of problems at the local organisational
level. At the same time, numerous reports and recommendations have emphasised the
importance of community control, community acceptability and ongoing community
involvement as key factors in any Aboriginal and Torres Strait Islander community
project. The solution will not be to abandon a commitment to community involvement, but
rather to assist communities to develop by supporting communication and organisational
infrastructure necessary for project success, to support existing work where
achievements are being made, and to recognise and address the issues of environment,
nutrition, education, employment and housing underlying all aspects of the health and
wellbeing of Aboriginal and Torres Strait Islander communities.
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Gaps and barriers

Data

The level of detail and accuracy of available data are not adequate to permit high
standard priority setting or the outcome evaluation of prevention programs. Under-
identification of Aboriginal and Torres Strait Islander status in both numerator and
denominator has been identified. It is not possible to produce reliable time series data.
The structure and coding of data means that mass data must be supplemented with
more detailed studies and in-depth research if systematic and effective prevention
strategies are to be identified and evaluated.

Viable terminology

Limitations of International classifications

International data classifications are born out of the western medical tradition. The
original focus on the physical nature of injury has been supplemented by the addition of
external cause classifications that have been improved and better conceptualised over
International Classification of Diseases (ICD) editions 8, 9 and 10. The underlying model
behind these classifications still focuses on the damage done and the proximate cause.
While attempts to broaden this have been made by including the place of occurrence
and activity information in ICD-10, these are still poorly recorded and use of the data is
difficult (Harrison et al., 2001).

The causal chain of injury is multifaceted. Routine mass surveillance systems based on
current international systems can only provide a brief and disjointed view of these chains.
Harrison et al (2001:70) point out that:

‘The literature indicates that injuries and their prevention in Australian Indigenous communities
tend largely to be seen in terms of a series of discrete issues (alcohol and injury, road injury, etc.).
An ‘injury prevention’ perspective in which commonality is seen between a range of ‘external
causes’ exists, but is not widespread. Among these discrete topics, the greatest level of attention
has been given to alcohol and its effects. While topic-specific approaches are useful, it may be that
gains might be made by also considering risk factors and outcomes more broadly. It appears likely
that the possible benefits of an injury prevention approach, targeting a broader range of risk factors
and outcomes, have not yet been considered by many Aboriginal and Torres Strait Islander
communities.

New terminologies and data definitions are therefore required to provide a sound basis
for Aboriginal and Torres Strait Islander Injury prevention.

Lack of clear understanding of Aboriginal and Torres Strait Islander concepts of injury

Aboriginal and Torres Strait Islander views of health are holistic. They focus on total
process and are less likely to segment issues. Recent work in developing an Aboriginal
Injury Prevention Strategy for New South Wales has found the western medical
construction of injury and injury prevention to be problematic.4 ‘Injury’ is not a concept

                                                       
4 Information obtained during consultations in Dubbo, Shoalhaven, Mid North Coast and Western Sydney areas involving Aboriginal
health workers and administrators.
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that brings out a consistent and well-defined response (Streeter et al., 2003). The focus
ranges from ‘cuts, bruises and fractures’ through ‘car crashes, punch-ups and poisoning’
to a focus on the injury suffered by Aboriginal people as a result of cultural and social
dislocation.

The concept of safety, on the other hand, generates a clear and consistent although
broad response, and has led the draft strategy to focus on the ‘right to be safe’ and ‘the
responsibility to promote the safety of others’ (NSW Health, 2003: 5).

NSW state safety policy consultations, more detailed work undertaken in Western
Sydney by the Western Sydney Area Health Service5 and telephone discussions with
project staff on the Tangentyere project in the Northern Territory make it clear that there
is a need for projects that deal with injury and safety to actively address issues of
inequality, alienation and the trans-generational effects of European settlement.
Nevertheless, there is wide agreement that focusing specifically on reducing the impacts
of injury in ways that bring about measurable benefits to Aboriginal and Torres Strait
Islander people is also essential.

The need to develop a working definition for future activities

By shifting the debate to a positive focus without the difficulty of having a health-based
concept of physical injury as the core focus, the use of ‘safety promotion’ is likely to
facilitate:

• use of techniques of management and implementation that demonstrate respect for
Aboriginal and Torres Strait Islander people and their culture and deal positively and
creatively with the long term hurt and injury that underlies the current high injury rates;

• setting of priorities according to the identified needs of Aboriginal and Torres Strait
Islander people;

• work on mixes of issues that reinforce the development of increased capacity for
safety utilising the most relevant local, regional and cultural structures; and

• increased preparedness to work across sectors and problem types including breaking
down the delineation between intentional and unintentional injury.

Priority setting and intervention planning

There is no systematic way of setting injury prevention and safety promotion priorities
that meet the needs of the wide range of Aboriginal and Torres Strait Islander people
across Australia. Interventions are often chosen because national or State/Territory
funding is available rather than because they have been identified as the most important
next step for the health of the community. Shannon et al. (2001a) warned that
interventions are often not transferable from one setting to another, yet there is no
systematic means of assessing which interventions are most likely to work or what
combination of approaches will create a sustainable injury prevention or safety promotion
program.

                                                       
5 A report on this work is under preparation and should be approved early in 2003.
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Evidence of effectiveness

Few if any of the initiatives identified by this project have been evaluated to a level that
constitutes a formal evidence base. Recommendations about strategies to be used in the
future therefore cannot be based on scientific evidence or cost-effectiveness estimates
related specifically to Aboriginal and Torres Strait Islander populations.

Intersectoral cooperation

Despite the size and spread of safety problems for Aboriginal and Torres Strait Islander
people, responses have been limited, poorly coordinated and far too short-term to
produce measurable changes, or even to be confident about the evidence of
effectiveness of interventions.

The recent South Australian Coronial Inquest into Petrol Sniffing illustrates this sharply
with respect to just one issue in the Anangu Pitjantjatjara lands (far northern South
Australia). The inquiry brought together three cases of death from the acute effects of
petrol sniffing (acute poisoning and chemical burns), and explored the broader issues of
cause and chronic effects. The SA Coroner made the following recommendations:

1. That Commonwealth, State and Territory Governments recognise that petrol sniffing poses an
urgent threat to the very substance of the Anangu communities on the Anangu Pitjantjatjara
Lands. It threatens not only death and serious and permanent disability, but also the peace, order
and security of communities, cultural and family structures, education, health and community
development.

2. Socioeconomic factors such as poverty, hunger, illness, lack of education, unemployment,
boredom, and general feelings of hopelessness must be addressed, as they provide the
environment in which substance abuse will be resorted to, and any rehabilitation measures will be
ineffective if the person returns to live in such conditions after treatment.

3. The fact that the wider Australian community has a responsibility to assist Anangu to address
the problem of petrol sniffing, which has no precedent in traditional culture, is clear. Governments
should not approach the task on the basis that the solutions must come from Anangu communities
alone.

4. The Commonwealth Government, through the Central Australian Cross Border Reference
Group, and the South Australian Government, through the Anangu Pitjantjatjara Lands Inter-
Governmental Inter-Agency Collaboration Committee, should accelerate their efforts to find
solutions to these issues and get beyond the ‘information gathering’ phase forthwith. They should
use the extensive knowledge, published material and professional expertise that is already
available.

5. It is particularly important that Inter-Governmental coordination of approach be a high priority
in order to avoid the fragmentation of effort and confusion and alienation of service-providers
which are features of current service delivery to Anangu communities.

6. Commonwealth and State Governments should establish a presence in the region, if not on the
Anangu Pitjantjatjara Lands then at least in Alice Springs, of senior, trusted officials, in order to
develop local knowledge, personal relationships with service providers and receivers, and some
expertise and experience in cross-cultural issues, rather than relying on infrequent meetings with
ever-changing officials in order to communicate with Anangu. Such officials should be invested
with sufficient authority to manage and assess programs on an ongoing basis, so that service
providers can have a line of communication with the funding body, and some certainty as to future
arrangements.
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7. Many of the strategies for combating petrol sniffing which have been tried in the past should
not be discarded simply because they failed to achieve permanent improvements. Some of them
might be regarded as having been successful for as long as they were extant. For any strategy to be
successful will require broad Anangu support. Most strategies will fail unless they are supported
by others as part of a multi-faceted approach. Strategies should be aimed at primary, secondary
and tertiary levels, as I have outlined in these findings.

These findings refer to just one issue and one small region of Australia but show how
policy and service delivery fragmentation can become entrenched. It is unlikely that this
issue is confined to one problem or one geographic area. In each of the areas studied in
detail so far (Gladman et al., 1997; Royal & Westley-Wise, 2001; Heslop, 2002; and
Streeter et al., 2003) concerns about intersectoral and inter-governmental fragmentation
have been raised to some degree.

The great diversity of injury — including, as it does, unintentional injuries, violence (both
self-directed and interpersonal), and many settings and causes such as those related to
work and road use — presents a complexity that requires a coordinated, holistic
approach.

The case for such an approach in the area of violence has been made strongly by the
World Health Organization (WHO) in what it calls a ‘public health’ approach (Krug,
Dahlberg, Mercy, Zwi, & Lozano, 2002):

‘everything — from identifying the problem and its causes, to planning, testing and evaluating
responses — must be based on sound research and informed by the best evidence’.

Importantly, this approach (which is relevant to all injury, not just violence) is
multidisciplinary, involving partnerships between a wide range of people and
organisations, and making use of ‘a wide range of professional expertise, from medicine,
epidemiology and psychology to sociology, criminology, education and economics’ (Krug
et al., 2002). But the partnerships need to be more than just between individuals and
organisations: there is a need also to ensure that all the relevant sectors are involved —
justice, transportation, labour, education and social services, for example, as well as the
health sector.

Measured against the goal of multiple partnerships — between individuals and
organisations, between disciplines, and between sectors — much progress is required in
Australia, particularly in regard to intersectoral collaboration. This is clearly evident from
the relatively uncoordinated initiatives in the areas of community and family violence,
and, to a lesser extent, road injuries. The fact that Australia’s key health sector injury
advisory, the SIPP, does not include representation from all other relevant sectors
suggests that much more could be done in this area in Australia.

The need for a holistic approach to injury among Aboriginal and Torres Strait Islander
people is so great that, as well as considering Australian models, lessons should be
drawn from the WHO violence report and from the history of injury prevention
developments in the United States. The health sector in the US has been deeply
involved in road injury prevention for many years in partnership with the National
Highway Traffic Safety Authority, and in violence prevention for around 20 years. The
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importance of collaboration between the health and other relevant sectors is recognised
in a number of recent national reviews in the US, including: injury generally (Reiss Jr &
Roth, 1993); violence against women (Crowell & Burgess, 1996); and suicide prevention
(Goldsmith, Pellmar, Kleinman, & Bunney, 2002).

Recognising the fact that injury is such an important contributor to the overall health
burden experienced by Aboriginal and Torres Strait Islander people — and the great
costs to the health sector of treating injuries to Aboriginal and Torres Strait Islander
people — it is important that the health sector takes a leadership role in the development
of a coordinated, holistic approach. As part of the health sector’s leadership role, it may
be that advice from the key Aboriginal and Torres Strait Islander advisory group,
ATSIIPAC, needs a more direct conduit to the AHMAC and AHMC.

• Figure 10 Map of the local safety promotion strategy, showing roles of local communities and the Aboriginal Safety
Unit

Source: NSW Health 2003 :7

In addition clear support structures are needed for injury prevention and safety promotion
strategies. This has been recognised within the Aboriginal Health Strategy in NSW (NSW
Health, 2003) and progress is being made towards developing a state-wide Aboriginal
Safety Promotion Strategy. The core of this initiative is a central support unit for the

Local Safety Group Functions

Aboriginal Safety Unit Functions

Step 1

Determine
Importance

•  Is safety an issue
we can deal with
now?
•  Is safety promotion
a current priority?

Step 2

Local Audit of

issues and
structures

•  What is our safety
and injury profile?
•  How are decision
about safety and
injury made?
•  Who makes them?
•  Who has
responsibility for
safety?
•  What are our
priorities?

Step 3

Local Action Plan

•  Develop
partnerships
•  Select actions
•  Environment
change
•  Behaviour change

Step 4

Evaluation

•  Evaluate processes
and improve actions
•  Evaluate outcomes
and celebrate
successes

Create the
opportunity

•  Identify
communities
•  Information about
the issues and
possible solutions
•  Invitation to
participate

Support a local
audit

•  Audit support teams
•  Assistance with
getting and
interpreting data
•  Assisting with
analysing and
communicating

Project
development

•  Train specialist
Safety workers
•  Develop safety skills
in generic workforce
•  Information sharing
and networking
•  Advocacy
•  Local agencies
•  State-wide agencies

Evaluation

•  Develop evaluation
methods
•  Train evaluators
•  Develop
communication of
evaluation results

Aboriginal Health Local Safety Promotion
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development of locally initiated multi-issue programs and the development of accredited
training in safety promotion and injury prevention. The local program structure is shown
below along with the relationships to, and functions of, the support unit, which will be
similar to those already planned for Shoalhaven and the Mid North Coast
(see  Figure 10). The strategy also defines NSW health sector support for a whole-of-
government approach to Aboriginal safety.

Complementary national approaches are needed to generate coordination between
sectors according to local priorities.

Health sector orientations and staff training

The health sector is primarily oriented towards the treatment and prevention of acute and
chronic disease. Injury prevention, despite being named as a national health priority
area, has struggled to generate sustainable commitment from national and
State/Territory governments. Aboriginal and Torres Strait Islander health priorities have
centred around infectious disease control, nutrition, cardiovascular disease and diabetes
and more recently mental health. There are few staff with specific training in injury
prevention, the use of injury data and injury program evaluation. There are few managers
and team leaders with specific knowledge of injury issues, and the development and
management of the sort of multi-sectoral programs that will form the basis of prevention.
At the policy level, the orientation is around the mainstream activities of health service
provision and disease prevention and it is difficult to get injury considered as an issue
except as a sub-issue in other mainstream projects like alcohol and drug policy and
mental health.

Workplace safety

There are no reliable data on the injury of Aboriginal and Torres Strait Islander people at
work. Worksafe Australia announced a research project , heralding some research into
this area. (National Occupational Health and Safety Commission Press release August
28th 2003), The leader of the research gave a clear assessment of the problem:

Dr Mayhew describes the OHS status of Aboriginal and Torres Strait Islander workers as a
neglected area of research.

"They are vulnerable to occupational injury and illness because of their race, and labour market
position. And English may not be their first language," she says.

Dr Mayhew’s pilot study will examine exposures to dangerous tasks, hazardous substances,
patterns of work-related injury and illness, the provision of OHS information, and injury-reporting
trends in Queensland.

"People in this position traditionally have weak bargaining power and either through coercion or
choice do not report workplace injuries or illnesses," she says.

"Among reasons are a fear of losing their often hard-won — and, particularly, in remote areas —
scarce jobs."

Dr Mayhew adds she has first-hand reports of "some horrendous stories" of what workers of
Aboriginal and Torres Strait descent told her in earlier research into occupational injuries and
illness patterns. This prompted her to undertake a comprehensive look at these problems and
assess causes.



57

She suspects anecdotal evidence will be substantiated by the research.

"At present, no-one knows what the patterns of work-related injury and disease are for Aboriginal
and Torres Strait Islander workers," Dr Mayhew comments.

Those most vulnerable were in remote areas, getting older, with less formal skills — and restricted
alternative options for employment.

Spicer’s (1997) review of CDEP schemes, a major employer of Aboriginal people,
argued that a priority for ATSIC in managing the schemes should be:

‘Providing funding to meet the costs associated with work activities including wages, materials
and equipment and ensuring a healthy and safe working environment.’

The Cape York study (Gladman et al., 1997) noted problems with safety and Workers
Compensation in local CDEP schemes and noted that under-reporting of injury was
occurring due to the desire by local CDEP schemes to benefit from large no-claim
bonuses (p74).

Men’s programs

While injuries to Aboriginal and Torres Strait Islander men are frequent, relatively few
initiatives focus on men’s safety. Local community studies (Gladman et al., 1997; Heslop
& MNCAHP 2001; and Streeter et al., 2003) have all expressed concern of the under-
attendance of men for treatment and the acceptance of injury from violence to men as
the norm. The focus on domestic violence to women, without counterbalancing attention
to violence among men and less often by women against men, tends to place men solely
in the role of perpetrator. There is a need to redress this. Aboriginal and Torres Strait
islander men are less likely to be employed than women. If they are employed it is likely
to be in high-risk jobs. They also have high rates of imprisonment, a situation where
violence levels are high. Males are frequently exposed to the contributing factors for high
rates of violence, accidental injury and self-harm — and programs are needed to address
this.
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Directions for the future

The importance of an Aboriginal and Torres Strait Islander Injury Prevention and

Safety Promotion Strategy

The need for an Aboriginal and Torres Strait Islander Injury Prevention and Safety
Promotion Strategy has been identified by ATSIIPAC. This report has described three
aspects that underlie this need.

Different needs

This project’s analysis, and associated literature and project reviews have demonstrated
that the safety promotion and injury prevention needs of Aboriginal and Torres Strait
Islander people have a pattern that is shaped by their cultural disruption, environments
and lifestyles. The causal chain leading to increased injury and diminished safety among
Aboriginal and Torres Strait Islander people differs significantly from non-Indigenous
patterns.

Different environments

Risks occur in different ways and at different ages. Possibilities for interventions are
culturally determined. Specific interventions that are relevant to the local cultural, social
and physical environment are therefore needed to address Aboriginal and Torres Strait
Islander safety issues.

Different networks

It is also clear that initiatives are more likely to succeed when they are conceptualised
and driven by Aboriginal and Torres Strait Islander people supported by a wider range of
information, resources and expertise.. The networks by which information is passed and
trust gained are an important part of Aboriginal and Torres Strait Islander societies, and
these need to be respected and supported.

An Aboriginal and Torres Strait Islander Injury Prevention and Safety Promotion Strategy
needs to be built around a firm understanding of these issues and focus on the effective
linkage of the wide range of initiatives, the strong Aboriginal and Torres Strait Islander
networks and national health infrastructure.

•  Recommendation 1: That an Aboriginal Injury Prevention and Safety Promotion Strategy be developed within the
health sector and fully encompass the varying needs of Aboriginal and Torres Strait Islander people living in all parts
of Australia, according to their needs and environments, with respect and in partnership with Aboriginal and Torres
Strait Islander networks and cultures.

Specific Actions required

Develop the role of Aboriginal and Torres Strait Islander people and their organisations

The reports of existing initiatives, the interviews and the literature show that Aboriginal
and Torres Strait Islander people seek to develop and implement safety initiatives in
partnership with agencies, organisations and people that can make a difference. They
seek the right to be safe and have stated a willingness to be responsible for contributing
to the safety of others (NSW Health 2003).
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Aboriginal and Torres Strait Islander people have expressed — through the Canberra
Declaration, in policy consultations in NSW and during interviews for this report — the
desire to develop safety promotion and injury prevention programs that dovetail with the
many other tasks and priorities that face Aboriginal and Torres Strait Islander society. It is
important that safety and injury initiatives are part of an overall program to increase
Aboriginal and Torres Strait Islander health and wellbeing.

NACCHO’s 1998 submission to NIPAC argued that:

‘The emphasis on coordinating injury prevention should focus on supporting preventive primary
health care activity, healthy public policy, and community and professional education and
community action. These approaches are best integrated within existing holistic community-based
services and Aboriginal community-controlled health structures which coordinate health activity’.

Our analysis supports this but suggests that future strategies for injury prevention and
safety promotion should not just reside in the health sector. There is a need for wide
involvement of Aboriginal and Torres Strait Islander people, and their organisations and
agencies in all relevant sectors, in future planning.

Future priorities for action should be set by Aboriginal and Torres Strait Islander people in
partnership with others who have complementary skills in using data and in safety
promotion and injury prevention. It is not appropriate to set uniform national priority areas
defined by cause or target group. It is more appropriate to provide information to
Aboriginal and Torres Strait Islander people about the issues and provide support for
them to set priorities according to what is possible and in line with overall priorities for
health and wellbeing.

• Recommendation 2 That the evidence of injury and safety issues and the possibilities for prevention be placed before
Aboriginal and Torres Strait Islander people in their chosen forums and that priorities for action should flow from the
decisions made by these forums at the national, state, regional and local levels.

The analysis of Aboriginal and Torres Strait Islander demography earlier in this paper
showed a that a large proportion of the ATSI population is young. It also showed the
diversity of lifestyle and communities. A responsive injury prevention and safety strategy
will need to take this into account.

•  Recommendation 3 That injury prevention and safety strategies explore the potential for working with the large
group of younger people in Aboriginal and Torres Strait Islander society through educational activities.

•  Recommendation 4 That injury prevention and safety promotion projects be tailored to the specific need of
communities in line with their demography, lifestyle and environmental conditions.

Specific actions required

Develop and adopt a model for action with a sound theoretical base

The projects examined during this project are built on a number of theoretical models.
These come from the core disciplines involved, and the policy and strategic framework of
the wide range of departments and organisations involved. For the health sector to make
an additional but unique contribution, its Aboriginal and Torres Strait Islander initiatives
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must also be built around a coherent theoretical model and this model shared with the full
range of disciplines and sectors.

There is a need to present clearly a theoretical model that builds Aboriginal and Torres
Strait Islander understandings of health and culture: on the public and population health
and health promotion models, and on the theoretical underpinnings of injury prevention
as they add to these. This will be a key task in the development and dissemination of an
Aboriginal and Torres Strait Islander Injury Prevention and Safety Promotion Strategy. It
is likely to contribute considerably to the development of effective linkages across the
wide range of issues, places and peoples that must be served.

• Recommendation 5: That the National Indigenous Injury Prevention Strategy should be built around a clearly defined
and explained public health model in order to complement the models used by other sectors in dealing with related
issues.

Develop the National Indigenous Injury Prevention Strategy as an Indigenous Safety

Promotion initiative

From the complex set of ideas developed in this paper, the following is a brief blueprint
for an Aboriginal and Torres Strait Islander Injury Prevention and Safety Promotion
Strategy:

• build capacity and commitment to action through increasing knowledge of safety and
the effectiveness of injury prevention, and of the skills for prevention in both the
Aboriginal and Torres Strait Islander and non-Indigenous communities;

• encourage the setting of safety promotion and injury prevention priorities by
Aboriginal and Torres Strait Islander leaders;

• support interventions targeted in three ways—

• single issues

• small numbers of related issues with close links where more than one sector is
involved

• multi-issue projects and programs covering the broad spectrum of safety and injury;

• provide sufficient resources to make a difference and to build an evidence base;

• develop an accredited training scheme in safety promotion and injury prevention;

• support interventions that have a mix of environmental and behavioural interventions,
and which provide a good example of dealing proactively with the underlying
alienation and disadvantage of Aboriginal and Torres Strait Islander people;

• focus on improving surveillance systems and supplementing them with detailed
qualitative data in areas where interventions are supported; and

• develop a knowledge base to promote active sharing among those who choose to
work in this field.
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• Recommendation 6: That the Aboriginal and Torres Strait Islander Injury Prevention and Safety Promotion Strategy
lead to a set of concrete interventions based on sound information use, a wide mix of intervention types, high quality
training and full partnership between Aboriginal and Torres Strait Islander people and other Australians.

