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IN NORTHERN AUSTRALIA

MORTALITY PATTERNS OF URBAN, RURAL AN} REMOTE POPULATIONS

w Colin Mathers

There has recently been a movement of Aboriginals to owliving setilements. This ariicle, which is a revised version of
a paper given af the North Australia Statistics Workshop tn Darwin, May 17-19, examines the paverns of moriaiiey
11 remote Ahoriginal communities and compares these with rates for other tocations in Ausiralia’s narthern regions.
The results indicate mortality rates several times higher in remote Aboriginal settlements than elsewhere in the north
or in Australia as o whole

SUMMARY

Australian Bureau of Statistics’ mortality data for Australia for the years 1990-1992 have been used, together
with population estimates from the 1991 census, to compare the mortality experience of urban, rural and
remote populations in North Australia with that of the total Australian population. Statistical local areas in
remote regions of North Austraiia where more than 50 per cent of the population identified as Aberiginal or
Torres Strait Islander in the 1991 population census have been identified as a regional category called remore
Aboriginal areas.

Standardised mortality ratios are higher overall for North Australia than the rest of Australia. Compared
with the tota! Australian population, people living in remeie Aboriginal areas have substannialiy higher death
rates overall (three times higher for males and four times higher for females) and dramatically higher death
rates for a wide range of specific causes of death such as:
infectious and parasitic diseases — 17.8 and 21.7 times higher for males and females respectively
cancer of the cervix — 11.5 times higher
diabetes — 18 and 22 uimes higher for males and females respectively
respiratery diseases — 7.9 and 12.5 times higher for males and females respectively
diseases of the genito-urinary system - 9.1 and 16.& times higher for males and females respectively
homicide - 15.4 and 7.8 nmes higher for males and females respectively.

Over the past two decades. there has been a significant improvement 1n some aspects of the health of
Aboriginal and Toerres Strait [siander peoples, but not in fife expectancy, as mortality rates of adults have not
improved. To improve Aboriginal mortality rates will require improved coordination and delivery of health
and basic infrastructure services, as well as substandal efforts to eliminate the effects of socioeconomic

disadvantage, unemplovment. poor housing and social alienacion.

INTRODUCTION

Australia is one of the healthiest countries in
the world and. according to available health
measures, the health of Australians continues
to improve.! At the same time, Australian
health expenditure has been stable at zround
eight per cent of gross domestic product for
the last 15 years. Nevertheless, there are
health problems and there are population
groups, particularly socioeconomically dis-
advantaged groups. where there are wide
disparities in health and subsiantial room for
improvements.? However, standing out from
all other disadvantaged population groups are
Aboriginal and Torres Strait Islander peo-
ples. who continue o sufter substantally

higher mortality rates and much werse health
status than any other Australian population
group.’

Australia’s indigenous people have life
expectancies and patterns of health more
comparable to those of fourth world countries
than the developed countries of Asia (see
Discussion below). Over the past two de-
cades, there has been a significant improve-
ment in many aspects of the health of Abo-
riginal and Torres Strait Islander people.
Higher life expectancy, reduced infant mor-
tality and a lower burden of infectious and
parasitic diseases are all evidence of im-

provement. However, as reflected in rates of

hospitalisation.  maternal - mortality and
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disability, and in continuing high mortality in
adults, the burden of disease in Aboriginals
continues to be higher than in non-Aboriginal
Australians, and differentials are not nar-
rowing. This burden is likely to continue
unt:l effects on Aboriginal health of social
and economic factors such as unemployment,
poor housing and discrimination can be
eliminated.

Previous estimates of Aboriginal and
Torres Strait Islander mortality rates have
generally been based on numbers of deaths
wentified as Abcriginal or Torres Strait
Islander on the death registration form. There
is provision for Aboriginal and Torres Strait
islander identification on death certificates in
all  States and Territories apart from
Queensiand. However, the completeness of
identification is only considered to be

adequate (more than 90 per cent of
Aboriginal and Torres Strait Islander deaths
so identified) in Scuth Australia. Western
Australia and the Northern Territory.* It is
thus not yet possible to estimate the mortality
of Aboriginal and Torres Strait TIslander
people from death registration data at the
national level, or for quasi-national regions
such as ‘remote’ Aberiginals, or for in-
digenous people living in North Australia.
This paper uses information on the place
of usual residence of deceased persons to
confrast the mortality experience of all
Australians living m regions of North
Australia with that of all Australians in the
country as a whole. North Australia is de-
fined as shown in Figure | in terms of
Statistical Divisions and Subdivisions set out
in the Australia Standard Geographical

