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Our challenge for the future is to embrace a new 
partnership between Indigenous and non-
Indigenous Australians. The core of this 

partnership for the future is closing the gap between Indigenous 
and non-Indigenous Australians on life expectancy, educational 
achievement and employment opportunities. This new partnership 
on closing the gap will set concrete targets for the future: within 
a decade to halve the widening gap in literacy, numeracy and 
employment outcomes and opportunities for Indigenous children, 
within a decade to halve the appalling gap in infant mortality rates 
between Indigenous and non-Indigenous children and, within a 
generation, to close the equally appalling 17-year life gap between 
Indigenous and non-Indigenous when it comes to overall life 
expectancy.

The Prime Minister, the Hon. Kevin Rudd MP 
Apology to Australia’s Indigenous Peoples, 

13 February 2008
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Preface
On 20 December 2007, the Council of Australian Governments (COAG) agreed 
to a partnership between all levels of government to work with Indigenous1 
communities to achieve the target of ‘closing the gap’ on Indigenous 
disadvantage; and notably, to close the 17-year gap in life expectancy within a 
generation, and to halve the mortality rate of Indigenous children within ten-years. 
While Australian governments had previously committed to raise the standard 
of Indigenous Australians’ health to that of other Australians, this commitment 
was historic in that it was the first time Australian governments had agreed to be 
accountable for reaching this goal by placing its achievement within a time-frame.

In part, this was a response to the Campaign for Indigenous Health Equality, led by 
the National Aboriginal Community Controlled Health Organisation, the Australian Indigenous Doctors’ 
Association, the Congress of Aboriginal and Torres Strait Islander Nurses, the Indigenous Dentists’ 
Association of Australia, Oxfam Australia, Australians for Native Title and Reconciliation, and myself 
and involving a coalition of 40 or so concerned organisations. The Campaign had begun to organise 
in March 2006 in response to a number of recommendations for a targeted approach to achieving 
Indigenous health equality I had made in my Social Justice Report 2005. ‘Close the Gap’ was the 
catch cry and the public face of the Campaign.

The Campaign culminated in the National Indigenous Health Equality Summit (Summit) in Canberra 
over 18 – 20 March, 2008. On the final day, at the Great Hall, Parliament House, the Prime Minister, 
the Hon. Kevin Rudd MP, the Minister for Health and Ageing, the Hon. Nicola Roxon MP, the 
Opposition Leader, the Hon. Dr Brendan Nelson MP, as well as leaders of Indigenous health peak 
bodies2 and the mainstream health peak bodies3 signed a historic Close the Gap Statement of Intent 
in which they agreed to work in partnership to achieve equality in health status and life expectancy 
between Indigenous and non-Indigenous Australians by the year 2030. As a part of this effort 
they agreed to ensuring that primary health care services and health infrastructure for Indigenous 
Australians were capable of bridging the gap in health standards by 2018. 

Importantly, they also committed to measuring, monitoring, and reporting on their joint efforts in 
accordance with a range of supporting sub-targets and benchmarks. The Indigenous Health Equality 
Targets and the benchmarks contained here are presented to that end. These have been developed 
with a range of experts, (and particularly Indigenous experts), with experience in Indigenous health.

I believe that the COAG commitments, the signing of the Close the Gap Statement of Intent and the 
development of the Indigenous Health Equality Targets mark a watershed in the history of Indigenous 
health: the moment when we dared to take our dreams of a future in which Indigenous and non-
Indigenous Australians stand as equals in terms of health and life expectation and began to turn them 
into reality; the moment when we said ‘enough is enough’ and began to set in place an ambitious, yet 
realistic, plan to bring Indigenous health inequality to an end within our lifetimes.

Yours sincerely,

Mr Tom Calma
Aboriginal and Torres Strait Islander Social Justice Commissioner, and 
Chair of the Steering Committee for the Close the Gap campaign for Indigenous Health Equality

1 The Aboriginal and Torres Strait Islander Social Justice Commissioner recognises the diversity of the cultures, languages, kinship structures 
and ways of life of Aboriginal and Torres Strait Islander peoples. There is not one cultural model that fits all Aboriginal and Torres Strait Islander 
peoples. Aboriginal and Torres Strait Islander peoples retain distinct cultural identities whether they live in urban, regional or remote areas of 
Australia. Throughout this document Aborigines and Torres Strait Islanders are referred to as ‘peoples’. This recognises that Aborigines and Torres 
Strait Islanders have a collective, rather than purely individual, dimension to their livelihoods. Throughout this document, Aboriginal and Torres 
Strait Islander peoples are also referred to as ‘Indigenous peoples’. The use of the term ‘Indigenous’ has evolved through international law and is 
appropriately used in a human rights based context.
2 The National Aboriginal Community Controlled Health Organisation, the Australian Indigenous Doctors’ Association, the Congress of Aboriginal 
and Torres Strait Islander Nurses, the Indigenous Dentists’ Association of Australia.
3 The Australian Medical Association, the Royal Australian College of General Practitioners, the Royal College of Australasian Physicians and the 
Australian General Practice Network.
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Background

the close the gap campaign for Indigenous Health 
equality
In my 2005 Social Justice Report4, I argued that it was unacceptable for a country as rich as ours, 
and one based on the notion of the ‘fair go’ and the ‘level playing field’, to tolerate the gross health 
inequality that has existed between Indigenous and non-Indigenous Australians for at long as records 
have been kept. I called for action, and I made recommendations that set out a broad path to bring it 
to an end as soon as practicable. 

In particular, I recommended that the following targets be adopted by Australian governments:

25 years to achieve equality in health status and life expectation•	

10 years to achieve equality of opportunity in relation to access to primary health care and in •	
relation to infrastructure that supports health (such as housing, food supplies, water, and etc.).

A further recommendation was that a number of detailed Indigenous health status and other health-
related sub-targets (hereon referred to as the Close the Gap National Indigenous Health Equality 
Targets) be developed.

My recommendations, reproduced in full on page 9, encapsulated a human rights based approach 
to ending the Indigenous health crisis – one that utilises targets and benchmarks to not only provide 
an end in sight, but also to ensure accountability for achieving the goal of health equality. I did this 
not just because the right to health equality and equality of opportunity is a legally recognised right 
of Indigenous Australians, but also because the right incorporates sound principles whose value and 
utility are recognised: the need for a holistic approach to Indigenous health, for example.

Following the release of my report in March 2006, the National Aboriginal Community Controlled 
Health Organisation, the Australian Indigenous Doctors’ Association, the Congress of Aboriginal 
and Torres Strait Islander Nurses, the Indigenous Dentists’ Association of Australia, Oxfam Australia, 
Australians for Native Title and Reconciliation and I led the National Indigenous Health Equality 
Campaign based on the recommendations I had made. To that end we founded a Steering Committee 
to guide the development of the Campaign and worked with a coalition of 40 or so organisations all 
committed to bringing Indigenous health inequality to an end. 

‘Close the Gap’ was the public face of the Campaign, organised with great impact by the National 
Aboriginal Community Controlled Health Organisation, Australians for Native Title and Reconciliation 
and Oxfam Australia. On 4 April 2007, the campaign was formally launched at Telstra Stadium 
by Catherine Freeman, Ian Thorpe, Henry Councillor, Chair of the National Aboriginal Community 
Controlled Health Organisation, and myself. A full-page open letter, reproduced on page 11, was also 
published in The Australian calling for Australian governments to support the campaign.

The two main goals of the Campaign were:

First, to provide impetus for Australian governments to revitalise their existing commitments •	
to ending Indigenous health inequality, but also – significantly – to place a time frame 
on these commitments, and to be accountable to them, by adopting the targets I had 
recommended.

Second, to generate a range of Close the Gap Indigenous Health Equality Targets. As it •	
eventuated, these targets were developed by 3 targets working groups of the Steering 

4 See Aboriginal and Torres Strait Islander Social Justice Commissioner, Social Justice Report 2005, Human Rights and Equal Opportunity 
Commission, Sydney, 2006, pp 9 – 97. This was printed as a stand alone publication: Aboriginal and Torres Strait Islander Social Justice 
Commissioner, Achieving Aboriginal and Torres Strait Islander health equality within a generation, Human Rights and Equal Opportunity 
Commission, Sydney, 2007 and is also available online at: www.humanrights.gov.au/social_justice/health/health_summary.html. 

