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Little did anyone know that just a few years after the Uluru Statement from the Heart was 
presented to the Australian government (and rejected), the First Nations leadership would be 
able to show just how powerful having a voice could be for their health and wellbeing. 
 
Given the previous experience with the H1N1 influenza pandemic in 2009, our First Nations 
health professionals were aware of the likely disastrous outcomes of the approaching COVID-19 
pandemic. In 2009, the exclusion of First Nations peoples in preparedness and response 
planning in the Federal Government’s Action Plan resulted in higher notifications, 
hospitalisations and deaths from H1N1 in Aboriginal and Torres Strait Islanders across the 
nation. 
 
The early information from China and Italy alerted us to COVID-19 being more contagious, 
more likely to require hospitalisation (including intensive care) and have a higher case fatality 
rate (deaths per people infected) than influenza, particularly among the elderly and those with 
chronic disease. Translating this to our First Nations meant that they would be at particularly 
high risk from COVID-19. 
 
The patterns of excess acute and chronic diseases, poor social circumstances, poor housing and 
homelessness, substance abuse and poor nutrition (both over and underweight), mental health 
problems which are more prevalent in our First Nations, are reasons for their higher risk. These 



are not actually First Nations problems but the result of the removal of their lands, culture and 
children. They are a result of decades of racist and harmful policies, neglect, marginalisation, 
poor educational and employment opportunities and rejection after rejection of requests for 
recognition of the first peoples who have been here for probably more than 60,000 years. 
 
Despite these high rates of serious illness, they are much less likely to be diagnosed early, 
receive screening and get good care, even for those living in major urban and regional centres, 
close to good services. The majority, 80 per cent, of Aboriginal and Torres Strait Islander 
people, live in urban centres and rural towns. Much of this poor care is due to overt individual 
and systemic racism and an understandable reluctance by First Nations people to use 
mainstream health services. Much of the huge investment in Aboriginal services was not 
developed in collaboration with them, most were designed by possibly well-meaning 
bureaucrats who were ignorant of the contexts in which First Nations were living, and remote 
from their experiences. 
 

 
 
Given this background, the response of the First Nations to the pandemic is all the more 
remarkable. As they comprise 3 per cent of the population, we would have expected at least 3 
per cent of Australia’s 27,750 cases i.e. 850, would have been in First Nations populations. As 
of January 2021, there have only been 148 cases nationwide, 15 per cent of these hospitalised, 
one in intensive care and no deaths. There have been no cases in remote communities and 
none associated with the Black Lives Matter marches. The rate of infection in the non-
Indigenous population was 1.12 per 1000 people while that for First Nations was only 0.19 per 
1000; this is a six-fold difference. A complete reversal of the “gap”. The death rate for non-
Indigenous people was .04 per 1000 people and zero for First Nations. Not only did they save 
hundreds of cases and deaths, they avoided significant hospital and intensive care costs. This 
response is the best of any Indigenous group in the world with many having devastating 
outcomes (such as Navajo, Canada, Brazil). 
 
How did they do it? The Aboriginal Community Controlled Health services under the national co-
ordination of NACCHO, swung in to action across the country. Their outstanding health 



professional and organisational leadership rapidly implemented best practice across all 
Aboriginal Community Controlled health and welfare organisations. Many heading up the 
ACCHOs are not only well trained medically but also have public health training and knew 
exactly what they had to do to protect their communities and to manage disease if it occurred. 
 
This was done by setting up trusted collaborations with relevant state, territory and federal 
government departments. By March 6 last year, NACCHO joined forces with the federal 
Department of Health to set up the Aboriginal and Torres Strait Islander Advisory Group for 
COVID-19 to provide advice on all aspects of the pandemic response. It was co-chaired by 
NACCHO and the Department of Health; they met three times a week and unlike H1N1, First 
Nations were not only at the table, they were in charge of their response. 
 
All aspects of the pandemic were covered from testing, PPR, social distancing and hygienic 
practices, provision of care, to social and nutritional support, isolating communities and 
protecting elders, and very impressive health promotion messages on social media, Indigenous 
TV and radio (in language and culturally appropriate). They lobbied for the implementation of 
the Biosecurity Act to close remote communities. 
 

 
 
This response is so dramatically different from what was expected that it deserves close 
analysis to guide future policies and practices. Surely we can build on the successful COVID-19 
strategies and experiences to put in place the success factors and maybe close the gap much 
quicker than current trajectories are predicting? The major difference was that First Nations 
were acknowledged to be capable of leading this response, were given power to act and they 
established the partnerships they needed to achieve this outcome. This was a unique moment 
after decades of failed policies which excluded them from design and implementation. Racism at 
this level was replaced by a commitment to self-determination, empowerment and control: 
COVID-19 has shown us what a voice would look like. 
 



Enshrining a First Nations voice in the Australian constitution will mean that their response to 
the pandemic is not a one-off historical moment but rather normal business for governments 
and how they work with Aboriginal people and organisations. 
 
Until this is resolved, business will remain as it was, and impact, because of government 
generated policy, will be minimal. The evidence supporting the effectiveness of giving a voice is 
now overwhelming; showing that when organised and overseen by those who need them, 
services work. 
 
Costly, useless and too often harmful policies have been thrown at our First Nations populations 
for decades, with little impact on Closing the Gap targets. The question we need to answer is 
without significant Indigenous input would we have had more severe outcomes? It is obvious to 
all that the answer is yes. 
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