Figure 1: Statistical Subdivisions and Divisiens included in North Australia
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Classification.” This approach provides a

picture of mortality differentials between the
total populations living in regions of North
Australia with that of the total Australian
population. While it does not specifically
identify the Aboriginal and Torres Strait
[slander populations in each region, the
overall mortality rates of the populations in
the remote regions are dominated by the high
mortality rates of indigenous people and the
mortality patterns presented below provide a
stark profile of the health conditions ex-
perienced by the indigenous population in the
north of Australia.

DATA SOURCES AND METHODS
Definition of regions in North Australia
North Australia is divided into a number of
regional categories defined in terms of the
Statistical Local Area (SLA) of place of usual
residence at time of death. The categories
used were developed by Birreil and Rapson®
and are defined as follows:

Cities: The cities classification includes
groups of SLAs which form part of. or
neighbour, urban centres with populations of
80.000 or more. Darwin is included in this
class on the basis of its capital city role in
spite of its urban centre only having a popu-
lation of 67,.946. The only other ‘city’ in
North Australia i1s Townsville (including
Thuringowa).

Rural: The remaining SLAs are designated
rural or remote, the prime determinant of
rural being more mtensive land use. Other
characteristics such as population density are
also associated with the delineation between
rural and remote. Rural SLAs are further
divided into rural centres (SLAs with urban
centres of 10.000 or more) and other rural
areas.

Remote: Remote SLAs with an urban centre
of 3,000 people or more have been called
remoie centres. Other remote SLAS where
more than 50 per cent of the population were
Aboriginal in the 1991 census are designated
as remole Aborigina! areas. The remaining
remote SLAs are named other remote qreas.
Data sources

Registration of deaths in Australia 13 the
responsibility of the State and Territory
Registrars ot Births. Deaths and Marriages.
[nformation on the cause of death 15 supphed
by the medical practinoner certifying the
death or by a coroner. Other information
ahout the deceased is supplied by a relative

or gther person acquainted with the deceased.
or by an official of the institution where the
death occurred. Registration of death is a
tegal requirement in Australia, and com-
pliance is virtually complete.

The information is provided by the
Registrars 1o the Australian Bureau of Sta-
tistics (ABS) for coding of information and
compilation into national statistics. The data
analysed in this paper were derived from the
registration data coded by the ABS and pro-
vided to the Australian Institute of Health and
Welfare by the State and Territory
Registrars.

Mortality data analysed below relate
deaths registered in the three calendar vears
1990, 199! and 1992, These deaths were
classified into the regions defined above
according to the SLA of usual residence (of
the deceased person) coded on the death
certificate, As the regional classification
system is based on 1991 SLA boundaries,
deaths occurring in 1990 and 1992 in SLAs
where the boundaries were not compatible
with those existing in 1991 have been re-
classified into the equivalent 1991 SLAs.

The estimated resident populations living
in these regions in 1991 were derived from
tabulations of estimated resident population
by SLLA of usual place of residence based on
the 1991 Census of Population and Housing
and provided by the Australian Bureau of
Statistics.”

Methods

Standardised mortality ratios for each region
were calculated using a technigue known as
indirect age standardisation. This provides
an estimate of the number of deaths to be
expected in the various regions if the popu-
lations in those regions were (o experience
the same age-specific death rates as the total
Austrahian population. The ratio of the num-
ber of deaths observed to the number ex-
pected 1s known as the standardised mortality
ratio (SMR).

Standardised mortality ratios were cal-
culated for total deaths (from all causes) and
for deaths due to specific groups of causes
using categories based on the Chapters and
disease groups specified in the International
Classification of Discases (9th Revision).®
referred to below as ICD9.

It was possible to determine an SLA of
usual residence for all except 114 deaths (0.4
per cent). all of which were either offshore
and migratory or no Nxed place of residence.
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The usual residence population estimates in-
dicated that approximately five per cent of
the population had not been classified to
SLAs in the 1991 Census. This varied from
state to state with the Northern Territory
showing the largest percentage of the popu-
lation not classified to an SLA (eight per
cent). As there was no rationale for deter-
mining how the underestimate is distributed
across SLA, and gender and age, no correc-
tion was applied. The rates presented in this
paper will therefore be slightly higher than
those calculated ¢n a national or state basis
where full population enumeration 1s
available.