1

Part
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Committee for Indigenous Health Equality. Each was led by a notable Indigenous person 
with extensive health experience. The targets working groups drew on the experience of 
acknowledged health experts (and particularly Indigenous health experts) to create the 
targets. A full list of those involved is included in this publication at page 75.

This and other activities had real impact: notably, the ALP in Opposition – and now in Government – 
had adopted much of the language and the approach of the Campaign in its Indigenous affairs policy 
by the time of the 2007 federal election.

The Campaign culminated in the National Indigenous Health Equality Summit held in Canberra over 18 
– 20 March, 2008. There were two streams of activity that took place at the Summit:

First, the draft Close the Gap Indigenous Health Equality Targets were presented to a range •	
of invited delegates, including Australian government representatives, for comments and 
feedback.

Second, the Commonwealth government and the Opposition re-committed to achieving •	
Indigenous health equality within a generation through signing a Close the Gap Statement of 
Intent (reproduced on page 15). It was signed by the Prime Minister, the Ministers for Health 
and Indigenous Affairs, the Opposition leader, Ian Thorpe, Catherine Freeman, and every 
major Indigenous and non-Indigenous health peak body.

After the Summit, the work of the 3 target working groups was integrated into a single table of 
targets and a summary outline. This has now been presented to the Commonwealth Government for 
integration into the COAG Working Group processes and is reproduced in this publication.

An important announcement made by the Prime Minister at the Summit was that that the National 
Aboriginal and Torres Strait Islander Health Council will be reformulated as an Indigenous Health 
Equality Council, with a primary role around the implementation of targets and benchmarks. This 
provides an opportunity to embed the targets into policy and practice nationally. 

The Steering Committee continues to work with COAG and Australian governments to progress 
the adoption of the targets, and their integration with a variety of monitoring frameworks. A non-
exhaustive list might include:

the National Strategic Framework for Aboriginal and Torres Strait Islander Health and the •	
Aboriginal and Torres Strait Islander Health Performance Framework; 

the Productivity Commission’s Overcoming Indigenous Disadvantage framework, which •	
measures the total impact of Australian government activities on a range of Indigenous 
socio-economic indicators, including health;

the targets developed by the Building the Evidence sub-group of the COAG Working Group •	
on Indigenous Reform;

the social inclusion performance framework developed by the COAG Health and Ageing •	
Working Group and the National Health and Hospital Reform Commission in relation to the 
Austrailan Health Care Agreements; and

the Prime Minister’s annual report to Parliament on closing the gap, announced at the •	
National Apology to Australia’s Indigenous Peoples.

It is hoped that in the near future these and other policy frameworks and indicators will be linked to 
benchmarks and targets to the end of achieving Indigenous health equality by 2030 or earlier. 

What follows are a number of extracts and summary documents pertinent to the right to health, the 
Campaign for Indigenous Health Equality and the Close the Gap National Indigenous Health Equality 
Targets.
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recommendations of the social Justice report 2005
The following recommendations were made in the Social Justice Report 2005:

recommendatIon 1

A commitment to achieve Aboriginal and Torres Strait Islander health equality

that the governments of australia commit to achieving equality of health status and life 
expectation between aboriginal and torres strait islander and non-indigenous people 
within 25 years.

recommendatIon 2

Supporting commitments and processes to achieve equality of health status

that the governments of australia commit to achieving equality of access to a. 
primary health care and health infrastructure within 10 years for aboriginal and 
torres strait islander peoples. 

that benchmarks and targets for achieving equality of health status and life b. 
expectation be negotiated, with the full participation of aboriginal and torres 
strait islander peoples, and committed to by all australian governments. such 
benchmarks and targets should be based on the indicators set out in the 
Overcoming Indigenous Disadvantage Framework and the Aboriginal and Torres 
Strait Islander Health Performance Framework. they should be made at the 
national, state/ territory and regional levels and account for regional variations 
in health status. data collection processes should also be improved to enable 
adequate reporting on a disaggregated basis, in accordance with the Aboriginal 
and Torres Strait Islander Health Performance Framework. 

that resources available for aboriginal and torres strait islander health, through c. 
mainstream and indigenous specific services, be increased to levels that match 
need in communities and to the level necessary to achieve the benchmarks, 
targets and goals set out above. arrangements to pool funding should be made 
with states and territories matching additional funding contributions from the 
federal government. 

the goal and aims of the d. National Strategic Framework for Aboriginal and 
Torres Strait Islander Health be incorporated into the operation of indigenous 
coordination centres and the new arrangements for indigenous affairs. this 
includes through reliance on the outcomes of regional planning processes under 
the aboriginal health Forums.
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recommendatIon 3

Endorsement of this commitment by all Australian Parliaments

that the australian health minister’s conference agree a National Commitment to achieve 
Aboriginal and Torres Strait Islander Health Equality and that bi-partisan support for this 
commitment be sought in federal Parliament and in all state and territory parliaments.

this commitment should:

acknowledge the existing inequality of health status enjoyed by aboriginal and •	
torres strait islander peoples; 

acknowledge that this constitutes a threat to the survival of aboriginal and torres •	
strait islander peoples, their languages and cultures, and does not provide 
aboriginal and torres strait islander peoples with the ability to live safe, healthy 
lives in full human dignity; 

confirm the commitment of all governments to the •	 National Strategic Framework 
and the National Aboriginal Health Strategy as providing over-arching guidance 
for addressing aboriginal and torres strait islander health inequality; 

commit all governments to a program of action to redress this inequality, which •	
aims to ensure equality of opportunity in the provision of primary health care 
services and health infrastructure within ten years; 

note that such a commitment requires partnerships and shared responsibility •	
between all levels of government, aboriginal and torres strait islander peoples 
and communities, non-government organisations and the private sector; 

acknowledge that additional, special measures will be necessary into the medium •	
term to achieve this commitment; 

acknowledge that significant advances have been made, particularly in levels of •	
resourcing, since 1995 to address this situation; 

commit to celebrate and support the success of aboriginal and torres strait •	
islander peoples in addressing health inequality; 

accept the holistic definition of aboriginal and torres strait islander health and •	
the importance of aboriginal community controlled health services in achieving 
lasting improvements in aboriginal and torres strait islander health status; 

commit to engage the full participation of aboriginal and torres strait islander •	
peoples in all aspects of addressing their health needs; 

commit to continue to work to achieve improved access to mainstream services, •	
alongside continued support for community controlled health services in urban as 
well as rural and remote areas; and 

acknowledge that achieving such equality will contribute to the reconciliation •	
process.

The full text of chapter 2 of the report can be found at: www.humanrights.gov.au/social_justice/
sj_report/sjreport05/chap2.html.
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open Letter to australian governments, published in 
the australian, 4 april 2007
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extracts from coag communiqués and related materials 
issued prior to december 2007 containing commitments 
by australian governments in relation to Indigenous health
See the website of the Council of Australian Governments: www.coag.gov.au/meetings/archive.htm.

COAG Communiqué, 3 November 2000
‘Governments can make a real difference in the lives of indigenous people by addressing social and 
economic disadvantage, including life expectancy, and improving governance and service delivery 
arrangements with indigenous people. 

Governments have made solid and consistent efforts to address disadvantage and improvements 
have been achieved. For example, indigenous perinatal mortality rates have dropped from more than 
60 per 1,000 births in the mid-1970s to fewer than 22 per 1,000 births in the mid-1990s. However, 
much remains to be done in health and the other areas of government activity.

Drawing on the lessons of the mixed success of substantial past efforts to address indigenous 
disadvantage, the Council committed itself to an approach based on partnerships and shared 
responsibilities with indigenous communities, programme flexibility and coordination between 
government agencies, with a focus on local communities and outcomes…’

Steering Committee for the Review of Government Service Provision 
(Productivity Commission) Overcoming Indigenous Disadvantage: Key 
Indicators, 2003 Report
Driving this Report is a commitment by Australian governments at the highest level to reducing 
Indigenous disadvantage. Behind the Report is the vision of an Australia in which Indigenous people 
come to enjoy the same overall standard of living as other Australians – that they are as healthy, live as 
long and are as able to participate in the social and economic life of the nation.

