
Abstract 
The ‘Closing the Gap’ initiative was introduced by the Australian government with the intention of improving the overall health of the indigenous communities and ensuring that life expectancy improved while mortality rates decreased. The indigenous community continues to suffer and experience challenges at augmented rates than the non-indigenous community and the introduction of the ‘Closing the Gap’ initiative was meant to bring the indigenous community at par with the non-indigenous community. There are several gains that can be identified from the initiative such as the reduction in mortality rates especially for children under 5 years old. Additionally, alcohol intake among pregnant women has also reduced. However, whereas there are great improvements on issues such as mortality rates, the rate of improvement appears to be restricted to non-remote areas. Communities in remote geographical regions appear to continue experiencing elevated mortality rates. Furthermore, challenges also exist concerning diabetes. A large percentage of individuals in the indigenous community continue suffering from diabetes compared to those from the non-indigenous communities. Results from a study indicate that socio-cultural factors which include the dwelling places of the indigenous group contribute to the rising diabetes levels. The fact that the majority of the members of the indigenous community reside in extremely remote places hinder their effective access to quality health services, because they limit the community from accessing quality healthcare services. Additionally, the remoteness also hinders the community from accessing quality food substances that would enhance their health.
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Introduction

Health inequalities exist between indigenous and non-indigenous communities in Australia. The indigenous community, for example, continue to experience enhanced mortality, morbidity, and disability levels at all life course stages. Furthermore, the indigenous community also experiences augmented rates of renal disease, diabetes, impaired vision, uneven scopes of hospitalisation for mental health issues, elevated incidences of deliberate injury and augmented hospitalisation rates due to cardiovascular ailments compared to the non-indigenous community. These variations are attributed to factors such as historical interplay processes and an array of biological, political, socio-cultural, and economic health determinants. To deal with these disparities, the Australian government initiated the Close-the-gap initiative. This initiative is intended to assist and empower Torres Strait Islander and Aboriginal people to have healthy and affluent lives. Importantly, the Torres Strait Islander and Aboriginal people are intended to achieve equal health opportunities and services as the non-aboriginal community and ensure that the two communities experience improved life expectancies. The initiative appears to have achieved several gains such as the reduction in rates of child mortality among indigenous children between 1998 and 2016 by 35 percent. There are also gains made in reducing the gap in early childhood enrolment in schools based on the observation that in 2016, there was a 91 percent enrolment involving indigenous communities. However, it appears that more still needs to be done especially on health issues such as diabetes in order to fully reduce the gap. This essay is discusses the close the gap initiative and how this initiative is moving towards mortality rate reduction goal. Additionally, it also discusses preventable diseases and their preference rates among the indigenous community. Furthermore, the essay evaluates the diabetes issue, which appears to be demonstrating a slow improvement regarding indigenous community health. Furthermore, the essay proposes what the government needs to do in order to achieve the desired objectives. 
Indigenous and non-indigenous communities and the ‘closing the gap initiative’
The indigenous and non-indigenous communities continue to show great disparities on several issues, key among them being health (Durey & Thompson, 2012). It is worth noting that whereas the Torres Strait Islander and Aboriginal community constitutes only about 3 percent of Australia’s total population, child mortalities for this indigenous group exceeds 10 percent of all Australia’s child deaths (Cohen, 2017).  In 2008, about 125 children under the age of five years from the Torres Strait Islander and Aboriginal community died compared to 935 deaths involving children from the non-indigenous community under the same year category (Thurber & Jones, 2018). In 2016, about 113 children from the Torres Strait Islander and Aboriginal died compared to 726 children from the non-indigenous community. Therefore, there is a change in the mortality rate involving the Torres Strait Islander and Aboriginal children below five years of age to 153.6 deaths in 2016 from 181.6 deaths for every 100000 children in 2008. Thus, compared to 2008, the mortality rate involving children under the age of 5 years had a lower rate of 28 deaths for a population of 100000 people in 2016 (Thurber & Jones, 2018). The close the gap initiative has also experienced additional gains in reducing the life expectancy gaps as it had intended by 2031. Between 2005 and 2007, and 2010 and 2012, a decrease of 0.8 years and 0.1 years for males and females respectively was attained in terms of life expectancy. Since 1998, the mortality rates of the indigenous community have reduced by 14 percent (Department of the Prime Minister and Cabinet, 2018). 