Build a foundation of information and knowledge

Effective and efficient Aboriginal and Torres Strait Islander injury prevention and safety
promotion initiatives will need a comprehensive knowledge base. This would include the
development of adequate data, sound qualitative and quantitative research and excellent
sharing of information about existing programs and projects, particularly examples of
‘best practice’.

Our literature summary shows that, as with other areas in Aboriginal and Torres Strait
Islander health, current data sources are generally inadequate for: assessment of trends;
identification and quantification of most risk factors; evaluation of the efficacy and other
properties of most interventions; and assessment and monitoring of the extent and
distribution of these interventions.

It is beyond the scope of this report to make specific recommendations about national
health data systems. This has already been done by Harrison et al. (2001) and the
National Health Data Management Committee through the Australian Health Ministers’
Advisory Council.

This analysis suggests that, from the point of view of planning, initiating and evaluating
safety initiatives, it is important to improve:

•  identification of Aboriginal and Torres Strait Islander status;

• accurate identification of the contribution of violence to ATSI mortality and morbidity;

• our understanding of the biases in incidence estimates caused by different access to
and use of treatment services; and

• the use of data from other sectors.

The local surveillance and prevention initiatives in NSW have shown that a focus on
safety and injury prevention provides incentives for implementing better coding
procedures (Royal & Westley-Wise, 2001; Heslop, 2002). These projects also show that
the use of multiple local data sources and short-term data collection can improve the
usefulness of mass data at the local and regional level.

It seems inconceivable that there are no adequate data for assessing the need,
contributing factors and effectiveness of interventions relating to a population of only
400,000 people with recognised health and safety needs. The currently available data on
Aboriginal and Torres Strait Islander injury and safety are not adequate to allow
systematic setting of priorities. Trend data are not measured accurately enough to
facilitate the measurement of the effect of interventions.
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• Recommendation 7: That urgent attention be paid to developing information collections that provide adequate trend
data on incidence, clear evidence on causes and accurate region by region comparisons — in particular, the feasibility
of a high quality longitudinal cohort study of Aboriginal and Torres Strait Islander people be assessed with a view to
better understanding the causal factors and the lifecycle impacts of injury and disease, and a wide range of
contributing factors.

• Recommendation 8: That full recognition be given in the Aboriginal and Torres Strait Islander Injury Prevention and
Safety Strategy to the value of both qualitative and quantitative research paradigms and the development of evidence
which is useful for the decisions that must be made at all levels — from local priority-setting to government policy.

The introduction of a sustainable Aboriginal and Torres Strait Islander Injury Prevention
and Safety Strategy has the potential to provide greater impetus to the technical
improvements being planned for the hospital in-patient and deaths collections.
Commitment to data quality is higher when the data are being used effectively in
determining actions close to the level of data provision.

Harrison et al. (2001) commented also on the difficulty in identifying local injury programs
and projects. This difficulty was experienced also by this project, as information about the
majority of programs and projects does not make its way into the academic literature. As
noted in this project’s literature summary, full documentation of programs and projects
that address injury among Aboriginal and Torres Strait Islander people needs to go far
beyond the literature easily accessible from the routine literature searches. There is a
real need to identify, collect and make accessible the informal literature from all relevant
networks.

Addressing the need to share information about local injury programs and projects,
Harrison et al. (2001) noted that the Australian Indigenous HealthInfoNet could ‘facilitate
identification and documentation of these types of activity’. That report identified the
HealthInfoNet also as a means of conveying ‘information effectively to particular
audiences, particularly including information users in Indigenous communities’.

Harrison et al. identified also the need for attention to be given to encourage ‘the spread
of ‘good practice’ for injury prevention in Indigenous communities’. The HealthInfoNet is
already facilitating the active sharing of this type of information in some areas, and could
well extend its work to include safety promotion and injury prevention.

As well as sharing information about local injury programs and projects, Aboriginal and
Torres Strait Islander safety promotion and injury prevention would benefit by better
access to the general evidence base relating to injury prevention. Such a component
could be included as a part of a comprehensive knowledge base for Aboriginal and
Torres Strait Islander safety promotion and injury prevention.

An extensive literature is developing around knowledge management and ‘communities
of practice’ (CoP). Much of this has been in the business sector, but the lessons are
applicable to the health sector, including the field of safety promotion and injury
prevention. As well as its work on ‘good practice’, the HealthInfoNet has also developed,
for the Intergovernmental Committee on Injecting Drug Use and Blood-borne Viruses
among Indigenous People, a prototype for a CoP in that area. It is possible that a similar
approach could be used for an Aboriginal and Torres Strait Islander safety promotion and
injury prevention CoP.

• Recommendation 9: That the Aboriginal and Torres Strait Islander Injury Prevention and Safety Promotion Strategy
include a comprehensive strategy be developed to facilitate the generation, systematic collection and dissemination of
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knowledge about programs, projects and activities that can enhance the effectiveness, efficiency and coverage of
Aboriginal and Torres Strait Islander safety promotion.

• Recommendation 10: that intervention strategies utilise available data from a range of sectors, supplementing it with
short-term studies, for setting of priorities and assessment of impact — the results of this process should be used to
promote higher standards of health data collection.

Develop a workforce

In interviews conducted by Dr Clapham and detailed discussions held during the
consultations for the NSW Aboriginal Injury Prevention and Safety Promotion Strategy
developments6, a very strong plea was made by Aboriginal and Torres Strait Islander
Health Workers that they not be asked to add another issue to their already crowded
schedule without proper training and recognition. This requires both training of Aboriginal
and Torres Strait Islander people in injury prevention and safety promotion, and training
of other workers with expertise in these areas to work effectively in Aboriginal and Torres
Strait Islander cultures and settings.

The public health model will form a sound basis for safety promotion and injury
prevention, but there is a range of skills and knowledge that is needed among public
health practitioners if they are to succeed in this area. The multi-sectoral nature of safety,
the need for engineering and system knowledge in order to read the research, the
broader legal and liability frameworks, and an understanding of the operational styles of
the wide range of professions and organisations that need to be brought together — all
require that specialist knowledge and skills must be taught and developed.

There is a shortage of positions and personnel with the safety promotion and injury
prevention skills needed overall (Human Capital Alliance, 2002:70–72). Therefore, it is
not likely to be easy to find a non-Indigenous workforce with both the necessary technical
skills, and the training and orientation to work as partners with Aboriginal and Torres
Strait Islander people.

An Aboriginal and Torres Strait Islander Injury Prevention and Safety Strategy will require
a suitable work force. Table 16 shows that the entire Aboriginal and Torres Strait Islander
workforce in Australia numbers are only slightly over 100,000. Of these less than 12,000
work in health and community services. The recent AIHW review on Aboriginal and
Torres Strait Islander health (Aboriginal and Torres Strait Islander Health and Welfare
Information Unit, 1997) details the size and complexity of Aboriginal and Torres Strait
Islander health issues, suggesting that those who are working in core fields are already
fully occupied. During consultations for this report it became clear that, while there is
great support for safety promotion initiatives, there is a matching concern about how far
the current skill pool can be stretched.

                                                       
6 Jerry Moller was present at all of these meetings and this finding was confirmed by participants in meeting notes provided to them as
feedback of the consultations.
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• Table 16 The Australian Aboriginal and Torres Strait Islander Workforce 2001

Employed persons

INDIGENOUS

Males Females Persons

Health and Community Services:

          Health and Community Services, Undefined 288 571 859

          Health Services 1,416 4,098 5,514

          Community Services 1,707 3,625 5,332

          Total 3,411 8,294 11,705

Total ATSI in workforce 54,750 45,643 100,393

Source: Australian Bureau of Statistics 2003

The entire safety promotion and injury prevention workforce does not need to be
Indigenous. Our review of projects shows that partnerships between Indigenous and
non-Indigenous workers have been identified as useful, if not essential, by many of the
projects.

It should not be assumed that a person with public health or health promotion training
can successfully design, develop and implement safety promotion or injury prevention
initiatives. Effective safety program development requires a critical mass of technical
knowledge in each project.

Training programs therefore will be necessary as part of any Aboriginal safety promotion
initiative. The NSW Aboriginal Safety Strategy has recognised this need and included
training and capacity-building as a core element of its local program approach. It should
be noted however that during consultations, there was considerable concern among
Aboriginal people that training and qualifications need to be properly recognised and
transferable with the Australian workforce.

The AHMAC Aboriginal and Torres Strait Islander Health Workforce National Strategic
Framework recognises the importance of structured training for Aboriginal Health
Workers. It authorised the Commonwealth to commence negotiations on the
development of national competency standards and qualifications for Aboriginal Health
Workers, with a focus on portability and safety of work. To ensure that nationally
recognised training is put in place, future training will be conducted through the National
Industry Training Packages.

National Industry Training Packages set out national competency, assessment and
qualifications that apply to areas of work within an industry such as the Aboriginal and
Torres Strait Islander health sector. They provide an accurate map of the functions of job
roles in all states and territories covered by the national qualifications. A National Industry
Training Package will usually have the following features: including different qualification
levels to reflect different work levels; compulsory units of competency for different work
levels; and flexibility built into the qualifications structure to take account of differences
between jobs. The quality of training is achieved by assessing all candidates against the
standards set out in the training package.
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While it is unclear at this point in time how the safety promotion and injury prevention
sector will be incorporated into a National Industry Training Package, inclusion will assist
in providing a framework for the development of Aboriginal and Torres Strait Islander
safety promotion and injury prevention competencies and training pathways. It will also
be important that any future initiative in the safety promotion and injury prevention area is
closely linked to other forms of Aboriginal and Torres Strait Islander health work training.
This will ensure consistency and portability, both geographically and across
qualifications.

•  Recommendation 11: That any future Indigenous Health Training Package include competencies and qualifications
on safety promotion and injury prevention.

•  Recommendation 12: That the issue of Aboriginal injury and safety should be included in population and public
health courses and in the training of non-Aboriginal and Torres Strait Islander health service staff at university,
TAFE and in professional development.

Identify and allocate resources

Short-term demonstration or pilot project funding is not recommended. Most of the
projects reviewed receive relatively short-term funding (less than three years) and are
badly affected by the need to continually seek top-up or continuation funding.

Several high-level reviews (see for example, Fitzgerald, 2001) remarked on the lack of
coordination and the short-term nature of the programs that deal with Aboriginal and
Torres Strait Islander issues. Consultations with Aboriginal and Torres Strait Islander
people for this report show that short-term interventions do little to create sustainable
change (see Volume II: Programs, Projects and Actions). It is likely that longer-term, high
quality initiatives in fewer places will provide the foundation of knowledge, skill and
commitment needed to achieve significant injury reductions.

Projects such as those at Yarrabah (Reviewed in Volume 2), which has tackled difficult
issues relating to self-harm and violence as well as other injury issues using a community
development approach over more than seven years, have taken many years to generate
a skill base and an accepted and effective way of dealing with changing issues. It is
insufficient to focus on capacity-building in the short term and to expect change to occur.
Longer-term projects with good evaluation and which have adequate resources are the
preferred approach.

This analysis has shown that there are major differences in the mix of issues between
states and regions and between local communities. It is important therefore to select
intervention points strategically with a view to demonstrating the options and providing an
evidence base in the longer term. The analysis shows that there are many possible
priority areas that can be defined by state, region, injury cause, target group and even by
immediately-accessible, opportune circumstances. The choice of the mix of strategies
should rest with Aboriginal and Torres Strait Islander leaders, based on the information
provided here, and with the assurance that what is started will be finished and the
lessons learned will be shared.
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• Recommendation 13: That Aboriginal and Torres Strait Islander leaders advise the Commonwealth on priorities for
safety promotion and the mix of initiatives that they believe can be supported effectively

• Recommendation 14 That the Aboriginal and Torres Strait Islander Injury Prevention and Safety Promotion Strategy
initiatives should have a long-term approach and receive resources sufficient to produce high-quality outcomes and
sound evaluations, and facilitate wide sharing of information about processes and outcomes.

Initiate a series of safety promotion strategies

The literature review and consultations have indicated that an injury prevention and
safety promotion strategy should use approaches that:

• are likely to lead to commitment to safety issues by Aboriginal and Torres Strait
Islander people;

• are based on methods of managing and implementing programs that have resulted in
stable long-term commitments;

• identify and change risk factors; and

• are based on sound safety promotion, injury prevention and public health principles.

In addition to these principles, there is a need to mix three different intervention classes
according to the needs and opportunities available. The following section is derived from
analysis of interview and case study data collected for this project. The tables below,
(Table 20, Table 21 and Table 22) describes each strategy class, and details the criteria
and essential conditions for its use.

• Table 20 Initiatives focusing on a single issue

Description

A single safety issue is chosen as a focus of attention without
reference to wider issues or linking to other safety strategies

Examples

Pedestrian safety

Open vehicle safety

Violence

Housing safety

Sports and leisure safety

Criteria for choosing this approach

This approach will be chosen where:

• the safety issue can be clearly defined, and effective
implementation does not require linkage to other issues;

• there is a specific opportunity for action; and

• other multi-issue initiatives are not in place or appropriate
linkages cannot be made.

Essential conditions

The issue is viewed by the relevant Aboriginal and Torres Strait
Islander population(s) to be important, after the nature and scope
of the issue has been defined and relevant information provided

There is reasonable evidence that the intervention chosen is the
most effective and efficient available, or such evidence will be
generated during the implementation phase
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• Table 21 Initiatives developing a synergy between two or three issues

Description

A number of issues are targeted together. These issues may not
all be directly related to safety — for example, diabetes
management and fall injury among older people have common
issues, and a linked intervention may be used.

Examples

Alcohol and violence

Poor literacy and road safety

Multiple substance abuse (alcohol, illicit drugs, prescribed drugs)

Family violence and unintentional injury to children

Diabetes and fall injury

Criteria for choosing this approach

This approach will be chosen where:

• the issues are closely linked;

• there are clear advantages in joining resources and
operational models from multiple agencies, organisations
and disciplines — advantages may include reduction of
complexity of services and increased accessibility to
Aboriginal and Torres Strait Islander people; multiplier effects
of linked initiatives; or gains in efficiency resulting in better
coverage and outcomes; and

• the value systems that form the basis of the interventions are
compatible

Essential conditions

The issue is viewed by the relevant Aboriginal and Torres Strait
Islander population(s) to be important ,after the nature and scope
of the issue has been defined and relevant information provided

Sufficient cohesion exists or can be generated

A sense of relationship and obligation between both Indigenous
and non-Indigenous workers associated with the program

A sense of relationship and obligation between agencies and
organisations from all relevant sectors at the local operational level

A sustained and sustainable project

• Table 22 Multi-issue initiatives

Description

Safety issues are often fruitfully dealt with together. Rather than a
focus on one or two priority injuries or issues, programs that
introduce the common principles of risk management and injury
prevention can create a spectrum of effects. Equally, matters not
usually seen as safety issues — especially those relating to health
or reconciliation — can be accessed from a safety program, or
may form a stepping-off point for dealing with safety issues.

Examples

Generic local safety promotion/injury prevention programs

Men’s programs

Children’s safety programs

Criteria for choosing this approach

This approach will be chosen where:

• sufficient cohesion exists or can be generated between key
individuals, communities and organisations; and

• multiple safety issues are linked to common causes, risk
factors or processes within the field of operation

Essential conditions

Willingness to address underlying issues — each program must
be accompanied by strategies to address socioeconomic issues
such as poverty, hunger, health, education and employment

A high degree of community support

Operational level priority setting

A sense of relationship and obligation between both Indigenous
and non-Indigenous workers associated with the program

A sense of relationship and obligation between agencies and
organisations from all relevant sectors at the local operational level

A sustained and sustainable project

Support for multiple methods of intervention, e.g. education,
environmental change, legislation and regulation

The interventions should build on the principles and methods that have been shown to
increase success (see Volume II for details). These include:

• adequate funding and resources;

• community control/respect for community protocols;

• community acceptability and involvement;
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• partnerships;

• a functioning organisation and good project management;

• skilled and committed personnel;

• understanding the underlying factors related to injury;

• good communication; and

• adequate training for project managers and staff on an ongoing basis.

• Recommendation 15: That the National Indigenous Injury Prevention Strategy utilise multiple approaches. A mix of
single issue, two or three linked issues, and an overall safety approach will be required according to the needs and
circumstances of the project and the partnerships possible with other sectors.

•  Recommendation 16: That the Commonwealth Department of Health and Ageing assess the merit of changing the
name ‘National Indigenous Injury Prevention Strategy’ to the ‘National Indigenous Safety Promotion Strategy’ —
safety is a positive term well accepted by Aboriginal and Torres Strait Islander Australians and more inclusive of the
partners from the many sectors that will be involved in the strategy.

•  Recommendation 17: That the future work should operate as a full partnership with Aboriginal and Torres Strait
Islander people from all sectors using identified leading edge practices.

Work across sectors

Government

The Commonwealth Department of Health and Ageing carries responsibilities for the
health of Aboriginal and Torres Strait Islander people at a national level. Injury is a priority
health issue and there is clear evidence that Aboriginal and Torres Strait Islander people
sustain higher injury rates than their non-Indigenous counterparts. However, injury
occurs as a result of a complex set of causes, many of which are not directly under the
influence of the health sector. The public health model recognises this, and proposes that
interventions should involve a web of agencies, organisations and people that can make
a difference in safety promotion and injury prevention programs.

Aboriginal and Torres Strait Islander injury and safety issues cannot be neatly defined
along departmental or sectoral lines. Issues of Aboriginal and Torres Strait Islander
safety involve accidental injury prevention (the province of population health and a range
of other sectors), self-harm (which, for the general population, has been defined as a
mental health issue) and violence (which is seen as a mental health issue, with strong
leadership taken by the Attorney General’s department, the police and welfare sectors).

Whole-of-government approaches can operate at many levels — from top level, cabinet-
led strategies to local intersectoral partnerships.

This presents a challenge for this report, which is a report for the Population Health
Division of the Commonwealth Department of Health and Ageing and the Australian
Health Ministers Advisory Committee. It is a challenge that is echoed even more urgently
among Aboriginal and Torres Strait Islander people. A small number of people, with
diverse lifestyles, spread across a large country face dealing with the plethora of interests
and departments and infrastructures that are duplicated at state level and often at local
government level. In addition to dealing with the primary problem, they must also deal
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with a ‘strife of interests’. The challenge for an injury prevention and safety strategy will
be to create mechanisms that lead to positive change in the lives of Aboriginal and
Torres Strait Islander people. This report can only identify the issue and make
recommendations about how one part of the health sector can respond. The problem
has been recognised by the Council of Australian Governments, and it is considering
better methods of coordination and the simplification of relationships within multiple
sectors.

The Commonwealth Department of Health and Ageing has a clear mandate to work
effectively with other Commonwealth, State/Territory and non-government sectors on the
issue of safety promotion and injury prevention. It provides leadership by developing
strategies to ensure that its own divisions can form effective and efficient partnerships
when dealing with Aboriginal and Torres Strait Islander injury and safety issues. It is clear
that Aboriginal and Torres Strait Islander people are not satisfied with a siloed approach
to their wellbeing, and would appreciate a less complex and more cohesive approach to
their needs.

With so many sectors, governments and agencies involved, it is hard to define the chain
of responsibility. This has the danger of leading to a situation where no-one has the
responsibility, or where the cost of determining responsibility cuts heavily into the delivery
of much needed initiatives. The South Australian Coroner (2002) remarked critically on
one example of the complexity of decision-making across the relevant sectors, its lack of
timeliness and lack of capacity to deliver initiatives to Aboriginal and Torres Strait
Islander people.

State and Territory governments have administrative and policy responsibilities for many
of the major causes of injury. They deliver treatment and prevention services, and they
develop the environments (physical and social) in which Aboriginal and Torres Strait
Islander people live. State and Territory governments also influence the quality and
range of responsibilities of local governments. State and Territory governments drive
many of the interventions described in this paper, but it is clear that there is a need for
greater coordination and cooperation between sectors and a clearer commitment to
positive long-term outcomes.

Any Indigenous safety promotion and injury prevention initiative will require multi-sectoral
cooperation at State/Territory level. The potential for local and regional levels of
cooperation and partnership should be explored in parallel with higher-level agreements
such as the Framework Agreements. Each will need to move at their own speed, and
delaying one before commencing the other would result in unacceptable delays. On the
other hand, parallel development will enrich actions and decisions at all levels.

Careful consideration must be given to the delegation of authority, moving decision-
making closer to the point of delivery, and developing shared rather then multiple
accountability mechanisms.

Making a difference is what is important. An Aboriginal Injury Prevention and Safety
Promotion Strategy should:

• base initiatives on functional regions;

• develop a simple accountability mechanism that meets the needs of all participating
and funding organisations;
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• permit flexibility of arrangements in different places, but systematically implement
accountability according to the pre-arranged terms for each project or program; and

• plan on at least a three-year basis, and base projects on agreements that require
those who supply the funds to renegotiate and compensate projects for any change
of direction that they require as a result of policy or personnel change.

Broad arrangements are needed at the State/Territory and national departmental level to
remove as many as possible of the barriers to cross-jurisdictional and cross-
departmental cooperation at the project level. Such arrangements should minimise the
complexity and duplication of accountability mechanisms for the projects. This is
currently being considered by COAG.

The health sector can make an immediate contribution to the process by considering
ways in which cross-divisional and multi-state arrangements within the health sector can
be developed to facilitate effective and efficient delivery of injury prevention and safety
initiatives that make a difference for Aboriginal and Torres Strait Islander people. An
example is cooperative funding, administrative and accountability mechanisms between
population health, mental health and clinical services divisions in developing broad safety
strategies for adolescent Aboriginal and Torres Strait Islander people in specific regions.

• Recommendation 18: That intersectoral and inter-divisional arrangements are developed at the geographical level at
which initiatives are implemented (i.e., local partnerships or regional partnerships), are kept simple and are viewed as
contributing to the understanding of developing higher order partnership models.

Workplace safety

Utilise CDEP to promote safety

In view of the lack of published data on Aboriginal and Torres Strait Islander work-related
injury, and the evidence from the Census that many Aboriginal and Torres Strait Islander
people work on high-risk tasks in high-risk industries, there is a need to improve our
understanding of this issue. The Commonwealth operates CDEP schemes across
Australia. Evidence from the NSW and Torres Strait injury surveillance and prevention
studies (Gladman et al., 1997; Royal, 2000) suggests that safety promotion — including
skills development, first aid training and occupational health and safety risk management
— needs to be strengthened in these programs. Such action should not only better
manage the risk of these programs but also provide important knowledge and skill bases
among Aboriginal and Torres Strait Islander people, especially in rural and remote
communities. These skills can contribute to effective injury prevention and safety
promotion in all settings, not just the workplace.