This means that this Report must be more than a collection of data – it provides policy makers with 
a broad view of the current state of Indigenous disadvantage and where things need to change if the 
vision is to be realised.

COAG Communiqué, 25 June 2004
COAG today committed at all levels of government to cooperative approaches on policy and service 
delivery between agencies and to maintaining and strengthening government effort to address 
indigenous disadvantage.

To underpin government effort to improve cooperation in addressing this disadvantage, COAG agreed 
to a National Framework of Principles for Government Service Delivery to Indigenous Australians. The 
principles address sharing responsibility, harnessing the mainstream, streamlining service delivery, 
establishing transparency and accountability, developing a learning framework and focussing on 
priority areas.  They committed to indigenous participation at all levels and a willingness to engage 
with representatives, adopting flexible approaches and providing adequate resources to support 
capacity at the local and regional levels.

These principles will provide a common framework between governments that promotes maximum 
flexibility to ensure tailored responses and help to build stronger partnerships with indigenous 
communities.  They also provide a framework to guide bi-lateral discussions between the 
Commonwealth and each State and Territory Government on the Commonwealth’s new arrangements 
for indigenous affairs and on the best means of engaging with indigenous people at the local and 
regional levels. Governments will consult with Aboriginal and Torres Strait Islander people in their 
efforts to achieve this. 
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COAG Communiqué 14 July 2006
COAG agreed that a long-term, generational commitment is needed to overcome Indigenous 
disadvantage. COAG agreed the importance of significantly closing the gap in outcomes between 
Indigenous people and other Australians in key areas for action as identified in the Overcoming 
Indigenous Disadvantage: Key Indicators Report (OID) released by COAG in 2003.

COAG’s future work will focus on those areas identified for joint action which have the greatest 
capacity to achieve real benefits for Indigenous Australians in the short and long term.

COAG has agreed to establish a working group to develop a detailed proposal for generational 
change including specific, practical proposals for reform which reflect the diversity of circumstances in 
Australia.

The working group will consider how to build clearer links between the OID framework, the National 
Framework of Principles for Delivering Services to Indigenous Australians, the COAG Reconciliation 
Framework and the bilateral agreements between the Commonwealth and State and Territory 
Governments. The working group will report back to COAG by December 2006. 

COAG Communiqué 13 April 2007
COAG reaffirmed its commitment to closing the outcomes gap between Indigenous people and other 
Australians over a generation and resolved that the initial priority for joint action should be on ensuring 
that young Indigenous children get a good start in life.

COAG requested that the Indigenous Generational Reform Working Group prepare a detailed set of 
specific, practical proposals for the first stage of cumulative generational reform for consideration by 
COAG as soon as practicable in December 2007. National initiatives will be supported by additional 
bi-lateral and jurisdiction specific initiatives as required to improve the life outcomes of young 
Indigenous Australians and their families.

COAG also agreed that urgent action was required to address data gaps to enable reliable evaluation 
of progress and transparent national and jurisdictional reporting on outcomes. COAG also agreed to 
establish a jointly-funded clearing house for reliable evidence and information about best practice and 
success factors.

COAG requested that arrangements be made as soon as possible for consultation with jurisdictional 
Indigenous advisory bodies and relevant Indigenous peak organisations.
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the december 2007 coag communiqué (extracts)

Indigenous Australia
COAG agreed the 17 year gap in life expectancy between Indigenous and non-Indigenous Australians 
must be closed.

COAG today agreed to a partnership between all levels of government to work with Indigenous 
communities to achieve the target of closing the gap on Indigenous disadvantage. COAG committed 
to:

closing the life expectancy gap within a generation; •	

halving the mortality gap for children under five within a decade; and •	

halving the gap in reading, writing and numeracy within a decade. •	

COAG recognised the pathway to closing the gap is inextricably linked to economic development and 
improved education outcomes. 

COAG also specifically addressed the importance of tackling the debilitating effect of substance and 
alcohol abuse on Indigenous Australians.

The Commonwealth agreed to double the $49.3 million in funding previously provided by COAG in 
2006 for substance and alcohol rehabilitation and treatment services, particularly in remote areas.

The States and Territories, in turn, committed to complementary investments in services to support 
this initiative.

These will include, but are not limited to, strengthened policing of alcohol management plans and 
licensing laws and additional treatment and family support services.

COAG has also agreed that States and Territories will report transparently on the use of their 
Commonwealth Grants Commission funding which is on the basis of Indigenous need funding for 
services to Indigenous people.
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outcomes from tHe natIonaL 
IndIgenous HeaLtH equaLIty 
summIt

the close the gap statement of Intent
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close the gap national Indigenous Health equality 
summit targets outline summary
The Council of Australian Governments has agreed to a partnership between all levels of government 
to work with Indigenous Australian communities to achieve the target of closing the gap on Indigenous 
disadvantage. COAG committed to:

closing the life expectancy gap within a generation;•	

halving the mortality gap for children under five within a decade; and•	

halving the gap in reading, writing and numeracy within a decade.•	

The aim of these targets is to achieve the three COAG goals, and particularly the two health goals. 
Hence they address:

the main components of excess child mortality – low birth weight, respiratory and other •	
infections, and injuries;

the main components of life expectancy gap – chronic disease (cardiovascular disease •	
(CVD), renal, diabetes), injuries and respiratory infections account for 75% of the gap. CVD is 
the largest component and a major driver of the life expectancy gap (~1/3); and

mental health and social and emotional well being, which are central to the achievement of •	
better health.

The achievement of the COAG goals requires a far more effective approach to Aboriginal and Torres 
Strait Islander health and in particular, those factors which are major contributors to current gaps in 
child mortality and the life expectancy gap.

The Campaign partners are therefore presenting an integrated set of Close the Gap targets. These 
targets are designed to support the commitment in the Statement of Intent, signed in Parliament 
House Canberra on March 20, 2008:

“To developing a comprehensive, long-term plan of action, that is targeted to need, 
evidence-based and capable of addressing the existing inequities in health services, in 
order to achieve equality of health status and life expectancy between Aboriginal and 
Torres Strait Islander peoples and non-Indigenous Australians by 2030”

While it is essential to ensure that there are effective programs, ‘cherry picking’ specific targets will 
not achieve the COAG goals. Effective delivery of health services for any individual topic requires an 
adequate infrastructure for general health service delivery. 

The primary health care model used all around the world is that services are delivered by generalist 
health workers and medical practitioners, backed up by specific staff and resources. However, having 
a sufficient supply of generalist health workers and medical practitioners is a prerequisite for the 
specific programs.

Campaign partners places far more reliance on programs to achieve the goals of equal access for 
equal need and equal health outcomes. It is of limited value to say a particular condition or factor is 
important unless it is clear what the health target is, how it is to be achieved, indicative expenditure 
required (both recurrent and capital), program, workforce and infrastructure requirements to provide 
the necessary services and the monitoring, evaluation and management processes required. The 
integrated sets of targets are designed to deal with these requirements, and mark a turning point 
for Aboriginal and Torres Strait Islander services. In particular as agreed by COAG, a partnership 
approach is proposed, involving Aboriginal people and their representative bodies, health agencies, 
government agencies and the wider community.

These targets should be seen as the first step in a continuing process, where their refinement and 
implementation can be conducted through a genuine partnership between government and Aboriginal 
and Torres Strait Islander and other organisations. 
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The details of the structure and processes of this partnership will have to be determined and are 
essential to the achievement of the COAG goals. A fresh Government approach to partnership and to 
its management, monitoring, evaluation and review processes is essential for the achievement of the 
COAG goals – a little bit more of the same will not close the gap. 

The main elements of the targets are set out below, preceded by relevant extracts from the Statement 
of Intent in text boxes.

1. Partnership Targets

this is a statement of intent – between the government of australia and the aboriginal and 
torres strait islander Peoples of australia, supported by non-indigenous australians and 
aboriginal and torres strait islander and non-indigenous health organizations – to work 
together to achieve equality in health status and life expectancy between aboriginal and 
torres strait islander peoples and non-indigenous australians by the year 2030.

We recognise that specific measures are needed to improve aboriginal and torres strait 
islander peoples’ access to health services. crucial to ensuring equal access to health 
services is ensuring that aboriginal and torres strait islander peoples are actively involved 
in the design, delivery, and control of these services.

