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INTRODUCTION

Adverse childhood experiences (ACEs)
encompass traumatic events that occur before
the age of 18. There is a consensus among
scholars that ACEs are broadly categorised
into abuse, neglect, and household dysfunc-
tion, and further into 10 distinct subtypes
(eg, physical abuse, emotional abuse, sexual
abuse, physical neglect, emotional neglect,
parent with mental illness, incarcerated rela-
tive/family members, parental substance
abuse, mother treated violently and parental
divorce).' * ACEs pose a significant risk for
further physical, mental, social and economic
disadvantage. In many countries, a clear
dose-response relationship exists between
ACEs score and mental illness, addiction,
poor diet, medication non-adherence, utilisa-
tion of health services and chronic morbidity
throughout one’s lifespan.' *

During childhood, exposure to multiple
ACEs is associated with delayed brain and
cognitive development, impaired mental
health, compromised academic performance
and social-behavioural issues.! In later life,
experiencing four or more ACEs is associ-
ated with risk behaviours including smoking,
alcohol and drug use, sexual risk-taking,
interpersonal and self-directed violence, and
homelessness.! 2 Consequently, individuals
with higher ACEs scores are at an elevated
risk of developing non-communicable
diseases (NCDs), including cancers, circula-
tory diseases, chronic respiratory diseases and
metabolic disorders in adulthood.”

The burden resulting from childhood
abuse and/or neglect is significantly higher
among specific sociodemographic groups.
These groups include females, older age
groups, individuals experiencing homeless-
ness or residing in deprived neighbourhoods
and certain ethnic groups.” * Among Indig-
enous Australians, the trauma of historical

SUMMARY BOX

= Indigenous Australians face a two-fold likelihood of
experiencing multiple adverse childhood experienc-
es (ACEs) including neglect, physical, emotional and
sexual abuse compared with the general Australian
population.

= The higher rate of ACEs among Indigenous
Australians has consequentially led to the early
diagnosis of chronic illnesses (eg, type Il diabetes,
cardiovascular disease and stroke), mental health
issues (eg, anxiety, depression, suicide) and early
death.

= Strength-based approaches, which involve code-
signed and Indigenous-led primary prevention pro-
grammes, as well as integrative ACE screening and
treatment, will not only improve long-term public
health outcomes but will also reduce healthcare
costs and help close the Health Gap.

= We believe ACEs are the root cause of the Aboriginal
health gap in Australia.

events associated with colonisation and the
stolen generation has been passed down to
subsequent generations, potentially causing
childhood adversities to become a common
phenomenon. In the mid-1960s, Indige-
nous Australians experienced widespread
deprivation and dispossession of virtually
all their land. In 1993, the Australian Parlia-
ment passed ‘The Native Title Act’, which
recognised the rights and interests of Aborig-
inal and Torres Strait Islander people with
respect to land and waters according to their
traditional laws and customs. However, the
recognition of Aboriginal and Torres Strait
Islander peoples’ rights over their land and
waters has been limited to smaller sections
of Western Australia, the Northern Terri-
tory, and South Australia (figure 1). A 2006
survey found that 8% (26 900 individuals)
of Australian Indigenous people aged 15
and older reported having had a history of
being removed from their natural families,
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Figure 1 Altman and Markham map showing Aboriginal land in 1788, 1965, 1993 and 2023 (permission granted by Professor

Jon Altman and Dr Francis Markham).

and 38% (127 775 individuals) mentioned having rela-
tives (eg, parents and grandparents) experiencing family
separation.5

In Australia, there exists a substantial health gap
between Indigenous and non-Indigenous populations,
associated with intergenerational trauma and decades
of neglect and discrimination. In this perspective, we
provide a contemporary update on the prevalence of
ACEs within Indigenous Australians and discuss how the
higher burden contributes to the Aboriginal health gap.
We also discuss whether ACEs prevention policies and
programmes may contribute to achieving the 'closing the
gap’ targets.®”

ARE ACES THE ROOT CAUSE OF THE ABORIGINAL HEALTH GAP?
What is the Aboriginal health gap?

