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The rapid spread of the novel severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), and the associated coronavirus
disease (COVID-19) has placed extreme pressure on health systems,
governments, and economies. Heightened risk of COVID-19 severity
and mortality among Indigenous and ethnic minority communities
in the United States (U.S), the United Kingdom, and Brazil, emphasises existing and pervasive global health inequities. Aboriginal and
Torres Strait Islander (hereafter Indigenous) Australians experience
some of the worst health outcomes worldwide. Due to a range of
existing health and socioeconomic inequities that increase vulnerabilities, Indigenous Australians are at heightened risk of mortality if
infected with SARS-CoV-2, when compared to non-Indigenous Australians. The subsequent impact of the pandemic on mental health,
and exposure to racism, among Indigenous Australians must also
be carefully considered.
Early evidence from China show that severe and fatal COVID19 case rates are elevated among older people, and those with
pre-existing conditions including cardiovascular disease, diabetes,
chronic respiratory disease, hypertension, and cancer [1]. Rates of
these chronic conditions are higher among Indigenous compared to
non-Indigenous Australians (Table 1), increasing risk of COVID-19
severity and fatality. Multimorbidity adds further risk, with 15.6%
of Indigenous Australians having three or more chronic conditions
(including those listed in Table 1), which is more than double the
rate in non-Indigenous Australians (7.6%) [2]. Higher rates of smoking (41.9% of Indigenous compared to 15.4% of non-Indigenous)
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should also be considered [2], as early evidence suggests increased
COVID-19 severity and fatality among smokers [3]. The 2009 H1N1
inﬂuenza pandemic in Australia highlighted risks of serious disease
that may relate also to COVID-19 among Indigenous Australians [4].
Where Indigenous status was recorded (3688/5085, 72%), Indigenous Australians constituted 15.9% of hospitalised cases of H1N1,
16.8% of Intensive Care Unit (ICU) admissions, and 12.2% of H1N1
deaths despite making up only 3% of the Australian population [4].
Chronic disease rates are higher among Indigenous Australians
living in remote areas, particularly hypertension and diabetes [5].
Marginalisation from health services, food insecurity, and poor access to water, sanitation, and adequate housing that accommodates larger family groups, amplify COVID-19 risk. Social distancing and self-isolation are unrealistic where more than one third of
Indigenous Australians (41.4%) in remote areas live in inadequate
housing conditions, compared to just 1.9% of non-Indigenous Australians [5]. Similar inequities persist in major cities with 15.5% of
urban Indigenous Australians living in inadequate housing conditions, compared to 6.1% of non-Indigenous [5]. Predicted increases
in already disproportionate rates of mental ill health and suicide
among Indigenous Australians, have also been highlighted as a ﬂow
on effect of COVID-19, in which immediate action has been recommended [6].
The socioeconomic, and physical, mental, and environmental
health inequities discussed, are reﬂective of the cultural marginalisation faced by Indigenous Australians, all of which culminate
as key factors in COVID-19 susceptibility. Cultural and linguistic
marginalisation from health information and services, directly affect health care accessibility and outcomes among Indigenous Australians [7]. The impact of racism, which has been named by Indigenous Australian leaders as a public health emergency, and in-
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Table 1
Chronic conditions known to impact COVID-19 severity and fatality prevalence among Aboriginal & Torres Strait Islander Australians. Table compiled from publicly available
data from the Aboriginal & Torres Strait Islander Health Performance Framework 2017 published online by the Australian Institute of Health & Welfare [5]. (I=Indigenous
NI=Non-Indigenous).

Chronic conditions known to impact COVID-19 fatality
Respiratory diseasesa
Diabetesa
Cardiovascular diseasesa

Cancerb
Lung cancerb
a
b

Age group (years)
35–44

45–54

I
39.8
10.8
18.0

I
42.6
20.7
28.3

NI
34.2
2.7
10.2

Rate ratio (I/NI)
1.16
4
1.76

Age group (years)
55–64

65–74

1023
175.4

1926
369.0

962
81.3

1.06
2.16

55+
NI
30.9
5.3
19.0

Rate ratio (I/NI)
1.38
3.9
1.49

I
40.7
37.9
44.9

1717
196.0

1.12
1.88

2625
517.7

NI
30.0
11.6
46.1

Rate ratio (I/NI)
1.35
3.26
0.97

2321
283.7

1.13
1.82

75+

Rate per 100 persons.
Rate per 10 0,0 0 0 persons.

ternationally as the ‘second pandemic’, is a central factor in health
and social outcomes. Rapidly changing laws enforcing social distancing, have granted Australian police the discretion to deliver
exorbitant ﬁnes and potential imprisonment. We emphasise concerns as to how this will disproportionately impact Indigenous
Australians, given existing over-policing, and a poor understanding
of Indigenous family systems among law enforcement. Indigenous
cultural identity is a two-fold determinant, as its maintenance and
expression can lead to discrimination in the context of health and
social systems that reﬂect the values of the dominant culture [7],
yet it is also evidenced as a protective factor against the health
harming impact of racism [8].
The Australian government’s Emergency Response Plan for
COVID-19 and the management and operational plans for Indigenous communties [9], places considerable responsibility on
Indigenous run health services known as Aboriginal Community Controlled Health Organisations (ACCHOs) including whole-ofcommunity preparedness, provision of COVID-19 clinics, and communication of cases to government health departments. Government policy and funding (or a lack thereof), are political determinants that directly impact the ability of ACCHOs to provide services
that are accessible and attentive to the needs of their communities, which in turn shapes health outcomes. Given the short-term
government funding modalities placed upon ACCHOs, and their restricted health infrastructure, and workforce capacity [10], it is imperative that additional government resources to support the control of COVID-19 be made rapidly and easily accessible to deal with
increasing cases.
Comparatively, in the U.S, health, socioeconomic, and cultural
inequities among Native Americans have contributed to their overrepresentation among COVID-19 cases [11]. Similar concerns have
been expressed by Native American leaders, emphasising the limited capacity of the U.S Indian Health Service to respond to the
pandemic due to a chronic lack of government funding, and restricted health infrastructure [12]. Exclusion of Native Americans
from COVID-19 racial demographic data published by government
health departments, has also been highlighted by Native American leaders as discriminatory and misleading, meanwhile restricting the ability of Indian Health Services to prepare and respond appropriately [12]. Elsewhere, little concern has been shown by Latin
American governments in developing strategies to prevent COVID19 in remote Indigenous peoples in Bolivia, Guatemala, Mexico and
Peru [13], which is likely to result in unnecessary morbidity and
mortality.
In response to the pandemic, the National Aboriginal Community Controlled Health organisation, have called for protection and
support in restricting access to rural and remote Indigenous Australian communities from the risks of contact with non-residents.

A clear strategic plan led and informed by the local needs and requirements of Indigenous Australian communities, including an assessment of the need for rapid employment of additional health
workers, and access to physical infrastructure to enable quarantine
of COVID-19 patients, is needed. Information directed to communities should be produced with, and led by respected community
members and trusted leaders if the advice is to be followed.
The COVID-19 pandemic has highlighted the need for a renewed
focus to ensure that health and privilege should not be mutually
exclusive. The political, social and cultural determinants of health
are stacked against Indigenous Australians and Indigenous peoples
globally; this multiplies the risks to, and vulnerabilities of these
communities to infection and mortality from COVID-19. Historic
inequities, trauma and distrust of services, alongside inadequate
funding, and support to Indigenous health services, render these
communities highly susceptible to the most severe consequences
of the pandemic. Swift action to ensure implementation of nuanced context-appropriate prevention, treatment, and management
measures are crucial.
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