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1 Purpose and scope of this
report

Rates of injury mortality and hospital admission due to injury are substantially higher
for Indigenous Australians than for the Australian population as a whole. A similar
pattern is seen for mortality generally and for many diseases (ABS and AIHW 1999).
In this report, the term ‘Indigenous’ is used when referring to persons identifying as of
Aboriginal or Torres Strait Islander descent.

While mortality and morbidity may be declining, at least for some conditions,
improvement may be less than for the general population, resulting in widening of
health differentials. In contrast, the health status of Indigenous people in New Zealand
and the USA is tending to approach that of non-Indigenous majority populations
(Ring and Elston 1999, Ring and Firman 1998).

This report is intended to provide a guide to information sources which are being used
to inform or support prevention of injury in the Indigenous population, and to sources
which could be used for this purpose.

The report was commissioned to assist the development by the Commonwealth
Department of Health and Aged Care of an implementation plan for Aboriginal and
Torres Strait Islander injury prevention. The National Aboriginal and Torres Strait
Islander Health Policy and the National Injury Prevention Action Plan provide the
wider policy context for this development.

The implementation plan will be developed in consultation with Indigenous
representative organisations, as were many of the initiatives described in this report.
Some other initiatives described here are community controlled. This description and
assessment of activities and programs was not itself based on formal consultation with
Indigenous organisations. It is important to recognise that this report is a paper-based
and expert-informed review of existing data to be developed prior to any further
action, such as consultation with appropriate Indigenous organisations.

The aim for this report, as stated in the project brief, is:

To provide advice to the Commonwealth Department of Health and Aged Care on the
range of issues affecting the collection and interpretation of statistics concerning injury
of Indigenous people.

This will include advice concerning existing data and data sources, their deficiencies
and suggested improvements.

The Department’s scope of interest includes:

e Large scale administrative by-product collections (i.e. mortality and hospital morbidity
collections)

e [Local or regional collections which exemplify information collection methods serving
local purposes and/or have potential for replication or expansion.
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The report is structured as follows:

Chapter 2 provides background to the later parts of the report. It includes a brief
review of the historical context to contemporary Indigenous health, an overview of
previous findings concerning Indigenous injury experience and an assessment of ways
in which information can contribute to Indigenous injury prevention. The discussion
draws on recent work concerning information for public health generally, and
information for Indigenous health and for injury prevention. The chapter presents a
framework for considering information sources and their role in achieving prevention.

Chapter 3 is a survey of information sources which are being used for Indigenous
injury prevention or which have potential for this purpose. Where possible,
assessment of data quality and other attributes is included with the assessment of data
sources. Population data must be used with case data from various sources to calculate
rates, and population data are considered in a separate section.

Chapter 4 considers information in relation to particular Indigenous injury prevention
issues. We have selected topics that account for substantial fractions of Indigenous
burden of injury, emerging issues and issues which are prominent for other reasons.
There is overlap between this chapter and the previous one, as the examples cited
depend on sources described in Chapter 3. However, the structure of this chapter
enables closer attention to the nature of particular injury issues and consequent
information requirements.

The final chapter includes a summary and discussion of findings.

We have sought to identify data sources and information resources relevant to
Indigenous injury prevention but we are unlikely to have identified all of them. In part
this is because we may not be aware of some sources. Another reason relates to the
fact that Indigenous injury prevention is, on the one hand, a special case of injury
prevention and, on the other hand, an instance of efforts to improve Indigenous health.

Apart from the national administrative data collections (deaths, hospital admissions)
we have tended to focus on sources that are specific to Indigenous populations.
However, injury in the Indigenous population is in many respects similar to injury in
the wider community. Consequently, many injury prevention initiatives which do not
have a particular focus on Indigenous people may nevertheless be beneficial in this
segment of the population. We have mentioned some information sources related to
injury prevention generally, but we have not attempted to do so exhaustively.

Similarly, initiatives directed to the improvement of Indigenous health status
generally may well have a beneficial effect on injury occurrence. In the main, we have
limited our attention to initiatives which are fairly directly and specifically related to
Indigenous injury prevention.

We refer to research studies as well as routine data sources. The research literature is
the principal information source concerning risk factors and the effectiveness of
interventions. However, just as it is beyond the scope of this report to analyse data
from routine sources, it is also beyond the scope of the report to conduct
comprehensive literature reviews on the wide range of topics considered.