The ‘Aboriginal health gap’ refers to long-standing dispar-
ities between Australian Indigenous and non-Indigenous
populations observed with various health indicators,
including life expectancy, NCD prevalence, health service
access, nutrition and overall well-being. This health gap
translates to an approximate 8-year difference in life
expectancy at the national level, while this is as high as
13 years in rural Northern Territory.® Additionally, the
median age at death at the national level differed by at
least 20 years (Australian General Population=81 years;

Indigenous Australians=60 years).” Lifestyle and meta-
bolic factors, mental illnesses and substance dependence
are strongly linked to the increasing burden of NCDs
and premature deaths among Indigenous Australians.
Moreover, there continues to be a substantial difference
in socioeconomic conditions, and healthcare access that
further exacerbates the gaps.'""!

The Australian Institute of Health and Welfare’s (2019)
estimates reveal a consistent and substantial disparity in
disease-specific age-standardised mortality rates for the
leading causes of death between Indigenous and Non-
Indigenous Australians (figure 2).'? Indigenous Austra-
lians experience a 1.5-fold higher age-standardised
mortality rate (229 per 100000 people) for heart diseases
and cancers compared with non-indigenous Australians
(151 per 100000 people), while for diabetes, this rate is
5-fold higher (74 per 100000 compared with 16 per 100
000)."* From 2006 to 2019, there was an annual average
increase of 67 per 100000 people in age-standardised
mortality rates for Indigenous Australians, whereas non-
Indigenous Australians experienced a decrease of 6 per
100000 people during the same period.'

How do ACEs contribute to the Aboriginal health gap?
There is evidence demonstrating that psychological
trauma or post-traumatic stress disorder can impact
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Figure 2 Causes of mortality by Indigenous status, 2015-2019. (Source: Australian Institute of Health and Welfare National

mortality database).

the epigenetic composition of individuals and have
both biological and behavioural consequences on the
offspring of exposed individuals.'” Possible epigenetic
changes resulting from intergenerational trauma and
increased childhood adversity among Australian Indige-
nous populations have not yet been confirmed by peer-
reviewed evidence. Beyond genetic predisposition, the
connection of intergenerational trauma and exposure to
ACEs in Indigenous Australians is influenced by systemic
racism resulting in overlapping economic deprivation,
compromised family dynamics, poor physical and mental
health, and substance dependence.'*'?

Available studies suggest no substantial difference in
the prevalence of at least one childhood trauma between
Indigenous people (64%) and the general population
(62%).* "' However, consensus among these studies
indicates that Indigenous populations have a notably
higher prevalence of multiple ACEs, including physical,
sexual abuse and domestic violence, compared with the
non-Indigenous population (table 1).* %"

Among Indigenous Australians, 64% experience four
or more ACEs, while in the general population, this figure
stands at 28%.* Nasir et al based on a clinic-based study
among Indigenous Australians aged 18 years and older
found the prevalence of physical abuse, sexual abuse
and both types of abuse before the age of 15 at 17%,
15% and 23%, respectively. This is nearly twice the rates
reported in the Australian general population according
to the Australian Bureau of Statistics (2016), which were
8%, 9% and 13%, respectively.16 Furthermore, neglect,

housing instability (eg, homelessness and overcrowding)
and parents with addiction are also prevalent, affecting
as many as one in two Indigenous Australian children,
whereas these issues are experienced by less than one
in five in the general Australian children.* ' The vari-
ability in measurement, data sources and small sample
sizes, however, hinders accurate estimation of national
ACEs data or trends within Indigenous and general
populations.

Itis important to note that experiencing multiple ACEs
and specific ACEs spectrum (eg, sexual and physical
abuse), along with factors including age and frequency,
have distinct implications for both physical and mental
health outcomes, and early death." **** Severe abuse
and neglect before age 12 result in a nine-fold higher
risk of self-harm and suicidal tendencies among Indige-
nous individuals compared with the general population
without childhood adversities.*” This partially explains
the higher rates of suicide among Indigenous popula-
tions (5.7% of all deaths in 2019) compared with the non-
Indigenous population (1.9%).” We believe ACEs are
the root cause of the Aboriginal health gap in Australia.

What are the risk factors for AGEs exposure and poor health
outcomes?

