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2010 ELECTION POLICY PRIORITIES - OVERVIEW 

Background 
The Public Health Association of Australia (PHAA) is a non-partisan organisation representing public health 
professionals and the interests of public health around Australia.  The election priorities outlined in this 
document have been developed following advice from the relevant Special Interest Groups within the PHAA. 

Public health is the foundation on which Australia’s health is based.  Preventive health activities are often 
less dramatic than acute services, but public health initiatives have been responsible for most of Australia’s 
improvements in mortality and morbidity over the past century.  It is through action in prevention that the 
most significant further gains can be made in both improving health and redressing inequalities. 

The recommendations in this report do not address the role of public health under the new organisational 
arrangements arising from the current health reform process.  The PHAA will, however, be concerned 
throughout to ensure that adequate priority is attached to public health, and that public health is seen and 
administered as a discrete, high-priority area, with proper recognition of public health expertise. 

Governmental commitment to prevention across Australia including the States and Territories currently 
stands at 2.2% of the health budgets (AIHW: Australia’s Health 2010), much of which is dedicated to 
screening and immunisation programs.  While recognising the policy and funding commitments that have 
been made to prevention in recent years through the Council of Australian Governments (COAG) and other 
processes, we believe that any health program designed to improve the health of Australians must include a 
strategy to increase the funding allocated to prevention.   

There is enormous potential for preventive programs to improve the health and well-being of the 
community.   

The PHAA urges all parties to recognise the importance of prevention by presenting to the community a 
Public Health Policy document that commits to a significantly increased focus on all aspects of public health - 
from research to intervention and includes public health training, development and capacity building.  

Raising the expenditure on prevention from 2.2% to 4% would entail additional Federal funding of around 
$1.1 billion pa.  It should be noted that government revenue estimates (Budget Paper 1, Tables 8, 9) for 
2010-2011 from taxes on alcohol ($7.94b) and tobacco ($5.8b) are close to $14 billion and that there is 
strong public support for increases in these taxes if the funding is allocated to health services. 

We recognise the increasing focus on and support for prevention in recent years and believe that now is the 
time for additional policy commitments and funding to match the potential health gains prevention can 
deliver. 

The PHAA specifically calls on all parties to commit to a program that entails acting on the three overarching 
recommendations and fifteen key policy areas.  It should be noted that while these are not the only issues 
on which PHAA seeks governmental action, they have been identified as key issues requiring urgent action 
and commitments at the 2010 Federal Election. 

Key Commitments Sought 

 A discrete Public Health Policy 

 A commitment to increasing the level of funding for prevention from 2.2% to 4% of health 
expenditure over a three year period.  At the Federal level this means a rise to approximately $1.93 
billion p.a. against the current budget 

 A commitment to supporting and expanding the Australian National Preventive Health Agency.  It is 
also proposed that there be investigation of the potential to establish, whether alongside or as part 
of the ANPHA, a new Australian Centre for Disease Control, along the lines of those in Canada and 
the USA 
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Specific policy examples for immediate implementation 
 
Alcohol 

 Implement a 10c levy on each standard drink to be earmarked for preventive programs and 
commit to a functional tax system based on alcohol content 

 Implement rigorous legislated controls to protect children and young people from exposure to  
the advertising and promotion of alcohol 

 
Climate Change 

 Immediately adopt a price on carbon to spur deployment of existing renewable technologies 

 Rapid implementation of the  Murray Darling Basin Plan to protect fragile ecosystems and 
support moves to more sustainable agriculture and active ecosystem management 

 
Health and Physical education 

 Commit to appropriately resourced Health and Physical Education (HPE) in schools in the first 
phase of the new Australian Curriculum 

 

Indigenous Health 
 Support the inclusion of Aboriginal health equity and self-determination in the mandate of 

Local Hospital Networks and Medicare Locals 

 Embrace the concept of Justice Reinvestment as a concept for reducing Indigenous 
incarceration 

 

Oral Health 
 Expand the Commonwealth funding of oral health to a national public oral health program 

that ensures equitable access to basic oral health services  

 
Overweight and obesity 

 Implement rigorous legislated controls to protect children and young people from exposure to  
the advertising and promotion of nutritionally undesirable or “junk” foods 

 
Preventive Health Agency 

 Commit to supporting the establishment and expansion of the Australian National Preventive 
Health Agency 

 
Refugees 

 Seek humane treatment and equitable social and health services for asylum seekers and 
refugees, regardless of country of origin or visa category  

 
Tobacco 

 Ensure that the average price of a packet of 30 cigarettes is at least $20 (in 2008 $ terms) 
within three years 

 Ensure continued support for  legislation on plain packaging of tobacco products and well-
funded public education 

 



PUBLIC HEALTH ASSOCIATION OF AUSTRALIA – KEY ELECTION PRIORITIES 

20 Napier Close Deakin ACT Australia, 2600 – PO Box 319 Curtin ACT Australia 2605                         4 

T (02) 6285 2373      F (02) 6282 5438      E phaa@phaa.net.au      W www.phaa.net.au 

CONTENTS 
 
 
 
There are also a series of specific public health priorities on which action is sought. The following one-page 
papers provide background information on these issues and specific recommendations for each. 
 