Place of usual resi-

RESULTS

Population

The total population of North Australia {as
defined in Figure 1) was an estimated
939,910 persons or 5.4 per cent of the total
Australian population (see Table 1). Nearly
74 per cent of the population of North
Australia was resident in Queensland, and
just over 12 per cent of the population of
North Australia identified as Aboriginal or
Tarres Strait Islander people {See Table 2).
Total mortality rates

Tables 3 and 4 show the standardised mor-
tality ratios (SMRs) for males and females in

Table 1: Estimated resident population in each region, North Australia,

dence in the census is 1991

self-reported, while for Regicns

deaths it is determined .

] Citics Rural Remote

from  the  address

recorded on the death Darwin | Townswalle | Centres | Other | Centres | Other | Aboriginal
registration  form  fagres | 55000 59364 | 112,805 | 124062 63912 [w0.047 | 23413
(usually by a funeral |Femates | 49,399 56,796 | 111,697 | 113453} 56.898 | 41,908 22066
director, or mn the case Total 104 489 116,160 | 224,502 | 237,515 | 120,810 [ 90,935 45479
of injury deaths, some-

times by coron:al

investigators). It is therefore Table 2:  Estimated resident population, Aboriginal

possible that there has been
differenttal recording ot place
of usuai residence in the two
data sets. The size or nature
of this is not known but is not
likely to be large.
Interpretation of data
Despite the fact that these
data represent population
measures and therefore do not
suffer from sampling varia-
bility., rate  differences
between some areas must be
treated with caution. Where
cause-specific rates are based
on small numbers of deaths,
they may be disturbed sig-
nificantly by a cluster of
deaths, such as that created by
a maltiple fatality vehicle col-
lision or by the nature of
underlying random processes.
Care should be waken when
drawing conclusions about
differences between regions in
North Auswralia with rela-
tively low populations. or tor
causes resulting in small num-
bers of deaths.
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and Torres Strait Islander (TSI} and total, by
State and Territory, North Australia, 1991

Queensland | Western | Northern Total

Australia | Territory
Aboriginal and TSI 53,400 18,100 43,300 | 114,800
Total populauon 694.200 80.200 ] 165.500 [ 939.900

Figure 2:

Standardised mortality ratios for all causes of death,

by sex and region, North Australia 1990-1992
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Table 3: Mortality differentials by cause of death, males resident in North Australia 1990-1992

Cause of death Standardised mortality ratio
Rural Remote
Darwin  Townsville | Centres  Other ] Cemres Other  Aboriginal

Infectious & parasitic diseases 1.52 C.14 0.93 .05 3200 3,79 17.77
Cancers 0.88 102 1.12 0.9 1.2% 1.09 118
Mental disorders 0.76 0.87 1.11 0.76 206 1.09 438
Diseases of the nervous system & scnse organs 0.8} 1.45 0.56 087 1.83 1.65 1.85
Diabetes mellitus 1.38 0.64 0.95 1.23 219 237 7.60
Circutatory sysiem diseases (.79 1.03 1.10 0.99 1.21 1.33 2.60
Respiratory system discases 1.51 P16 1.12 1.05 246 191 7.93
Digestive sysiem diseases 1.7 110 1.26 i1l 123 1% 2.09
Genito-urinary system diseases 1.89 1.20 1.37 i.19 2.96 1.80 9.10
Congenital anomalies 1.32 1.27 1.01 0.801 085 1.60 1.13
Permnatal conditions 0.82 o 1.33 083 .18 246 3.68
Injury and poisoning 141 1.11 1.16 1.48 .61 2.83 3.78%

the regions of North Australia. These ratios,
also shown in Figure 2, show how the deaths
observed in 1990-1992 compare with those
which would be expected if the region had
experienced the average mortality rate ar
each age of the total Australian populaticn of
the relevant sex. Thus for example, the male
population resident in the remote Aboriginal
areas experienced 3.09 times as many deaths
as they would have experienced if they had
experienced the same risk of death at each
age as the total male population of Australia.

It is apparent from Tables 3 and 4 that,
overall, the population of Darwin and Other

Rural areas experienced mortality rates
similar to those of the total Australian popu-
lation. The SMRs for Townsville and rural
centres were generally five to ten per cent
higher than the nationzl average, whereas
those for remote areas were substantially
elevated.