Certain Indigenous subpopulations, such as those
residing in rural and remote areas (eg, Modified Monash
Model 2-7),** those with early childhood trauma (before
the age of 10), and those who have experienced sexual or
physical abuse, face a higher risk of poor mental health
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Table 1 ACEs spectrum by Indigenous status

Indigenous General
population (%) population (%)
ACEs>4 64.0 28.0
Abuse
Physical abuse 17.3 8.5
Sexual abuse 14.6 7.7
Physical and sexual 23.1 13.4
abuse
Neglect (physical and 52.5 18.0
emotional)
Household dysfunction
Parental mental - 33.0
illnesst
Parental incarcerationt - 10.0
Parental substance 52.2 24.0
abuse
Domestic violence 41.2 18.0
Parental divorcet - 37.0
Housing instability 56.6 18.0

*Data sources: Prevalence rates for ACEs>4 for Indigenous

and general populations obtained from Wickramasinghe et al.*
Prevalence rates for ACEs>4, specifically abuse, for Indigenous
populations obtained from Nasir et al,'® and for the general
population from the Australian Bureau of Statistics, 2016.
Prevalence rates for all items under household dysfunction for the
Indigenous population obtained from Twizeyemariya et al'® and for
the general population from Wickramasinghe et al.*

TData for parental mental illness, divorce and incarceration for
Indigenous populations not reported in original studies.

ACEs, adverse childhood experiences.

outcomes.'® ' Despite the increased risk in rural areas,
the reporting of childhood maltreatment and household
dysfunction to child protection authorities is notably
lower in rural regions when compared with urban areas.”
Interestingly, previous studies revealed heightened risks
of self-harm, suicidal tendencies and even fatalities
among Indigenous individuals who have had contacts
with the authorities or had hospitalisations.*

Working with different clusters of abused, neglected
and ill children from Northern Territory, Roper et al came
across an unexpected cluster of predominantly Aborig-
inal children who had low school attendance but good
health and minimal contact with the child protection
services."® The fact that some children have poor school
attendance yet thrive in other aspects of life suggests that
they are not in severe deficit but are acquiring a distinct
set of skills and values (resilience characteristics) that
differ from those conventionally taught and assessed in
Western education.

Protective factors linked to Indigenous identity appear
to provide resilience even in the presence of structural
disadvantages, including poverty and crowded living
conditions (figure 3). Astudy conducted among Canadian

3

Indigenous communities demonstrated that Indigenous
cultural identity and practices (eg, music, group singing
and dancing) are associated with psychosocial resilience
against ACEs-related outcomes.”® The relevance of these
findings to Australian Indigenous communities is due to
contextual similarities with respect to Indigenous history
and conflict in colonised countries.

WILL ACES PREVENTION HELP CLOSE THE GAP?

The National Agreement on Closing the Gap and
the Australian National Preventive Health Strategy
2021-2030 underscore the importance of achieving
health equity by increasing healthy lifespans of Indig-
enous peoples by an additional 3 years by 2030.° 7 The
2020 updated National Agreement on Closing the Gap
contains 17 national targets, 3 of which are relevant to
this discussion: (a) Aboriginal and Torres Strait Islander
children are not over-represented in the child protection
system; (b) Aboriginal and Torres Strait Islander children
thrive in their early years and (c) Aboriginal and Torres
Strait Islander children are engaged in high quality,
culturally appropriate early childhood education in their
early years.

In Australia, ACE prevention has the potential to
substantially reduce healthcare demands and associ-
ated costs which is estimated at $A6.8billion annu-
ally.?”* Continuing current Aboriginal-led or codesigned
prevention programmes, investing in research and devel-
oping culturally tailored preventive initiatives based on
a strength-based approach present strategic opportuni-
ties to not only reduce healthcare costs but also enhance
long-term public health outcomes. Prevention and early
intervention for mental health and well-being have been
emphasised and a commitment has been made to raise
investments in preventive health to 5% of the total health
expenditure by 2030. However, given the current prog-
ress on ‘closing the gap’ achieving Aboriginal health and
life expectation equality by 2030 appears unlikely.'” We
believe a substantial reduction in ACE prevalence among
Indigenous children will narrow the health gap.

What ACEs prevention strategies are implemented?

In Australia, population-wide programmes, including
Family Well-being Programmes, Childcare and Early
Education, and Child Welfare Programmes, have
been implemented for approximately three decades,
targeting the general population. The Family Well-being
programme has been tested among Indigenous commu-
nities and shown to have positive effects on preventing
family violence and improving school attendance rates,
as well as health behaviours, including reduced rates of
smoking, heavy drinking and substance use.” However,
evaluation of social security programmes including
financial assistance (JobSeeker Payment, Child Support
Scheme) has had mixed benefit in the Northern Terri-
tory.?’o Monetary assistance programmes were associated
with an increased alcohol and substance use in Indigenous
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Systemic factors

Racism & discrimination; Stolen generation; Loss of indigenous land;

Intergenerational trauma; Economic deprivation

Multiple ACEs

Physical and sexual abuse; Neglect;
Parental substance abuse, Domestic
violence; Housing instability:
Overcrowding: Incarceration;
Unemployment.

