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TODAY IS THE DAY 

 

  
“Let there be no more excuses”, said Mr Councillor, Chair of the National Aboriginal 
Community Controlled Health Organisation (NACCHO) which represents over 140 
Aboriginal community controlled health services across Australia. 
 
Today NACCHO encourages ordinary Australians to take the time to make a commitment 
to the Close the Gap Campaign. 
 
“We know that many Australians are upset and embarrassed by the health reality of 
Australia’s First People. But they feel helpless to do anything about it. They incorrectly 
believe that heroic efforts have been made, huge amounts of money spent and all to no 
avail” said Mr Councillor. “The truth is that not enough funds are made available for 
Aboriginal peoples’ health given their levels of disease.” 
 
NACCHO refers all Australians to the conclusions of large volumes of independent 
evidence commissioned by government and non-government bodies, as outlined in its 
report to the Attorney Generals Department released earlier this year. On health matters, 
politicians have confused the public that the levels of funding given to meet health needs 
are adequate, when this is not the case.  
 
The Howard Governments intent is to suggest that health services alone are insufficient 
because health is determined by social and economic circumstances.  
 
“Surely this is not to suggest that access to antibiotics and other medicines, vaccination, 
nutrition support, surgery, hearing aids and other health interventions don’t improve 
people’s health? Of course not, yet this is the implication made by this Government for 
Aboriginal peoples”, said Ms Dea Thiele, Chief Executive Officer for NACCHO. 
 
“In all these aspects of health care, Aboriginal peoples have less access. If access to blood 
pressure medicines were enhanced for example, Aboriginal peoples death rates could be 
reduced by 50%.” 
 
“Internationally, access to comprehensive primary health care is a significant determinant 
of lower mortality, not just through the provision of medical care, but because these 
services also influence social and economic circumstances of Aboriginal peoples.” said Ms 
Thiele. NACCHO has compiled evidence that shows that whilst access to both health and 
social services are necessary to address Aboriginal peoples differential health status, there 
is international evidence that primary health care is ‘equity producing’, contributing to 
lower mortality and partially mitigating the association between socioeconomic factors 
(like income inequality) and mortality.  



 

Aboriginal community-controlled health services, are supported by all Australian 
governments, and perform a vital function as torchbearers of primary health care in 
Australia and are a true example of Aboriginal peoples taking responsibility for their own 
health. 
 
For 6 years the Australian Medical Association has been calling for the annual shortfall in 
funding to primary health care services such as Aboriginal Community Controlled Health 
Service to be closed. Each year the government has with great fanfare given a small 
amount but this has barely kept up with increases in mainstream funding. Thus, in these last 
6 years over $2.4 billion that the AMA claims was needed has not been spent.  
 
At least an additional $460 million a year is needed to ensure Aboriginal peoples can 
access primary health care to the same level as other Australians.  
 
The NACCHO/Oxfam Health Equity Plan which includes the $460 million into integrated 
primary health care is a comprehensive list of what needs to be done. $460 million is the 
key because this will help transform health services so that they can get on with the job at 
hand to serve the health needs of their communities.  
 
One of the key issues the funding will address is workforce. Health professionals working 
in the Aboriginal and Torres Strait Islander Health sector have to accept lower pay rates 
than their colleagues in the mainstream health system. This has lead to extreme 
understaffing of services so that even basic services are often limited. “We know from the 
NT intervention, that we can attract a workforce into our services if there was parity on 
employment conditions.” said Ms Thiele.  
 
NACCHO asserts that focus groups Australia-wide have found Australians are highly 
compassionate about the poor health of Aboriginal peoples and feel motivated when they 
hear positive stories of improvements in the health of Aboriginal people as a result of better 
resourced health services. “And there are lots of those stories!” said Ms Thiele 
 
“If all Australians get behind this today and the politicians listen providing us with 
sufficient funds, you will see a difference. I promise you this. It can be done. It is not 
rocket science.” Said Mr Councillor. 
 
 
Please find attached: the Health Equity Plan 
 

For more information: 

 
NACCHO Chairperson, Mr Henry Councillor (m) 0419 929 422 
NACCHO Chief Executive Officer, Ms Dea Delaney Thiele (m) 0417 046692 
NACCHO Communications Officer, Dr Margaret Chirgwin  (m) 0424 644465. 