Mortality rates by cause of death

Tables 3 and 4 also provide SMRs for major
cause of death groups in 1990 101992, It is
clear that the mortality ratios are sub-
stantially higher than the national average in
most regions of North Australia for causes of
death such as infectious and parasitic

Table 4: Mortality differentials by cause of death, females resident in North Australia 1990-1992

Cause of death Standardised mortality ratio
Ciues Rural Remote

Darwin  Townswille | Centres  Other [ Centres Other  Abonginal
infecuous & parasttic discases 1.37 1.27 1.28 13 317 258 21.69
Cancers 079 .96 0.98 0.80 108 1.25 1.96
Mental disorders 0.69 1.94 080 085 180 207 392
Diseases of the nervous systern & sense organs .44 167 083 0.90 0.ed 1,50 292
Dianetes mellitus 2.3 i 1.56 1.09 205 354 16.80
Circulatory svstem diseases (.83 1.06 1.14 1.01 118 141 249
Respiratory system diseases 1.67 088 0.8S 0.74 206 2.48 12.51
Digesuve systemn disgascs 1.06 123 0.97 1.06 138 133 273
Genmto-urinary sysiem diseases | 56 1.49 1.27 0.94 235 148 16 &1
Congennial anomahces 104 1.t 1.11 1.43 74 133 2.0
Perinatal conditions 1.50 1.54 1.21 113 1.33 134 4,66
Injury and peisoning 1.19 119 1.22 1.27 [x) 291 378
All causes 1.01 1.09 BO? 095 133 167 403
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diseases, diabetes. respiratory
disorders, genito-urinary system
diseases, perinatal conditions and
injury and poisoning. Mortality
rates for these causes are extra-
ordinarily high, as shown in
Figure 3, with standardised mor-
tality ratios ranging up to 9.1
and 16.8 for genite-urinary dis-
eases, and 17.8 and 21.7 for
infectious and parasitic diseases,
for males and females res-
pectively.

Deaths in the perinatal period
(up tc one month after birth} are
predominately due to congenital
anomalies and perinatal con-
ditions, for which standardised
mortality ratios are given in
Tables 3 and 4. Infant deaths in

Figure 3:

Standardised mortality ratios for remote Aboriginal

areas in North Australia, by sex and cause of death,
1990-1992
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the postaconatal period (from one month to
12 months of age) are predominately due to
respiratory conditions, infectious and para-
sitic diseases and sudden infant death syn-
drome (SIDS}. The standardised mortality
ratios for SIDS were less than 1.0 for
Darwin and rural areas, but somewhai
greater than 1 for Townsville (1.3}, remote
centre (1.4) and other remote areas (1.8), and

substantially higher at
Aboriginal areas.

3.4 for

remote

Table 5 gives SMRs for some of the more
common types of cancer. Male SMRs do not
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vary substantially from unity, except for skin
cancer in rural centres (SMR 1.6) and other
remote areas (SMR 1.5}, Female SMRs for
cancer are higher for these regions and also
tor Townsville, However, cancer of the
cervix stands out as causing substantially
higher death rates in nearly all regions of
North Australia, and particularly for wormen
in the remote Aboriginal areas, with an SMR
of 11.5.

Table 6 gives SMRs for the major types
of cardiovascular disease. Death rates for
coronary heart disease (ischaemic heart

Table 5: Differentials in cancer mortality, North Australia 1990-1992

Cause of death Standardised mortality ratic
Cities Rural Remote
Darwin  Towanswille { Centres QOther Centres  Other  Aboriginal
Males
Digestive organs 0.72 0.93 1.04 0.85 1.30 1.00 1.29
Lung 101 1.06 117 1.08 1.29 1.12 1.18
Skin 1.04 1.20 1 62 1.27 0.85 1.49 1.08
Prostate 1.14 0,94 1.25 1.04 .37 0.87 0.41
Lymph, leukemia cte 0.53 0.96 0.83 0N 053 097 0.68
All cancers 0 88 1.02 112 0.99 1.25 1.09 1.18
Females
Digesuve organs 0.76 0.95 109 0 8% L.y 0893 .11
Lung 198 0 87 035 .75 1.25 1.38 3.77
Skin 033 1.53 [ 0.25 1.06  2.56 0.83
Breast 0.62 076 049 0.70 061 093 076
Cervix 124 1.13 177 0.84 264 333 1147
Lymph, leukenua ctc (.36 0,96 n72 0.97 0.80 1.25 053
All cancers 0.79 0,96 N 98 0.80 1.06 1.25 196
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Table 6: Differentials in cardiovascular disease mortality, North Australia 1990-1992