 
 
 
ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH ............................................................................... 5 

ALCOHOL ................................................................................................................................................. 6 

CLIMATE CHANGE AND SUSTAINABLE POPULATION .................................................................................. 7 

HEALTH IMPACT ASSESSMENT .................................................................................................................. 8 

INJURY PREVENTION ................................................................................................................................ 9 

INTERNATIONAL HEALTH........................................................................................................................ 10 

MENTAL HEALTH AND WELL-BEING ........................................................................................................ 11 

NUCLEAR INDUSTRY ............................................................................................................................... 12 

OVERWEIGHT AND OBESITY ................................................................................................................... 13 

ORAL HEALTH ........................................................................................................................................ 14 

PRIMARY HEALTH CARE ......................................................................................................................... 15 

PRISONER HEALTH ................................................................................................................................. 16 

SOCIAL DETERMINANTS OF HEALTH ....................................................................................................... 17 

TOBACCO ............................................................................................................................................... 18 

²ha9bΩ{ I9![¢I ................................................................................................................................. 19 

 



PUBLIC HEALTH ASSOCIATION OF AUSTRALIA – KEY ELECTION PRIORITIES 

20 Napier Close Deakin ACT Australia, 2600 – PO Box 319 Curtin ACT Australia 2605                         5 

T (02) 6285 2373      F (02) 6282 5438      E phaa@phaa.net.au      W www.phaa.net.au 

ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH 

Background 
 
Nationally Aboriginal and Torres Strait Islander health outcomes remain much worse than for other 
Australians.  Life expectancy is 12 years less for an Indigenous man and 10 years less for an Indigenous 
woman than other Australians and infant mortality is 2.6 times the rate for all Australians.  Health 
expenditure per person is only 20% higher for Indigenous Australians despite this demonstrable greater 
health need (AIHW Australia’s Health 2010). 
 
There are some signs of slow improvement in Aboriginal and Torres Strait Islander health, but this has been 
less than the greater improvement seen in the total Australian population.  Importantly, the COAG reform 
agenda does not recognise health as a critical social determinant of developmental outcomes for the under-
5s. Children who are unhealthy and malnourished do not have capacity for a play-based learning stimulus for 
brain development.  To redress this imbalance, there should be an 'across-portfolio agenda and mandate' 
with a clearly articulated vision informed by meaningful community consultation and specific funding.  
 
Aboriginal and Torres Strait Islander health policy and health care must meet the needs of Aboriginal and 
Torres Strait Islander peoples in different contexts – 30% of Aboriginal and Torres Strait Islander people live 
in a major city, 20% in an inner regional town, 23% in outer regional areas, 9% in remote areas and 18% in 
very remote areas. 

Key Commitments Sought 

 Develop a National Aboriginal and Torres Strait Islander Social Determinants of Health Policy as a key 
strategy in closing the gap and overcoming Indigenous disadvantage. The policy needs to describe 
the social determinants, focus on social inclusion and support the provision of real opportunities in 
education, employment and health status, with funding tied to delivery of outcomes. 

 Develop a policy for the inclusion of Aboriginal health equity and self-determination in the mandate 
of Local Hospital Networks and Medicare Locals.  These reforms to increase the investment in 
culturally competent services by ensuring: 

o Aboriginal community controlled health, legal and welfare services are prioritised and 
adequately supported 

o Mainstream services better meet the needs of Aboriginal people 

 Greater investment in an holistic approach to mental health for Aboriginal and Torres Strait Islander 
people that supports prevention, treatment and opportunities to strengthen cultural identity, job 
readiness and social inclusion. 

 Develop a national strategic framework (the Framework) to address food access and security for 
Aboriginal and Torres Strait Islander people including in regional and urban communities. Such a 
framework should identify determinants, describe the burden of disease due to poor nutrition, 
determine the status of poor nutrition and support implementation of community driven programs. 