Australia’s Indigenous population is diverse. It includes people living in urban, rural
and remote areas, throughout the continent, a range of socio-economic and
educational levels, and a spectrum of views. The pattern of injury varies with age and
gender as it does within the non-Indigenous population. Injury experience, attitudes to
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injury and its prevention and other matters related to the subject of this report can also
be expected to vary as much within the Indigenous population as any other topic.
Where possible we acknowledge differences within the Indigenous population, but
available information restricts capacity to do this.
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2 Information and injury
prevention

Background

The health and well-being of Indigenous Australians and injury are both subjects
which became widely recognised as distinct issues for public health in Australia in the
latter part of the twentieth century (Reid and Trompf 1991, Rivara and Grossman
1997a, Rivara and Grossman 1997b). Theory and practice continue to develop in both
areas, with increasing understanding of the contribution of poverty, disruption and
social policy to the burden of morbidity in Indigenous populations.

Overall, Indigenous Australians have extremely poor health status, and the gap
between the health status of Indigenous and non-Indigenous people in Australia is
larger than for comparable countries (Miller and Torzillo 1996, Reid and Lupton
1991). Indigenous Australians have lower life expectancy, greater morbidity and
mortality, and higher unemployment and imprisonment rates than non-Indigenous
Australians (ABS and AIHW 1999).

A full discussion of the recent history for Indigenous Australians is beyond the scope
of this paper. However, it is necessary to consider Indigenous health issues in their
historical and political context because the contemporary health status of Indigenous
people is largely a consequence of colonisation and a history of policies which
reflected the paternalistic attitudes prevailing at and beyond the period of early
settlement. The following paragraphs provide a brief overview.

The ‘Protectorate’ system of the 19th and early 20th Century—which was imposed
against a background of the frequently brutal expansion of European settlement—
resulted in the wide-spread displacement of Indigenous people (National Inquiry into
the Separation of Aboriginal and Torres Strait Islander Children from their Families
1996, Reid and Trompf 1991). ‘Protectionism’ was replaced with the policy of
‘Assimilation’ by the 1930s (Franklin and White 1991) which essentially consisted of
the segregation of Indigenous persons of full descent and the acculturation of
Indigenous persons of mixed descent.

With the 1967 referendum, the Commonwealth Government obtained power to
legislate for Indigenous people (formerly this power only rested with the States), and
the Office of Aboriginal Affairs was set up, which (among other things) funded the
States to establish Aboriginal health units (Franklin and White 1991). With the
government of the day backing a policy of Aboriginal ‘Self-Determination’, the
practice of removing Indigenous children from their families rapidly declined due to
the legal challenges of Aboriginal legal services. The Self-Determination policy,
together with the activism of a growing number of Indigenous organisations, helped to
bring Assimilation to an end (National Inquiry into the Separation of Aboriginal and
Torres Strait Islander Children from their Families 1996).
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By the time of the referendum, Indigenous people (as a direct result of policies such
as were briefly described) were clearly the most disadvantaged group in Australia on
every known health indicator—life expectancy, infant mortality and morbidity,
perinatal mortality and morbidity, adult mortality and morbidity, and others (Franklin
and White 1991). While morbidity was mainly due to extremely high rates of parasitic
and infectious diseases (Miller and Torzillo 1996), Indigenous people also had a
growing incidence of so-called 'lifestyle' diseases caused in part by inadequate diets -
firstly imposed in the missions and reservations and later maintained by lack of
resources - which had replaced their traditional diets (Franklin and White 1991).

In the thirty years since the referendum and, despite a number of policy initiatives,
Indigenous health statistics remain grim. Miller and Torzillo (1996) catalogue the
changes in morbidity and mortality in Indigenous people since the 1970’s. As
discussed by the authors, while mortality from infectious diseases, infant mortality
and perinatal mortality have declined (although the rates are still very much higher
than in the non-Indigenous population), mortality due to chronic non-communicable
diseases and to accident and injury have increased substantially. In addition, substance
abuse presents a major problem for many Indigenous communities and imprisonment
rates are extremely high compared to the rates experienced in the non-Indigenous
population (ABS 1999b). Citing Whimp (4boriginal Deaths in Custody Summary),
Miller and Torzillo (1996) report that Indigenous people are twenty-seven times more
likely to be taken into police custody than non-Indigenous people. This is
accompanied by high rates of poverty, unemployment, homelessness or inadequate
housing and low levels of community infrastructure, as well as overt discrimination
(Miller and Torzillo 1996).

While much remains unknown concerning injury (specifically) in Australia’s
Indigenous populations, enough is known to indicate that this issue intersects with
other health and social issues. Injury is one of a range of health issues that have been
found to burden Indigenous Australians more heavily than the non-Indigenous
community. Drug use, particularly the use of alcohol, intersects closely with
Indigenous injury. In varying degrees, factors such as socio-economic status and
residence in remote areas account for part of the excess Indigenous burden of injury.