Cause of death Standardiscd mortality ratio
Cities Rural Remote
Darwin  Townsyvilic | Centres Other ]| Centres  Gther  Aborniginal
Maies
Acute rheumnatic fever 3.83 0.53 0.47 0 65 224 3.43 12.07
Ischaemic heart disease 0.84 1.03 1.15 1.00 1.09 .34 2.24
Cerebrovascular disease 0.38 1.13 1.09 0.94 1.45 1.30 1.81
All cardiovascular discases 0.79 1.03 1.10 0.99 1.21 1.33 2.60
Females
Acute rheumalic fever 1.56 0.86 089 1.02 276 2.00 13.9%
Ischaemic heart disease 0.48 1.20 1.30 1.10 122 1.19 213
Cerebrovascular disease 0.61 0.97 0.96 0.97 0.92 1.47 1.79
All cardiovascular diseases 0.83 1.06 1.14 1.01 1.18 i.41 2.49

disease) and stroke (cerebrovascular disease),
the two leading causes of death in Australia,
are substantially higher in remote regions of
North Australia, with SMRs ranging up to
around two in the remote Aboriginal areas.
However, acute rheumatic heart disease, a
disease which is fairly rare in non-Aboriginal
Australians, has SMRs ranging up to 12.1
and 13,9 for males and females in the remote
Aboriginal areas.

Table 7 gives SMRs for leading causes of
fatal injury. Apart from Townsville, SMRs
for motor vehicle accidents and production
{work-related) injuries are substantially
greater than unity in all regions of North

Australia. Accidental drowning rates are
substantially higher for males and females in
nearly all regions of North Australia, with
SMRs ranging from around 1.5 for males in
Darwin and 3.5 for females in Darwin up to
4.4 and 3.3 for males and females in the
remaote Aboriginal areas.

Suicide rates were not generally a great
deal higher for males except in ather remote
areas (SMR of 2.0} and were generally lower
than the national average for females, except
in rural centres {(SMR of 1.3). In contrast,
homicide rates were substantially higher than
the national average for males and females in
most regions of North Australia, with SMRs

Table 7: Differentials in injury mortalily, North Australia 1990-1992

Cause of death Standardised mortality rauo
Ciues Rural Remote
Darwin Townsville | Cenures Other Centres Gther Aberniginal
Males
Mator vehuele aceidents 1.05 073 1.11 1.43 1.56 3,00 4.59
Producuon injunies® 1 1¢ 1.02 1.77 3.40 1.63 453 299
Acoidental drowning 1.48 1.84 1.56 1.66 1.88 2.4 4.40)
Suinde 1.08 1.33 123 1.31 0.9% 203 113
Honucige 2.17 183 1.24 1.38 3.21 6.16 15.41
All inury and possoming 111 111 1.16 1.48 1 61 283 3.7%
Females
Mater velicle acordents .42 1.02 1.29 1.48 1.42 3.64 247
Prisduction miures* - 5.83 2.92 5.6% - - -
Accndental drowning 3.52 077 2.7 1.47 212 3.26 3.29
Surende .4] 069 1.32 170 0.50 .99 1.07
Huomiade b6l 2. 0.9 077 4.31 6 14 776
ATl mury and posoning i.19 119 1.22 127 | 64 18] 378

A number of cavses vf death thuing struck by a falhing object. acerdents mvolving machmery  fahy from Lidders
seattuids, betng caught or crushed. and deaths ivelvieg an cleetric current) are known o be mosih work-

< Tius combinalion o causes has been used as an mdieator of praduction-relaed death
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ranging up to 15.4 for males in the remote
Aboriginal areas. Based on national average
rates, the expected numbers of homicides in
the remote Aboriginal areas tor 1990 1 1992
is small, 1.6 males and 1.0 females. The
actual numbers of homicides in 1990 10 1993
were 24 males and eight females.

DISCUSSION AND CONCLUSIONS

In yeneral, the population of North Australia

has a substantially worse mortality experi-

ence than that of Australians as a whole. This
almost certainly reflects the very much
pooter health of the indigenous population of

North Australia.