 Greater investment in early years in health and education as a public health issue: 

o The COAG reform agenda needs to account for children who remain unwell, underweight, 
undertreated (ear/eye infections, heart disease) and underrepresented in the early 
childhood education sector  

o The Framework needs to more clearly advocate for healthy outcomes and appropriate 
funding for all children as a basis upon which education follows 
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ALCOHOL 

Background 
 
The Australian Preventative Health Taskforce reported that the annual cost to the Australian community of 
alcohol related harm is around $15 billion, while the harm caused to people other than the drinker (e.g. child 
abuse and neglect, mental and physical health of family members) is yet to be quantified. In addition to 
health costs, costs related to alcohol can be seen across areas including productivity, motor vehicle crashes, 
insurance claims and all the burdens resulting from crime and law enforcement, and related social problems. 
Over 80,000 hospital admissions are caused each year by alcohol consumption. Alcohol accounts for at least 
a quarter of all emergency department presentations.  
 
In 2008-09 the Commonwealth government generated around $7 billion in revenue from alcohol and the 
2010-11 budget estimates predict revenues of nearly $8 billion (Budget Paper 1, Tables 8 & 9). Alcohol 
taxation is one of the most significant powers available to governments genuinely keen to address alcohol-
related harms, although there is strong industry resistance to this mechanism, as demonstrated by the 
opposition to the successful “alcopops” tax. As noted by the Henry Review and the National Preventative 
Health Taskforce, the current system of taxation is dysfunctional, and likely to contribute to risky levels of 
consumption and harms in some populations (e.g. young people, Indigenous communities), particularly in 
relation to the Wine Equalisation Tax, which contributes to low-quality, low-priced and high alcohol content 
wine-based beverages.  
 
The proportion of young Australian teenagers who are recent drinkers and who drink at levels which would 
place an adult at risk of harm is currently higher than at any time in over two decades. Almost 50% of recent 
teenage drinkers now prefer pre-mixed spirits to any other beverage. The liquor industry has been allowed 
to develop and adjudicate on its own limited advertising code which does not even attempt to cover major 
areas of children’s exposure to alcohol promotion, such as sports sponsorship. Alcoholic beverages are not 
required to display warnings about the consequences of alcohol consumption. The current nutritional 
requirements exempts alcoholic beverages from carrying a panel of nutritional information, unless a 
nutrition claim is made, although depending on the beverage even low levels of consumption may account 
for as much as 12% to 23% of an average male’s daily calorie requirement. 

Key Commitments Sought 
 

 Reform alcohol taxation and pricing arrangements to discourage harmful drinking.  

 Commit to a 10c levy on each standard drink to be earmarked for preventive programs, 
completely independent of liquor industry involvement and commit to a functional tax system 
based on alcohol content 

 Regulate alcohol promotions by replacing the current system of self-regulated alcohol promotion  
with a new independent expert committee, supported by legislation if required with the first goal of 
phasing out all alcohol promotions from times and placements which have high exposure to young 
people up to 25 years including: 

o Advertising during live sport broadcasts 
o High adolescent or child viewing times 
o Sponsorship of sporting or cultural events 

 Legislate national labelling requirements for all alcoholic beverages based on expert advice as to 
information and content likely to be most effective for adults and younger drinkers, and including 
information on nutritional content. 

 Commit to consistent and effective enforcement of liquor regulation across Australia. 
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CLIMATE CHANGE AND SUSTAINABLE POPULATION 

Background 
 
There is substantial evidence from the Intergovernmental Panel on Climate Change that the Earth’s climate 
is changing as a result of human activity.  It is now an environmental, economic and social imperative to 
immediately address climate change.  Climate changes are expected to have a range of adverse effects on 
human health.  Reductions to total greenhouse gas emissions and locally focused adaptation plans are a 
primary preventive health strategy.  
 
Climate changes are producing social and health impacts as well as the better-studied economic impacts.  
Direct health effects include heat-related mortality and morbidity death, injuries and dislocation as a result 
of extreme weather events.  Indirect health effects include changes to the range and seasonality of vector-
borne infectious diseases, food-borne infections, water-borne diseases, famine and malnutrition, damage to 
public health infrastructure from weather disasters and population displacement. 
 
Some sub-groups of the Australian population are particularly vulnerable - Indigenous Australians, people on 
low incomes and the elderly – and will be least able to adapt to changes.  The PHAA believes that this is a 
complex issue that requires Australian Governments to take immediate and collaborative actions to both 
ameliorate climatic change and help Australians adapt to climate change.   
 
Population stabilisation will be brought about not by coercive or punitive restrictions on fertility, ethnic 
discrimination or an end to immigration, but by changes to immigration and welfare policies that remove 
perverse incentives and support attitudinal change to engender a balance between personal choice and 
social and environmental responsibility 

Key Commitments Sought 
 
The collaborative development and funding, led by the Commonwealth but including State and Territory 
governments, of a comprehensive national climate change and health strategy that includes: 

 A price on carbon now (not in two years) to begin the process of reducing emissions and spurring 
deployment of existing renewable technologies. 

 Removal of subsidies to coal industry with funds transferred to drive deployment of existing 
renewable technologies. 