• Recommendation 19: That the Commonwealth Department of Health and Ageing initiate discussions with the ATSIC
to ascertain how they manage occupational health and safety so as to determine the possibilities for increasing safety
training and generic safety promotion among people who are employed by CDEP schemes including routine
reporting of occupational injury among CDEP employees and trainees.

•  Recommendation 20: That the Commonwealth Department of Health and Ageing initiate discussions with the
National Occupational Health and Safety Commission promote occupational health and safety data systems at the
State/Territory and national levels that routinely report on injury among Aboriginal and Torres Strait Islander
workers — these reports should provide rates per person hour worked so that comparisons may be made with other
groups in the community.
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Appendix 1 Tender brief

Department of Health and Ageing RFT 129/01 02

PART B — STATEMENT OF REQUIREMENT

1. INTRODUCTION

The Department of Health and Ageing is seeking proposals from suitably qualified
organisations to undertake a project to conduct an examination and report on the current
state of injury prevention activity for Aboriginal and Torres Strait Islander people.

The report will inform the Aboriginal and Torres Strait Islander Injury Prevention Action
Committee in the development of an Aboriginal and Torres Strait Islander Injury
Prevention Plan.

Background

Injury prevention is a comparatively new issue on the Aboriginal and Torres Strait
Islander health agenda. It is not however a new experience for Aboriginal and Torres
Strait Islander people. Injuries tend to be hidden among the wider health and social
concerns confronting Aboriginal and Torres Strait Islander people.

Injury deaths from transport-related causes in middle age, drowning in adulthood,
poisoning with non-pharmaceutical substances (particularly petroleum products and
solvents) in early childhood, effects of fire in later adulthood, suicide in early adulthood
and (particularly) interpersonal violence throughout adulthood are particularly prominent
compared with the mortality experience of non-Aboriginal and Torres Strait Islander
Australians (Harrison & Moller, 1994).

More specifically Australian Aboriginal and Torres Strait Islander people overall suffer 2.8
times the rate of fatal injuries of non-Aboriginal and Torres Strait Islander Australians with
much higher differentials related to interpersonal violence (11 times the rate for non-
Aboriginal and Torres Strait Islander people, poisoning by substances other than
medications (17 fold higher) and burns and scalds.

For Aboriginal and Torres Strait Islander Australians the rate for hospitalisations, due to
injuries, is threefold the rate of non-Aboriginal and Torres Strait Islander people. The
greatest differentials are for injuries resulting from interpersonal violence (estimated to be
17 times higher) and burns and scalds (estimated to be five times higher) (MoIIer, 1996
cited in Elkington, 1998)

Patterns of injury are also quite different, due to the proportion of Aboriginal and Torres
Strait Islander people living in rural and remote areas, as are the risks associated with
living in these environments. The differentials observed are similar to those seen in other
Indigenous populations, such as Navajo Indians, but are more marked, possibly due to
the interaction of Aboriginal and Torres Strait Islander status and poverty in Australia
(Elkington, 1998)

A recent study of five small Aboriginal and Torres Strait Islander communities in Cape
York Queensland (Gladman et al., 1997) has confirmed that official statistics under-
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represent the size of the differentials due to different patterns of treatment and different
access to workers and motor vehicle compensation. This study has led to the
development of local intervention strategies but these have yet to be formally evaluated.
Alcohol has been identified as a key factor in injury among Aboriginal and Torres Strait
Islander people. The report clearly provides evidence for the need for intervention, but
provides only limited evidence of what works.

There is an urgent need to address injury to all Aboriginal and Torres Strait Islander
people in all its manifestations, but in a way that acknowledges and takes account of
Aboriginal and Torres Strait Islander peoples lifestyle preferences. A national Aboriginal
and Torres Strait Islander Injury Prevention Plan will create a platform from which to
identify and integrate injury prevention into existing programs and structures.

At present there are few programs which specifically address injury prevention at a
community level. Other programs, which may have effect on injury rates, are not
identified specifically as ‘injury prevention’, rather they are targeted at particular risk
factors and therefore not captured in data bases or references to ‘injury’. State and
Territory, and the Commonwealth Government already provide a range of social and
environmental programs targeted at risk factors that contribute to. Governments are
conducting programs in the areas of substance misuse, violence, domestic violence,
road safety, employment, environment and housing.

The challenge for a national plan for the prevention of injury will be to integrate
prevention approaches, monitoring and surveillance into those programs and to
maximise the available resources to meet the broad health aims for Aboriginal and
Torres Strait Islander people.

2. CONTEXT

The National lnjury Prevention Plan: Priorities for Action 2001–2003 was endorsed by
Australian Health Ministers in August 2001. That endorsement includes the requirement
for a complementary Aboriginal and Torres Strait Islander Injury Prevention Plan to be
developed. This is in recognition of the high incidence of injury in Aboriginal and Torres
Strait Islander communities and the special needs of those communities.

The Aboriginal and Torres Strait Islander Working Group of the National Public Health
Partnership (NPHP) has accepted the responsibility of developing an Aboriginal and
Torres Strait Islander Injury Prevention Plan and has established the Aboriginal and
Torres Strait Islander Injury Prevention Action Committee (ATSIIPAC) for that purpose.

The purpose of an Aboriginal and Torres Strait Islander Injury Prevention Plan will be to:

(a) assist and support Aboriginal and Torres Strait Islander people to identify the
extent and nature of injury in their communities;

(b) facilitate and support the development of the necessary infrastructure and inter-
agency cooperation and collaboration to enable Aboriginal and Torres Strait Islander
communities to address the identified injury issues; and

(c) improve collaboration and cooperation of programs and services to reduce the
severity and incidence Of injury to Aboriginal and Torres Strait Islander people.
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This project represents the first stage in the development of an Aboriginal and Torres
Strait Islander Injury Prevention Plan. The outcome of the project will inform the
members of ATSIIPAC and assist in formulating their response.

3. OBJECTIVES

The objective of the project is:

To examine and report on the current state of injury prevention activity for Aboriginal and
Torres Strait Islander people.

4.  REQUIREMENT

It is expected that this project will be completed within three months of commencement.
The project consists of two tasks. The consultant will be required to:

• Conduct an examination of the current state of injury prevention in Aboriginal and
Torres Strait Islander communities through:

a) an examination of existing literature including relevant international literature,
particularly from North America and New Zealand;

b) an examination of unpublished research and existing projects; and

c) focused/limited consultation with Aboriginal and Torres Strait Islander
organisations, communities and individuals, with experience in injury prevention or
associated programs. These organisations will be identified by ATSIIPAC.

Consultations may be by means other than face to face and should identify:

(a) the views of communities before the program of interventions,

(b) the views of communities after the programs of intervention,

(c) their experiences, including problems and solutions,

(d) what they learnt, and

(e) what they need to do to sustain reduced injury rates.

• Provide a report to the Aboriginal and Torres Strait Islander Injury Prevention Action
Committee. It is not required that a consultant will engage in any new research nor
duplicate existing sources of information. The report will:

a) discuss the findings of the consultation process and literature review;

b) identify and collate existing information on the nature of the injury problem in
Aboriginal and Torres Strait Islander communities;

c) define the scope of injury, including the amount, circumstances, effects and
relevant influencing factors;

d) list existing injury prevention activities and programs (including those not identified
as injury prevention but addressing factors such as substance misuse, environment,
violence, etc);

e) identify and report on opportunities to enhance injury prevention activities for
Aboriginal and Torres Strait Islander people.
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Appendix 2 Project team and reference group

The Aboriginal and Torres Strait Islander Injury Prevention Activity Project —
commissioned by the Commonwealth Department of Health and Ageing — is being
undertaken by four organisations:

• Yooroang Garang, School of Indigenous Health Studies, University of Sydney;

• Australian Indigenous HealthInfoNet;

• New Directions in Health and Safety; and

• Cooperative Research Centre for Aboriginal and Tropical Health.

The four organisations have determined to work collaboratively, each designated
particular areas of primary responsibility. The aim of the project is to examine and report
on the current state of injury prevention activity in Aboriginal and Torres Strait Islander
communities. The Australian Indigenous HealthInfoNet has conducted the literature
review. The literature summary has focused upon the scope of injury (including
epidemiology) and injury prevention activity (including policy and programs) — both in
Australia and internationally — to complement the consultations being concurrently
conducted with selected Aboriginal and Torres Strait Islander organisations, communities
and individuals by Yooroang Garang. The project report presented here presents existing
information, the findings of the consultation process, literature review and information
about ‘promising practices’ in the field. The knowledge gained during the project is
intended to inform the forthcoming Aboriginal and Torres Strait Islander Injury Prevention
Plan, which will accompany the National Injury Prevention Plan: Priorities for 2001–2003.

The Cooperative Research Centre for Aboriginal and Tropical Health (CRCATH) is
managing the project, the team for which comprises:

• Dr Emma Kowal and Professor Tony Barnes, CRCATH — responsible for
coordination and management of the project and reference group, editing and
proofreading of the report;

• Professor Neil Thomson, Director, and Janette Brooks, Research Officer, Australian
Indigenous HealthInfoNet — responsible for the literature summary and the
‘promising practices’ database;

• Dr Kathleen Clapham and research assistants, Yooroang Garang, School of
Indigenous Health Studies — responsible for the consultation process;

• Jerry Moller – analysis of literature summary and consultations, and
compilation/writing of final future directions

A reference group of eight members was formed to support the project team by providing
expert guidance and contributions to the critical analysis:

• Ms Kerry Smith, Commonwealth Department of Health and Ageing;
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• Ms Robyn Martin, Area Director of Aboriginal Health, Mid North Coast, NSW Health
Department;

• Ms Marilyn Lyford, Royal Life Saving Society, WA;

• Ms Pam Albany, Manager, Injury Prevention Policy Unit, NSW Health;

• Mr Richard Franklin, President, Australian Injury Prevention Network and Royal Life
Saving Society, Australia;

• Associate Professor James Harrison, Director, AIHW National Injury Surveillance
Unit;

• Dr Tarun Weeramanthri, Community Physician, Centre for Disease Control, NT
Department of Health and Community Services;

• Ms Angela Clarke, Community Development Officer, VicHealth Koori Health
Research and Community Development Unit, University of Melbourne; and

• Mr Condy Canuto, Indigenous Primary Health Care Unit, University of Queensland.

The project benefited greatly from the vast experience and expertise of the reference
group members.
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Appendix 3 Canberra Declaration

Injury 2000 NCIPC Declaration on Indigenous Injury Prevention

November 2000 at the Injury 2000 Conference, Canberra.

Injury to Indigenous people in Australia has been shown to be three to ten times as
common as to non-Indigenous people. Inadequate identification of Indigenous status in
the major mortality and hospital collection and in road trauma statistics means that the
published data severely underestimates the extent and nature of the problem.

Despite the significance of the problem there is no coherent and strategic approach to
Indigenous injury prevention in Australia. Where injury has been clearly identified in
Indigenous communities and information about the types of injury that occur, Indigenous
peoples place injury as a high priority for prevention. Indigenous participants at the 4th
National Injury prevention Conference and the Australian Injury prevention Network are
committed to injury prevention being given the same status as the current health and
social priorities for Indigenous people.

The causes of Indigenous injury vary markedly from place to place and show different
age distributions compared with non-Indigenous injuries. Programs targeted at non-
Indigenous injury are likely to have a limited impact and benefit to Indigenous peoples.

This conference recognises:

• That injury to Indigenous people is an important issue that has not received the
attention and support it deserves.

• Indigenous people must be given a real opportunity to assess the importance of injury
and injury prevention as a priority.

This will require:

• The development of a strategic approach to the alarming rate of injury in the
Indigenous Community.

• Support for the proposed development of a National Indigenous Injury Prevention
Strategy, which should include

- Readily accessible local data on Indigenous injury and its causes

- Practical information on possibilities for injury prevention and control

• Where injury is agreed to be a priority, support to develop injury prevention
approaches that are integrated with overall health and wellbeing programs.

Programs focusing on Indigenous injury prevention should be based on genuine
partnerships with Indigenous peoples, the development of trust among all participants
and the development of injury prevention skills among Indigenous people.
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Resources for injury prevention must be allocated in a way that permits the priorities for
intervention to be set locally rather than being targeted by uniform national programs that
may not meet the needs of many areas.

There is a great need for improvement in the quality and relevance of Indigenous injury
data. Nevertheless, the data that are available must form the basis for immediate action
and developments of better data should not delay the commencement of intervention
programs. However, concurrent with intervention development, data on Indigenous injury
should be improved to a standard that permits

• An accurate picture of injury among Indigenous peoples to be readily available in all
States and territories.

• Indigenous representation on the Executive of the Australian Injury Prevention
Network.

• Commonwealth support for Indigenous representation on the Strategic Injury
Prevention Partnership.

That this declaration be forwarded by the president of the AIPN to the Chair of the
National Public Health Partnership, Dr Andrew Wilson, cc Mr. Brian Corcoran,
Department of Health and Ageing. The purpose of this communication will be to request
the matter of the development of a National Aboriginal and Torres Strait Injury Prevention
Strategy (NA&TSIIPS) be tabled at the next meeting of the Public Health Partnership,
and that a Working Group of the Public Health Partnership Indigenous Sub Committee
be established to develop the NA&TSIIPS. Representation on this group should also be
inclusive of Indigenous Injury Prevention Program workers with expertise in this field, the
SIPP Indigenous representative and persons who have expertise in the area of injury
prevention.

That the NA&TSIIPS be developed by September 2001 to ensure the agreed National
Performance Indicator with regard to Injury Prevention is achieved.

That a commitment is clearly stated in the Public Health Partnership National Injury
Prevention Strategy which ensures the development of the NA&TSIIPS by September
2001 which also clearly identifies resources to ensure the implementation of its
strategies, and presents the AMHAC with the strategy in 2001.

That Injury Prevention is linked to the development of the Revised National Aboriginal
Health Strategy.
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Appendix 4 A summary of the literature on injury prevention

for Aboriginal and Torres Strait Islander peoples7

Janette Brooks

Neil Thomson

April 2003

Australian Indigenous HealthInfoNet

Perth

                                                       
7 This summary provided the basis for some of the material included in the body of the main report, so there will be some inevitable
duplication of text.
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Preface

The recent major review of information sources for injury prevention among Aboriginal
and Torres Strait Islander Australians noted the small number of published reports about
local injury prevention projects, and the difficulties in identifying relevant current projects
(Harrison, Miller, Weeramanthri, Wakerman, & Barnes, 2001).

These issues are similar to those encountered also in attempting to document
achievements in Aboriginal and Torres Strait Islander health, which was likened to
describing an iceberg from a glimpse of its tip (Burns et al., 2002). As was noted in the
preface to that report, many practitioners have implemented successful strategies based
on well-established principles without considering the need to publish the results — at
least in formal publications. Thus, the published literature is a bit like the tip of the
iceberg. Of course, for a ‘new’ area like injury, it is true also that there may not have been
a large number of projects implemented.

Full documentation of programs and projects that address injury among Aboriginal and
Torres Strait Islander people — or even achievements in Aboriginal and Torres Strait
Islander health — thus needs to go far beyond the literature easily accessible from
routine literature searches. There is a real need to identify and collect the so-called ‘grey
literature’ (New York Academy of Medicine, 2002b):

‘that which is produced on all levels of government, academics, business and industry in print and
electronic formats, but which is not controlled by commercial publishers’.

Based on the observations of Harrison and colleagues, it was recognised that this
literature review would need to focus mainly on the grey, rather than the mainstream,
literature. But, the nature of grey literature means that librarians, and others, have had
difficulty acquiring grey literature and making it accessible. It is difficult not only to identify
relevant materials, but also to collect them. In short, the current literature review does not
benefit from the full extent of the grey literature, as further work would need to be
undertaken to identify and collect other relevant materials.

More generally, the demand from US public health and other practitioners and policy
makers for the relevant grey literature has prompted libraries as prestigious as that of the
New York Academy of Medicine to make special efforts to acquire and catalogue these
materials from various organisations (New York Academy of Medicine, 2002b). That
library produces also a quarterly Grey Literature Report to assist other librarians with
their collections (New York Academy of Medicine, 2002a).

In the absence of a similar system for acquiring and cataloguing the relevant grey
literature in Australia — for injury and any other public health issue — public health and
other practitioners will be restricted in their capacity to plan adequately and evaluate
interventions.
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1 Methodology

The Australian Indigenous HealthInfoNet Bibliography was the initial source of
information about injury among Aboriginal and Torres Strait Islander peoples. The
Bibliography includes details of around 6,800 items, including journal articles, books and
book chapters, government and other reports, and theses. Searches of Science Direct,
HealthSTAR, Australian Public Affairs Information Service (APAIS), Cumulative Index to
Nursing and Allied Health Literature (CINAHL) and Medline were used to check the
completeness of this bibliography.

The literature collected was separated into nine sections based upon project objectives,
and categories of injury from Harrison and colleagues (Harrison, Miller, Weeramanthri,
Wakerman, & Barnes, 2001) were utilised throughout the remainder of the literature
collection until writing up of the literature review, when final headings were decided upon.

The identification and collection of further materials from the grey literature8 was initiated
also.9,10 The use of Internet search engines, particularly Google
(http://www.google.com.au/), was an important component of the strategy to identify and
collect grey literature materials. As well, a database of relevant organisations and
individuals was constructed, and emails were sent notifying them of the project and
requesting assistance/input (particularly with the grey literature). Organisations contacted
included: State and Territory government injury prevention units; the Australian Injury
Prevention Network (AIPN); National Injury Research Unit, Flinders University of South
Australia; Injury Research Centre, University of WA; Injury Control Council of WA
(ICCWA); Centre of National Research on Disability and Rehabilitation Medicine,
University of Queensland (CONROD); and the Centre for Accident Research and Road
Safety Queensland (CARRS-Q) Queensland University of Technology. Members of the
project reference group also assisted in the identification and collection of grey literature
materials.

The Australian Indigenous HealthInfoNet liaised closely with Yooroang Garang, School
of Indigenous Health (the project member responsible for the consultations with selected
Aboriginal and Torres Strait Islander organisations, communities and individuals) to
ensure exchange of relevant information (particularly grey literature materials).

Details of relevant documents — both mainstream and grey literature — were recorded
in a separate EndNote library.11

                                                       
8 Grey literature was defined at the Fourth International Conference on Grey Literature as 'that which is produced on all levels of
government, academics, business and industry in print and electronic formats, but which is not controlled by commercial publishers'

(New York Academy of Medicine, 2002b). The grey literature may include: reports (progress and advanced reports, technical reports,

statistical reports, etc.), theses, conference proceedings, technical specifications and standards, non-
commercial translations, bibliographies, technical and commercial documentation, and official

documents not published commercially (primarily government reports and documents).
9 As a part of its operation, the Australian Indigenous HealthInfoNet attempts to identify and collect grey literature materials, so it held
already some materials related to injury.
10 In view of the fact that only a small number of reports of local intervention programs are known to have been published ,and that it is
difficult to identify relevant projects in progress (Harrison et al., 2001), this project decided to initiate further identification and collection of
the grey literature  — even though it was recognised that the process could not be completed within the restricted time frame of the
project.
11 Being a summary of the literature, this report does not include details of all materials identified and collected as a part of this project.
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2 The nature of injury

2.1 Nature of injury

Injury affects everyone at some time in their lives and is a major health problem in
Australia, accounting for 6% of all deaths, 47% of deaths in the 0 to 44 years age group,
and 70% of deaths in young males (National Injury Prevention Advisory Council, 1999a).
It is responsible for 400,000 hospital admissions and estimated direct medical costs of
$2,600 million a year. Accordingly, injury prevention and control is a National Health
Priority Area (NHPA).

Broadly speaking, injury is physical harm or damage to the body (Ashwell, Pinder, &
Thomson, 1996; Ozanne-Smith & Williams, 1995). It may be intentional or unintentional.
If intentional, the injury may be self-inflicted (for example, suicide) or inflicted by another
(for example, assault, homicide, etc.). The harm can be as a result of an external force
(for example, collision with a moving object or a moving person colliding with a stationary
object) or energy (such as heat and electricity); external or internal contact with a harmful
substance (for example, poisoning); or absence of essential elements (such as oxygen
and heat). Normally, only harmful effects occurring over a short period of time are
classified as injuries. For example, the harmful effects of smoking or alcohol are not
classified as injury, but overuse injuries (such as sport or work-related injuries) are.

There is a variety of categorisations of injury, according to particular needs, but the
underlying classifications are those of the World Health Organization, which codes
events in terms of the nature and the external cause of the injury (World Health
Organization, 1996). Most reporting of injury is in terms of the environmental events and
circumstances as external causes of injury, poisoning and other adverse effects, the
broad groups of which are:

1. Accidents: transport accidents (including motor vehicle accidents); and other external
causes of accidental injury (including falls, burns and accidental poisoning);

2. Intentional self-harm (including suicide);

3. Assault (including homicide);

4. Event of undetermined intent;

5. Legal interventions and operations of war;

6. Complications of medical and surgical care;

7. Sequelae of external causes of morbidity and mortality; and

8. Supplementary factors related to causes of morbidity and mortality classified
elsewhere.

These broad groups provide a useful starting point, but close analysis of specific aspects
of injury needs to aggregate information in other ways. Examples are work-related
injuries, injuries in the home and violence (including at least ‘Intentional self-harm’ and
‘Assault’, and, sometimes ‘Legal interventions and operations of war’). Another typology
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groups injury according to the intention of the external cause: intentional (generally
intentional self-harm and assault) and non-intentional.

2.2 Issues in injury prevention

In view of the enormous scope of injury, it is not surprising that there are problems in
developing unified and coordinated approaches to injury prevention. Many injuries
involve the health sector, at least in terms of medical and/or hospital care, but
responsibility for the factors contributing to the injury often lies with a sector other than
health. The assessment and prevention of road injury, for example, is generally the
responsibility of the transportation sector; that of workplace injuries, the labour sector;
and that of assault-related injury, the justice sector.

The extent of involvement of the health sector has varied over time and between
countries. The health sector in the United States, the leader in injury prevention, has had
a long-term involvement in the prevention of road injury,12 but it is only in the last twenty
years that it has started to become more involved in assault-related injury, now viewed
generally as one type of interpersonal violence (Christoffel & Gallagher, 1999; Waller,
1994). In the US, the National Center for Injury Prevention and Control (NCIPC) — a part
of the Centers for Disease Control and Prevention (CDC) — now makes a major
contribution in the areas of intimate partner violence, sexual violence and child
maltreatment, but the justice sector still has prime responsibility for the overall
assessment and prevention of interpersonal violence. Similarly, the CDC has a major
involvement in work-related injury through its National Institute for Occupational Safety
and Health, but prime responsibility for workforce issues generally lies with the
Occupational Safety and Health Administration (OSHA).13

Generally, the involvement of the health sector in Australia in injury is less inclusive than
in the US. Responsibility for the assessment and prevention of workplace injuries, for
example, is almost entirely outside the health sector.14 Similarly, the involvement of the
Australian health sector in the assessment and prevention of road injuries is much less
developed than it is in the US, even though a number of research bodies in Australia are
major contributors to the area. The Australian health sector does have some involvement
in some areas of interpersonal violence (such as domestic violence), but recent
Commonwealth initiatives have had little, if any, health sector involvement. This appears
to be the case also for recent Commonwealth initiatives in crime prevention, which have
emanated from the Attorney-General’s Department.