Adverse effects of ACEs

Risk taking behaviours; Mental health
conditions; Substance abuse problems;
Homelessness; Chronic health
problems, Poor diet; Medication non-
adherence; Poor healthcare utilization.

Early death

Better health outcomes

Indigenous cultural identity ’

Y

Mediating factors
Indigenous knowledge; Beliefs,
faith, & healing; Social support;
Good relationship and trust,
Elders, Connection to country.

\
Indigenous-led social & health
systems

\%

ACEs prevention and
management

Co-designing; Community sensitising;
Financial incentives; Family

... empowerment programs; Trauma

informed care; Psychotherapy, Elder
support.

Figure 3 Framework for ACE-specific risks and resilience factors among Indigenous Australians. (Solid arrows confirm
established associations; dotted arrows suggest observations yet to be verified by scientific literature.) ACEs, adverse

childhood experiences.

families.** Other population-wide programmes, including
Housing Support Programmes to improve the well-being
of Aboriginal families and communities, lacked system-
atic evaluation to assess their impact on increasing family
well-being and preventing ACEs.”!

At the community level, benefits of involving Indige-
nous parents in codesigning programme strategies are
increasingly recognised in the last decade and looks
promising for ACEs prevention. Williams et al found
that a parent support programme (parental playgroup
participation) holds significant potential for reaching
and engaging Indigenous families and children in home
learning activities, especially in remote areas.®’? In 2016,
the Queensland Police Service implemented a community
sensitisation programme called ‘Speak Up Be Strong Be
Heard’ in 26 Indigenous communities. This programme
received positive feedback from participants and led to
a substantial increase in child maltreatment reporting.*®
Short-term education and counselling programmes,
including  school-based programmes, community
healing, mobile outreach and family-based counselling,
have been implemented in specific regions.* Yet, there is
a scarcity of peerreviewed evidence regarding the effec-
tiveness of these community codesigned programmes,
particularly for Indigenous Australians. The absence of
evidence may reflect the unequal power dynamics in
Australia’s academic and government structures, which
influence the established narratives about what is effec-
tive and what is not.

Secondary prevention strategies, focused on individ-
uals affected, including pharmacological interventions,
psychotherapeutic treatments and trauma-informed care,
have demonstrated promising outcomes in enhancing
communication and alleviating symptoms of trauma
and mental illnesses in general populations.” However,
enrolment in screening and treatment programmes
within Indigenous Communities remains notably low due
to stigma and mistrust in mainstream service providers
and government-run agencies.” It is unclear what a
strength-based, trauma-informed approach for the treat-
ment and management of ACEs and comorbid mental
health problems would look like. Additionally, how it will
promote active engagement among Indigenous patients,
families and healthcare providers as part of trauma-
informed care and ensure continuity of care remains
uncertain.

What health policy and programme gaps exist?

The National Preventive Health Strategy 2021-2030
acknowledges the role of culture in healing intergenera-
tional trauma among Indigenous people and preventing
its future impact.” Despite this, there is a lack of polit-
ical discourse on strategies for achieving this goal. The
recent Australians’ rejection of the Indigenous Voice
in constitutional vote also indicates continuing struc-
tural injustice towards Indigenous Australians.” The
current programmatic approaches to addressing chal-
lenges within Australian Indigenous communities will
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have limited impact unless accompanied by a signifi-
cant focus on understanding and addressing structural
factors, including intergenerational trauma (figure 3).
Therefore, policies and programmes aimed at ‘closing
the health gap’ strategy should first reduce the burden
of the intergenerational trauma and ACEs to address the
health inequities.”

Existing strategies to prevent ACEs lack a specific focus
on engaging and giving ownership of the programmes
to Indigenous populations, especially those in rural and
remote areas of Australia. Only a few strength-based
approaches (eg, trust building, policies for equitable job
conditions, healthcare professions education) to miti-
gate system-level challenges that influence the Aboriginal
Health gap have been documented.””***! However, these
strength-based approaches tend to focus more on resil-
ience (eg, skills, attitudes, norms, practices) rather than
socioecological factors that contribute to the Aboriginal
health gap on a broader spectrum.™ ** *?

