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CLOSING THE GAP



WHAT GAP?



THIS GAP



CLOSE THE GAP

What does it mean for our nationïand what is 

its relevance to the way GPs practice?

July 2009 Framework:

ÂSix national targets

ÂSix headline indicators 

ÂSeven strategic areas for action



NATIONAL TARGETS IN 

SUMMARY

Å Life expectancy at birth

Å Young child mortality

Å Early childhood education

Å Reading, writing and numeracy

Å Year 12 attainment

Å Employment



HEADLINE INDICATORS

Å Post-secondary education ð participation

and attainment

Å Disability and chronic disease

Å Household and individual income

Å Substantiated child abuse and neglect

Å Family and community violence

Å Imprisonment and juvenile detention



STRATEGIC AREAS FOR ACTION

ÂEarly child development

ÂEducation and training

ÂHealthy lives

ÂEconomic participation

ÂHome environment

ÂSafe and supportive communities

ÂGovernance and leadership



NATIONAL HEALTH TARGETS

ÂClose the life expectancy gapwithin a 

generation

ÂHalving the mortality gap for childrenunder 

five within a decade



WHAT DO THE HEALTH GOALS 

ADDRESS?

The main components of excess child mortality:

¶ Low birth weight

¶Respiratory and other infections

¶ Injuries



WHAT DO THE HEALTH GOALS 

ADDRESS?

The main components of life expectancy gap:

ÂChronic disease (cardiovascular disease 

[CVD], renal, diabetes)

Â Injuries 

ÂRespiratory infections

These account for 75% of the gap. CVD is the 

largest component and a major driver of the 

life expectancy gap (~1/3)



SLEEPER ISSUE ONE: SEWB

Mental health / social and emotional well being 

¶SEWB links to the other goals in under-

recognised ways ïexample of CVD and 

depression, social isolation and social support

¶A sleeper issue ïimportance recognised in NZ 

¶Australian  Indigenous incidence under-

reported ïmay be central to the achievement 

of better health



MENTAL HEALTH NO. 1 ISSUE

Â Prof. John McGorry - Australian of the Year

Â Resignation of Government's chief advisor on 

mental health - Prof. John Mendoza

Â Prof. Mason Durie ïten years ago:

Mental health is the number one health issue 

facing Maori
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INDIGENOUS MENTAL 

DISTRESS

Few national data sources for incidence or prevalence of  

Indigenous mental distress ïa sleeper issue

Hospital Separations

Â 2 x All-Australians (Mental and Behav. Disords)

Â 4-5 x All-Australians (Psychoactive Subs. Use)

Â 8 x All-Australians (Assaulted Male)

Â 28 x All-Australians (Assaulted Female)

Â 2 x All-Australians (Self-Harm)
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INDIGENOUS MENTAL 

DISTRESS
Â Vic: 2 x Non-Koori rate of óHigher Mental 

and Behavioural Disordersô*

Â NSW: self-reported ómental distressô 

almost 2 x Non-Koori rate**

Â WA children: High risk of significant

emotional/behavioural difficulties -

Nyoongah  24% > Wajella 15% ***

* Aboriginal Affairs Victoria ** NSW Health  *** WAACHS
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óNOISEô IN THE SYSTEM

Â Reports show a high level of generalised, 

or non-specificmental distress*

Â Clear Indigenous mental distress 

diagnoses, or ósignalsô, hard to assess 

owing to background ónoiseô

Â Example of Post-Natal Depression

* Gavin Stuart, former epidemiologist for NSW Health
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INDIGENOUS MENTAL 
DISTRESS: A LAYER MODEL



EFFECTS OF COLONISATION ON 

HEALTH

Â Dispossession ïland, language, culture,  

economic base Ÿ grief and loss

Â óStolen Generationsô

Â Trans-Generational Trauma

Â Racism, discrimination and óClaytonôsô  

apartheid
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GRIEF AND LOSS

Â The losses from colonisation are 

multiple

Â Loss is an on-goingexperience for 

Aboriginal and Torres Strait Islander 

people

Â Itôs both profoundand pervasive



GPs AND ABORIGINAL 

PATIENTS - PRACTICE

Â How do they understand Indigenous 

mental distress?

Â How do they perceive their efficacy?

Â What are their training needs?



ASSESSMENT

Â óLimited capacity to assess Indigenous 

mental disorderat individual, 

community and societal levelsô*  

Â óMajor gap in communicationbetween 

mental health staff and patientsô**

*    Haswell-Elkins et al, 2007

**  Ely et al, 2006



ASSESSMENT

Many examples of misdiagnosis, under-

diagnosis and over-diagnosisoccurring 

with Indigenous people as a result of 

assessment outside of country, community 

or preferred cultural context*

*    Westerman, 2004



ASSESSMENT

Indigenous people assessed in óforeign or 

sterile environmentsô may present as 

significantly more distressed than usual*

**  Hunter, 1988



ASSESSMENT - IRIS

Â The Indigenous Risk Impact Screen (IRIS) was 

developed in Queensland by an expert group 

of Indigenous and non-Indigenous researchers

ÂA&OD issues often associated with mental 

health issues, including anxiety, depression 

and psychosis, as well as social functioning 

concerns, including family violence



ASSESSMENT - IRIS

Â IRIS designed to help in early identification of 

A&OD problems and mental health risks

Â IRIS, followed up with a brief intervention, 

may enable you to target your response to the 

individual clientôs needs



INDIVIDUAL INTERVENTIONS

Â óLimited base of specialised therapeutic 

interventionssteeped in conceptual, 

evidence-based treatment modelsô*

Â Incorporate culturally-appropriate 

optionswithin interventions**

*    Vicary, 2002

**  Westerman, 2004



GPs AND ABORIGINAL 

PATIENTS - TRAINING

ÂNeed for innovative pedagogies 

ÂHow might praxis be óIndigenisedô 

through an incorporation of Aboriginal 

notions and ówaysô