With such a variety of government sectors having responsibility for different areas of
injury, it is hardly surprising that approaches to injury prevention are neither unified nor
coordinated.

                                                       
12 The National Highway Traffic Safety Administration (NHTSA), administratively within the transportation portfolio, is the Federal
agency with principal responsibility for road safety activities in the US.
13 OSHA, the equivalent of Australia's Department of Employment and Workplace Relations (DEWR), is the Federal agency with
responsibility for the regulation and enforcement of occupational safety and health in the US.
14 An exception is farm-related injury, largely because much of work this area is not covered by organised unions.
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3 Injury among Aboriginal and Torres Strait Islander people

3.1 The assessment of injury among Aboriginal and Torres Strait Islander people

(including coding issues)

Main sources of information about injury, and identification of Aboriginal and Torres Strait Islander people
in these sources15

The main sources of information about injury are the deaths registration systems —
maintained by State and Territory registrars of births, deaths and marriages, with the
data collated, coded and reported by the Australian Bureau of Statistics (ABS) — and the
hospital in-patient collections — maintained by the State and Territory health authorities,
with the data collated, coded and reported by the Australian Institute of Health and
Welfare (AIHW) (Harrison et al., 2001). More details about deaths attributed to injury are
collected as part of coronial inquiries, and the developing National Coronial Information
System is potentially a very valuable source of information about fatal injuries among
Aboriginal and Torres Strait Islander people (Monash University National Centre for
Coronial Information, 2002).16 The other important data — required for the estimation of
rates of injury deaths and episodes of hospitalisation — are those on the population.

The deaths and hospital in-patient collections reflect episodes of serious injury, but a
large proportion of the total numbers of injuries is not covered by these collections. The
recently developed BEACH collection — a survey of medical general practitioners — has
the potential to document at least some of the less serious injuries.17 As well as these
current and potential sources, ad hoc studies focusing on injury will continue to provide
in-depth information about injury in specific regions/communities.18

Each of these sources has the potential to provide useful information about injury among
Aboriginal and Torres Strait Islander people — provided they are identified as such.
Unfortunately, the levels of Aboriginal and Torres Strait Islander identification vary
considerably, meaning that the estimation of national levels is not possible (Harrison et
al., 2001).19 For example, the ABS assessed the overall coverage of Aboriginal and
Torres Strait Islander identification in the deaths registrations in 2001 as only 59%, with
only the Northern Territory, South Australian and Western Australia having levels above
the national average (Australian Bureau of Statistics, 2002).

In relation to the hospital in-patient collections, levels of Aboriginal and Torres Strait
Islander identification were viewed as ‘acceptable’ only by the Northern Territory and
South Australian health authorities (Australian Institute of Health and Welfare, 2002a).
Slightly more than 1% of encounters in the first year of the BEACH survey were identified
as Aboriginal and Torres Strait Islander, but the overall accuracy of identification is not
known and the reasons for the identified Aboriginal and Torres Strait Islander encounters
was not reported (Harrison et al., 2001).

                                                       
15 This brief summary has been updated from Harrison et al. (2001), to which readers should refer for more details.
16 The National Coronial Information System records contain information derived from police investigation reports; autopsy reports;
supporting forensic medical reports (such as toxicology); and the Coroner's findings.
17 A more targeted survey  — of Indigenous community-controlled health services — would have the potential to produce even more
useful information about injuries among Indigenous people not requiring hospitalisation.
18 An example is the study of injury in remote Indigenous communities on Cape York (Gladman et al., 1997).
19 Of course, much more is needed than national estimates, as important as they are for some purposes.
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In terms of population figures, the ABS has made substantial efforts in recent years to
develop estimates of the Aboriginal and Torres Strait Islander population, but still
acknowledges that the process is ‘problematic and prone to uncertainty’ (Australian
Bureau of Statistics & Australian Institute of Health and Welfare, 2001). The ABS
identifies the current estimates and projections as ‘experimental’, and these are probably
reasonable overall for national, State and Territory purposes. They are likely, however, to
be less reliable for specific population sub-groups (such as young males) and for regional
and local populations (Harrison et al., 2001).

Overall, the inadequate identification of Aboriginal and Torres Strait Islander status in the
deaths registration systems and in the hospital in-patient collections means that the
published data severely underestimates the burden of injury among Aboriginal and
Torres Strait Islander people (Harrison et al., 2001). Relatively little is known about the
overall prevalence, nature and cause of injury experienced by Aboriginal and Torres
Strait Islander people, nor the impact injury has on the individual, family and community
(Harrison et al., 2001).

Coding of injury

The 10th revision of the International Classification of Diseases (ICD-10) is now applied in
Australia to code deaths and hospitalisation20 (Harrison et al., 2001).

Despite its usefulness for broad epidemiological studies, the ICD categories have a
limited capacity for describing the injury event. Many injuries in the Aboriginal and Torres
Strait Islander population belong to categories where there is little detail (for example,
falls). In addition, it is apparent that cultural aspects influence the way in which
information about an injury-causing event is presented to investigators and/or clinicians,
and the way this is coded (Moller, Dolinis, & Cripps, 1996). An example is a lack of clarity
over how traditional Aboriginal and Torres Strait Islander punishment practices should be
coded (that is, they could be coded as an accident, legal intervention or interpersonal
violence, depending upon the perspective taken).

The overall size of the problem may be assessed, but a detailed understanding of the
causes cannot be obtained by the use of the ICD system (Moller et al., 1996). Attempting
to address these issues, Weeramanthri and Plummer (Weeramanthri & Plummer, 1994)
proposed an alternative system to the ICD for the classification of cause of death. Their
system emphasised the underlying — rather than the direct — causes of death. The
ICD-9 classifications21 were re-categorised to: land (diseases of the physical
environment), body (so-called lifestyle diseases), spirit (diseases of poverty and cultural
dislocation, including injury deaths), and smoking-related. The authors calculated
proportional mortality ratios and fed back the results of this mortality analysis at feedback
sessions and a workshop. No formal evaluation of this process was conducted, but
informal feedback suggested that health information presented in this way was relevant
and useful to the participating communities, and more closely resonated with the
participants’ world views (Weeramanthri & Plummer, 1994).

                                                       
20 The 'Australian Modification' provides for more extensive coding on hospitalisation episodes.
21 The ICD-9 was the classification version current at the time of this proposal.
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3.2 Impact of injury among Aboriginal and Torres Strait Islander people22

Historically, few studies have been undertaken or data gathered specific to injury
causation and impact among Aboriginal and Torres Strait Islander populations Australia-
wide. Until a decade ago, there was also little attention directed to the prevention of
injuries among Aboriginal and Torres Strait Islander people, despite the fact that injuries
were known to contribute disproportionately to many of the health disadvantages they
experienced (Reid & Trompf, 1991).

Largely due to the ground-breaking work of the National Injury Surveillance Unit
(Harrison & Moller, 1994; Moller, 1996; Moller et al., 1996), there is little doubt now that
the impact of injury is far greater among Aboriginal and Torres Strait Islander people than
it is among non-Indigenous people.

For Aboriginal and Torres Strait Islander people living in Western Australia, South
Australia and the Northern Territory in 1997–2001,23 for example, injury was responsible
for 531 male deaths and 243 female deaths (see Table 23). Compared with their non-
Indigenous counterparts, these numbers of deaths were around three times the number
expected for males and more than six times for females. Intentional self-harm was the
leading specific cause of injury death among Aboriginal and Torres Strait Islander males
(responsible for 26% of injury deaths), followed by motor vehicle accidents (17%) and
deaths of pedestrians (12%). Among Aboriginal and Torres Strait Islander females, one-
fifth of all injury deaths was the result of assault, with the major causes being motor
vehicle accidents and deaths of pedestrians (each 14%) and intentional self-harm (13%).
The numbers of deaths were much higher than the numbers expected from non-
Indigenous rates for all injury categories and both sexes, but particularly high for
pedestrian deaths (8 times higher for males and 33 times higher for females) and for
assault (9 times higher for males and 22 times higher for females). It is noteworthy also
that the numbers of deaths from intentional self-harm were higher than the numbers
expected by similar ratios for Aboriginal and Torres Strait Islander males (2.2) and
Aboriginal and Torres Strait Islander females (2.5).

Death rates from injury for Aboriginal and Torres Strait Islander males and females were
higher than those for their non-Indigenous counterparts in every age group (see
Table 24, over). An expression of the enormous impact of injury on Aboriginal and Torres
Strait Islander females is the fact that their age-specific rates were higher generally than
those for non-Indigenous males.

                                                       
22 This section provides a brief summary of the current burden of injury among Indigenous people, but does not attempt a
comprehensive historical review of the increasing awareness and evidence.
23 These are the only jurisdictions with levels of Indigenous identification sufficiently high in the deaths registration systems to permit
separate analysis. It should be recognised, however, that the levels and patterns of injury may be different for other jurisdictions,
particularly those with different proportions of urban/rural/remote living Indigenous people.
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• Table 23 Numbers of Aboriginal and Torres Strait Islander deaths from injury and SMRs, by sex: WA, SA and the
NT, 1997–2001

Males Females

Number SMR Number SMR

All injury (V01–Y98) 531 3.2 243 6.4

Land transport (V01–V89) 172 3.3 78 6.7

Motor vehicle accidents (V10–V79) 90 2.3 35 3.8

Pedestrians (V01–V09) 62 8.0 33 32.5

Other land transport (V80–V89) 20 4.4 10 0.1

Intentional self-harm (X60–X84) 140 2.2 32 2.5

Assault (X85–Y09) 48 8.5 48 22.3

Other external causes (remainder of V01–Y98) 171 3.5 85 7.5

Source: Derived from data provided from the AIHW mortality database

Notes: 1 The SMRs (standardised mortality ratio) have been calculated by dividing the numbers of Aboriginal and Torres
Strait Islander deaths for each sex by the numbers expected from the rates for non-Indigenous people of the same
sex in WA, SA and the NT.

• Table 24 Age-specific death rates for injury, by Aboriginal and Torres Strait Islander status and sex, and rate
ratios: WA, SA and NT, 1997–2001

Indigenous Non-Indigenous Rate ratios

Males Females Males Females Males Females

0–4 50 58 18 9 2.8 6.5

5–14 25 23 7 3 3.8 6.7

15–24 213 75 75 21 2.8 3.5

25–34 295 83 90 21 3.3 3.9

35–44 260 129 72 22 3.6 5.8

45–54 155 104 53 16 3.0 6.5

55–64 178 45 44 19 4.1 2.3

65–74 187 85 63 31 3.0 2.8

75+ 156 71 64 3 2.4 2.2

Source: Derived from data provided by the AIHW National Mortality Database and ABS low series population projections

Notes: 1 Rates are per 100,000 population

2 Rate ratios are the Aboriginal and Torres Strait Islander rates divided by the same-sex non-Indigenous rates

Aboriginal and Torres Strait Islander people were hospitalised for injuries across
Australia in 1999–2000 at around twice the rate of non-Indigenous people (see Table 25)
(Lehoczky, Isaacs, Grayson, & Hargreaves, 2002).24 Assault was the leading cause of
hospitalisation for both Aboriginal and Torres Strait Islander males and females, followed

                                                       
24 The true difference between Indigenous and non-Indigenous hospitalisation rates is higher than this – due to the widespread but
variable under-identification of Indigenous people in the hospital in-patient collections.



98

by accidental falls and exposure to inanimate mechanical forces. Other important causes
of hospitalisation were transport accidents (particularly for Aboriginal and Torres Strait
Islander males), complications of medical and surgical care, and intentional self-harm.
Hospitalisation rates from injury for Aboriginal and Torres Strait Islander people were
higher than those for non-Indigenous people in nearly every age group, particularly
among adults aged less than 75 years.

• Table 25 Aboriginal and Torres Strait Islander hospitalisation for selected causes of injury/poisoning: numbers, age-
standardised rates and rate ratios, by sex: Australia 1999–2000

Cause of injury/poisoning Males Females

Number Rate Rate ratio Number Rate Rate ratio

Assault 1,949 10.7 7.9 2,103 10.5 36.5

Accidental falls 1,453 7.9 1.4 1,018 6.4 1.1

Exposure to inanimate
mechanical forces

1,187 5.6 1.3 614 2.7 2.0

Transport accidents 858 4.0 1.1 394 1.8 1.0

Complications of
medical/surgical care

635 5.0 1.4 844 6.2 2.0

Intentional self-harm 394 2.1 2.3 466 2.3 1.8

All causes 8,817 47.5 1.9 7,193 38.9 2.3

Source: Lehoczky et al., 2002

At a community level, the first evidence of the great impact of injury emerged from the
work of the National Injury Surveillance Unit between 1994 and 1997. Until recently, the
Study of injury in five Cape York communities (Gladman, Hunter, McDermott, Merritt, &
Tulip, 1997) was the most comprehensive analysis of injury in Aboriginal communities in
Australia. The study, which had been prompted by the observation that injury accounted
for 51% of the excess deaths in the 15 to 44 years age group in the Cape York
communities between 1989 and 1994, involved: narrative case studies; an
epidemiological audit of injury in a community; and focus group sessions and comparison
of injury events in two communities, one with an alcohol canteen and one without.

The twelve-month case note audit undertaken in the community which had a canteen
selling beer only found that the 683 injuries sustained comprised 24% of all initial
consultations and 34% of evacuations (Gladman et al., 1997). Almost half of all people
experienced at least one injury during the twelve-month period, with the average number
of injuries being 2.1 per person. Overall, the most frequent injury sustained was one to
the head, comprising 35% of injuries to females and 23% of those to males. The
numbers and proportions of upper limb injuries were much higher for males than
females. The numbers, but not proportions, of lower limb injuries were also higher for
males than females. Around one-half of all injuries sustained had some association with
alcohol consumption, partly reflecting the very high proportion (93%) of people aged 15
years or older who were regular drinkers. More than 90% of alcohol-related injuries
occurred on Thursday, Friday or Saturday. Of the alcohol-related injuries, 33% were the
result of family violence and 38% of other assaults.

Partly in response to the Cape York study, a number of other community-level studies
have been undertaken in recent years. These include ones at Woorabinda in
Queensland, and in the Mid North Coast and Shoalhaven areas of NSW (Canuto, Craig,
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McClure, Young, & Shannon, 2000; Heslop, 2002; Mid North Coast Aboriginal Health
Partnership, 2001; Royal & Westley-Wise, 2001; Shannon et al., 2001a; Shannon et al.,
2001b). Each of these reports confirmed the substantial impact of injury in the specific
communities/regions, and raised the awareness of injury in these communities/regions.

3.3 Factors contributing to injury among Aboriginal and Torres Strait Islander people

The development of injury prevention projects and programs depends on an
understanding of the various factors contributing to specific injuries. Reflecting the great
diversity of injury — and the diverse disciplinary and other characteristics of people
involved in injury prevention — approaches investigating these factors range from the
traditional epidemiological single risk factor approach to broad sociological methods.

Of course, our understanding of the factors contributing to health generally has
broadened substantially in recent years, with health now acknowledged as depending on
a complex interaction of socioeconomic, cultural, environmental and personal factors
(biological and behavioural), and the nature and availability of health services (Australian
Institute of Health and Welfare, 2000; World Health Organization, 2000). Socioeconomic
factors, in particular, have been recognised as important ‘determinants’ of health
(Marmot & Wilkinson, 1999).

Acceptance of the very broad range of factors contributing to health has been applied
increasingly to the health of Aboriginal and Torres Strait Islander Australians (Australian
Bureau of Statistics & Australian Institute of Health and Welfare, 2001; Australian
Institute of Health and Welfare, 2002b), thus providing a more appropriate foundation on
which to develop effective intervention strategies.

To be as effective as possible, injury prevention strategies need to address a wide
variety of factors contributing to injury events. The approach proposed by a major recent
review of violence in Aboriginal and Torres Strait Islander communities (Memmott, Stacy,
Chambers, & Keys, 2001), recognises the importance of a broad framework for
considering these ‘risk’ factors.25 In line with the recent research on the social
determinants of health, this review classified the factors contributing to the various forms
of violence in Aboriginal and Torres Strait Islander communities as:

1. precipitating causes — one or more particular events that trigger a violent episode by
a perpetrator;

2. situational factors — which could include alcohol abuse, other people encouraging
one or both of the antagonists to act, conflicting social differences between the
antagonists, etc.; and

3. underlying factors — the deep historical circumstances of Aboriginal and Torres Strait
Islander people which make them vulnerable, leading to their enacting or becoming
the victim of violent behaviour (Memmott et al., 2001).

While recognising that this classification may not be as soundly based as one would like,
it was seen as a guide for remedial and preventive programs (Memmott et al., 2001). The

                                                       
25 Despite current concerns with traditional risk-factor epidemiology, 'risk factor' is still the most commonly used term within the health
sector.
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current impact and consequences of underlying factors could be addressed ‘through the
provision of land, housing, health services, education and employment, as well as
processes of empowerment’.

Situational factors were seen as ‘best tackled at a local level by a community council,
cooperative or other Indigenous agency’ (Memmott et al., 2001), through the provision of
things like: shelters for women and children; sobering-up shelters; and properly facilitated
alcohol awareness and consumption reduction programs. Precipitating factors were best
addressed ‘at the individual or one-to-one level’ (Memmott et al., 2001). Counselling and
other services for victims and perpetrators would need to be backed up with support from
relatives and friends.

This broad approach to seeking causal factors is well established in the justice area,
being a feature of the work of the Royal Commission into Aboriginal Deaths and Custody
(Royal Commission into Aboriginal Deaths in Custody, 1991), and also in the area of
self-inflicted injury (see, for example, (Hunter, 1991c; Hunter, Reser, Baird, & Reser,
2001; Radford et al., 1991; Radford et al., 1999; Tatz, 2001)). It is a feature also of an
analysis of road injuries in South Australia (Brice, 2000), but does not appear to be as
widely used in the more traditional injury prevention literature.

As with many other areas of epidemiology, injury epidemiology has started to realise that
single-cause explanations of injury events are ‘incomplete and misleading’ (Christoffel &
Gallagher, 1999), and that what is needed is a broader examination of the physical and
social environment in which the injury occurred. This aspect has characterised much of
the recent work examining self-harm among Aboriginal and Torres Strait Islander people,
but has yet to permeate fully other areas of injury analysis.

Bearing this in mind, the understanding of contributing factors is weak for most areas of
injury, including injury among Aboriginal and Torres Strait Islander people (Harrison et
al., 2001). Information allowing for the consideration of risk factors and mechanisms of
injury is relatively scarce, and varies across the specific topic areas considered.

Most studies that have sought to identify risk factors have failed to explore the interplay
of risk factors (for example, young males and alcohol, risk-taking, and exposures to
hazardous environments). In order to explore how these factors influence each other,
more longitudinal, in-depth research is required. Such research, with greater
collaboration between fields of study, should also shed light upon a point in the chain of
events that can offer the greatest opportunity for intervention (Harrison et al., 2001).

Despite the issues surrounding the identification of factors contributing to injury among
Aboriginal and Torres Strait Islander people, the available literature suggests an
interrelationship of cultural, environmental and lifestyle variables as main causes for the
high incidence of injury. The following factors, collectively or through a multiplicity of
variables, appear from the literature to account for the higher incidence of injury:

• marginalisation and disruption to traditional values, kinship and culture;

• loss of self-esteem and purpose leading to alcohol abuse/interpersonal violence;

• exposure to hazardous environment(s);

• at-risk home environment;
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• risks associated with living in rural, remote or isolated communities;

• dependence on road transport for long distances;

• alcohol and substance abuse;

• violence;

• social and familial dysfunction;

• increased falls risks in the young and the elderly;

• risk behaviour, isolation and self-harm;

• low socioeconomic status;

• unemployment, poverty and dependence;

• inadequate equity and intervention levels; and

• reduced or limited access to health, community and social support services.

Much remains unclear about injury among Aboriginal and Torres Strait Islander
populations, but enough is known to indicate that this issue intersects with other health
and social issues (Harrison et al., 2001). The differentials observed are similar to those
seen in other Indigenous populations (such as the Navajo Indians in the United States),
but are more marked — possibly due to the interaction of Aboriginal and Torres Strait
Islander status and poverty in Australia. The proportion of Aboriginal and Torres Strait
Islander people living in rural and remote areas and the risks associated with these
environments and differences in activities associated with cultural norms intersects
closely with Aboriginal and Torres Strait Islander injury, as does drug use, particularly the
use of alcohol. The effects of alcohol on Aboriginal and Torres Strait Islander injury are
so profound that it is often seen as the sole cause of the problem.

The following section is structured along the lines used by Harrison and colleagues
(2001) in considering information sources for injury prevention among Aboriginal and
Torres Strait Islander Australians.

Alcohol and Injury

Alcohol is widely accepted to be the key risk factor for many types of injury, including
road injuries, falls, fire injuries, drowning, machine injuries, suicide, assault and child
abuse (English et al., 1995; Steenkamp, Harrison, & Allsop, 2002). The actual
contribution of alcohol use to the various types of injuries varies, but the best international
and national data suggests that unsafe alcohol use is responsible for: 37% of road
injuries sustained by males and for 18% of those sustained by females; 34% of fall
injuries; 44% of fire injuries; 34% of drownings; 7% of machine injuries; 12% of suicide
among males and 8% among females; 47% of assaults; and 16% of cases of child
abuse (English et al., 1995).26

The likely theoretical contribution of alcohol to Aboriginal and Torres Strait Islander injury
has not been quantified, but, in view of the higher proportions of harmful/hazardous
alcohol use among Aboriginal and Torres Strait Islander people (Australian Bureau of

                                                       
26 These proportions were estimated from a combination of the best epidemiological estimates of the greater risk of sustaining an injury
among those people who had consumed unsafe levels of alcohol, and the population prevalence of unsafe alcohol consumption.



102

Statistics, 1999; Australian Bureau of Statistics & Australian Institute of Health and
Welfare, 1999; Commonwealth Department of Human Services and Health, 1996), these
are likely to be conservative estimates of the actual contributions of unsafe alcohol use to
injury.

Many reports have identified alcohol as a major contributor to Aboriginal and Torres
Strait Islander injury (see for example, the reports of the Royal Commission into
Aboriginal Deaths in Custody (Royal Commission into Aboriginal Deaths in Custody,
1991) and the recent Gordon inquiry into family violence and child abuse in Aboriginal
communities in Western Australia (Gordon, Hallahan, & Henry, 2002)), but few studies
have attempted to focus on the actual impact.