Strength-based approaches that consider structural
factors (eg, racism, poverty, intergenerational trauma)
would contribute to increased resilience and empower-
ment, and facilitate culturally tailored ACE prevention,
and management in an Indigenous context, consid-
ering the structural inequalities surrounding Indigenous
people (figure 3).”** ** It is crucial for the Common-
wealth and state governments to invest in the well-being
of Indigenous children and families by implementing
comprehensive, multilevel, population-based approaches
to enhance the resources available to Indigenous parents
for raising children. These approaches should ensure
that Indigenous Australians have ownership of policy
decisions, design and implement programmes at all
levels and lead research initiatives.* Indigenous-led
institutions (eg, Regional Enterprise Development Insti-
tute, Dubbo, Orange Aboriginal Medical Services) and
Indigenous Health Providers are generally community
embedded and designed to meet local needs.**

What evidence gaps exist?

As recommended by the Centers for Disease Control and
Prevention (USA), the first step in ACE prevention is to
establish national ACE surveillance to gather evidence
on the scope of the issue, and when and where ACEs
occur, and to evaluate effectiveness of prevention meas-
ures.”” The First National Children’s Mental Health and
Well-being Strategy in Australia has also highlighted the
absence of regular national data collection or reporting
on children’s overall mental health and well-being.** In
the relatively few studies on ACEs in Australia, evidence
on the prevalence and impacts of ACEs in Indigenous
populations originates from either underpowered, urban
clinic-based studies or studies relying on linked admin-
istrative and health data (eg, data on child protection
services).* '® * This underscores the essential require-
ment for systematic approaches to effectively gather and
analyse population-based ACEs data, especially within
Indigenous and rural and remote communities.

One challenge with respect to universalising ACE
screening is that, without effective interventions and
responses in place for those with multiple ACEs and
comorbid mental health conditions, the screening might
lead to more negative outcomes and incur additional
costs.”’ Strategies for managing ACE, including early
treatment and support, have also emerged in recent
years; however, there is mixed evidence for their effective-
ness.* " It is still unclear whether evidence-based inter-
ventions for high ACE scores, including more harmful
spectrums and comorbid conditions, are available.

While existing Australian studies provide partial
insights into both protective and risk factors linked
to ACEs, they fall short of providing a comprehensive
understanding of vulnerability and resilience. Despite
the devastating impact of colonisation and the ‘stolen
generation’, many Indigenous individuals and families
have prospered in their daily lives. The concept of socio-
ecological resilience of Indigenous communities (eg,
connectedness and cultural identity) against childhood
trauma and its harmful effects is a subject of investiga-
tion, from a strength-based approach.”’ ** Bridging this
evidence gap is crucial for creating interventions tailored
to the culture and context. Moreover, it is imperative
to share knowledge between Indigenous communities,
policy-makers and service managers about how existing
social practices and structures contribute to increased
ACEs among Indigenous Australians.*’ *** Because inter-
generational trauma and childhood trauma can lead to
severe and enduring effects, recovery can only be facil-
itated through culturally and contextually appropriate
interventions grounded in the most current evidence.

CONCLUSIONS

A significant healthcare disparity persists between Indig-
enous and non-Indigenous Australians, rooted in inter-
generational trauma, decades of neglect and discrimina-
tion. This trauma can have both biological and behav-
ioural consequences on the offspring of exposed indi-
viduals. The interplay between intergenerational trauma
and ACE:s is further exacerbated by economic hardship,
strained family dynamics, physical and mental health
challenges, as well as substance use. Indigenous Austral-
ians face twice the likelihood of encountering multiple
ACEs, including physical and sexual abuse, neglect and
economic hardship. This increased exposure leads to
elevated rates of chronic illnesses, mental health condi-
tions, suicidal ideation and mortality compared with the
general population.

The solution to bridging this health gap lies in prior-
itising ACE prevention strategies that are based on a
strength-based approach, culturally safe and codesigned
with Indigenous communities. Such an approach will
not only lead to long-term public health outcomes but
also reduces healthcare costs, aligning seamlessly with
the overarching ‘closing the gap strategy’. We believe
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ACEs are the root cause of the Aboriginal health gap in
Australia.
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