We commit: to ensuring the full participation of aboriginal and torres strait islander 
peoples and their representative bodies in all aspects of addressing their health needs.

(a) Frameworks for participation:
The establishment of national framework agreements to secure the appropriate engagement of 
Aboriginal and Torres Strait Islander peoples and their representative bodies in the design and delivery 
of accessible, culturally appropriate and quality health services. 

2. Health Status Targets

We share a determination to close the fundamental divide between the health outcomes 
and life expectancy of the aboriginal and torres strait islander peoples of australia and 
non-indigenous australians.

(a) Maternal and Child Health
Reduce low birth weight, control infections particularly gastroenteritis and respiratory infections, 
maternal education, dedicated services for mothers and babies.

(b) Chronic disease:
Secondary prevention of chronic disease – risk identification and management including •	
health checks.

Acute care – reduce time to admission and implementation of care guidelines for CVD, •	
diabetes, chronic kidney disease (CKD).

Tertiary prevention – services for cardiac rehabilitation, CKD, stroke.•	
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(c) Mental health and emotional and social well-being:
Reduce the impact of loss, grief and trauma. •	

Reduce the disparity in suicide rates and mental health disorders including depression, and •	
psychosis. 

Improve mental health outcomes and reduce adverse events for Indigenous patients •	
including Indigenous people with chronic disease, substance abuse or in custody.

3. Primary Health Care and other Health Services Targets

We are committed to working towards ensuring aboriginal and torres strait islander 
peoples have access to health services that are equal in standard to those enjoyed by 
other australians, and enjoy living conditions that support their social, emotional and 
cultural well-being.

We recognise that specific measures are needed to improve aboriginal and torres strait 
islander peoples’ access to health services.

We commit: to ensuring primary health care services for aboriginal and torres strait 
islander peoples which are capable of bridging the gap in health standards by 2018

to supporting and developing aboriginal and torres strait islander community-controlled 
health services in urban, rural and remote areas in order to achieve lasting improvements in 
aboriginal and torres strait islander health and wellbeing.

to achieving improved access to, and outcomes from, mainstream services for aboriginal 
and torres strait islander peoples.

to respect and promote the rights of aboriginal and torres strait islander peoples, 
including by ensuring that health services are available, appropriate, accessible, affordable, 
and of good quality.

(a) A Capacity Building Plan
For culturally appropriate Aboriginal and Torres Strait Islander primary health care services 
(governance, capital works and recurrent support) to provide comprehensive care to an accredited 
standard to meet the level of need.

(b) Mainstream health services
Improve access to MBS/ PBS, AHCA, GP Divisions, specialist outreach.

(c) Specific Programs:
Mothers and children•	  – national coverage of Maternal and Child Health services (see Health 
targets), Rheumatic Fever/ Rheumatic Heart Disease (see Health targets), home visits, 
nutrition,

Chronic disease•	  – implement National Chronic Disease Strategy and National Service 
Improvement Framework, screening, 

Prevention•	  – smoking, alcohol and substance misuse, physical activity and nutrition

Mental and social-emotional well-being•	  – mental health, men’s health including suicide 
prevention. 

Other•	  – men’s health, oral, environmental, vaccine preventable, communicable disease.
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4. Infrastructure Targets

We commit: to ensuring primary health infrastructure for aboriginal and torres strait 
islander peoples which is capable of bridging the gap in health standards by 2018.

to measure, monitor, and report on our joint efforts, in accordance with benchmarks and 
targets, to ensure that we are progressively realising our shared ambitions.

(a) Workforce
National Training Plan for Aboriginal and Torres Strait Islander doctors, nurses, allied health workers, 
dentist, AHWs; recruitment and retention, training programs for non-Indigenous health workforce; 
National Network of Health Centres of Excellence for services, teaching and research.

(b) Capital works and equipment

(c) Engagement of Aboriginal and Torres Strait Islander communities

(d) Housing
Home maintenance, housing design.

(e) Environment.

(f) Health information and data.

5. Social Determinants Targets
(A separate process is required for the development of targets for these topics of fundamental 
importance.)

We are committed to ensuring that aboriginal and torres strait islander peoples have equal 
life chances to all other australians.

We commit: to working collectively to systematically address the social determinants that 
impact on achieving health equality for aboriginal and torres strait islander peoples.

(a) Education.

(b) Community safety.

(c) Employment.

(d) Community development.

(e) Culture/language. 

(f) Criminal justice system review and reform.

(g) Other.

The details of each of these targets, together with timelines and indicative resource requirements, are 
outlined in the tables that follow.
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the national Indigenous Health equality 
summit, march 20th 2008, great Hall, 
Parliament House, canberra

the Prime minister, 
the hon. Kevin 
Rudd mP, mr 
ian thorpe and 
mr tom calma, 
aboriginal and 
torres strait islander 
social Justice 
commissioner.
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Front Row l–R: 
the hon. nicola 
Roxon mP, minister 
for health and 
ageing, mr tom 
calma, aboriginal 
and torres 
strait islander 
social Justice 
commissioner, dr 
Vasantha Preetham, 
President, Royal 
australian college 
of general 
Practitioners, the 
hon. dr Brendan 
nelson mP, leader 
of the Opposition.

mr tom calma, 
aboriginal 
and torres 
strait islander 
social Justice 
commissioner.
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chair of the 
national aboriginal 
community 
controlled health 
Organisation, 
dr mick adams, mc 
for the event.

l–R: the Prime 
minister, the hon. 
Kevin Rudd mP, 
ms catherine 
Freeman, the hon. 
nicola Roxon mP, 
minister for health 
and ageing, the 
hon. Jenny macklin 
mP, minister for 
indigenous affairs.
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ms catherine 
Freeman and 
mr ian thorpe.

mr gary highland, 
national director, 
australians for 
native title and 
Reconciliation, 
introducing ms 
catherine Freeman 
and mr ian thorpe.
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the hon. nicola 
Roxon mP, minister 
for health and 
ageing.

the Prime minister, 
the hon. Kevin 
Rudd mP.
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l–R: the Prime 
minister, the 
hon. Kevin Rudd 
mP signing the 
statement of 
intent, with dr mick 
adams, chair of the 
national aboriginal 
community 
controlled health 
Organisation.

Background: 
associate Professor 
dr noel hayman, 
Royal australasian 
college of 
Physicians. 
Foreground: the 
Prime minister, the 
hon. Kevin Rudd 
mP with the hon. 
nicola Roxon mP, 
minister for health 
and ageing signing 
the statement of 
intent.



58 natiOnal indigenOus health equality summit OutcOmes

l–R: the Prime 
minister, the hon. 
Kevin Rudd mP, 
with the hon. nicola 
Roxon mP, minister 
for health and 
ageing, passing the 
pen to the minister 
for indigenous 
affairs, the hon. 
Jenny macklin mP.

leader of the 
Opposition, the 
hon. dr Brendan 
nelson mP.



 natiOnal indigenOus health equality summit OutcOmes 59

l–R: dr mick 
adams, chair of the 
national aboriginal 
community 
controlled health 
Organisation 
with the hon. dr 
Brendan nelson 
mP, leader of the 
Opposition signing 
the statement of 
intent.

President of the 
australian medical 
association, 
dr Rosanna 
capolingua, signing 
the statement of 
intent.
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Professor 
michael dodson 
am, co-chair, 
Reconciliation 
australia.