Overview of injury burden

As shall be discussed in the following chapters, national statistics of mortality and
morbidity in Indigenous people tend to be unreliable and of inconsistent quality
between jurisdictions and over time. However, available data are adequate to describe
the general patterns of injury burden. While it is not the purpose of this document to
report on the data, the following section cites publications in which such information
can be found and presents an overview of findings.

An analysis of the available data for the period 1995-1997 shows that the mortality
experience for Indigenous Australians differs substantially from that of the non-
Indigenous population (Cunningham and Paradies 2000). For instance while 73% of
all male deaths and 84% of all female deaths occur in non-Indigenous Australians
aged 65 years and older, in Indigenous Australians 76% of males and 67% of females
die before this age. As discussed in ABS and AIHW (1999), in terms of Person-Years
of Life Lost (PYLL—a measure combining the absolute number of deaths with the
number of years lost to premature death), there were over 50,000 PYLL in Indigenous
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persons in Western Australia, South Australia and the Northern Territory
(1995-1997). This represents a rate of approximately 168 PYLL per 1,000 Indigenous
males and 97 PYLL per 1,000 Indigenous females. In the non-Indigenous population,
the rates were 38 and 19 per 1,000 males and females respectively.

Considering injury specifically, ABS and AIHW (1999) identifies injury as the second
leading cause of death in Indigenous people. Standardised mortality ratios (SMR—
calculated by dividing observed deaths by expected deaths as based on non-
Indigenous population age- and cause-specific rates) indicated that injury-related
mortality occurred at over three times the rate that would have been expected if the
rates of the non-Indigenous population were applied to the Indigenous population.

Harrison and Moller (Harrison and Moller 1994) describe the major categories of
injury-related death in Indigenous persons for 1990-1992. The major categories for
non-intentional injury deaths were transport deaths, drowning and poisoning—nearly
three times the rates experienced in the non-Indigenous population in the same period
with far greater occurrence in the middle age groups. In terms of non-accidental injury
deaths, rates of suicide were slightly lower in Indigenous people—although there is
evidence that rates are increasing and this may be driven by social and historical
factors (Hunter 1990, Hunter 1991d). As pointed out by Harrison and Moller (1994),
the distribution of suicide among age groups was markedly different between
Indigenous and non-Indigenous people. Rates for young adults are much higher and
rates in later life were very much lower in Indigenous people. Rates of death
attributable to interpersonal violence in the Indigenous population were 10 times the
rate for non-Indigenous people. Rates were particularly high in young adults, but were
very high for all age groups. Death from suicide and interpersonal violence occurring
at young ages contribute greatly to the excess mortality burden of this community.

Hospitalisation data also suggest a large excess of injury-related morbidity in
Indigenous people. Moller et al. (Moller, Dolinis et al. 1996) found the overall rate of
injury-related hospitalisations identified as Indigenous in 1991-1992 to be about three
times the rate for the non-Indigenous population, and to be higher for every major
cause of injury except drowning. Rates of hospitalisation due to interpersonal violence
in Indigenous males and (especially) females were found to be many times higher
than in the non-Indigenous population.

A recent report examining episodes in hospital that ended in 1997-1998 for
Indigenous people includes a section on injury (Cunningham and Beneforti 2000).
Patterns are generally similar to those reported by Moller et al. (1996). Cunningham
and Beneforti (2000) also note the need for improvements in identification of
Indigenous patients admitted to Australian hospitals, with data from eastern
jurisdictions tending to under-count Aboriginal and Torres Strait Islander people.
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Ways in which information can contribute to
injury prevention

Ways of thinking about information and using information for prevention are not
universal. They vary depending on the perspective of the user, the stage of
development of evidence and theory concerning a problem, the purpose at hand and
other factors.

The prevention of injury among Indigenous people in Australia is an issue that can be
seen from points of view including individual Indigenous people, local organisations,
various service providers, State/Territory and Commonwealth government agencies
and others.

The numerous ways of approaching the topic of Indigenous injury prevention, and the
numerous other issues with which this one overlaps, present both a risk and an
opportunity for this report. The risk is that in giving attention to the breadth of the
issue and its relationship with other matters, treatment of Indigenous injury prevention
will lack focus. The opportunity is that much that is done in related areas and under
other titles may in fact contribute to Indigenous injury prevention.