There are also additional gains that are significant in improving life expectancy rates among the indigenous community in Australia pursuant to the Close the Gap initiative. Life expectancy is approximated from the death rates in a population and is expressed in a variety of ways including the expected number of years that remain for an individual of a specific age, or the number of years a baby is expected to live (AIHW, 2012). For example, there is a reduction in smoking rates among the indigenous community going by the 9 percent reduction points between 2002 and the 2014 to 2015 periods (Department of the Prime Minister and Cabinet, 2018). This reduction is an indication that the community understands the impact of smoking on an individual’s overall health due to the government’s commitment to work with the indigenous community and enlightening it regarding smoking. However, it can be observed that the government still needs to do more concerning the reduction of mortality rates. Whereas the government asserts of having made positive gains in reducing mortality rates, these rates appear to be high especially in communities that reside in remote rural locations. It appears that the remote geographical features continue to hinder the effective attainment of this goal. In remote rural settings, the community experiences elevated child and infant mortality rates, low birth weight, prenatal mortality, and age-standardised fatality rates (Li, 2017). Furthermore, it appears that the government has not managed to effectively deal with the prevailing cultural barriers among the indigenous community. These barriers promote miscommunication among different cultural backgrounds, which leads to unsatisfactory outcomes. 
The Australian government has come to learn that success cannot be attained if the indigenous community and therefore, it has been involving the community in all stages of the initiative’s development (Department of the Prime Minister and Cabinet, 2018). The involvement of the indigenous community in these stages of development has been aimed at generating authentic, joint, and sustainable affiliations with the community. In addition to involving the community, the government also collaborates with other pertinent organisations to deliver programs and services that would help improve the lives of the indigenous community (Department of the Prime Minister and Cabinet, 2018). More importantly, the government has taken a holistic approach towards the achievement of the initiative by considering the overall emotional, social, cultural, and economic perspective of the lives of the indigenous community including a consciousness of the continuing legacy of grief, trauma, and loss correlated with colonisation (Department of the Prime Minister and Cabinet, 2018). It is important for the government to be conscious of the continuing legacy in order to assist the community be responsive to the measures to improve health services. The community needs to be assisted to have a positive perception about the government’s initiative in order to reduce instances of opposition to the government’s initiative.  Furthermore, the rate of drinking during pregnancy among women has reduced between 2008 and between 2014 and 2015 scope, which is a positive attribute towards the reduction of mortality rates among infants. 
Torres Strait and Aboriginal Islanders do not equally benefit from mainstream care services because of a wide array of factors including the fact that many of the indigenous communities, and in particular those in remote regions, cannot access health services (Biddle & Yap, 2013). More than 60 % of Indigenous adults in non-remote areas and about 56 % of those in remote areas were found to lead sedentary lives or lives with low physical activity. Also, mainstream care provision systems inherently lack cultural sensitivity and are largely not accommodating to the indigenous communities. For instance, the proportion of the health workforce comprised of indigenous peoples remains disproportionately low in comparison to the proportion of indigenous people in Australia (Biddle & Yap, 2013). Other essential causes of differences in health standards include the fact that the ingenious communities have for over two centuries endured widespread discrimination, racism, and dispossession leaving indigenous Australians with extremely low levels of health, unemployment, education, and housing (Altman & Fogarty, 2010). In both genders, the national health report observed that the most significant contributors to the life expectancy were neoplasms, external causes or injuries, and cardiovascular illnesses. The AIHW thus concluded that chronic illnesses including neoplasms and circulatory disorders, and inclusive of injuries, which often occur in the 35-74 age groups, are the cause for the larger share of the difference in longevity in life.