Background: dr 
Vasantha Preetham, 
President, Royal 
australian college 
of general 
Practitioners, 
at the podium. 
Foreground: ms 
catherine Freeman 
signing the 
statement of intent.
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l–R: dr Rosanna 
capolingua, 
President of the 
australian medical 
association, the 
hon. dr Brendan 
nelson mP, leader 
of the Opposition 
and Professor 
michael dodson 
am, co-chair, 
Reconciliation 
australia.

chair of the 
congress of 
aboriginal and 
torres strait 
islander nurses, 
dr sally goold 
Oam.
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deputy chair of the 
national aboriginal 
community 
controlled health 
Organisation, mr 
Justin mohamed.

mr mick gooda, 
ceO of the 
cooperative 
Research centre for 
aboriginal health.
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ceO of the 
australian general 
Practice network, 
ms Kate carnell.

mr mick gooda, 
ceO, cooperative 
Research centre 
for aboriginal 
health with the 
President of the 
Royal australasian 
college of 
Physicians, 
Professor napier 
thomson, signing 
the statement of 
intent.
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President of the 
Royal australian 
college of general 
Practitioners, dr 
Vasantha Preetham.

l–R: mr Justin 
mohamed, 
deputy chair, 
national aboriginal 
community 
controlled health 
Organisation, 
dr Rosanna 
capolingua, 
President, 
australian medical 
association, ms 
Kate carnell, 
ceO, australian 
general Practice 
network, Professor 
napier thomson, 
President, Royal 
australasian 
college of 
Physicians and dr 
Vasantha Preetham, 
President, Royal 
australian college 
of general 
Practitioners.
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l–R: mr mick 
gooda, ceO, 
cooperative 
Research centre for 
aboriginal health, 
mr Justin mohamed, 
deputy chair, 
national aboriginal 
community 
controlled health 
Organisation, 
dr Rosanna 
capolingua, 
President, 
australian medical 
association, ms 
Kate carnell, 
ceO, australian 
general Practice 
network, Professor 
napier thomson, 
President, Royal 
australasian college 
of Physicians, dr 
Vasantha Preetham, 
President, Royal 
australian college 
of general 
Practitioners and 
associate Professor 
dr noel hayman, 
Royal australasian 
college of 
Physicians.

l–R: Professor 
napier thomson, 
President, Royal 
australasian college 
of Physicians, 
associate Professor 
dr noel hayman, 
Royal australasian 
college of 
Physicians and 
the ceO of 
the australian 
indigenous doctors’ 
association, mr 
Romlie mokak.
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mr tom calma, 
aboriginal 
and torres 
strait islander 
social Justice 
commissioner, with 
mr ed coper from 
get up!

mr gary highland, 
national director, 
australians for 
native title and 
Reconciliation.
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LookIng to tHe future

essentials for social Justice: close the gap

A speech by Mr Tom Calma, Aboriginal and Torres Strait Islander 
Social Justice Commissioner, IqPC Collaborative Indigenous Policy 
Conference, brisbane, 11 June 2008
I begin by paying my respects to the Jagera and Turrubual peoples, the traditional owners of the land 
where we gather today. I pay my respects to your elders, to the ancestors and to those who have 
come before us. And thank you for your generous welcome to country for all of us.

This speech is the fourth in a series of six that I will be delivering nationally outlining an agenda for 
change across all areas of Indigenous affairs. I have termed this series of speeches “Essentials for 
Social Justice”.4

The first speech in this series was titled “Sorry” and outlined an agenda for addressing the needs 
of the stolen generations and the delivery of a national apology. The second – “Reform” – focused 
on the need for structural reform within government so that government is capable of meeting its 
commitments and ambitions. The third – “Protecting Indigenous children” – focused on addressing 
family violence and child abuse and the NT intervention.

Today’s speech is titled “Close the Gap” – a title that is a lot more popular now than it was when I 
started using it a few years ago.

Remaining speeches in the “Essentials for Social Justice” series in the coming months will address the 
importance of land and culture in creating economic development; and a look back at the progress of 
the Rudd government over its first 8 months in office.

But today – Close the Gap. So, what then is the gap being referred to? And why does it need closing?

The gap is the big one between the health status and life expectation of Indigenous and non-
Indigenous Australians.

It is well known, for example, that there is an estimated difference of approximately 17 years between 
Indigenous and non-Indigenous Australians life expectation. To look at this another way, that means 
that 75% of Indigenous males and 65% of females will die before the age of 65 years compared to 
26% of males and 16% of females in the non-Indigenous population. For all age groups below 65 
years, the age-specific death rates for Indigenous peoples were at least twice those experienced by 
the non-Indigenous population.

In fact, there are a number of disturbing indicators and trends that reveal an entrenched health crisis in 
the Indigenous population that need addressing if this gap is to close: 

High rates of chronic diseases such as renal failure, cardio-vascular diseases and •	
diabetes. In 1999–2003, two of the three leading causes of death for Indigenous people 
in Queensland, South Australia, Western Australia and the Northern Territory were chronic 
diseases of the circulatory system and cancer. 

High rates of poor health among Indigenous infants do not bode well for the future adult •	
population. In 2000–02, babies with an Indigenous mother were twice as likely to be low 
birth weight babies (those weighing less than 2,500 grams at birth) as babies with a non-
Indigenous mother.

High rates of unhealthy and risky behaviour, including an increased prevalence of substance •	
abuse and alcohol and tobacco use in the Indigenous population.

5 These speeches can be found at: www.humanrights.gov.au/social_justice/essentials/index.htm.
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With a significant proportion of Indigenous peoples in younger age groups, there is an additional 
challenge to programs and services being able to keep up with the future demands of a burgeoning 
population. Unless substantial steps are taken now, there is a very real prospect that the health status 
of Indigenous peoples could worsen and the gap get bigger still. 

So that is the ‘gap’ I am referring to: a health status gap that divides the life experience of black and 
white Australians. I will not be the first to be observe that the situation it is something like having two 
nations in one: on one hand, the non-Indigenous population enjoying some of the best health in the 
world, and – at the other end – the Indigenous population being forced to settle for something far less.

And behind this gap, there are other divides. Most importantly a divide between the opportunities 
to be healthy presented to black and white Australians. And I think this is a vital point to realise 
– particularly for those who would blame Indigenous peoples for their own poorer health. For while it 
is true that we are all ultimately responsible for the choices we make that affect our health, it is equally 
true that for a variety of reasons Indigenous Australians have fewer choices to make for health than 
other Australians.

For example, given that Indigenous peoples’ poorer health status would indicate a greater need for 
primary health care services, it is disturbing that in 2004 it was estimated that Indigenous peoples 
enjoyed 40% of the per capita access of the non-Indigenous population to primary health care 
provided by mainstream general practitioners. In other words, many Indigenous peoples cannot 
make the same kind of choices to see a doctor when they are ill, be checked up, or take advice 
from doctors about healthy living. There are many reasons for this. Because a higher proportion of 
the Indigenous population live in rural and remote areas, the doctor shortage in the bush is having a 
greater impact on Indigenous peoples when compared to the non-Indigenous population, for example.

But even in the urban centres, where the majority of Indigenous Australians live, many choose against 
using mainstream primary health care even where it is otherwise available and physically accessible. 
This can be for many reasons including a lack of cultural ‘fit’, language barriers, or the perception that 
mainstream services are not welcoming to Indigenous peoples. Australian governments have long 
accepted the importance of maintaining distinct health services in urban centres for Indigenous people 
as a consequence of this. 

Per capita Medicare under spend estimates have been used to assess the quantum of the Indigenous 
primary health care shortfall. Estimates of the shortfall range from $250 million per annum to $570 
million per annum depending on the quality of service offered. So in an era of record ten and twenty 
billion budget surplus on top of record budget surplus, we are not talking big sums to close this 
particular divide.

Another area where there is a divide is in relation to health infrastructure, a term used here to describe 
all the things that support good health, but that are not health services. Examples include potable 
water supplies, healthy food, healthy housing, sewerage and sanitation, and so on.

The dominant feature of health infrastructure inequality in Australia relates to Indigenous peoples’ 
housing. Nationally, 5.5% of Indigenous households live in overcrowded conditions. The proportion of 
overcrowded households was highest for those renting from Indigenous or community organisations 
(25.7%). Among the jurisdictions, the proportion of overcrowded households was highest in the 
Northern Territory (23.7%).

In relation to health infrastructure, a century of neglect of health infrastructure in Indigenous 
communities has left what could be a $3–4 billion project for this generation, but again – in the 
scheme of things – these sums should not discourage us, particularly if one thinks of a ten year 
program, for example, over which the overall cost would be spread. 

And, of course, a wide range of social factors (such as income, education and so on) also determine 
good or bad health in a population group. Research has demonstrated associations between an 
individual’s social and economic status and their health. In short, poverty is clearly associated with 
poor health. And as is well known, Indigenous peoples in Australia experience socio-economic 
disadvantage on all major indicators.
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And there are other divides too. While poverty is an example of a social determinant that will impact 
on both Indigenous and non-Indigenous Australians, there are some social determinants evident in 
Australia that will only impact on Indigenous peoples. 