Overall, the reliability of information on alcohol involvement in injury is uncertain, being
complicated by numerous factors. These factors include reliable and accurate
measurement of alcohol in the system of the individual at the actual time of the injury,
and the fact that the person injured due to the effects of alcohol may not be the person
who actually consumed the alcohol (Harrison et al., 2001). Partly as a result of these
problems, the major health-related collections in Australia, death registrations and the
hospital in-patient collection, provide few insights into the role of alcohol in injury.

Despite the lack of comprehensive data, the impact of alcohol on Aboriginal and Torres
Strait Islander injury has been recognised as substantial, and reducing this impact is
seen as imperative to address the issue of injury prevention (Harrison et al., 2001).

Volatile substance abuse

Inhalation of volatile substances (that is, glues, liquid solvents, petrol, aerosols and fire
extinguisher propellants) for mind-altering effects is relatively common among young
people in general, especially those from lower socioeconomic backgrounds (possibly due
to its relative cost) (Harrison et al., 2001). Petrol sniffing is a common form of volatile
substance abuse among Aboriginal and Torres Strait Islander communities, particularly
those in remote parts of the country (Harrison et al., 2001). It appears to present more
problems than other volatile substances, but little is known about the extent and impact
of the other substances.

The short- and long-term effects of petrol sniffing may be profound and are not always
restricted to the sniffer. The acute injuries/injury risk factors associated with petrol sniffing
include aggression, violence, decreased morale, confusion, burns and (sometimes)
sudden death (d’Abbs & Maclean, 2000).

Obtaining accurate data on petrol sniffing and the associated injuries, and evaluating
interventions is difficult due to the ‘semi-clandestine’ nature of the activity, the fluctuating
nature of patterns of use and its differential distribution among communities (d’Abbs &
Maclean, 2000).

Road injury

Aboriginal and Torres Strait Islander Australians are over-represented in road injury
mortality in all three Australian jurisdictions with adequate data — WA, SA and the NT
(McFadden, McKie, & Mwesigye, 2000). In WA and SA, Aboriginal and Torres Strait
Islander road deaths occur at nearly twice the rate of that of the non-Indigenous
population (Harrison et al., 2001). In WA, Aboriginal and Torres Strait Islander people
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were responsible for 7% of road injury-related hospitalisation during 1988 to 1996 (and
were 3% of the population at that time) (Cercarelli, 1999).

Road injury characteristics are notably different between Aboriginal and Torres Strait
Islander and non-Indigenous people, with Aboriginal and Torres Strait Islander people
being more likely to be involved in single vehicle crashes (Treacy, Jones, & Mansfield,
2002) and those involving pedestrians (Cercarelli, 1999). As well, relatively high
proportions of crashes involving Aboriginal and Torres Strait Islander people have
contributing factors (such as alcohol, over-loaded vehicles and non-use of seat belts)
(Harrison et al., 2001). Crude death rates from motor vehicle crashes for Indigenous
people in Australia are not dissimilar to those among First Nations populations in
Canada, Maori in Aotearoa/New Zealand, and Native Americans in the USA (Brice,
2000).

A recent analysis of WA hospital in-patient data for the years 1971–1997 found that the
rate of hospitalisation due to road injury for Aboriginal and Torres Strait Islander people
(719.1 per 100 000 population per year) was almost twice as high as that for non-
Indigenous people (363.4 per 100 000 population per year) (Cercarelli & Knuiman,
2002). Hospitalisation from road injury involving non-Indigenous people had decreased
by 6.7% per three-year period since 1971, but hospitalisation for Aboriginal and Torres
Strait Islander people had increased by 2.6% per three-year period. The increase was
more pronounced for males, for people aged 0–14 years and over 45 years, and for
people living in rural areas (Cercarelli & Knuiman, 2002).

Several factors are hypothesised to underlie the differentials observed in road injury
between the Aboriginal and Torres Strait Islander and non-Indigenous populations.
Certain risk factors are common to all persons living in remote or rural areas — greater
exposure to long distances, higher speeds on unsurfaced roads, and less accessibility to
emergency health services (Harrison et al., 2001). Around 70% of Aboriginal and Torres
Strait Islander people live in rural and remote areas of Australia, so a greater proportion
of the Aboriginal and Torres Strait Islander population than of the non-Indigenous
population is exposed to these risks. Cercarelli and colleagues suggest also (Cercarelli,
Ryan, Knuiman, & Donovan, 2000):

‘… differences in lifestyle and culture in Aboriginal and Torres Strait Islander persons may
exacerbate existing risks by reducing the appropriateness of current safety education programs’.

The analysis of road injuries among Aboriginal and Torres Strait Islander people will
need to go deeper than the usual identification of proximate factors (that is, seat belt use
and intoxication), including attention to why relevant factors (such as non-compliance
with seat belts and speed limits, and driving while intoxicated) are prevalent among
Aboriginal and Torres Strait Islander people (Harrison et al., 2001).

There is currently limited literature on Aboriginal and Torres Strait Islander-specific road
safety interventions and their subsequent evaluation. One of the most widely promoted
and discussed interventions has been a change in legislation in the NT and then WA —
outlawing the practice of riding in an open load-space without an approved roll frame
fitted to the vehicle (North Queensland Indigenous Injury Prevention Partnership, 2002).
Following the introduction of legislation in the Northern Territory, the proportion of road
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injury deaths occurring to open load space passengers fell from 10% (in 1990–1993) to
2.1% (in 1994–1997) (Harrison et al., 2001). The legislation is not restricted to Aboriginal
and Torres Strait Islander people, but it has had a greater positive impact on Aboriginal
and Torres Strait Islander injury rates due to the greater preponderance of riding in open
load spaces by Indigenous people (Cercarelli & Cooper, 2000). Statistics such as these
demonstrate the potential of routine injury statistics to provide some evidence of the
impact of interventions (see Section 4 of this Appendix for further information about road
safety projects).

The limited literature demonstrates clearly that road safety issues involving Aboriginal
and Torres Strait Islander people need to be addressed urgently by health and transport
authorities, with particular attention to the predisposing social factors. As Brice (2000)
notes, prevention is inextricably linked to questions of causality. In his 2000 review, he
argues that to consider road injury in relative isolation is ‘misleading and inappropriate’.
He attributes the consistent and large proportion of Aboriginal and Torres Strait Islander
deaths from injury over the past two decades to ‘… significant social disturbance at the
root of individual incidents’ (Brice, 2000). Brice considers that (2000):

‘… road trauma among Aboriginal and Torres Strait Islander people is as much a feature of class
or social disadvantage as of culture or, for example, of popular notions of poor driving in sub-
standard vehicles’.

In his National Road Safety Report, Brice (2000) proposes eighteen recommendations
on information availability and quality, potential action by government, community-based
initiatives, collaboration between the government and community sectors, and research
strategies.

Injury due to interpersonal or family violence

Despite the limitations of the available data, sufficient evidence is available to show that
injury due to violence among Aboriginal and Torres Strait Islander people is an issue of
serious concern (see Section 3.1 above). Almost all published comparative analyses
have found that rates of violence are higher in the Aboriginal and Torres Strait Islander
population than in the non-Indigenous population (Harrison et al., 2001).

Violence by Aboriginal and Torres Strait Islander people resulting in injury or death is
more likely to be directed towards friends and family (that is, people known to the
perpetrator) than to strangers (Harrison et al., 2001). For this reason, in addition to legal
ramifications, the extent to which cases of interpersonal violence are revealed or
recognised is uncertain. Obtaining accurate ICD-10 coding of incidents and assessing
whether patterns of identification differ between Aboriginal and Torres Strait Islander and
non-Indigenous people is equally uncertain. There is also some evidence that Aboriginal
and Torres Strait Islander males are less likely to seek treatment for injuries received as
a result of violence than either Aboriginal and Torres Strait Islander females or non-
Indigenous males.

Interventions aimed at reducing family violence among Aboriginal and Torres Strait
Islander people are numerous, but a lack of formal evaluation and documentation has
made reviewing and reaching definitive conclusions for future research and intervention
difficult. In an attempt to address this issue, in 1998–1999, Memmott et al. (2001) were
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commissioned by the National Campaign against Violence and Crime (later re-named
‘National Crime Prevention’) in the Attorney-General’s Department Canberra to
undertake a national review of the extent and nature of Aboriginal and Torres Strait
Islander violence in Australia, and existing programs and strategies to reduce such
violence. The report of the review noted that ‘… the literature tends to be top-heavy with
theory and discussion, and lacks empirical evidence on violence’ (Memmott et al., 2001).

Suicide and intentional self-harm

Injury due to suicide and intentional self-harm began to receive greater attention in
Australia in the late 1980s, initially in recognition of the increase in suicides among young
people (particularly males). As part of the Royal Commission into Aboriginal Deaths in
Custody, the high and increasing rates of suicide among Aboriginal and Torres Strait
Islander people became apparent. Suicide and intentional self-harm subsequently
became a prominent issue in Australia in the latter half of the 1990s, with particular
attention directed to suicide among young Australian males (Indigenous and non-
Indigenous).

Despite large scale strategies being implemented (for example, LIFE, NYSPS), the
scope of the issue of suicide and intentional self-harm is still to be sharply defined or
universally agreed. As noted by Harrison and colleagues (2001):

‘depending on the perspective adopted, deliberate self-destruction, recklessly dangerous
behaviours, self-mutilation, etc. may be seen as separate or related phenomena. Similarly,
connections are found between this ‘internally directed violence’ and ‘externally directed
violence’ manifesting as assault, etc’.

In light of evidence on risk factors for suicide, Aboriginal and Torres Strait Islander people
have certain characteristics suggesting that an elevated suicide risk might be expected
— including widespread experience of social disruption during childhood, poverty and
high rates of incarceration (Australian Bureau of Statistics & Australian Institute of Health
and Welfare, 1999; Hunter, 1999; Tatz, 2001).

An increasing body of literature is available on suicide and self-harm among Aboriginal
and Torres Strait Islander people, a large portion of which has been commissioned by
Commonwealth government agencies under the auspices of various strategies. Several
independent authors have analysed Aboriginal and Torres Strait Islander suicide and
related behaviours in particular communities or regions of Australia. One of the main
contributors to this field of inquiry is Professor Ernest Hunter, whose thoughtful and
thorough work has focused on various aspects, including aetiology. Hunter stresses the
need for suicide and self-harm among Aboriginal and Torres Strait Islander people to be
analysed within its broad social and historical context, but recognises the importance of
local and acute situational factors (Hunter, 1990; Hunter, 1991a; Hunter, 1991b; Hunter,
1991c; Hunter, 1995; Hunter et al., 2001).

Similarly, a detailed analysis of self-harm and suicidal ideation among Aboriginal and
Torres Strait Islander and non-Indigenous female single parents in Adelaide considered
a variety of potential contributory factors, including finance, housing, upbringing,
experience of abuse, and interaction with police (Radford et al., 1991; Radford et al.,
1999). The study found that suicide attempts were less frequent among the Aboriginal
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and Torres Strait Islander women than among non-Indigenous women, and concluded
that self-harm was related more to class than Aboriginal and Torres Strait Islander status
(Radford et al., 1999).

A more recent contribution is that of Professor Colin Tatz, whose in-depth analysis of
suicide among Aboriginal youth in NSW and the ACT and Maori youth in New Zealand
led him to conclude that ‘Aboriginal suicide is different’, and that the difference needs ‘to
be stressed, recognised, absorbed, appreciated and acted upon, if any prevention or
alleviation strategies are to be attempted’ (Tatz, 2001). He argues that suicide and
attempted suicide among Aboriginal youth in NSW and the ACT is one facet of a ‘new
violence’, and that mental illness, ‘in the strict pathological sense’, is rarely a factor.
Health professionals need ‘to become holistically knowledgeable about the wide variety
of Aboriginal societies’ and ‘to comprehend more than a history of oppression and the
legacies of colonialism’.

Thus, the factors contributing to suicide and intentional self-harm among Aboriginal and
Torres Strait Islander people cover virtually the full spectrum of factors summarised
earlier in this section (3.3). The relative contributions of each of these factors appear to
vary according to local circumstances, so intervention strategies will need to be take
account of these circumstances.
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4 Government responses to injury among Aboriginal and Torres Strait Islander

people

4.1 National initiatives

Injury is diverse, and so are the preventive policy responses to it. The pattern of injury
policy activity is strongly influenced by Australia’s federal structure. At a national level,
and especially in the health sector, emphasis is on the coordination of Commonwealth,
State and Territory activities and efforts. Examples are the National Health Priority Areas
initiative (injury is one of five priority areas), and statistical description and monitoring,
mainly through support for the Australian Institute of Health and Welfare (AIHW) National
Injury Surveillance Unit.

In an attempt to provide a forum for leadership in injury prevention in Australia, the
National Public Health Partnership Group (NPHP) established in August 2000 the
Strategic Injury Prevention Partnership (SIPP) (National Public Health Partnership,
2000). SIPP, which supersedes a previous initiative, the National Injury Prevention
Advisory Group, is responsible for implementing the National Injury Prevention Plan:
Priorities for 2001–2003 and for promoting a consistent, integrated approach to injury
prevention (including monitoring and evaluation) across all areas of government. SIPP
includes representatives from the health authorities in all jurisdictions, the Consumer
Policy Division of Commonwealth Treasury, the Australian Institute of Health and Welfare
and the Australian Injury Prevention Network.27

A national statement on Aboriginal Injury and Safety Promotion was developed in 2000
at the National Injury Prevention Network conference in Canberra, where injury was also
identified as a priority area for the National Public Health Partnership. The statement
called for the development of a systematic approach to safety and injury prevention for
Aboriginal and Torres Strait Islander people based on public health principles (Moller,
2002). The Commonwealth Department of Health and Ageing is currently developing this
approach, and it is expected that each State/Territory will develop complementary
activities and policies.

The following material summarises some initiatives, reports, etc. of relevance to injury
prevention among Aboriginal and Torres Strait Islander people.

General injury initiatives

National Health Priority Areas (NHPA) — National Health Priority Areas Report on Injury Prevention and
Control 1997

(Commonwealth Department of Health and Family Services & Australian Institute of Health and Welfare,
1998)

As injuries remain a leading cause of death, illness and disability in Australia, particularly
among Aboriginal and Torres Strait Islander people, injury prevention and control has
been recognised by Health Ministers as a National Health Priority Area since 1986. The

                                                       
27 In view of the breadth of injury, and the various jurisdictional responsibilities (see Section 2.2 of this Appendix), it is noteworthy that
the SIPP does not include representation from the justice, transportation and labour sectors. It was not possible to discern from the
documents available whether there have been any real attempts to enable and ensure the high level of cooperation necessary between
government sectors  — at Commonwealth, State, Territory and local government levels — for injury prevention to be addressed in a
coordinated manner. In view also of the important areas of secondary and tertiary injury prevention within the acute care component of
the health sector, it could be argued that the SIPP would be better placed as a standing committee of AHMAC (the Australian Health
Ministers' Advisory Council) itself, rather than reporting through the NPHP.
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National Health Priority Areas report on Injury Prevention and Control 1997 updated the
data and trends provided in the First Report on National Health Priority Areas. The report
was a joint publication between the Commonwealth Department of Health and Family
Services and the Australian Institute of Health and Welfare (AIHW) on behalf of the
National Health Priority Committee. This Committee was chaired by the Commonwealth
Chief Medical Officer with representation from all States and Territories, AIHW and the
National Health and Medical Research Council.

Directions in Injury Prevention Report 1: Research needs

(National Injury Prevention Advisory Council, 1999a)

This report was the first publication of the National Injury Prevention Advisory Council
and the Department of Health and Aged Care. The National Injury Prevention Advisory
Council (NIPAC) had been established in 1997 to provide high level independent advice
to the Department of Health and Aged Care and its Minister on ways to reduce the
incidence and severity of injury. At the inaugural meeting of NIPAC it was decided that a
thorough analysis of injury needs in research and development was required.

The report identifies the research base available and the next steps required to advance
injury prevention activities. It focuses on three principal areas: major injury cause areas,
special population groups of interest, and alcohol as a risk factor. Report 1 provides a
brief overview on why injuries occur, incidence, what action is required and cost-
effectiveness of interventions. It provides the basis for the second report Directions in
Injury Prevention Report 2: Injury prevention interventions — good buys for the next
decade (see below).

Report 2: Prevention interventions — good buys for the next decade

(National Injury Prevention Advisory Council, 1999b)

This report, based on the information contained in Directions in Injury Prevention Report
1: Research Needs (see above), sets out those areas which offer the best opportunities
for investment in injury prevention.

Paradigm shift. Injury: from problem to solution — new research directions

(Strategic Research Development Committee of the National Health and Medical Research Council, 1999)

This report notes that the evidence base for injury prevention:

‘requires contributions from a wide range of disciplines and involves a wider range of research
paradigms than have traditionally been accepted within the core health research paradigms’.

It recommends that the NHMRC develop a five-year strategy for injury research,
involving:

• available program of Australian injury research;

• definition of detailed priorities for injury research and the development of an
appropriate mix of investigator-driven and commissioned research; and

• allocation of a research quota for injury research and a strategy for utilising this quota
for high quality relevant research.
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National Injury Prevention Plan: Priorities for 2001–2003

(Strategic Injury Prevention Partnership, 2001)

The National Injury Prevention Plan: Priorities for 2001–2003 represents a broad
framework for national activity in the areas of high priority for immediate attention where
the health sector can and should take a leading role. It is tightly focused on a
manageable number of priorities for immediate action. Among the priority areas identified
are interpersonal violence, intentional injury, self-harm and firearms, and injury as a
result of alcohol misuse. Aboriginal and Torres Strait Islander Australians are one of the
six priority populations.

National Aboriginal and Torres Strait Islander Health Strategy, Consultation Draft28

(National Aboriginal and Torres Strait Islander Health Council, 2000)

This consultation draft was based upon the 1989 National Aboriginal Health Strategy and
the evaluation of that strategy in 1994. Injury is discussed in a broader context, with its
effects on mortality and morbidity rates presented. A reduction in the impact of injury and
poisoning is highlighted as one of five specific aims of the strategy.

Road safety initiatives

The National Road Safety Strategy aims to dramatically reduce death and injury on
Australian roads (Australian Transport Safety Bureau, 2001). This national strategy has
been adopted by the Australian Transport Council, which comprises Commonwealth,
State and Territory Ministers with transport responsibilities. In Australia’s federal system
of government, road safety strategy and policy measures are principally driven by the
States, Territories and local government, which conduct their own programs.
Accordingly, this strategy has been developed as a framework document, which
recognises the individual governments will continue to develop and implement their own
road safety strategies and programs. It is envisaged that all future road safety programs
will be consistent with this strategy but reflect local imperatives.

Interpersonal violence

The Commonwealth government has initiated two programs addressing interpersonal
violence — the National Crime Prevention Program and Partnerships Against Domestic
Violence.

The National Crime Prevention Program, which was launched in 1997, aims ‘to identify
and promote innovative ways of reducing and preventing crime and the fear of crime’
(Commonwealth Attorney-General’s Department, n.d.). In recognising that crime is a
serious social issue affecting the physical, social, emotional and financial wellbeing of
Aboriginal and Torres Strait Islander individuals and the community as a whole, the
program has provided funds in three areas: community night patrols, domestic violence,
and general violence in Aboriginal and Torres Strait Islander communities.

Across Australia, night patrols have been identified as a significant crime and injury
prevention strategy within Aboriginal and Torres Strait Islander communities
(Commonwealth Attorney-General’s Department, 2002). In 2002, the National Crime
                                                       
28 This document was superseded in June 2002 by the National Strategic Framework for Aboriginal and Torres Strait Islander Health,
but a copy of this draft document was not available.
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Prevention Program funded two night patrol projects, which incorporate many of the
Commonwealth government’s crime and violence prevention goals.29

Partnerships Against Domestic Violence works with State and Territory governments and
the community ‘to find better ways of preventing domestic and family violence’
(Partnerships Against Domestic Violence, 2002). Partnerships Against Domestic
Violence, which was launched by the heads of government at the National Domestic
Violence Summit, is coordinated by a Commonwealth, State and Territory task force with
a secretariat located in the Commonwealth Office of the Status of Women. Partnerships
Against Domestic Violence conducts a wide range of projects across Australia to
stimulate new activities and enhance existing work, including working with Aboriginal and
Torres Strait Islander communities.

As part of its National Indigenous Family Violence Grants Program, Partnerships Against
Domestic Violence budgeted $6 million over four years (1999–2003). In 2000, 30
Aboriginal and Torres Strait Islander organisations from across Australia were allocated
$2.2 million for 31 projects addressing family violence, and a further 37 projects were
funded in 2001 (Partnerships Against Domestic Violence, 2001c).30 Details of some of
these projects are provided in Volume II, Appendix D.

Initiatives addressing suicide and self-harm

The Commonwealth Government’s National Youth Suicide Prevention Strategy,
1995–1999 (NYSPS) aimed to reduce rates of youth suicide and self-harming
behaviours in Australian youth, and influence the way other programs, agencies and
individuals deliver prevention programs to young people at risk (Commonwealth
Department of Health and Aged Care, 2000c).

Of 70 projects funded under the NYSPS, the title or auspicing organisation of four
indicates a focus on young Aboriginal and Torres Strait Islander people, and several
others were located in or near substantial Aboriginal and Torres Strait Islander
communities. Young Aboriginal and Torres Strait Islander people were declared the
target group for the Here for Life program, the first national program in response to youth
suicide, which began in 1995.

The strategy was evaluated at its conclusion in 1999 by the Australian Institute of Family
Studies. The evaluation is published by the Institute in five separate reports — a main
report and four supplementary technical reports (Mitchell, 2000a; Mitchell, 2000b;
Mitchell, 2000c; Mitchell, 2000d; Mitchell, 2000e).

It was found that the strategy had resulted in enhancements to the capacity of service
systems to prevent suicide among young people (Mitchell, 2000e):

‘The knowledge base about the complexity of causal factors and the effectiveness of various
interventions has been expanded and information has been documented in forms that are
accessible and user-friendly. Several promising primary prevention and early intervention
programs have been developed or expanded, documented in manuals, and capacity to deliver

                                                       
29 See Section 4.2 of this Appendix, particularly the subsection related to the Northern Territory, for further information about night
patrols.
30 Details of the funded projects are available on the Partnerships Against Domestic Violence website
<http://www.padv.dpmc.gov.au/>.
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these programs more widely has been built. Training in suicide prevention and a range of
interventions has been provided to large numbers of professionals and training resources have
been expanded and made more accessible’.

No data were available to indicate whether or not the strategy had led to, or even been
associated with, significant outcomes at a population level — or with positive changes in
individual or environmental risk and protective factors (Mitchell, 2000e). It was noted that
the strategy represented only the earliest stage of a long-term reform process and, as
such, changes in population health outcomes and impacts would not be expected to be
observable for many years.