   ‘Equality in Health’   
     Plan for closing health policy gaps to complement existing Federal 

    Government priorities for Aboriginal peoples and Torres Strait 

Islanders
1
  

 
HEALTH EQUALITY FOR ABORIGINAL PEOPLES AND TORRES STRAIT ISLANDERS WITHIN 25 

YEARS (2008-2018)2 
Health Targets 

GOAL 1. INCREASE CORE FUNDING FOR CULTURALLY APPROPRIATE PRIMARY HEALTH CARE TO HELP BRIDGE 

THE GAP IN HEALTH STANDARDS3 
(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations: 43:a,d e)4 

Target 1 An additional $460 million per annum for the first 5 years5 ($120 million or 35% of this would be the annualised 
cost of infrastructure required by higher staffing) 67 

Target 2 Funded program for salary parity for GPs within ACCHSs ($20 million)8 

Target 3 Culturally appropriate primary health care services are funded by a needs-based resource allocation formula9 

GOAL 2. INCREASE THE NUMBER, EFFECTIVENESS & TRAINING OF HEALTH PRACTITIONERS WORKING WITHIN 
ABORIGINAL HEALTH SETTINGS, AND BUILD CAPACITY OF THE INDIGENOUS HEALTH WORKFORCE 
(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations: 43a, e, 44e) 

Target 4 An extra 250 doctors, 450 Aboriginal health workers, nurses & other allied health workers delivering culturally 
appropriate primary health care to set benchmarks10 

Target 5 A 10 year national training plan ($36.5 million/annum) is supported11 

Target 6 Training Centres of Excellence in primary health care sites ($10 million/annum) established12 

GOAL 3. IMPROVE THE RESPONSIVENESS OF MAINSTREAM HEALTH SERVICES AND PROGRAMS TO ABORIGINAL 

PEOPLES AND TORRES STRAIT ISLANDER HEALTH NEEDS 
(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations:43a,d,e,f) 

Target 7  Uptake of PBS and MBS increased to at least 1.2 times the per capita utilisation for the non-Indigenous 
population,13 through: 

• a national quality use of medicines scheme for non-remote areas14  
• strategies enhancing the utilisation and relevance of the MBS15 

Target 8  State and federal bilateral financing agreements to commit to health equity within mainstream programs, such as 
through public health or health care agreements16 

Target 9 Financing systems for population programs delivered through private general practices commit to health equity17 

Target 10  Strategies developed to reduce inequities in access to hospital procedures, cardiac rehabilitation, and specialists 
access, through an allocation of $30 million per annum18 

GOAL 4. IMPLEMENT A STRATEGIC MATERNAL AND CHILD HEALTH PLAN  
(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations: 43a,b,,e,f 44a,b,c) 

Target 11  A national health plan for Aboriginal mothers and babies is developed, costed, and implemented19 

Target 12  Exemplar site initiatives to other Aboriginal primary health care services targeting maternal and child health care 
to an allocation of $20 million per annum20 

Target 13  A national ‘freedom from hunger’ scheme for at-risk mothers and babies in remote areas is developed21 

GOAL 5. PROVIDE GREATER SUPPORT FOR INDIGENOUS-SPECIFIC POPULATION PROGRAMS FOR CHRONIC AND 
COMMUNICABLE DISEASE 
(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations: 43a,b,,e,f 44a,b,c) 

Target 14 
Federal allocation of $50 million22 per annum to develop and implement Indigenous-specific population-based 
strategies, which ‘close the gap’ in excess disease, for:  

• oral health 
• substance misuse (eg alcohol & smoking cessation) 
• vaccine preventable diseases 
• rheumatic heart disease and rheumatic fever 
• cancer prevention 
• men’s health 

• mental health and social and emotional well-being   
GOAL 6. INCREASE FUNDING AND SUPPORT FOR HEALTH PROMOTION REGARDING NUTRITION, PHYSICAL 
ACTIVITY, FRESH FOOD, AND HEALTHY LIFESTYLES  

(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations:43c) 
Target 15 The ‘Outback Stores’ initiative23 collaboratively intersects with primary health care and public health services 

through associated community nutrition strategies24  

Target 16 Dedicated breakfast programs in rural and remote-area primary schools.25 

Target 17 Healthy lifestyle programs proportionately targeted towards Aboriginal and Torres Strait Islander peoples.26 

GOAL 7. INCREASE FUNDING AND SUPPORT FOR ADEQUATE HOUSING AND ENVIRONMENTAL HEALTH 

(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations:43c) 
Target 18 $5 billion over 10 years for a 10-year Indigenous Housing Strategy to bring existing housing to an acceptable 

standard and to eliminate over-crowding.27  

GOAL 8. UTILISE EXISTING AND NEW INDICATORS TO MONITOR THE RIGHT TO HEALTH 

(Link to ICESCR Article 12 General Comment: Right to Health Core Obligations:52) 
Target 19 Establish targets/benchmarks and specified time frames for health policy objectives and outcomes where the 

desired level of performance is evident and agreed.28  
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