The unfinished business of colonisation and ongoing second class status afforded Indigenous peoples 
in Australian society is an example. This includes the stalled efforts to reconciliation (hopefully reignited 
by the recently offered National Apology to the Stolen Generations), and the ongoing uncertainty 
surrounding the issues of land, control of resources, cultural security, the rights of self-determination 
and sovereignty.

Racism too is likely to affect the social and emotional (as well as mental and physical) health of 
Indigenous Australians in a way not experienced by most other Australians.

So the gap I am referring too, the gap in the health status and life expectation enjoyed by non-
Indigenous and Indigenous Australians, can be conceived of as a manifestation of other divides that 
exist in areas like health services provision, health infrastructure and broader social and economic 
factors that narrow the choices for health that Indigenous Australians can make. And all these must be 
addressed if the health status and life expectation gap between black and white Australia is to close.

In my 2005 Social Justice Report, I argued that it was unacceptable for a country as rich as ours, and 
one based on the notion of the ‘fair go’ and the ‘level playing field’, to tolerate the gap, or the divides 
that underlie it. 

The 2005 report set forth a human rights based approach to achieving Aboriginal and Torres Strait 
Islander health equality within a generation. It made three recommendations to this end.

The first recommendation was that the governments of Australia commit to achieving equality of health 
status and life expectation between Aboriginal and Torres Strait Islander and non-Indigenous people 
within 25 years.

The second recommendation set out a process for what would need to occur for this commitment to 
be met. It called for:

The governments of Australia to commit to achieving equality of access to primary health •	
care and health infrastructure within 10 years for Aboriginal and Torres Strait Islander 
peoples; 

The establishment of benchmarks and targets for achieving equality of health status and life •	
expectation – negotiated with the full participation of Aboriginal and Torres Strait Islander 
peoples, and committed to by all Australian governments; 

Resources to be made available for Aboriginal and Torres Strait Islander health, through •	
mainstream and Indigenous specific services, so that funding matches need in communities 
and is adequate to achieve the benchmarks, targets and goals set out above; and 

A whole of government approach to be adopted to Indigenous health, including by building •	
the goal and aims of the National Strategic Framework for Aboriginal and Torres Strait 
Islander Health into the operation of Indigenous Coordination Centres regionally across 
Australia.

The final recommendation then recommended that the Australian Health Minister’s Conference agree 
to a National Commitment to achieve Aboriginal and Torres Strait Islander Health Equality and that 
bi-partisan support for this commitment be sought in federal Parliament and in all state and territory 
parliaments.

That was two years ago.

Since the release of the Social Justice Report 2005 I have been working with a growing coalition 
of organisations who have committed to working in partnership to see these recommendations 
implemented. It encompasses every major Indigenous and non-Indigenous peak health body in the 
country, as well as reconciliation groups, human rights organisations and NGOs. It is an extraordinarily 
committed group of organisations and individuals, across a vast array of different sectors of the 
community.
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The campaign progressed over the past 2 years without any financial support from Australian 
governments – it has been self-funded.

Overall, the campaign has been led by a leadership group comprising the National Aboriginal 
Community Controlled Health Organisation, the Australian Indigenous Doctors’ Association, the 
Congress of Aboriginal and Torres Strait Islander Nurses, the Indigenous Dentists’ Association of 
Australia, Oxfam Australia and HREOC. 

‘Close the Gap’ was the public title for the Campaign. 

One of our primary aims at the time was to obtain the commitment of all Australian governments – 
through COAG – and of the Australian government in particular due to its significant responsibilities for 
primary health care – to commit to closing the gap on Indigenous life expectancy within a generation. 
And it was to obtain this commitment on a basis of partnership and shared ambition with a wide range 
of sectors of the community.

As you will be aware, the Councils of Australian Governments did exactly that on 20 December 2007. 
In their Communiqué they stated:

COAG agreed the 17 year gap in life expectancy between Indigenous and non-Indigenous 
Australians must be closed.

COAG today agreed to a partnership between all levels of government to work with Indigenous 
communities to achieve the target of closing the gap on Indigenous disadvantage. COAG 
committed to:

Closing the life expectancy gap within a generation; •	

Halving the mortality gap for children under five within a decade; and •	

Halving the gap in reading, writing and numeracy within a decade.•	

The first stage of the Campaign culminated in the National Indigenous Health Equality Summit held in 
Canberra over 18 – 20 March, 2008. There were two streams of activity that took place at the Summit:

First, a series of Indigenous Health Equality Targets were extensively workshopped to •	
provide the means by which commitments to close the gap can be met.

Second, the Commonwealth government and the Opposition were invited to formally re-•	
commit to achieving Indigenous health equality within a generation. 

On 20 March 2008 the Summit concluded in the Great Hall of Parliament House with a formal 
ceremony at which a Statement of Intent was signed by the Prime Minister, the Ministers for Health 
and Indigenous Affairs, the Opposition leader, and every major Indigenous and non-Indigenous health 
peak body across Australia.

This Statement of Intent commits each of these bodies to a new partnership to close the gap. It states:

We share a determination to close the fundamental divide between the health outcomes and life 
expectancy of the Aboriginal and Torres Strait Islander peoples of Australia and non-Indigenous 
Australians.

We are committed to ensuring that Aboriginal and Torres Strait Islander peoples have equal life 
chances to all other Australians.

We are committed to working towards ensuring Aboriginal and Torres Strait Islander peoples 
have access to health services that are equal in standard to those enjoyed by other Australians, 
and enjoy living conditions that support their social, emotional and cultural well-being.

We recognise that specific measures are needed to improve Aboriginal and Torres Strait 
Islander peoples’ access to health services. Crucial to ensuring equal access to health services 
is ensuring that Aboriginal and Torres Strait Islander peoples are actively involved in the design, 
delivery, and control of these services.
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And accordingly, the signatories have agreed to the following commitments. I quote:

To developing a comprehensive, long-term plan of action, that is targeted to need, evidence-•	
based and capable of addressing the existing inequities in health services, in order to 
achieve equality of health status and life expectancy between Aboriginal and Torres Strait 
Islander peoples and non-Indigenous Australians by 2030.

To ensuring primary health care services and health infrastructure for Aboriginal and Torres •	
Strait Islander peoples which are capable of bridging the gap in health standards by 2018.

To ensuring the full participation of Aboriginal and Torres Strait Islander peoples and their •	
representative bodies in all aspects of addressing their health needs.

To working collectively to systematically address the social determinants that impact on •	
achieving health equality for Aboriginal and Torres Strait Islander peoples.

To building on the evidence base and supporting what works in Aboriginal and Torres Strait •	
Islander health, and relevant international experience.

To supporting and developing Aboriginal and Torres Strait Islander community-controlled •	
health services in urban, rural and remote areas in order to achieve lasting improvements in 
Aboriginal and Torres Strait Islander health and wellbeing.

To achieving improved access to, and outcomes from, mainstream services for Aboriginal •	
and Torres Strait Islander peoples.

To respect and promote the rights of Aboriginal and Torres Strait Islander peoples, including •	
by ensuring that health services are available, appropriate, accessible, affordable, and of 
good quality.

To measure, monitor, and report on our joint efforts, in accordance with benchmarks and •	
targets, to ensure that we are progressively realising our shared ambitions. 

This is a major development and one that we now need to work together to capitalise on. Many 
people see this as a watershed in Indigenous policy – so the time is now to realise our goals and seize 
this moment.

To progress this new partnership, the Summit also finalised a series of targets to close the health 
inequality gap. These targets note that the achievement of the COAG goals requires a far more 
effective approach to Aboriginal and Torres Strait Islander health and in particular, those factors which 
are major contributors to current gaps in child mortality and the life expectancy gap.

We have therefore developed an integrated set of Close the Gap National Indigenous Health Equality 
Targets. These targets are grouped under four broad headings:

Partnership Targets – to lock into place a collaborative approach to Indigenous health;•	

Targets that focus on specific priority areas of child and maternal health, chronic disease and •	
mental health and emotional and social wellbeing;

Primary Health Care and other Health Services Targets; and•	

Infrastructure Targets.•	

We note that ‘cherry picking’ specific targets or illnesses will not achieve the COAG goals. 

Instead, we place far more reliance on integrated approaches to achieve the goals of equal access for 
equal need and equal health outcomes. 