It was concluded that the strategy could not be considered to be a fully ‘comprehensive
nationally coordinated approach’ to youth suicide prevention; rather, it was more
accurately seen as a ‘phase of developmental research’ (Mitchell, 2000e). It was stated
that if the goal of reducing rates of suicide and suicidal behaviour among young people is
to be met, the strategy will need to be followed by the implementation of all the identified
promising interventions across Australia. Nevertheless, a number of projects
demonstrated positive outcomes for young people and significant impacts on target
groups participating in trial programs, including Aboriginal and Torres Strait Islander
youth.

Living is for Everyone (LIFE) is a framework for prevention of suicide and self-harm in
Australia over the period 2001–2005 (Commonwealth Department of Health and Aged
Care, 2000b). LIFE builds on the work of the NYSPS and includes three companion
documents: Areas for Action, Learnings about Suicide, and Building Partnerships.

The LIFE Program aims to: reduce suicides, suicidal thinking, suicidal behaviour, injury
and self-harm; enhance resilience in individuals, families and communities; and increase
support to those affected. In addition, the program hopes to extend and enhance
community and scientific understanding of suicide and its prevention.

LIFE has declared partnerships with Aboriginal and Torres Strait Islander peoples to be
one of its six ‘Action Areas’. While maintaining a focus on youth suicide, LIFE broadens
the scope of activity to include prevention and intervention across the lifespan for
Aboriginal and Torres Strait Islander and non-Indigenous people.

The CommunityLIFE Project is based on the LIFE framework, and aims to build
community capacity for suicide prevention (Centre for Developmental Health TVW
Telethon Institute for Child Health Research, 2002). This project has Aboriginal and
Torres Strait Islander and non-Indigenous components.

Community-driven approaches are seen as particularly important for Aboriginal and
Torres Strait Islander people, being recognised as an integral part of any successful
intervention strategy. CommunityLIFE aims to make information about life promotion
available and accessible, and to develop the mechanisms for providing support and
practical assistance to Aboriginal and Torres Strait Islander communities.

Funding for the project is through the Commonwealth Department of Health and Ageing.
Overall responsibility for the project lies with the Centre for Developmental Health, Curtin
University of Technology in WA, but management is via a consortium of representatives
from around Australia (Sydney, Perth and Adelaide). The Aboriginal and Torres Strait
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Islander component of the project is overseen by NACCHO. Aboriginal and Torres Strait
Islander elements will also be incorporated in the non-Indigenous (mainstream) project
(Centre for Developmental Health TVW Telethon Institute for Child Health Research,
2002).

Other relevant initiatives31

The Bringing them home report, by the Human Rights and Equal Opportunity
Commission, calls for: culturally-appropriate community-based and mainstream mental
health services; the development of parenting programs; safeguards against the removal
of children; diversion from custody programs and support for Aboriginal and Torres Strait
Islander prisoners (National Inquiry into the Separation of Aboriginal and Torres Strait
Islander Children from their Families Australia, 1997).

The Second National Mental Health Plan, developed to provide a national framework for
future activity in mental health service reform, is a five-year (1998–2003) extension of the
National Mental Health Plan (1992) (Commonwealth Department of Health and Aged
Care, 2001b). It is envisaged that implementation of the second plan will contribute
significantly to improved treatment, care and quality of life for Australians with mental
illness, their families and the general community. Though not specifically Aboriginal and
Torres Strait Islander-focused, the plan does contain consultative mechanisms and links
in the areas of Aboriginal and Torres Strait Islander mental health and suicide prevention.

The Stronger Families and Communities strategies provide funding for prevention and
early intervention programs for families and communities, with particular benefits for
those at risk of social, economic and geographic isolation (Commonwealth Department
of Family and Community Services, 2002a; Commonwealth Department of Family and
Community Services, 2002b).

There is an Aboriginal and Torres Strait Islander-specific component of the strategies,
with a minimum of $20 million available across Australia for projects involving Aboriginal
and Torres Strait Islander communities.32

Initiatives funded by the program include: Strengthening Indigenous Communities Pilots
run by Palngun Wurnangat Incorporated, which identifies priority community needs and
issues to develop integrated community-based solutions; and the Albany Aboriginal
Corporation, which has established community action groups in a range of locations as a
mechanism for Aboriginal and Torres Strait Islander families to come together to develop
community plans.

4.2 State and Territory initiatives

Most injury-related regulation and enforcement, many prevention programs and some
research is funded and undertaken at State/Territory level. National coordination
produces some commonality, but there is considerable diversity in approaches and in the
topics given priority.

                                                       
31 This section overlaps, to some degree, with Volume II: Programs, Projects and Actions of this report.
32 A meeting of Indigenous leaders and the Commonwealth Government in 2000 agreed that governments and Indigenous people
should work together to develop and put in place programs aimed at supporting families and communities. It was agreed also that
government activities in Indigenous communities should target the needs of children and young people, and empower Indigenous people
to take responsibility within their families and communities for developing solutions to problems, particularly in the area of family violence.
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Notable funding mechanisms are the Victorian Transport Accident Commission, which
has allocated large sums for road injury research and prevention, and programs in
several States based on the tobacco tax. Funding from the National Health and Medical
Research Council is, in principle, available for injury research, but only a very small
proportion has been allocated to projects on this topic.

State and Territory injury prevention initiatives implemented to date include the following.

New South Wales

The Aboriginal Health and Medical Research Council of NSW has agreed in principle to
the development of a NSW strategy for injury prevention in Aboriginal and Torres Strait
Islander communities (Moller, 2002). The strategy is expected to be developed in line
with the proposal to build a national plan for injury prevention in Aboriginal and Torres
Strait Islander communities, occurring under the directorship of the Aboriginal and Torres
Strait Islander Working Group of the National Public Health Partnership.

Shoalhaven Aboriginal Injury Surveillance Project

(Royal & Westley-Wise, 2001)

This project attempted to document and describe the injury patterns and subsequent ‘risk
factors’ of Aboriginal and Torres Strait Islander people living in the Shoalhaven, NSW.
The data were assessed for usefulness and, through consultation with the Aboriginal and
Torres Strait Islander community, opportunities to utilise the findings to plan injury
prevention strategies were sought. A clearer picture of the issues facing the community
emerged and key areas of preventive intervention were identified.

Pride, Respect and Responsibility: Mid North Coast Aboriginal Injury Surveillance Project Report

(Mid North Coast Aboriginal Health Partnership, 2001)

This Aboriginal and Torres Strait Islander injury surveillance project describes injury
patterns and risk factors, and identifies responses to enable positive change among
Aboriginal and Torres Strait Islander people living in the Mid North Coast region of NSW.

The project utilised hospital emergency department data, hospital separation data, and
qualitative methods (such as event narratives, semi-structured interviews and focus
groups).

Aboriginal Action Plan (2001–2006)

(Roads and Traffic Authority, 2001)

The Aboriginal Action Plan documents the NSW Roads and Traffic Authority’s priorities
on Aboriginal and Torres Strait Islander issues over the period 2001 to 2005. The
Aboriginal Action Plan utilises the Aboriginal Employment and Equity Plan 1998–2003
and its achievements as foundations and models for further work in the area of
Aboriginal and Torres Strait Islander injury prevention on the roads of NSW.
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Victoria

Victorian Injury Prevention Program

(Department of Human Services, 2002)

The Victorian Injury Prevention Program is working towards developing strategies at the
State and national levels to reduce the incidence of injury in the Australian population.

The Victorian Injury Prevention Program is located within the Public Health Group, Rural
and Regional Health and Aged Care Services Division of the Department of Human
Services. The program engages in a diverse range of activities including the provision of
policy advice, the development of strategies, funding of various programs and projects,
research support, stakeholder liaison, monitoring and evaluation. Its state-wide injury
prevention strategy, Taking Injury Prevention Forward, makes no reference, however, to
injury among Aboriginal and Torres Strait Islander people.

Queensland

Study of injury in Five Cape York Communities

(Gladman et al., 1997)

This project, probably the first to undertake a detailed investigation of injury at a
community level, was funded by the National Injury Surveillance Unit and the
Commonwealth Department of Health and Family Services. A brief summary of its
findings is provided in Section 3.2 of this Appendix, ‘Impact of injury among Aboriginal
and Torres Strait Islander people’.

The Health Outcomes Plan, Injury Prevention and Control 2000–2004

Queensland Health is developing Health Outcomes Plans for each of the National Health
Priority Areas, including injury. In parallel, it is developing strategic policy frameworks for
population groups, with an initial focus on four groups — Aboriginal and Torres Strait
Islander people being one of the four. The plans assemble the evidence base for
strategies and aim to guide the Procurement Council in determining the best balance of
services for the State.

Reducing the burden of injury in Queensland is a corporate priority, identified in
Queensland Health’s Strategic Directions 2000–2010 and the accompanying strategic
plan (Queensland Health, 1999). The Health Outcomes Plan — Injury Prevention and
Control 2000–2004: Background Paper (Queensland Health, 2000) provides supporting
evidence or a rationale for each strategy in the Health Outcomes Plan for Injury
Prevention and Control (Queensland Health, 2001). The plan includes a comprehensive
discussion of evidence-based strategies to reduce the incidence and impact of injury in
Queensland, along with process, quality and outcome indicators.

The Aboriginal and Torres Strait Islander Women’s Task Force on Violence

(The Aboriginal and Torres Strait Islander Women’s Task Force on Violence, 2000)

The Aboriginal and Torres Strait Islander Women’s Task Force on Violence was
established in December 1998. Fifty Aboriginal and Torres Strait Islander women,
representing communities throughout Queensland, participated in the formulation of a



115

report to share their stories and stimulate and guide action (The Aboriginal and Torres
Strait Islander Women’s Task Force on Violence, 2000). The Queensland Government
responded to the report with a report analysing the Task Force findings and auditing
current Queensland Government family violence initiatives (Queensland Government,
2000).

Apunipima Family Violence Advocacy Project

(Apunipima Cape York Health Council, 2001)

The Apunipima Family Violence Advocacy Project was funded by the Aboriginal and
Torres Strait Islander Commission for two-and-a-half years and achieved its outcome at
the end of the 2000–01 financial year as scheduled. The main objective of the project
was the development of a model to address family violence in Aboriginal and Torres
Strait Islander communities across Australia. Other benefits were realised by the project,
including the development of numerous resources and the conduct of workshops for the
community. The project report, prepared by the Apunipima Cape York Health Council,
contains recommendations to the government.

(See also Western Australian material, below, for further details on this project.)

North Queensland Indigenous Injury Prevention Partnership

(North Queensland Indigenous Injury Prevention Partnership, 2002)

This partnership involves a group of researchers and health professionals from around
Queensland, led by Professor Ernest Hunter (University of Queensland) and Professor
Robyn McDermott (Tropical Public Health Unit and James Cook University). The
partnership, funded by the National Health and Medical Research Council, aims to
establish and implement best-practice approaches to the prevention and management of
injury.

Aboriginal and Torres Strait Islander Road Safety Remote Communities Project

(Powell, Odgaard, & Wright, 2001)

The Aboriginal and Torres Strait Islander Road Safety Remote Communities Project
started in 1997 with funds provided for six years.

Numerous road safety activities are now occurring in remote Aboriginal and Torres Strait
Islander communities of north Queensland, and some momentum appears to have been
generated by the project (Powell et al., 2001):

‘there appears to be an increase in trust between Queensland Transport and the remote Indigenous
communities of the Northern region with improved communication and the implementation of
successful road safety initiatives’.

Outcomes of this project ‘… will influence future directions of road safety in Queensland’
(Powell et al., 2001).
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Western Australia

Family Violence Advocacy Project

(Partnerships Against Domestic Violence, 2001b)

Family Violence Advocacy Projects (Aboriginal and Torres Strait Islander Commission)
have been established at the Bega Garnbirringu Health Services in Kalgoorlie (and at
Apunipima Cape York Health Council in Queensland).

Project teams have assisted agencies to develop appropriate strategies to address
family violence in Aboriginal and Torres Strait Islander communities. The projects have
developed best practice models of service delivery that may be replicated in other areas
of Australia. These models indicate the services needed in rural and remote
communities, as well as the links required between services, to effectively address family
violence.

Model of Intervention at the Point of Violence

(Partnerships Against Domestic Violence, 2001a)

Model of Intervention at the Point of Violence, Aboriginal Family Violence, has developed
effective models for delivering family violence services to Aboriginal and Torres Strait
Islander communities in Western Australia. These include roles for service providers,
specific strategies for mainstream agencies and implementation strategies for different
regions.

Training for Service Delivery

(Partnerships Against Domestic Violence, 2001b)

Training for Service Delivery has developed training for workers from domestic violence
services, including: victim support, children’s services, perpetrator programs, Aboriginal
and Torres Strait Islander services, and men’s crisis services.

Development of Pilot Counselling Program for Mandated and Non-Mandated Aboriginal Men Responsible
for Family Violence

(Partnerships Against Domestic Violence, 2001a)

A model is being piloted for counselling/intervention for Aboriginal and Torres Strait
Islander men involved in family violence. It will be trialled in Perth and the Pilbara, and
aims to identify time-limited intervention strategies that are culturally appropriate and
cost-effective in reducing violent behaviour.

Drowning Prevention Program for Aboriginal Health Workers throughout Rural and Remote Western
Australia

(Lyford, 2001)

Aboriginal and Torres Strait Islander people, particularly children, have much higher rates
of drowning than non-Indigenous people. In an attempt to combat the high risk of
drowning among Aboriginal and Torres Strait Islander people, a project was developed
and implemented in WA in 2000 (funded by the Rural Health Support, Education and
Training program).
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The aim of the project was (Lyford, 2001):

‘… to develop and implement a comprehensive training package for remote Aboriginal health
workers with the ability to educate the community with appropriate health promotion and
drowning prevention strategies’.

Post-workshop (that is, training) questionnaires were administered, and results were
positive. A video has also been produced to educate parents and carers on the
prevention of drowning and injury around water (Lyford, 2001).

The Way Ahead — Road Safety Directions for Aboriginal Road Users in Western Australia

 (Road Safety Council Taskforce, 2000)

The Way Ahead — Road Safety Directions for Aboriginal Road Users in Western
Australia complements the current general five-year strategy, Future Directions for Road
Safety in Western Australia 2000–2005, which aims to improve safety for all Western
Australians, including Aboriginal and Torres Strait Islander people. The Way Ahead
strategy specifically addresses issues known to impact heavily on Aboriginal and Torres
Strait Islander people, with the aim of reducing the over-representation of Aboriginal and
Torres Strait Islander people in road crashes in WA.

South Australia

Safe Living in Aboriginal Communities project

(Partnerships Against Domestic Violence, 2001d)

The Safe Living in Aboriginal Communities project aims to refine and test the
effectiveness of the Family Well Being Counselling Training Course model. The South
Australian Department of Education, Training and Employment and the Whyalla
Aboriginal community developed the model, which provides a holistic approach to
minimise family violence.

WorkCover Corporations Access and Equity Aboriginal and Torres Strait Islander Focus Group Strategic
Plan 1999–2001

(Barnett, 1999)

The WorkCover Corporation manages the Occupational Health, Safety, Rehabilitation
and Compensation system in South Australia. The Access and Equity Program involves
ensuring that the workplace health and safety, and injury management system
addresses the needs of Aboriginal and Torres Strait Islanders.

This strategic plan is the outcome of a project undertaken by WorkCover Corporation’s
Access and Equity Aboriginal and Torres Strait Islander Focus Group. In 1998, the
Access and Equity Program established the Aboriginal and Torres Strait Islander Focus
Group as a consultative structure. Representatives from relevant community, peak and
government organisations are members of the focus group. The focus group provides a
way for the corporation and Aboriginal and Torres Strait Islander communities to
communicate with each other and participate in the workplace health and safety, and
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injury management system to improve access to services and culturally-appropriate
outcomes for Aboriginal and Torres Strait Islander people.

Northern Territory

Living with Alcohol

(Stockwell et al., 2001)

Territory Health Services’ response to injury has been to prioritise a major risk factor —
alcohol — through programs such as Living with Alcohol. The program was introduced in
April 1992, with funding obtained through a levy on liquor containing more than 3%
alcohol by volume (Crundall et al., 2001). See Section 5.2 of this Appendix for further
details of this program.

Night Patrols

Julalikari Night Patrol (Mugford & Nelson, 1996)

In an effort to break the cycle of violence associated with alcohol consumption in
Aboriginal and Torres Strait Islander communities in the Northern Territory, voluntary
community-based patrols were implemented in 1989.

This particular patrol targets the Aboriginal and Torres Strait Islander community of
Tennant Creek. After two years of the program, alcohol-related crime and associated
injury had decreased significantly (among other positive outcomes).

Tangentyere Night Patrol (Mugford & Nelson, 1996)

Night patrols in Tangentyere, Alice Springs commenced in 1990 and the Remote Area
Night Patrol was formed in 1995. Positive results were reported.

In 1996, there were approximately 12 outlying communities in the Northern Territory with
their own night patrols, funded by Territory Health Services and the Living with Alcohol
program (Mugford & Nelson, 1996).

Approved roll-over device legislation

(Thompson, Dempsey, & Pearce, 2001)

In response to the high death and injury rates of passengers in open vehicles in the
Northern Territory, legislation was enacted in 1994 to ‘… prohibit this form of travel
unless the vehicle is fitted with an approved roll-over device and the driver drinks no
alcohol’ (Thompson et al., 2001).

In the two years before the legislation took effect (Thompson et al., 2001):

‘… the Northern Territory Road Safety Council field officers and Motor Vehicle Registry staff
worked with police and community councils in remote areas to promote the use of roll-over
devices’.

See Section 4.2 of this Appendix for further details.
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Kick a Goal for Road Safety

(Autosafe–Windscreens O’Brien, 1999)

Aboriginal community police officers throughout the Northern Territory have taken a
football approach to tackle the over-representation of Aboriginal people in road injury. A
NT Road Safety team was formed to develop strategies to target critical issues in
Aboriginal road safety. The team used the slogan ‘Kick a goal for road safety’. The
strategy was highly commended in the 1998 Windscreens O’Brien Autosafe Awards, and
reported a decrease of 40% between 1998 and 1999 in road fatalities and serious injury
among Aboriginal people in the Territory (Autosafe–Windscreens O’Brien, 1999).

Atunypa Wiru Minyma Uwankaraku: Good Protection for All Women

(Mugford & Nelson, 1996)

This domestic violence program, overseen by the Ngaanyatjarra Pitjantjatjara
Yankunytjatjara (NPY) Women’s Council in the NT, aims to develop strategies and
service models to assist Aboriginal women living in remote communities around the
Northern Territory, South Australian and Western Australian borders. This ongoing
program commenced in 1994 and has had positive effects on communication,
awareness, responses, and reporting of incidents to police (Mugford & Nelson, 1996).
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5 Community and other responses to injury among Aboriginal and Torres Strait

Islander people

5.1 Aboriginal and Torres Strait Islander injury prevention programs

There has been a number of responses recently to the injury prevention challenge, and
how best to combine available models and demonstrate their effectiveness. One of the
most notable is a multi-modal approach developed by a Queensland Aboriginal and
Torres Strait Islander community with the collaboration of the University of Queensland
and Queensland Health (Shannon et al., 2001a). The project proposed an approach for
injury prevention that effectively combines the community development model for
improving wellbeing in Aboriginal and Torres Strait Islander communities with the
epidemiological model of injury control. This particular program explored the wide range
of issues involved in initiating and developing a community-owned, multi-modal program
for the reduction of injury in Aboriginal and Torres Strait Islander communities (Shannon
et al., 2001a).

Another important focus in the area of injury prevention is on the risks of road crashes
and road-related injuries in Aboriginal and Torres Strait Islander communities. These
risks have been addressed by awareness campaigns: examples are the Aboriginal
Community Road Safety Project (Ella, 1992) and the introduction of new laws — for
example, the Open Load Space Project (Cercarelli & Cooper, 2000). Major
achievements of these interventions have been a decrease in road injuries and deaths
as a result of riding in open load spaces of vehicles and positive changes in Aboriginal
and Torres Strait Islander community attitudes, knowledge and understanding of road
safety issues (North Queensland Indigenous Injury Prevention Partnership, 2002).
Aboriginal and Torres Strait Islander communities have welcomed these projects and are
keen for them to continue (Cercarelli & Cooper, 2000). Programs such as these (which
have undergone an evaluation) give reason to be optimistic about the future of injury
prevention initiatives in other areas.

See also Section 4 of this Appendix for examples of community-based programs (funded
nationally).33

5.2 Alternative and multi-sector approaches to injury prevention programs

Alcohol and injury

With alcohol being a major contributing factor to many injuries in Aboriginal and Torres
Strait Islander communities, a reduction in the incidence of alcohol-related injuries and
offences is a frequently used performance indicator. A reduction in injury rates,
hospitalisation and engagement with the criminal justice system were
achievements/performance indicators of programs that aimed to reduce the impact of
problems arising from self-harm and interpersonal violence in rural and remote WA — by
the availability of sobering up shelters, for example (Bellottie & Boas, 2000). In the first
year of operation of the sobering-up shelter in Wiluna (WA), there was a 33% reduction
in alcohol-related injuries, a 90% reduction in arrests for damage offences, and a 67%
reduction in arrests for assaults (Bellottie & Boas, 2000).
                                                       
33 As they received funding from the Commonwealth, the important community-based projects in the Cape York, Queensland
(Gladman et al., 1997), and in the Mid North Coast and Shoalhaven areas of NSW (Heslop, 2002; Mid North Coast Aboriginal Health
Partnership, 2001; Royal & Westley-Wise, 2001) are summarised in Section 4 of this Appendix.
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The restriction of trading hours for sale of ‘take away’ alcohol appears a useful strategy
for reducing the negative effects of high alcohol consumption in small communities. Halls
Creek in the Kimberley region of Western Australia implemented such a strategy and the
results were evaluated. Consistent trends indicated a positive effect of restricted trading
hours across a variety of health and social indicators, but concurrent programs that were
running limited the conclusions (Douglas, 1998):

‘A decrease in alcohol consumption was observed for each of the two years following the
intervention. Overall, incidence of crime declined. Alcohol-related presentations to the hospital
and presentations resulting from domestic violence decreased relative to the equivalent quarterly
period prior to the intervention. There were short-term fluctuations observed, particularly with
domestic violence, where presentations (of lesser severity) became more frequent during several
quarters. Emergency evacuations as a result of injury showed a marked decrease’.

There are, of course, interventions that are very difficult to measure quantitatively in the
short term, but which can still be seen as successful. An example is the Woorabinda pub
intervention, which has been reported to have had substantial positive social benefits for
the community (Canuto et al., 2000). With the pub closed on Sundays, it is now
becoming known as family day within the community.

A comprehensive review conducted in 2000 of alcohol misuse interventions concluded
that a broad range of strategies has been employed but with few being evaluated (Gray,
Saggers, Sputore, & Bourbon, 2000). This led to a call for ‘… more rigorous evaluation
studies in cooperation with Aboriginal community organisations’ (Gray et al., 2000). Of
those evaluated, the impact of most appeared limited. The limitations are hypothesised
by the authors to be a product of poor resourcing and support. Supply reduction
interventions, such as those mentioned above, were regarded as possibly the most
effective intervention strategy to date.