Analysis of data for those States and
Territories where there is reasonable iden-
tification of the indigenous population on
death registration certificates has shown that:
e Aboriginal death rates are between two

and four times those of the total

Australian population, with the exact ratio

being dependent on the  specific

Aboriginal populaiton.

* Aboriginal expectation of life at birth is
between 16 and 18 years shorter for males
than for non-Ahoriginal Australians; the
gap is slightly wider for Aboriginal fe-
males (see Table 8).

* Aboriginal infant mortality rates are be-
tween two to three times those for the
whole of Australia,

These data, however, depend on death
certificates where Aboriginality is not always
reliably reported. The data analysed in this
paper are different in that they provide a
picture of mortality patterns for the popu-
lation of North Australia in s entirety.
Almost half the Aboriginai population of
North Australia lives in Queensland, where
there 1s no idenufication at present of
Aboriginal and Torres Strait Istander people

Table 8: Life expectancy at birth, Aboriginals
in Western Australia, South
Australia and the Northern
Territory, and total Australian
population by sex, 1990-1992

Aboriginals Total

Western South Northern | Austraha
Australia | Australia § Terntory

Males 56.3 57.8 56.8 745
Females 64.2 637 6.6 80 4

Source: Austrilan Insuwte of Health and Welfare'”
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on death certificates. The standardised mor-
tality ratios presented ahove for remote
Aboriginal areas, while relating to the entire
population of those areas, provide a graphic
picture of the appalling health conditions
suffered by the indigenous population in
North Australia. To the extent that there are
non-Aboriginal people with substantially
lower mortality rates who also live in the
remote Aboriginal areas, the standardised
mortality ratios presented in this paper under-
state the true differentials for indigenous
people Hving in remots areas.

These results clearly point to the major
illness conditions and factors resulting in the
excess mortality of the indigenous populatien
of North Australia. The Aboriginal and
Torres Strait Islander people suffer from
"Third World’ health problems of infectious
and parasitic  diseases, rheumatic heart
disease and genito-urinary problems. as well
as the degenerative diseases of “civilisation’
such as coronary heart disease and diaberes.
Respiratory conditions and circulatory con-
ditions are often associated with smoking.
Smoking rates are significantly higher n the
Aboriginal and Torres Strait Islander popu-
lation than in the population as a whole.®
This aiso resuits in substantialty higher lung-
cancer mortality rates among indigenous
people. Alcohol consumptien is one of the
factors associated with higher levels of in-
jury, particularly injuries resulting from
motor vehicle accidents and interpersonal
violence.

While there has been considerable im-
provement in infant mortality rates for in-
digenous people in Australia, there has been
no improvement in the mortality rates of
adults.'® Because mortality rates for non-
Aboriginal Australians have been steadily
declining over the last twenty years, the gap
between death rates for Aboriginal and
Torres Strait Islander aduits and other adults
has widened in that time. Indeed. overall
death rates for ‘middle-aged” Aboriginal men
aged 35 to 44 years in Western Australia,
South Australia and the Northern Terntory
were 6.3 tmes higher than those for all
Australian men aged 35 to 44 vears in 1950
o 1992."

Unpublished analyses carried out by the
Australian Institute of Health and Welfare
have shown that the excess mortality rates of
the rural and remote populations of the
Northern Territory, in comparison with those




of people living in Darwin, is entirely ex-
plained by the higher mortality rates of the
Aboriginal population.'? There are no dif-
ferences of any consequence in the mortality
rates of the non-Aboriginal population living
in urban, rural and remote regions of the
Northern Territory.

Ring and Runciman'? have noted that the
lack of progress in reducing the mortality
rates of indigenous Australians is unique.
The World Bank has documented dramatic
declines in mortality rates in nearly all re-
gions of the World, including the under-
developed countries, since the 1950s.”
Unlike the indigenous population of
Austraiia, those of New Zealand and North
America have experienced significant
declines in mortality in recent decades and
now have substantially higher life
expectancies than indigenous Australians.”

The fact that other indigenous populations
with similar dispossession and depopulation
experiences have been able to improve their
health profiles suggests that health outcomes
for Aberiginal populations can be improved
significantly.'® Particularly preventable are
excess mortality and meorbidity resulting from
cardiovascular diseases, injuries and dia-
betes. There is also much room for improve-
ment in the rates of infectious and parasitic
diseases. Perinatal and marternal mortality as
well as disability should also be reduced
greatly.