We argue that it is of limited value to say a particular condition or factor is important unless it is clear 
what the health target is, how it is to be achieved, indicative expenditure required (both recurrent and 
capital), program, workforce and infrastructure requirements to provide the necessary services and the 
monitoring, evaluation and management processes required. 
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The integrated sets of targets are designed to deal with these requirements, and mark a turning point 
for Aboriginal and Torres Strait Islander services. In particular as agreed by COAG, a partnership 
approach is proposed, involving Aboriginal people and their representative bodies, health agencies, 
government agencies and the wider community.

These targets should be seen as the first step in a continuing process, where their refinement and 
implementation can be conducted through a genuine partnership between government and Aboriginal 
and Torres Strait Islander and other organisations. 

The details of the structure and processes of this partnership will have to be determined and are 
essential to the achievement of the COAG goals. A fresh Government approach to partnership and to 
its management, monitoring, evaluation and review processes is essential for the achievement of the 
COAG goals – a little bit more of the same will not close the gap. 

These targets will be formally presented to the government and publicly released in the coming weeks. 
We are currently working with COAG Working Groups to ensure that the targets can be integrated into 
the COAG reform agenda for Indigenous issues.

And so, I want to conclude by considering the essential components for Closing the Gap.

The first is a principle of broad application. That is the need for partnership. This is what the Statement 
of Intent for a new partnership is all about. 

We can’t achieve health equality by treating this as an issue solely for government to address, or solely 
for Indigenous peoples. 

I believe we have now reached a pint where people have begun to be convinced that achieving health 
equality is achievable. This is what the evidence tells us, even if we lost faith over the past decade. 

So such partnership requires an honesty and integrity about what needs to occur and transparency 
about how we are travelling, and whether we are doing everything we can to achieve our longer term 
goal. 

Secondly, we need to ensure the full participation of Indigenous peoples in policy making processes 
and health programs in particular. We need to adopt a proactive approach to Indigenous health that 
has a prevention focus and builds a comprehensive primary health care approach.

Third, and related to this, is that high quality, integrated primary health care should be prioritised. 

A focus on primary health care interventions addressing chronic diseases can be expected to have 
a significant impact on Aboriginal and Torres Strait Islander peoples’ life expectation. Critically for the 
Indigenous population, primary health care identifies and treats chronic diseases (including diabetes, 
cardiovascular and renal disease) and their risk factors. Primary health care also acts as a pathway 
to specialist and tertiary care, and enables local (or regional) identification and response to health 
hazards; transfer of knowledge and skills for healthy living; and identification and advocacy for the 
health needs of the community.

There should also be continued support for Aboriginal community controlled health services. There is 
evidence that they are a highly effective process for the provision of primary health care. There should 
also be independent research conducted to determine the success factors and governance issues 
which contribute to achieving the most effective community controlled health services possible.

The expansion of community controlled health services must take place alongside efforts to improve 
the accessibility of mainstream services. It should also be accompanied by health care programs 
focusing on specific diseases. If, through these, early stage symptoms are detected not only can 
suffering be prevented, but cost savings made. 

The fourth requirement, is that we integrate targets for health equality into policy and programs across 
all governments. The Prime Minister announced at the National Indigenous Health Equality Summit in 
March that a new National Indigenous Health Equality Council will be established and operate from 
July this year. Its role should include advising on the implementation of targets and benchmarks. This 
provides an opportunity to embed the targets into policy and practice nationally. 
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And this is very much a work in progress. The Steering Committee for the Close the Gap Campaign 
continues to work with COAG and Australian governments to progress the adoption of the targets, 
and their integration into the National Strategic Framework for Aboriginal and Torres Strait Islander 
Health and the Aboriginal and Torres Strait Islander Health Performance Framework as well as the 
Productivity Commission’s Overcoming Indigenous Disadvantage framework. It is hoped that in the 
near future these policy frameworks and indicators will be linked to benchmarks and targets to the 
end of achieving Indigenous health equality by 2030 or earlier. 

There is sufficient evidence to demonstrate that a targeted approach will work and that the 
improvements sought in Aboriginal and Torres Strait Islander peoples’ health status are achievable. For 
example, a recent review of Aboriginal primary health care states that:

international figures demonstrate that optimally and consistently resourced primary health care 
systems can make a significant difference to the health status of populations, as measured by 
life expectancy, within a decade. For example, in the 1940s to the 1950s in the United States, 
Native American life expectancy improved by about 9 years; an increase in life expectancy of 
about twelve years took place in Aotearoa/New Zealand over two decades from the 1940s to 
the 1960s. Figures from within Australia demonstrate dramatic improvements in infant mortality 
(for example from 200 per 1,000 in mid 1960s Central Australia to around 50 per 1,000 by 
1980) through the provision of medical services. 

The fifth essential is the adequate resourcing of commitments to Indigenous health. Research 
suggests that addressing Aboriginal and Torres Strait Islander health inequality will involve no more 
than a 1% per annum increase in total health expenditure in Australia over the next ten years. If this 
funding is committed, then the expenditure required is then likely to decline thereafter. 

Only with funding commitments that are proportionate to the outstanding need in communities will it 
be feasible for governments to meet the outstanding primary health care and infrastructure needs of 
Aboriginal and Torres Strait Islander communities within 10 years. 

This has been acknowledged in the Statement of Intent which talks of funding matching need to 
achieve equality.

Generally, primary health care is a responsibility of the federal government – but savings made here 
can prevent engagement of Aboriginal and Torres Strait Islander peoples with the secondary and 
tertiary systems, which are predominately responsibilities of the states and territories. The states and 
territories also have significant responsibilities for service delivery in areas which impact on health 
outcomes, such as housing.

In light of the comprehensive national frameworks and strategies in place, it would appear that there 
exists a solid basis for governments to work together to address the projected funding shortfall. 
Additional funding to the states and territories could be made contingent on the agreement of states 
and territories to match federal contributions. 

An equitable distribution of primary health care rests on a prior effort to increase the numbers of health 
professionals, and particularly Indigenous health professionals, to provide the services. 

Any substantive address must begin at school – students must not only complete school, but they 
must receive a thorough grounding in maths and science to enter medicine. Recruitment campaigns 
must start focusing on Aboriginal and Torres Strait Islander young people at an early age.

Finally, to support these commitments and proposed targets, further reform of health financing models 
and data collection methods is required. 

There has been significant work done to improve health financing models towards processes that 
identify the level of need. For example, quantifying the Medicare Benefit Scheme spending shortfall on 
Aboriginal and Torres Strait Islander peoples has provided a basis for quantifying the primary health 
care shortfall and stimulated initiatives to ensure Aboriginal and Torres Strait Islander enjoy greater 
access to Medicare and the Pharmaceutical Benefits Scheme. Further work is required to quantify 
enable the level of need to be quantified nationally, as well as at a regional and sub-regional level for 
both primary health care access and health infrastructure provision.
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Ultimately, there is no larger challenge to the sense of decency, fairness and egalitarianism that 
characterizes the Australian spirit than the current status of Aboriginal and Torres Strait Islander health. 
Closing the Gap is not only a major human rights issue in Australia, but it should be a matter of pride 
for us all.

And “Closing the Gap” is not impossible, although it will require long term action and commitment. 
Committing to a 2030 year time frame to achieve this is feasible. It is also a long time in which to 
accept that inequality would continue to exist.

But history shows us that an absence of targeted action and a contentedness that we are ‘slowly 
getting there’ is not going to result in the significant improvements in health status that Aboriginal and 
Torres Strait Islander peoples deserve – simply by virtue of the fact that we are members of the human 
race and of the Australian community.

We have an unprecedented opportunity to make this happen due to the recent commitments of 
Australian governments and the adoption of National Indigenous Health Equality Targets, but targets 
on their own will not suffice – we need action on many fronts to address the many divides that lay 
behind the gap. And we do need to augment current efforts.

The failure of the policies and programs of the past twenty years to achieve significant improvements 
in Aboriginal and Torres Strait Islander health status, yet alone to close the gap, reveal two things that 
Aboriginal and Torres Strait Islander peoples and the general community can no longer accept from 
governments.