A review of the effectiveness of alcohol restrictions in remote and regional Australia
reported a ‘… modest but real impact on alcohol consumption and on indicators of
alcohol related harm, especially violence’ (d’Abbs & Togni, 2001). Such interventions
(among others) were reported also to have strong and widespread community support.

Evaluations conducted on the Northern Territory’s Living with Alcohol program also
support the implementation of community-based alcohol-harm reduction initiatives.
Findings included reductions in estimated alcohol-caused deaths from acute conditions
(road deaths 34.5%, other 23.4%) and in road crash injuries requiring hospital treatment
(28.3%) (Stockwell et al., 2001). In addition, there were substantial reductions in per
capita alcohol consumption and self-reported hazardous and harmful consumption via
surveys (Stockwell et al., 2001). These reductions were evident immediately from the
outset of the introduction of the Living with Alcohol program and were largely sustained
throughout the 4 years evaluated (Stockwell et al., 2001).

Substance abuse and injury

Most injury prevention efforts aimed at substance abuse focus upon alcohol, but ‘other
substances’ (volatile substances, kava, illicit drugs) are covered in this section.

The link between alcohol use and injury is relatively well documented, and subsequently
relevant injury prevention programs and their outcomes/impact on injury can be
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discerned. Unfortunately, the same cannot be said of ‘other substances’ and Aboriginal
and Torres Strait Islander injury. Some literature is available on prevention programs for
the abuse of these substances, but the link with injury and the subsequent effect of
interventions on injury is barely discernible in the literature.

Volatile substances

The inhalation of volatile substances by Aboriginal and Torres Strait Islander people
(particularly petrol and youth) has been the focus of much prevention activity (Gray,
Sputore, Stearne, Bourbon, & Strempel, 2002). The goals of such activity are health-
based, and the injury-related effects of inhalation and of the interventions are rarely
documented. Recognition of the potential for increased risk taking and subsequent
injuries due to intoxication have been documented (Crundall et al., 2001), but no
literature was located pertaining to interventions that note injury prevention as a
goal/measure of success.

Kava

Kava was introduced to Yirrkala in the Northern Territory as a substitute for alcohol in an
attempt to reduce alcohol-related violence (Gray et al., 2002). As with volatile
substances, the general health-related consequences of kava use have been presented
in the literature, but nothing about the injury consequences.

Illicit drugs

The literature about illicit drug use among Aboriginal and Torres Strait Islander people is
quite limited, and focuses mainly on its prevalence and patterns of use (Gray et al.,
2002). Attention does not appear to have been directed to the relationship between illicit
drug use and injury.

The major review of Aboriginal and Torres Strait Islander drug and alcohol projects
commissioned by the Australian National Council on Drugs identified 13 intervention
projects targeting cannabis and 12 targeting heroin and/or amphetamines (Gray et al.,
2002). Many of the projects included interventions of relevance to the factors contributing
to injury, but none had injury prevention as its primary focus.

Injury due to interpersonal or family violence

A large number of violence programs throughout all States — that have or are being
implemented, or were in planning for implementation during the 1990s (including
community-based strategies) — are summarised in Chapters four and five of Memmott’s
comprehensive report on Violence in Indigenous Communities (Memmott et al., 2001).
Included are details of the Kowanyama Community Justice Group, which aimed to deal
with juvenile perpetrators of violence in a culturally-sensitive and community-approved
way. The program has been credited with a one-third reduction in the numbers of
juveniles appearing before the courts over 3 years (Harrison et al., 2001).

See Section 4.2 of this Appendix for further family violence programs

Suicide and intentional self-harm

The impact of colonisation includes a wide range of emotional, social and behavioural
outcomes, including high suicide rates and mental health problems (Franks, 2001).
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Social and emotional wellbeing and injury prevention programs go ‘hand in hand’, as
improvements in mental health are accompanied often with improvements in suicide
rates, family violence, self-harm, etc.

Clusters of suicide in the Yarrabah (North Queensland) community during the early
1990s engendered a sense of crisis, which persisted for several years. A critical stage in
reaction came with the community-based response of the Family Life Promotion Officer
Program. This program achieved a shift from (Harrison et al., 2001):

‘simply attempting to identify individuals at risk and dealing with crises as they developed to
focusing on a condition of risk impacting the community as a whole’.

Though a formal documented evaluation has not been found in the literature, the
program has achieved positive results including: community acceptance of suicide as an
issue demanding attention; introduction and development of Life Promotion Officers;
closure of the community canteen; suicide case numbers decreased; and a steep decline
in the numbers of presentations of threatened or actual self-harm to the Life Promotion
Officer at Yarrabah (Harrison et al., 2001).

Another successful program has been Family Wellbeing, which is a course designed by
and for Aboriginal and Torres Strait Islander Australians to promote personal
empowerment (Harrison et al., 2001). It was implemented in Alice Springs in 1998 as
part of a response to the increased number of suicides and attempted suicides in
Aboriginal and Torres Strait Islander communities. An evaluation of the program
documented its development and implementation, and focused on qualitative
assessments of skills, satisfaction and attitudes of course participants (Tsey & Every,
2000). The evaluators concluded that there had been an improvement of participants’
capacities in life skills and problem solving, and completion rates of the four stages of the
wellbeing course gave a positive quantitative measurement of achievement (Tsey &
Every, 2000).

Concern over the high rate of suicide among Aboriginal and Torres Strait Islander people
on the south coast of NSW led to the development of a project aimed at preventing youth
suicide in the Aboriginal and Torres Strait Islander communities of the Shoalhaven
(Capp, Deane, & Lambert, 2001). Following extensive consultation with the Aboriginal
and Torres Strait Islander community, a range of culturally-appropriate interventions was
developed. The main focus was a series of community gatekeeper training workshops,
which aimed to increase the potential of members of the community to identify and
support people at risk of suicide and to facilitate their access to services. Evaluation of
the workshops demonstrated an increase in participants’ knowledge about suicide,
greater confidence in identification of people who are suicidal and high levels of
intentions to provide help (Capp et al., 2001).

From these examples of successful programs, the opportunity for achievements in
related areas to contribute to Aboriginal and Torres Strait Islander injury prevention is
quite clear.

See Section 4 of this Appendix for further details of programs addressing this issue.
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5.3 Assessment of prevention programs

Most injuries follow predictable patterns of occurrence and are thus largely preventable
(National Injury Prevention Advisory Council, 1999a). Unfortunately, in most areas of
injury prevention the greatest barrier to implementing intervention programs lies with lack
of knowledge about effective interventions (National Injury Prevention Advisory Council,
1999a). This lack of knowledge is due, at least partly, to the fact that the full extent of the
differentials in injury between Aboriginal and Torres Strait Islander and non-Indigenous
people has only recently been recognised. In addition, the heterogeneity of lifestyles, lack
of resources for programs and their evaluation, and limited methods of evaluating
programs targeting small communities have limited the scope, quality and relevance of
evidence (National Injury Prevention Advisory Council, 1999a).

Information on evaluating the performance of injury prevention programs is extremely
patchy (Harrison et al., 2001):

‘This is particularly the case for assessments of efficacy. Where jurisdiction-wide programs have
been instituted or where numerous interventions have targeted the same topic, there does appear to
be a growing body of information. Community-level interventions are quite numerous, especially
in the topic areas of alcohol and, more recently, violence … most programs remain largely
undocumented, and documented evaluations are rare. Formal documentation of community-level
interventions aimed at issues other than alcohol misuse appears to be uncommon’.

Subsequently, there is a strong need for well-researched, action-orientated intervention
development and evaluation research in partnership with Aboriginal and Torres Strait
Islander people (National Injury Prevention Advisory Council, 1999a).
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6 Addressing injury among other Indigenous people

6.1 Background: an international perspective

The United Nations estimates there are more than 300 million Indigenous people living in
over 70 countries. Among them are the estimated 600,000 Indigenous peoples of New
Zealand and Australia and 3.5 million native peoples of North America (including tribes in
the United States, the First Nations of Canada, and the Inuit peoples of the Arctic)
(Berger, 2002).

There are numerous commonalities among Indigenous peoples including (Berger, 2002):

‘… cultures extending for thousands of years; experiences of exploitation, attempts at forced
assimilation, and large scale neglect of human rights, health problems, and social needs; deeply
held spiritual beliefs and practices; and increasing efforts to obtain international recognition and
protection for their peoples and cultures’.

Equally as important as the commonalities is the enormous diversity within individual
countries, because there can be profound differences in lifestyle within individual groups.
To address the rising motor vehicle injury rate among Indigenous people in Western
Australia, for example, we need to know much more about the varied lifestyles of both the
urban and rural populations.

Intentional and unintentional injuries represent around 11% of the global mortality and
13% of all disability adjusted life years lost every year (Krug, Butchart, & Peden, 2001).
Recognising the magnitude of the problem, the World Health Organization (WHO) has
recently taken important steps to increase its injury prevention activities. In March 2000, a
Department for Injuries and Violence Prevention  was created.

For certain mechanisms of injury, Indigenous peoples often have dramatically higher
injury rates compared with the non-Indigenous population in their countries. New
Zealand, North America, Canada and Australia are known to have some of the highest
rates of injuries among their Indigenous peoples (Johnson, Sullivan, & Grossman, 1999).

The 1995 age-adjusted motor vehicle related death rate for the US Navajos was more
than five times that of the white population in the United States (Cercarelli, 1999). For
Indigenous people in Western Australia, the road injury hospitalisation rate was nearly
twice that of the non-Aboriginal population (Cercarelli, 1999). In Northern Saskatchewan,
Canada, where two-thirds of the population is Native (Woodland Cree, Dene, and Métis),
suicide and homicide rates among 15- to 24-year-olds were three to five times greater
than the remainder of the provincial population (Feather, Irvine, & Belanger, 1993). In the
United States, the rate of fire-related deaths in one Indian Health Service (IHS) area was
six times greater than the national average (Kuklinski, Berger, & Weaver, 1996).34 All of

                                                       
34 The IHS, an agency within the Department of Health and Human Services, is responsible for providing Federal health services to
American Indians and Alaska Natives. The provision of health services to members of federally-recognised tribes grew out of the special
government-to-government relationship, established in 1787, between the Federal government and Indian tribes. The IHS is the principal
federal health care provider and health advocate for Indian people currently providing health services to approximately 1.5 million
American Indians and Alaska Natives who belong to more than 557 federally recognised tribes in 35 states, each with its own culture,
geography, and socioeconomic circumstances.
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the above reports suggest that poverty is an important factor in the majority of reported
injury statistics.

Indigenous peoples in Australia, New Zealand, and the United States each have a
different heritage and culture, but they share common experiences in their history. They
are ‘minority cultures in affluent nations dispossessed of their country and marginalised’
(Ring & Firman, 1998). Maori and Native Americans have made rapid gains in health and
life expectancy over the past two decades, but Australian Indigenous mortality shows
little or no evidence of these gains for any of the major causes of excess deaths
(including injury) (Ring & Firman, 1998).

Death rates for injury and poisoning among Native Americans and Alaskan Natives were
one-and-a-half times the Australian Indigenous rates in the early 1970s, but US rates
have now fallen to below the current Australian level (Ring & Firman, 1998). The decline
in death rates from injury and poisoning in Native Americans has been attributed to
changes in transport accidents, changes in homicide and suicide rates (Ring & Firman,
1998). For Australian Indigenous people in WA and the NT, there appear to have been
some relatively small recent falls in homicides and transport accident deaths, but there is
some evidence that suicide rates are rising (Ring & Firman, 1998).

The role of alcohol misuse as a contributing factor to high rates of injury among
Indigenous peoples throughout the world is a complicated yet pervasive one. Among
Navajo victims of pedestrian and hypothermia deaths, alcohol intoxication has been
reported as frequent and severe (Gallaher, Fleming, & Berger, 1992). A national survey
in Australia of Aboriginal peoples and Torres Strait Islanders found that over half identified
alcohol abuse as the main health problem in their community (Condon & Cunningham,
1997).

Several of the challenges in conducting studies concerning Indigenous peoples world
wide are illustrated by the articles of Phelan and colleagues (Phelan et al., 2002) , by
Cercarelli and Knuiman (2002) and by Berger (2002). One challenge is obtaining reliable
numerator data by Indigenous status (Berger, 2002). Also, changes in access to medical
care can alter hospitalisation rates (Berger, 2002):

‘members of the Navajo Nation can be treated not only at United States IHS facilities, but private,
self-pay, and governmental health insurance options allow many individuals access to health care
facilities outside the IHS hospital discharge database’.

Another difficulty seen throughout the literature is obtaining accurate denominator data
(Berger, 2002):

‘The Census Bureau in the United States has acknowledged that minority populations, including
Native Americans, are routinely under-counted. It has proposed statistical corrections to make
more accurate estimates, but political forces have prevented any such adjustment’.
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6.2 New Zealand

Injury has been long recognised as a leading cause of mortality and morbidity among
Maori people in New Zealand: ‘fatalities in the Maori population due to injury, both
intentional and unintentional, are a major concern’ (Broughton, 1999).

In New Zealand, injury is the leading cause of death for those aged 1 to 34 years
(Langley, 1998). In childhood, injury accounts for approximately 60% of all deaths, and
by adolescence and young adulthood injury (including suicides) accounts for
approximately 80% of deaths (Coggan, Patterson, Brewin, Hooper, & Robinson, 2000).
In the period 1985–1994, injury deaths among those under one year old totalled 73.9 per
100 000 among Maori, more than double the figure for New Zealand as a whole (33.2).
Injury represents 5% of deaths for Maori children (Langley, 1998).

Maori males are a particular risk group. The Public Health Commission document, Our
Future Our Health, Hauora Pakari, Koiora Roa; The State of Public Health in New
Zealand (Public Health Commission, 1993) noted that ‘males, particularly Maori, have
the highest mortality and hospitalisation rates from unintentional injuries’. Between 1987
and 1991 almost three-quarters of the Maori deaths in the 15–24 years age group were
males — more than twice the proportion for Maori females (Broughton, 1999). The extent
of the differential was due to the high number of young men dying as a result of motor
vehicle crashes and higher rates of suicide and homicide (Broughton, 1999).

The prevention of injury has been identified as a public health priority in New Zealand. In
1994, the New Zealand Public Health Commission called for expressions of interest in a
community-based injury prevention pilot based on the World Health Organization (WHO)
Safe Community model for injury prevention (Coggan et al., 2000). This model is a
community-based, all-age, all-injury prevention program, which recognises that those
most able to solve community injury problems are the people who live in that particular
community (Lindqvist, Timpka, & Schelp, 1999).

The Public Health Commission considered it important that an evaluation of the resulting
pilot project, the Waitakere Community Injury Prevention Project (WCIPP), be conducted.
The WCIPP is the first comprehensive evaluation of a community-based injury prevention
project to be conducted in New Zealand.

The evaluation revealed that the Maori coordinator built a strong network of support for
the Maori project, and pivotal to the success of this project was the development of a
Maori perspective on injury prevention which supported Maori protocol and
encompassed a holistic view of health and wellbeing (Coggan et al., 2000). This
particular component of the WCIPP was an excellent model of a diverse injury prevention
project, aspects of which could be transferred to other Indigenous communities within
and beyond New Zealand (Coggan et al., 2000).

The community injury prevention model applied in the WCIPP appears to be an effective
strategy for injury prevention. The findings also suggest that the WHO Safe Communities
model worked well under the umbrella of a local government authority and, thus, adds
support to the placement of future community injury prevention projects within local
government (Coggan et al., 2000).

As part of its strategic plan, the Injury Prevention Research Unit (IPRU) of New Zealand
has developed a working relationship with Maori via the Ngai Tahu Maori Health
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Research Unit. The unit is a partnership between Te Runanga o Ngai Tahu and the
Dunedin School of Medicine of the University of Otago. The unit collects, collates,
interprets and publishes information, data and statistics on Maori health. This working
relationship is central to the IPRU’s objective of undertaking research, which it hopes will
lead to a reduction in injuries to Maori. The relationship between Te Runanga o Ngai
Tahu and the Dunedin School of Medicine of the University of Otago seeks to raise the
profile of injury as an important issue for Maori, and jointly develops strategies to address
the issue.

6.3 United States

In the United States, American Indians and Alaska Natives (AIs/ANs) suffer from injury
morbidity and mortality at higher rates than other races (Johnson et al., 1999). Research
conducted by Wallace and colleagues identifies unintentional injury (of which motor
vehicle-related injury was the greatest contributor) as the leading cause of death for
American Indians and Alaskan Natives (Wallace, Sleet, & James, 1997). Together,
unintentional injury (including injury due to motor vehicle crashes), homicide and suicide
are the leading cause of death among males, and the second leading cause among both
sexes combined (Wallace et al., 1997).

The severity and cost of injury hospitalisations to AIs/ANs have not been well described
in the American literature. In many areas, where IHS hospitals care for most hospitalised
patients, there is no billing for registered AIs/ANs and therefore no charges or costs are
calculated (Johnson et al., 1999). Only those patients receiving care in contract health
facilities outside of the IHS system (often the most severely injured) receive a bill
(Johnson et al., 1999).

Beginning in 1982, the IHS Injury Prevention Program has assisted Indian communities
with the development of injury prevention strategies (Robertson, 1986). In 1990
Congress began appropriating funds to the 12 IHS areas specifically for injury prevention
programs and training (Johnson et al., 1999). Despite the huge burden of injury on the
health of AIs/ANs, injury prevention constitutes a very small proportion of funds of the IHS
budget (Johnson et al., 1999).

IHS injury prevention staff are involved in a wide variety of epidemiology, surveillance
and injury prevention activities (Indian Health Service, 1996). They work closely with
people from Indian tribes and the Alaska Native Corporations to develop community-
based injury prevention programs (Indian Health Service, 1996). The IHS is expanding
its injury prevention efforts beyond the original focus of motor vehicle injuries and is
sharing its new directions (for example, in falls in the elderly, fire injuries, bike helmets
and drowning) with tribal and urban health systems, and other organisations committed
to supporting safe community initiatives for Indigenous people (Indian Health Service,
1996).

The majority of Native American reservations are located in rural areas, and Native
Americans reside in relative poverty compared with US whites (Phelan et al., 2002). The
rural environment and relative poverty that many Navajo children live in compared with
other US children may place them at particular risk for motor vehicle related morbidity
and mortality (Phelan et al., 2002).
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In July 1988, the Navajo Nation enacted a primary enforcement safety belt use law and a
child restraint law (Phelan et al., 2002). Early assessment of the efficacy of these
occupant restraint laws revealed a dramatic effect on seat belt usage and hospitalisation
rates for adult Navajos for the immediate three years after enforcement (Bill, Buonviri, &
Bohan, 1992). The hospital discharge rates for Navajo children injured in motor vehicle
crashes also decreased significantly, in association with the enactment and enforcement
of a child occupant restraint law and seat belt law (Phelan et al., 2002).

The beneficial effects of child occupant restraint shown in Navajo children in this study
may be replicable in other Native American tribes, as well as other Indigenous
communities currently without child occupant restraint laws.

Effective injury prevention strategies, such as increasing occupant restraint use by
passing tribal occupant restraint laws (or adopting the state law) combined with strict
enforcement and road lighting projects to target pedestrian injuries are well documented
in the literature. Unfortunately, this does not automatically transfer to practice. A 1995
survey of tribal traffic laws found that, of 174 tribes reporting, 63 still did not have a seat
belt law and 56 did not have a child passenger restraint law (Wallace et al., 1997).

The literature available on American Indian and Alaska Native suicide and homicide
indicates that violence is another particular threat to Indigenous populations. Relatively
few prevention programs/resources exist, but the number has grown in recent years
through federal and private foundation funding (for example, the Violence Prevention
Programs funded by the IHS) (DeBruyn, Wilkins, Stetter-Burns, & Nelson, 1997).

There are an increasing number of promising programs being introduced to prevent
Indigenous suicide — such as training school and community gatekeepers, educating
the community, screening for suicide risk in schools and clinics, developing peer support
projects, and restricting access to lethal means of suicide (Wallace et al., 1997).

The American Indian and Alaskan Native Community Suicide Prevention Center and
Network of the Jicarilla Apache Tribe is a good example of a community-based program
that has shown promising results in reducing suicides among youth and young adults
(DeBruyn et al., 1997). The centre staff provide training and support to tribes who are
interested in developing their own suicide prevention programs.

Another successful program has been the Phoenix Area Injury Prevention Program. This
program has applied basic public health and epidemiological principles to injury control in
American Indian communities (Dellapenna, 1999). Program components include injury
surveillance, development of community-based coalitions to develop interventions, and
consultation and training by technical experts in injury prevention (Dellapenna, 1999).

The passage of the Indian Self-Determination and Education Assistance Act in 1976 has
led to the current trend for tribes taking responsibility for operating their own health care
organisations (Kunitz, 1996). In order for this idea to be effective, tribal leaders will need
to be informed of the injury epidemiology in their community, as well as effective available
strategies for primary prevention and control (Johnson et al., 1999).

Successfully preventing injuries among people living in Native American communities
appears to require a comprehensive, community-based approach, involving many
partners and tailored to specific local settings. Injury prevention programs in tribal
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communities require special attention to the sovereignty of tribal governments and the
unique cultural aspects of health care and communication. Successful programs in motor
vehicle occupant safety, drowning prevention and fire safety — developed by the IHS
and tribal governments — have adhered to these requirements.

6.4 Canada

The Canadian Constitution recognises three Aboriginal groups, Indians (First Nations),
Inuit and Métis peoples, with each group being distinct in its heritage (First Nations and
Inuit Health Branch, 2001). Languages, as well as cultural and spiritual practices, are
unique to each group as well as within each group. As three separate peoples, values
and culture are distinct from those of other Canadians. It is a historic lack of
understanding, respect and support for these differences that has directly contributed to
the marginalisation of Canada’s Indigenous people. Today, a majority of Indigenous
Canadians remain affected by poor socioeconomic conditions and, as such, are at
disproportionate risk of injury.

The injury patterns of Canada’s Aboriginal population are similar to those of the
Canadian population as a whole, but rates are higher: rates of injury death are 3 to 6
times higher than the Canadian average (First Nations and Inuit Health Branch, 2001).
Injury is responsible for approximately one-quarter of all deaths and over half the
Potential Years of Life Lost in First Nations people (First Nations and Inuit Health Branch,
2001). For the Indigenous population of Canada, injuries currently remain the leading
cause of death in all age groups from 1 to 64 years (Towner, 1999).

Aboriginal people are at a higher risk of being victims of motor vehicle accidents,
drowning and fire than the Canadian population in general. Suicide is the most common
cause of fatal injury, particularly among Indian youth. Motor vehicle accidents rank
second, followed by homicides and drowning (Kuran, 2002).