Whereas the Australian government has made positive strides with the Close-the-Gap initiative, there are still some health gaps, particularly due to engagement in risky health behaviour. Wilson et al., (2010) focused on indigenous behavioural patterns as being central to the life expectancy gap especially regarding the higher smoking rates among the indigenous communities. According to the authors, despite the fact that national smoking rates have been on the decline, close to half of indigenous peoples of at least age 15 describe themselves as current smokers. Also, despite the fact non-indigenous Australians have a lower rate of sobriety compared to their indigenous counterparts, the rate of alcohol intake among indigenous Australian communities is a substantial cause of disease in the country’s population (Wilson et al., 2010). As a result of these behavioural risk factors, the percentage of potentially avoidable deaths among Indigenous peoples is about 60%, which is 10 % more compared to the rate of other Australian citizens. Also, a 2016 national health survey titled “Health behaviours and biomedical risks of Indigenous Australians” provided evidence to support the notion that indigenous nationals had a propensity for excessive alcohol consumption, physical inactivity, poor nutrition and smoking compared to non-indigenous Australians (AIHW, 2016). The report revealed that members of indigenous communities who participate in the intake of alcoholic beverages do so at amounts that are harmful to their health. Also, physical inactivity was blamed for the high rates of chronic illnesses among this community leading to a high rate of diabetes, hypertension and cardiovascular diseases (AIHW, 2016). More than 60 % of indigenous adults in non-remote areas and about 56 % of those in remote areas were found to lead sedentary lives or lives with low physical activity. 
It can be observed that diabetes cases are high among the indigenous community and if the trend continues, the community will continue suffering. In a study to determine diabetes prevalence rate among indigenous people, it emerged that the Torres Strait Islander and Aboriginal groups were twice as likely to suffer from diabetes compared to the non-indigenous group. The Australian Bureau of Statistics (ABS) conducted the study that involved 10439 people from the Torres Strait Islander and Aboriginal communities of all age groups dwelling in private residences in Australia (Reeve, Church, Haas, Bradfor, & Viney, 2014). The study used the Body Mass Index variable to ascertain those individuals with elevated risks of acquiring diabetes. However, it is worth noting that there are variations in the association between adiposity and BMI between Europeans and Aboriginal Australians. Thus, there was a need to employ the guidelines outlined by the World Health Organisation (WHO) regarding the identified differences. The WHO asserts that a healthy BMI for Aboriginal Australians ranged between 17 and 22 (Reeve, Church, Haas, Bradfor, & Viney, 2014). Results from the study indicated that the indigenous group had higher self-reported diabetes levels at 2.5 to 4 times compared to non-indigenous communities in non-remote Australian regions. For people aged between 18 and 29 years, diabetes levels were below 1 percent (Reeve, Church, Haas, Bradfor, & Viney, 2014). Between ages 30 and 44, over 5 percent of the individuals from the indigenous community had diabetes compared to those from the non-indigenous community, whose diabetes level was below 2 percent (Reeve, Church, Haas, Bradfor, & Viney, 2014). 
There are arguments that the main factor contributing to the rising prevalence of diabetes among the indigenous community is the lack of sufficient information regarding food and nutrition (Simpson, 2016) Similarly, there is also little data to support the fact that Australian authorities through the Close the Gap initiative have been educating both indigenous children and adults on health-promoting behaviour (Eades et al, 2010).  Diabetes, on most occasions, is associated with nutrition and lifestyle issues (Simpson, 2016). Therefore, if the government is to curb the spread of diabetes among the community members, then the community has to be informed about food and nutrition. Also, the literature that supports positive gains including reductions of the difference in life expectancy from 20% or 17% to 10% fails to recognize the trend in modern day Australia of individuals who did not initially identify as indigenous or who were not marginalized as these communities were, to identify with indigenous communities and thus make surveys on life expectancy and health status inaccurate (Eades et al, 2010).

Food and nutrition matters are important because of the observation that the Torres Strait Islander and Aboriginal groups face food insecurity in their regions (Simpson, 2016). Food insecurity issues mean that the community cannot access quality meals that would improve their health. With food insecurity, the community may face challenges trying to get balanced meals that may not lead to diabetes. It is worth noting that children below the age of five years old have been confirmed to have type 2 diabetes, as is the case reported by Lancet (Simpson, 2016). Additionally, malnutrition cases are high in indigenous communities residing in remote regions, where other health issues such as anaemia among infants, pregnant women and children are also high. 

In addition to the arguments about lack of sufficient information among the indigenous community, there are also other factors that appear to contribute to the high prevalence rates in diabetes among the indigenous community than the non-indigenous community. It can be observed that despite constituting about only 3 percent of Australia’s population, the majority of the indigenous communities reside in remote and extremely remote regions (Cohen, 2017). In these regions, accessing healthcare services for the communities is extremely challenging due to the distances. The distances from the villages to quality healthcare centres makes it challenging to deal with issues such as overweight and obesity, which are considered primary causes of diabetes. Additionally, the remoteness of these regions makes it challenging for the community to access nutritious food, hence augmented the probabilities of experiencing elevated mortality and morbidity rates (Cohen, 2017). Therefore, more needs to be done to ensure that the indigenous community does not continue suffering more than the non-indigenous community. Concerning diabetes, it would be important for the government to continue providing valuable information to the community that can assist in the management of the problem. Additionally, there is a need for the government to provide health specialists in the remote geographical regions to curb the challenges (Thomas, Wakerman, & Humphreys, 2015). 
Conclusion

In conclusion, it can be observed that the Close-the-Gap initiative has gained some benefits in trying to reduce mortality rates and improve life expectancy rates. Before this initiative, the indigenous community suffered greatly compared to the non-indigenous community. Whereas the indigenous community constitutes only about 3 percent of Australia’s total population, mortality and morbidity rates are high among the indigenous community. More children below 5 years among the Torres Strait Islander and Aboriginal communities die compared to those from non-indigenous communities. Issues such as smoking and alcohol among pregnant women had been major causes of mortality and morbidity rates, as well as, reduced life expectancy rates among the indigenous community.  However, the initiative has attained positive gains such as reducing the mortality rates and improving the life expectancy rates among the Torres and Strait Islander and Aboriginal communities. However, challenges still abound in the reduction of diabetes rates among the indigenous community due to factors such as remoteness and poor nutritional concepts. Since the majority of the indigenous community live in remote and extremely remote regions, they cannot access quality healthcare services. Additionally, the remoteness limits the community from accessing quality nutritional foods that would assist in reducing the chances of acquiring diabetes. To deal with these issues, the government needs to ensure that quality health professionals and specialists are situated in the remote regions. It appears that in the majority of the remote geographical regions, there are challenges of accessing health specialists. Thus, if the community in the remote regions can access health specialists with ease, the health outcomes can thus be improved.  
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