First, we can no longer accept the making of commitments to address Aboriginal and Torres Strait 
Islander health inequality without putting into place processes and programs to match the stated 
commitments. Programs and service delivery must be adequately resourced and supported so that 
they are capable of achieving the stated goals of governments.

Second, and conversely, we can also not accept the failure of governments to resource programs 
properly. A plan that is not adequately funded to meet its outcomes cannot be considered an effective 
plan. The history of approaches to Aboriginal and Torres Strait Islander health reflects this.

The combination of the healthy economic situation (at least in terms of the surpluses) of the country, 
the substantial potential that currently exists in the health sector and the national leadership being 
shown through the COAG process, means that the current policy environment is ripe for achieving the 
longstanding goal of overcoming Aboriginal and Torres Strait Islander health inequality. Steps taken 
now could be determinative. 

The gap – the Indigenous health equality gap – can be closed, and closed in our lifetimes. The 
foundations are in place, but none of us can afford to rest on our laurels – it is imperative that hold 
Australian governments to their commitments so that by 2030 any Indigenous child born in this 
country has the same chances as his or her non-Indigenous brothers and sisters to live a long, healthy 
and happy life. 

Thank you.

Note: This is the fourth in a series of six speeches outlining an agenda for change in Indigenous Affairs. The “Essentials for Social Justice” series 
will be presented between December 2007 and August 2008, and will be available online at: www.humanrights.gov.au/social_justice/essentials/
index.html.
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Mr Romlie Mokak, Australian Indigenous Doctors’ Association;•	
Professor Helen Milroy, Associate Professor and Director for the Centre for Aboriginal •	
Medical and Dental Health;
Professor Kerin O’Dea, Menzies School of Health Research;•	
Dr Katherine O’Donoghue, Indigenous Dentists’ Association of Australia;•	
Ms Mary Osborn, Royal Australasian College of Physicians;•	
Professor Paul Pholeros AM, University of Sydney;•	
Professor Ian Ring, Professorial Fellow, Faculty of Commerce, Centre for Health Services •	
Development, University of Wollongong;
Professor Fiona Stanley AC, Telethon Institute for Child Health Research;•	
Professor Paul Torzillo AM, Department of Respiratory Medicine, Royal Prince Alfred •	
Hospital;
Dr James Ward, Collaborative Centre for Aboriginal Health Promotion;•	
Ms Beth Warner, Royal Australasian College of Physicians;•	
Associate Professor Ted Wilkes, National Indigenous Drug and Alcohol Committee of the •	
Australian National Council on Drugs; and
Dr Mark Wenitong, Australian Indigenous Doctors’ Association.•	

Target Secretariat
Ms Lisa Briggs, Oxfam Australia;•	
Mr Christopher Holland, Human Rights and Equal Opportunity Commission; and•	
Professor Ian Ring, Professorial Fellow, Faculty of Commerce, Centre for Health Services •	
Development, University of Wollongong.

others

The Campaign and Summit Secretariat
Ms Jessica McAlary, Human Rights and Equal Opportunity Commission;•	
Ms Cara Bevington, Oxfam Australia;•	
Ms Lisa Briggs, Oxfam Australia;•	
Ms Kirsten Cheatham, Human Rights and Equal Opportunity Commission;•	
Ms Dameeli Coates, Oxfam Australia;•	
Mr Darren Dick, Human Rights and Equal Opportunity Commission;•	
Ms Amber Doyle, Oxfam Australia;•	
Mr Brett Harrison, Human Rights and Equal Opportunity Commission;•	
Mr Christopher Holland, Human Rights and Equal Opportunity Commission;•	
Ms Christina Kenny, Human Rights and Equal Opportunity Commission; and •	
Ms Julia Mansour, Human Rights and Equal Opportunity Commission.•	
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The Campaign and Summit communications/media team
Mr David Britton, Fred Hollows Foundation;•	
Ms Dameeli Coates, Oxfam Australia;•	
Mr Chris Hallet, National Aboriginal Community Controlled Health Organisation;•	
Mr Gary Highland, Australians for Native Title and Reconciliation Australia;•	
Ms Louise McDermott, Human Rights and Equal Opportunity Commission;•	
Ms Boronia Mooney, Australian Medical Association;•	
Mr Paul Oliver, Human Rights and Equal Opportunity Commission; and•	
Mr Dewi Zulkefli, Australian Indigenous Doctors’ Association.•	

Special Thanks
Dr Fadwa Al-Yaman, Australian Institute of Health and Welfare;•	
Professor Ian Anderson, Onemda VicHealth Koori Health Research and Community •	
Development Unit;
Ms Kerry Arabena, Australian Institute of Aboriginal and Torres Strait Islander Studies;•	
Dr Sandra Bailey, Aboriginal Health and Medical Research Council;•	
Mr Lester Bostock, Aboriginal Disability Network, NSW;•	
Mr David de Carvalho, Office of Aboriginal and Torres Strait Islander Health;•	
Ms Deborah Cummings, Reconciliation Australia;•	
Mr Peter Daniels, Productivity Commission;•	
Department of Education, Employment and Workplace Relations;•	
Department of the Prime Minister and Cabinet;•	
Department of the Treasury;•	
Ms Michelle Flaskas, Ian Thorpe’s Fountain for Youth;•	
Ms Catherine Freeman; •	
Get Up!;•	
Gilbert and Tobin;•	
Mr Damian Griffis, Aboriginal Disability Network, NSW;•	
Professor Shane Houston, Department of Health NT;•	
Human Rights and Equal Opportunity Commission financial and legal departments;•	
Professor Paul Hunt, United Nations Special Rapporteur on the right to the highest •	
attainable standard of health;
Professor Ernest Hunter, Department of Social and Preventative Medicine, University of •	
Queensland;
Indigenous Community Volunteers;•	
Mr Steve Larkin, Australian Institute of Aboriginal and Torres Strait Islander Studies;•	
Mr Jimmy Little and his management team;•	
Ms Barbara Livesy, Reconciliation Australia;•	
The Hon. Jenny Macklin MP, Minister for Families, Housing, Community Services and •	
Indigenous Affairs and her staff;
Ms Andrea Mason, Reconciliation Australia;•	
Dr Louise Morauta, Department of the Prime Minister and Cabinet;•	
Ms Lesley Podesta, Office of Aboriginal and Torres Strait Islander Health;•	
Mr Marc Purcell, Oxfam Australia;•	
Ms Debra Reid, Office of Aboriginal and Torres Strait Islander Health;•	
Dr Peter Robinson, Department of the Treasury;•	
The Hon. Nicola Roxon MP, Minister for Health and Ageing and her staff;•	
Mr Mark Thomann, Office of Aboriginal and Torres Strait Islander Health;•	
Mr Ian Thorpe;•	
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Ms Peta Winzar, Department of Families, Housing, Community Services and Indigenous •	
Affairs;
Mr Ian Woolverston, Oxfam Australia; and•	
Mr Bernie Yates, Department of Families, Housing, Community Services and Indigenous •	
Affairs.

The following generously contributed funds and resources towards the 
Summit

Australian General Practice Network;•	
Australian Indigenous Doctor’s Association;•	
Australian Medical Association;•	
Caritas Australia;•	
Commonwealth Department of Health and Ageing;•	
Fred Hollows Foundation;•	
Heart Foundation;•	
Human Rights and Equal Opportunity Commission;•	
Ian Thorpe’s Fountain for Youth;•	
National Aboriginal Community Controlled Health Organisation;•	
Oxfam Australia;•	
Save the Children Fund; and•	
Professor Daniel Tarantola.•	

volunteers at the Summit
Ms Judee Adams, Oxfam Australia;•	
Ms Cara Bevington, Oxfam Australia;•	
Ms Rachel Boehr, Oxfam Australia;•	
Mr Paddy Cullen, Oxfam Australia;•	
Mr Grant Hill, Oxfam Australia;•	
Mr Neil Holden, Congress of Aboriginal and Torres Strait Islander Nurses;•	
Mr Juan Martorana, Oxfam Australia; •	
Ms Ann Matson, Oxfam Australia; and•	
Ms Karina Menkhorst. Oxfam Australia.•	

Summit Organiser
Ms Dolly Nye
Nye Communications
dolly@nyecom.com

And thank you to any other person or organisation that has been involved in the Campaign or the 
Summit but has been inadvertently omitted from this list.
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