According to the report of the Royal Commission on Aboriginal Peoples, the suicide rate
among Aboriginals of all age groups is three times higher than that of non-Aboriginal
people (Royal Commission on Aboriginal Peoples, 1996). Suicide is five to six times
more common for Aboriginal youth than for non-Aboriginal youth, and males are
responsible for 78% of all suicides (Royal Commission on Aboriginal Peoples, 1996).
Among Inuit people in Canada, Greenland and Alaska, there has been a disturbing rise
in suicide over the last three decades, with young single males accounting for the largest
number of suicides (Health Canada Expert Working Group, 1994).

Motor vehicle accidents account for approximately 40% of unintentional injuries among
Aboriginal people and are another area of focus for injury prevention in Canada.
Aboriginal people are about four times more likely to die in a motor vehicle accident than
non-Aboriginal people (Balmforth, 1998).

As also identified among Australian, New Zealand and American Indigenous peoples,
the lack of seatbelt wearing is a problem in many communities — many Canadian
Aboriginal people live in rural areas and enforcement rates are low for seatbelt wearing
infractions on reserves (Balmforth, 1998). Alcohol also plays a major role in motor vehicle
accidents in Canada. The National Survey on Drinking and Driving reported that more
than 80% of the drivers had been drinking in fatal crashes that involved young Aboriginal
males (Household Surveys Health and Welfare Canada, 1988).
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Drowning accounts for the highest number of unintentional injury deaths among all
children in Canada (Kuran, 2002). Drowning is the third most common cause of death
among all Aboriginal people and, in some northern communities, the number of boating-
related drownings exceeds the number of motor vehicle fatalities (Kuran, 2002).

Through partnerships and consultations with First Nations and Inuit peoples, Health
Canada (the Canadian equivalent of the Commonwealth Department of Health and
Ageing) is currently working towards having Canada’s Aboriginal peoples administer their
own health programs and resources services (Advisory Committee on Population Health,
1999). Many First Nations and Inuit communities interested in assuming control over their
own health services have negotiated transfer agreements with Health Canada.

In 1998–1999, Health Canada’s First Nations and Inuit Health Branch commissioned an
environmental scan, ‘to gain insight into the current reality of injuries and injury-related
activities among Canada’s First Nations and Inuit population’ (First Nations and Inuit
Health Branch, 1999). The project identified that resources, attention and programming
were inadequate to deal with the current levels of Indigenous injury.

In response to the environmental scan, the First Nations and Inuit Health Branch
organised a focus group meeting from which the National First Nations and Inuit Injury
Prevention Working Group (NFNIIPWG) was formed. The working group, which held its
inaugural meeting in February 2000, supports mobilisation and action on injury among
First Nations and Inuit at the national, provincial/territorial, regional and community levels
(National First Nations and Inuit Injury Prevention Working Group, 2000).

Though the problem of injury has no boundaries and affects all Aboriginal people in
Canada, there are historically-influenced, jurisdictional boundaries which influence legal,
political and governing structures and agreements. These structures and agreements
continue to challenge how Aboriginal people work together. In recognition of these
barriers, the NFNIIPWG decided to concentrate and coordinate injury prevention efforts
with a focus on First Nations and Inuit and support linkages and the sharing of lessons
with all Aboriginal people (National First Nations and Inuit Injury Prevention Working
Group, 2000).

To date, many injury prevention programs in Canada have focused on increasing
awareness about the injury problem among Aboriginal people, developing culturally-
appropriate resources and basic injury prevention skills among community-based
practitioners. First Nations and Inuit Health Programs, First Nations and Inuit Health
Branch, Health Canada, have supported the majority of programs, in whole or in part.

Listed below is a partial list of injury prevention programs, which have contributed to
building momentum among First Nations and Inuit people across Canada (National First
Nations and Inuit Injury Prevention Working Group, 2000):

• 1993–1994 (national training initiative) — three-day injury prevention workshop
designed for Aboriginal practitioners and delivered across Canada — the purpose of
the training was to increase awareness about the injury problem while offering
practical community development tools;

• 1995 (practical reference document) Injury prevention in First Nations populations —
this reference document was based on a 1993 study, which examined and critiqued
the literature related to injury prevention projects within native communities;
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• 1995 (practical reference guide) Injury prevention: a guide for Aboriginal communities
— the guide was developed to ‘walk’ users through steps in the development and
implementation of successful injury prevention programs at the community level;

• 1994–1995–1996 (injury surveillance project) Surveillance tool for Aboriginal
communities — the overall goal of the project was to develop a surveillance tool that
would be user-friendly, practical and appropriate for use by Aboriginal communities
— the tool was designed so that communities could independently collect and
analyse injury data specific to their community;

• 1996 (first national conference) First National Aboriginal Injury Prevention Conference
— this was the first national injury prevention conference organised by Aboriginal
practitioners, in partnership with the Alberta Injury Prevention Centre, (now known as
the Alberta Centre for Injury Control and Research, ACICR) — the conference was
designed to promote information sharing, networking, and learning through the
presentation of success stories;

• 1999 (second national conference) Continuing the journey to safe Aboriginal
communities — the focus of the second national conference, supported by the
ACICR, was practical hands-on skills development workshops that provided a ten-
step framework for participants to apply to any injury problem; and

• 1999 (electronic knowledge map, pilot project) Aboriginal injury surveillance and
prevention knowledge map — the pilot project is focused on developing and testing
the viability of an electronic information dissemination vehicle for injury.

Injury rates remain high, but they have improved over time: death rates decreased by
37% over the 1989–1993 period (First Nations and Inuit Health Branch, 2001). Most of
this improvement was due to declines in unintentional injuries (such as drowning and
motor vehicle accidents) as opposed to intentional injuries (such as suicide and
homicide), which are perceived as a major problem in many communities.

The overall momentum for injury prevention among Aboriginal people has been growing
in Canada, with government and non-government sectors recognising the need for a
coordinated approach to support any programs undertaken. The current impact of injury
prevention efforts in Canada is starting to emerge in the form of community-based and
provincial/territorial level initiatives, but the impact is not uniform across First Nations and
Inuit people, and much work is still needed.

6.5 Global Indigenous injury prevention

Traditional wisdom and the public health model have much to offer in addressing high
rates of injury among Indigenous peoples (Berger, 1999):

‘The vision of health as encompassing mind, body, and spirit — operating not just at the level of
the individual, but also involving family, community, and society — is one that all of us might
benefit by embracing’.

The adoption of an international perspective to Indigenous injury prevention appears to
be a sensible approach based upon the similarities uncovered in this literature review.
Culturally-appropriate interventions implemented internationally need to be tailored to
specific local settings and problems to reduce injury mortality among the global
Indigenous population.
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7 Lessons from the literature

7.1 The need for a holistic approach

The great diversity of injury — including as it does simple unintentional injuries, violence
(both self-directed and interpersonal) and road injuries — and the complexity, yet
similarity, of the factors contributing to injury among Indigenous people mean that a
coordinated, holistic approach is needed.

Recognising the fact that injury is such an important contributor to the overall health
burden experienced by Indigenous people — and the great costs to the health sector of
treating injuries to Indigenous people — it is important that the health sector takes a
leadership role in the development of a coordinated, holistic approach.35 As part of the
health sector’s leadership role, it may be that advice from the key Aboriginal and Torres
Strait Islander advisory group, ATSIIPAC, needs a more direct conduit to the AHMC and
AHMAC.

7.2 The role of the Aboriginal and Torres Strait Islander community

It is widely acknowledged that the Aboriginal and Torres Strait Islander community must
occupy a central role in all strategies and initiatives addressing any aspect of Aboriginal
and Torres Strait Islander health, including injury.36 The importance of this role — at all
levels, national, regional and local — is reflected in a number of recent developments,
including the development of Agreements on Aboriginal and Torres Strait Islander Health
(Framework Agreements), which facilitate joint planning between governments and
Aboriginal and Torres Strait Islander organisations. The Framework Agreements —
between the Commonwealth government, State and Territory governments, ATSIC (or
the Torres Strait Regional Authority in the Torres Strait Agreement) and the NACCHO
State or Territory affiliate body — commit signatories to four key areas:

• increasing the level of resources allocated to reflect the level of need;

• joint planning;

• improving access to both mainstream and Aboriginal and Torres Strait Islander
specific health and health-related services; and

• improving data collection and evaluation.

The Framework Agreements also established a number of formal structures and
processes to enable action to be undertaken at State/Territory and national levels. These
include the National Aboriginal and Torres Strait Islander Health Council and planning
forums (health forums) in each State and Territory.

                                                       
35 As noted by Christoffel and Gallagher (1999), it may be that the health sector cannot 'claim the mantle' of primary responsibility and
expertise in areas like crime prevention and road safety, but it is hard to see the relevant government ministries initiating the holistic
approach required.
36 It should be noted that, to date, injury and safety have rarely been included as a coherent issue. This reflects largely the fact that
there is a dearth of people — among mainstream and Indigenous organisations and communities — sufficiently aware of safety and
injury issues.
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The Framework Agreements have been acknowledged by NACCHO as enabling:
improved intersectoral communication and collaboration in several States and Territories;
joint Aboriginal and Torres Strait Islander health regional plans; and better resources for
NACCHO and most of its State/Territory affiliates (Commonwealth Department of Health
and Aged Care, 2000a). On the other hand, NACCHO noted also that:

• the national and State/Territory forums are frequently presented with policy and
program decisions (rather than their being active participants in the decisions);

• the Aboriginal community-controlled sector is not an equal partner; and

• the agreements had not led to adequate, needs-based resources.

The important roles of the NATSIHC, established initially in 1996 and restructured in
1999, are to advise the Commonwealth Health Minister on Aboriginal and Torres Strait
Islander health policy and planning, and to monitor the national implementation of the
Framework Agreements (Australian National Audit Office, 1998). The NATSIHC includes
representatives from each of the Framework Agreement partners (the Commonwealth,
States and Territories, ATSIC, the Torres Strait Regional Authority and NACCHO) and
from the National Health and Medical Research Council (ex-officio), the Congress of
Aboriginal and Torres Strait Islander Nurses, and the Australian Indigenous Doctors
Association. The NATSIHC also has as members, appointed by the Minister in their own
right, an expert on Aboriginal and Torres Strait Islander substance use issues and two
other experts on Aboriginal and Torres Strait Islander health.

In terms of national activities, NACCHO, as the national peak Aboriginal health body,
also has an important role independent of its membership of the NATSIHC. Having a
membership of around 100 Aboriginal community-controlled health services throughout
Australia (operating in urban, rural and remote areas), NACCHO also (NACCHO, 2002):

• promotes, increases, develops, and expands the provision of medical and health
services through local Aboriginal community-controlled primary health care services;

• liaises with governments, departments, and organisations within both the Aboriginal
and non-Aboriginal community on matters relating to the wellbeing and health of
Aboriginal communities;

• represents and advocates for Aboriginal communities in matters relating to health
services, health research, health programs, etc;

• assists member organisations to provide Aboriginal people with medical services and
other health services; and

• assesses the health needs of Aboriginal communities (through research, data
analysis, surveys, etc), and taking steps to meet these needs.

The NACCHO affiliates serve similar roles at State/Territory level.

The important role of these national and regional bodies in the development and
consideration of broad injury prevention strategies and programs is complemented at
community level by local Aboriginal and Torres Strait Islander bodies, such as local
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councils (see, for example, Blagg, Ray, Murray, & Macarthy, 2000; Chantrill, 1997;
Hunter et al., 2001; McClure, Shannon, Young, & Craig, 2001; Memmott et al., 2001).

Of course, reflecting the various sectors with an interest in various aspects of injury, the
Aboriginal and Torres Strait Islander involvement at national and regional level will need
to be wider than just health-oriented bodies. For a start, ATSIC has confirmed recently
the importance it attaches to addressing family violence among Aboriginal and Torres
Strait Islander people (Aboriginal and Torres Strait Islander Commission, 2003). It is
beyond the scope of this review to canvass all relevant bodies, but organisations like the
Secretariat of the National Aboriginal and Islander Child Care (SNAICC) (Secretariat of
the National Aboriginal and Islander Child Care, 1996) and the Aboriginal legal services
would appear to have clear roles.

As well as the vital role that Aboriginal and Torres Strait Islander organisations and
bodies have in the development of injury prevention policies and strategies at all levels
— national, regional and local — it is important also that they are involved in the crucial
advocacy function in the implementation of these policies and strategies (Christoffel &
Gallagher, 1999).

7.3 The multiple ‘causes’ of Aboriginal and Torres Strait Islander injury

Another important lesson from the literature is that the consideration and development of
injury prevention strategies needs to go far beyond the causes identified by traditional
‘risk factor’ epidemiology (see, for example, Brice, 2000; Hunter et al., 2001; McClure et
al., 2001; Memmott et al., 2001; and Tatz, 2001). Risk-factor epidemiology may well
have played a crucial role in the initial work in the prevention of road injury, but even in
that area it is seen now as insufficient by itself (Brice, 2000; Christoffel & Gallagher,
1999; Waller, 1994).

The ecological model proposed in the World report on violence and health provides one
way of conceptualising the types of factors that need to be considered in the
development of injury prevention strategies (Krug et al., 2002). This model involves four
levels (Krug et al., 2002):

1. individual — biological and personal history factors that may contribute to a person
being a victim or perpetrator of violence — as well as biological characteristics,
relevant factors may include things like low educational attainment, history of
aggression and/or abuse, and substance use;

2. proximal social relationships — those with family members, peers and intimate
partners;

3. community — the immediate context in which social relationships are embedded —
such as schools, workplaces and neighbourhoods; and

4. societal — social, cultural, educational, health and economic factors that influence
levels and outcomes of violence.



136

There are, of course, other ways of conceptualising the types of factors contributing to
injury, including that outlined in Section 3.3 of this Appendix in relation also to violence.37

Regardless of which classification is used, however, it is important that the scope is wide
enough to ensure that the analysis of ‘causes’ will reveal most of the factors that will
need to be taken into account in the development of preventive strategies.

It is important also, that attention is directed — not necessarily in the same analysis — to
the various ways in which preventive interventions can be made. Most attention is
directed to primary prevention — approaches that aim to prevent injury before it occurs
— but secondary and tertiary prevention interventions address different temporal aspects
of injury events (Krug et al., 2002). Secondary interventions include things like first aid,
pre-hospital care and trauma services, and tertiary interventions include approaches that
focus on the long-term care (such as rehabilitation) of injured people.

7.4 The knowledge base for injury prevention

As noted in Section 3.1 of this Appendix, there are problems in terms of assessing the
impact of injury among Aboriginal and Torres Strait Islander people, partly because of the
inadequate identification of Aboriginal and Torres Strait Islander status in the deaths
registration systems and in the hospital in-patient collections (Harrison et al., 2001).
These problems with the numerator (the number of injury events) are accompanied by
some uncertainty about Aboriginal and Torres Strait Islander population figures (the
denominator), at least for specific population sub-groups (such as young males) and for
regional and local populations (Harrison et al., 2001). As with other areas of Aboriginal
and Torres Strait Islander health, there is a clear need to improve these basic statistics,
which would enable better surveillance of the overall impact of injury on Aboriginal and
Torres Strait Islander people.

These routine data sources need to be complemented with information about samples of
cases, or in particular settings (Harrison et al., 2001). Such an approach was used for the
analysis of deaths in South Australia from road injury (Brice, 2000), and should be
facilitated with the further development of the National Coroners’ Information System
(Monash University National Centre for Coronial Information, 2003).

Of course, both mortality and hospitalisation data reflect only serious injury, and there is
a need also for information requiring only ‘ambulatory’ treatment (such as in Aboriginal
community-controlled health services, general practice clinics, emergency departments
and the like) (Harrison et al., 2001). It may be possible to extend the coverage of the
Service Active Reporting (SAR) scheme, operated by NACCHO and OATSIH, to collect
better information about attendances for injury at Aboriginal community-controlled health
services. Alternatively, consideration may need to be given to developing a BEACH-type
survey for at Aboriginal community-controlled health services (Harrison et al., 2001;
Wood & Thomson, 1987).

The separate collection of information from hospital emergency departments and
Aboriginal community-controlled health services should enable analysis of the various
factors associated with injury among Aboriginal and Torres Strait Islander people, but
                                                       
37 Much of the literature related to non-intentional injury emphasises also the need to look beyond the proximal causes (see, for
example, Brice, 2000 (in relation to road injuries) and McClure et al, 2001 (injury in the community). The models proposed for classifying
factors contributing to violence may need some adjustment to apply fully to non-intentional injury, but the general approach is consistent
with the ideas being expressed in the literature examining that part of the injury spectrum.
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there will still be a need for considerable expansion of special research studies as part of
the proposed ‘viable program of Australian injury research’ (Strategic Research
Development Committee of the National Health and Medical Research Council, 1999).
Reflecting the great diversity in injury, and the need for both explanatory and evaluation
research, this program would require (Strategic Research Development Committee of
the National Health and Medical Research Council, 1999):

‘contributions from a wide range of disciplines and involves a wider range of research paradigms
than have traditionally been accepted within the core health research paradigms. Intervention
strategies also require structures within the health system that differ from those required to provide
clinical services’.

Effective injury prevention requires also the sharing of knowledge about local injury
programs and projects (Harrison et al., 2001). As noted above, the documentation of
programs and projects addressing injury needs to go far beyond the literature easily
accessible from the routine searches, as much of it exists in the so-called ‘grey literature’.
Addressing the need to share information about local injury programs and projects,
Harrison and colleagues (2001) noted that the Australian Indigenous HealthInfoNet could
‘facilitate identification and documentation of these types of activity’, and also be a means
of conveying ‘information effectively to particular audiences, particularly including
information users in Indigenous communities’. The spread of ‘good practice’ for injury
prevention in Aboriginal and Torres Strait Islander communities is also within the
potential of the HealthInfoNet.

As well as sharing information about local injury programs and projects, Aboriginal and
Torres Strait Islander safety promotion and injury prevention would benefit by better
access to the general evidence base relating to injury prevention. Such a component
could be included as a part of a comprehensive knowledge base for Aboriginal and
Torres Strait Islander safety promotion and injury prevention.

An extensive literature is developing around knowledge management and ‘communities
of practice’ (CoP) (see, for example, McDermott, 1999; Tomoye, 2002; Wenger,
McDermott, & Snyder, 2002; Wenger & Snyder, 2000). Much of this has been in the
business sector, but the lessons are applicable to the health sector, including the field of
safety promotion and injury prevention.38

7.5 Funding for injury prevention

Probably reflecting its somewhat belated recognition as a health priority area — and its
intersectoral nature — funding has always been a problem for injury prevention in
Australia (Commonwealth Department of Health and Family Services & Australian
Institute of Health and Welfare, 1998; Strategic Research Development Committee of the
National Health and Medical Research Council, 1999), but also in the United States
(Christoffel & Gallagher, 1999). In view of the prominence of injury as a cause of death
and hospitalisation (and its direct health care costs) for Aboriginal and Torres Strait

                                                       
38 As well as its work on 'good practice', the HealthInfoNet has also developed, for the Intergovernmental Committee on Injecting Drug
Use and Blood-borne Viruses among Indigenous People, a prototype for a CoP in that area. It is possible that a similar approach could
be used for an Indigenous safety promotion and injury prevention CoP.
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Islander and non-Indigenous people, preventive strategies clearly justify greater funding
levels.

Apart from overall funding levels, another problem, at least for injury prevention among
Aboriginal and Torres Strait Islander people, is the short-term nature of some of the
funding. The area of family violence is a clear example. The welcome infusion by the
Commonwealth Government of around $6m over four years has enabled development
around the country of some promising projects addressing Aboriginal and Torres Strait
Islander family violence (Partnerships Against Domestic Violence, 2002). But these are
really demonstration projects, as ‘the next step is to embed them into a sustainable
mainstream model of service delivery, to bring about sustainable reform across the wider
service system’ (Partnerships Against Domestic Violence, 2002). The situation with
regard to Aboriginal and Torres Strait Islander projects supported by the National Crime
Prevention is less clear, but this too appears to be short-term funding (Commonwealth
Attorney-General’s Department, n.d.).

What is needed for effective, sustainable injury prevention programs — not projects —
for Aboriginal and Torres Strait Islander people is guaranteed, adequate, long-term
funding.

7.6 Workforce implications

The need for a trained and competent workforce has been identified as a requirement for
full implementation of the strategies and actions suggested in the National Injury
Prevention Plan (Human Capital Alliance, 2002).

For implementation of the four public health-type injuries identified as priorities by the
plan,39 the injury prevention workforce was seen as being divided broadly between direct
and indirect workers (Human Capital Alliance, 2002). Direct workers, who are involved in
injury policy, research and practice, include academic specialists, program coordinators,
and certain types of health practitioners and risk managers. Indirect workers include
building surveyors, civil engineers, general practitioners, nurses and fitness leaders.

The general competencies required of direct injury prevention workers were seen as
similar to those required to address any major public health issue, but with the need for
specialist in-depth knowledge and experience about injury prevention strategies. There
appeared, however, to be ‘a lack of accredited training courses that are specifically
aimed at injury prevention and that bring all the aspects of injury control processes
together’ (Human Capital Alliance, 2002).

The need for a trained and competent workforce will be required also for implementation
of a national Aboriginal and Torres Strait Islander Injury Prevention Plan. If the plan is as
holistic as the literature suggests it should be, the workforce will need to be broader than
that required for implementation of the four public health-type injuries identified as
priorities by the National Injury Prevention Plan. It is clearly a matter which will need
close consideration, as neither the Aboriginal and Torres Strait Islander health workforce,
national strategic framework (Standing Committee on Aboriginal and Torres Strait
Islander Health, 2002), nor Training re–visions: a national review of Aboriginal and

                                                       
39 The four priorities are: falls among older people; falls among children; drowning and near-drowning among children and adults; and
poisoning among children.
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Torres Strait Islander Health Worker training (Curtin Indigenous Research Centre, 2003)
directs any real attention to this aspect of the Aboriginal and Torres Strait Islander
workforce.

7.7 Administrative and reporting arrangements

In view of the breadth of injury, and the various jurisdictional responsibilities (see Section
2.2 of this Appendix), consideration may need to be given to the administrative and
reporting arrangements for development and implementation of a coordinated, holistic
national Aboriginal and Torres Strait Islander Injury Prevention Plan.

Its development and implementation should be overseen by an ATSIIPAC, but the
composition of this group may need to be broadened to take account of the many
relevant areas outside the direct responsibility of the health sector. This would require
representation from the Aboriginal and Torres Strait Islander affairs, justice,
transportation, labour and, probably, education sectors.

With such a broadening of representation, ATSIIPAC’s reporting too should be more
general. Consideration would need to be given to just what level, and which body,
ATSIIPAC should report to.

Reflecting the leadership role that the health sector should play in the development and
implementation of a coordinated, holistic national Aboriginal and Torres Strait Islander
Injury Prevention Plan, the Population Health Division of the Commonwealth Department
of Health and Ageing appears the appropriate area for the provision of secretariat
support for ATSIIPAC.