Some of the reasons why the Aboriginal
and Torres Strait Islander population have
not experienced the kinds of gains seen in
New Zealand and North America relate 1o
differences in our history and relationships
berween indigenous and non-indigenous
people, particularly in regard to landrights
and civil rights, Also, during recent decades
there have been considerable difficulties in
defining the roles and responsibilities of
Aboriginal and Torres Strait Islander Com-
mission (ATSIC). Commonwealth, State and
Local Governments in health and other social
issues. These difficulties have resuited in a
lack of co-ordination and effort in addressing
hasic infrastructure 1ssues to do with housing.
water supply, education, raining and
employment.

Over the past two decades there has been
a significant trend to decentralisation of
indigenous people Itving in North Australia,
with movement to remote homelands and out-
stations.  This has been a very positive

development for Aboriginal people in terms
of commitment to Aboriginal lifestyle and
culture with improved social cohesion and
support. However, the results presented here
emphasise the health problems experienced in
such remote communities and underline the
importance of ensuring that economic ac-
tivity, infrastructure suppert and health
services needs are adequately addressed and
co-ordinated across all levels of government
and community.

It is to be hoped that the impending trans-
fer from ATSIC to the Department of Human
Services and Health of the funding and de-
livery of primary health services for in-
digenous people will result in a co-ordinated.,
focused and increased effort to improve the
health of Australiz’s indigenous people.
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IMPACTS OF AUSTRALIA’S COASTAL POPULATION GROWTH

we Neil T. M. Hamilton

Most Australigns five withor a few kilometres of the sea and mose populaiton growth occurs o coastal areas, Neil

Hamudton analyses ins growth in New South Wales where, w1 some coastal regions, numbers have increased by more
than 1500 per cent siece [Y71, He finds that this growth 5 poorly managed and thar i 15 damaging the enviranment.

INTRODUCTION

Australia’s love of the coast, as a place o
live and a place to recrzate, is as undeniable
as our slow but apparently inexorable growth
in popuiation. The coast is simply part of our
psyche, a place which gives us meaning.
Many other nations and cultures have a
similar links with places or environments,
but few have permitted the degradation of
their icons as rapidly as Australia has to its
coast, seemingly unaware of the cost of
“loving to death” a priceless and irreplaceable
suite of bielogical and gecmorphoiogical
ENvironments,

This opening paragraph, full of value
Jjudgements and unsupported statements, 1s
about the closest 1 can get in a scholarly
forum to expressing the feelings that have
come from studying coasial environments
around the country over a period of time. So
what causes these feelings? There are two
fundamental and interacting factors: coastal
zone management policies and strategies, and
population. This brief discussion will touch
on the tirst, but concentrate on the second as
the foundation of so many of the actual symp-
toms we see. and the seed of the degradation
our children will experience. Overall, the
paper explores the notion of population as a
significant driver of environmental change in
the coastal zone.

COASTAL ZONE MANAGEMENT:

A FESTERING SORE

There have been no fewer than 30
Commonwealth inquiries or reviews of
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coastal management since 1944 culminating
in the comprehensive Resource Assessment
Commission (RAC) coastal zone inquiry in
19937 Each state has had comparable in-
quiries, some focusing on particular issues or
regions. some covering the entire state.
There is a clear tendency in these reports.
and m coastal management practice, to re-
spond to coastal problems on a single-issue.
state-by-state basis. A rational review of the
Australian reports dipjomaticaily concluded:
‘Past Australian coastal management efforts
often have been appropriate for the cir-
cumstances then presented.’ The Resource
Assessment Commission was blunter, iden-
titving the urgency which must be applied w
the problem:
The quality of many of the rescurces of
Australia’s coastal zone is being diminshed by
the effects of human activides. If no action is
taken to change the way in which coastal re-
sources are managed, there s a verv con-
siderable risk that the benefits currently being
enjoyed in using them will be curailed. *
Most of these reports, including RAC,
begin with an introduction espousing sustain-
able (ecological or economic?) development.
biodiversity, inter- and intragenerational
equity. the precautionary principle and inte-
grated coastal zone management. They even
include long and apparently meaningful de-
bates about the definition of ‘the coastal
zone', before moving in on the ‘real” busi-
ness of economic development and single-
ssue recommendations. This is of course not
o say that such investigations have achieved
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