In this report we have dealt mainly with material that refers directly to Indigenous
injury and its prevention while including some material relevant to information for
prevention in public health generally, and prevention in the two specific areas of
Indigenous health and injury prevention. We have looked chiefly to recent Australian
work on information for public health, with special reference to information for
Indigenous health and information for injury prevention.

Further steps in towards considering how information can and should contribute to
injury prevention in Indigenous communities require community involvement. For
example, an aim of a National Indigenous Injury Action Plan might be to initiate
discussion in Indigenous communities and within Indigenous organisations about the
relative importance of injury prevention amongst other priorities, about whether the
techniques and perspective characteristic of injury prevention appear to be applicable
in this context, and related issues. Without such a process, an injury strategy might be
irrelevant, or always remain on the back burner.

Though this report will deal with information sources, we would like to emphasise
that focused attention also needs to be given as to how information should be
presented so as to facilitate such a discussion.

For instance, based on extensive experience communicating health information in
Aboriginal communities in the Northern Territory, Weeramanthri (Weeramanthri
1996) concludes that there is need to ensure that information is presented in a fashion
which allows an open dialogue about its meaning. Health information which focuses
on underlying causes for mortality (such as poverty or substance abuse) may be more
meaningful, for instance, than information about direct causes (such as head injury
incurred during a road crash).

In earlier work by the same author, a new system for the classification of cause-of-
death which emphasised the underlying rather than direct causes of death is described
(Weeramanthri and Plummer 1994). Re-categorising ICD-9 classifications into
categories of: Land (diseases of the physical environment), Body (so-called lifestyle
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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 a mortality analysis via pie charts based on these ratios at feedback
sessions and a workshop. While no formal evaluation of this process was conducted,
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 view. These papers are also summarised in an AHMAC report
on health information communication (Aboriginal and Torres Strait Islander Health
and Welfare Information Unit 1997b).

Information for prevention in public health

It has long been acknowledged that information is an essential foundation for
effective public health practice. In recent years, attention has been given to
characterising ways in which information can contribute to public health, to assessing
what information is available and what could be made available, and to developing
tools to enable better use of information. We have taken this body of work as the main
basis for a conceptual framework for considering information and the prevention of
injury among Indigenous people.

The National Public Health Information Development Plan provides a framework for
considering the types of information that may be required for public health practice
(AIHW and NPHIWG 1999). The framework distinguishes four broad ‘dimensions’
of information required for public health practice:

Population health status

Determinants of health

Public health interventions

Infrastructure and inputs (expenditure, labour force, training)

These dimensions are related to the purposes for which information is required for
public health, though they are not purposes themselves. The same report includes a
list of purposes for public health information, but does not consider which particular
types of information are needed to serve particular purposes.

This report focuses on a particular purpose: prevention of injury among the
Indigenous people of Australia. Accordingly, we need to consider the ways in which
information can contribute to achieving this. The report’s purpose implies that useful
information will be ‘action-focused’ and of benefit to the Indigenous community.
That said, information can contribute to action for injury prevention in several ways.

From a public health perspective, information can be seen as serving four broad types
of purpose for injury prevention:

1. Identifying and describing injury problems, as a basis for priority setting
and for monitoring population injury burden.

2. Establishing how and why particular injury problems occur (i.e. determining
risk factors and mechanisms), to guide the design of preventive
interventions.
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3. Determining the performance of proposed preventive interventions. This
includes their efficacy (i.e. Do they work under ideal conditions?), field
effectiveness, acceptability, cost, and other properties. The information
provides a basis for deciding whether and how the interventions should be
applied, and with what likely consequences. Decisions based on the
information may be ‘top down’ (e.g. State or nation-wide prohibition of the
sale of a hazardous product), collective (e.g. a community decision to
restrict the local availability of alcohol), or individual (e.g. taking account of
safety data when choosing a motor vehicle).

4. Monitoring the implementation of preventive interventions to assess the
extent and quality of implementation in relation to planned, expected, or
maximum possible implementation. There may be parallel monitoring of the
occurrence of the health outcome of interest. (Variation in such indicators of
health burden is a meaningful measure of the effectiveness of an
intervention program only under some circumstances.)

Each of these purposes places particular demands on information sources, and the
purposes generally cannot all be served by the same information source.

Injury description and monitoring

Problem identification and priority setting requires information on the extent and
other characteristics of the condition of interest in the population of interest. The
information is usually descriptive. This purpose is closely related to the ‘population
health status’ information dimension listed above. Attributes of information sources
that are particularly important for this purpose are capacity to identify case types of
interest, richness of case information and representativeness. Meaningful monitoring
of changes in injury rates can only be done if the data source can provide sufficiently
reliable and precise estimates. Typi