 Serious planning to implement the ClimateWorks Low Carbon Growth Plan which can help us move 
away from fossil fuel dependence rapidly. 

 Rapid implementation of the ‘soon to be released’ Murray Darling Basin Plan to protect fragile 
ecosystems and support moves to more sustainable agriculture and active ecosystem management. 

 Development of new climate change research funding processes so this research is no longer mired 
in paradigms that do not enable the innovative approach this new area of research needs. 

 Seek a sustainable population by taking the following actions: 

o Immediately commission an inquiry into Australia’s population policy options, including 
among its terms of reference quantitative evaluation of each of the areas of impact, and 
analysis of proposed policy changes 

o Increase international aid for voluntary family planning and reproductive health services, 
and for improving educational access for women 
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HEALTH IMPACT ASSESSMENT 

Background 
 
Social, economic and other policies, strategies and programs in both the public and private sectors are 
closely interrelated.  Proposed activities in one sector inevitably impact on the objectives and outcomes of 
other sectors. There is increasing recognition of the importance of this issue in relation to health. In 
recognition of this, specific legal and administrative rules, procedures and methods have been developed to 
assess the impacts on health of policies on a variety of issues (e.g. trade, employment, business regulation, 
environmental impacts and competition).   
 
Health Impact Assessment (HIA) is a tool for undertaking assessment of the health impacts of policies, 
programs, strategies and projects. HIA systematically identifies and examines the potential positive and 
negative health impacts of an activity on both direct and indirect health outcomes.  At a policy or program 
level HIA is akin to Strategic Environmental Assessment.  At a project level it is similar to Environmental 
Impact Assessment.  The emphasis in both cases is to assess the impact of the activity on the health of the 
population in short, medium and long term. 
 
Typically, 90-95% of national budgets and development assistance is spent on interventions outside the 
health sector.  Little regard is paid to the broad range of health impacts that may ensue. World Health 
Organization (WHO) supports the use of HIA as it provides a foundation for improved health and well-being 
of people likely to be affected by such proposed activities. PHAA seeks the introduction and mandatory use 
of Health Impact Assessments for all Cabinet Submissions. 

 

Key Commitments Sought 
 

 Implementation of a Health Impact Assessment process for all Cabinet Submissions. 

 Where potentially detrimental heath effects are identified and the activity proceeds, detailed HIAs 
to be undertaken as part of mandatory monitoring and evaluation of the activity. 

 Development and maintenance of a central, accessible warehouse of information on HIA, to serve as 
a tool for learning and to guide future planning that includes the assessments undertaken in both 
the planning and monitoring and evaluation components of any activities.  
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INJURY PREVENTION 

Background 
Injury prevention is a key priority for public health.  The most notable success in this area in Australia has 
been with regard to motor vehicles.  The PHAA believes that many of the lessons learnt from the 
interventions and campaigns around seat belts, speeding and alcohol related accidents can also have 
applicability in other areas where injury considerably increases the burden of disease. 
 
The PHAA has a number of injury prevention policies which illustrate the need for a comprehensive national 
approach.  These include: 

 Firearms Injuries 
o Gun ownership is a privilege not a right and should not compromise public safety.  Firearm 

injuries occur due to a combination of the availability of the firearm, opportunity to access, 
the motivation for use, and community attitude. It is only by addressing all aspects that 
there will be success in reducing firearms related injuries.  Ownership of firearms should be 
permitted only for those with a genuine reason to do so.  

 Fall Injury Prevention in Older People 

o A comprehensive approach to Falls Injury Prevention for Older People needs to be 
developed and implemented in context with existing (and future) government initiatives, 
including the National Falls Prevention for Older People Initiative, National Strategy for an 
Ageing Australia and state and local government initiatives.  

 Hot Water Temperature and Scald Burns 

o The majority of burns and scalds (males 95%; females 92%) refer to non-intentional (i.e. 
accidental) events, involving contact with hot water or other hot fluids, or with fire, burning 
objects, or hot objects.  The higher the water temperatures the greater the risk of producing 
a full thickness scald burn. Water at 65ºC produces a full thickness burn in less than a second 
of exposure, at 60ºC in around five seconds, and at 55ºC, in around thirty seconds. Action 
can be taken to regulate temperatures for use in domestic and personal circumstances. 

 Smoke Detectors in Residential Housing 

o Most deaths in residential fires occur at night, when the occupants are asleep and almost 
half of the deaths are as a result of smoke inhalation, not burns. Those who die from burns 
are often first incapacitated by smoke.  All homes should be fitted with smoke alarms to 
offer the early warning necessary to escape a fire alive.  

Key Commitments Sought 
 

 Recognition of Injury Prevention as a Health Priority supported by the Health Minister and relevant 
government agencies. 

 Inclusion of Injury Prevention in the Preventative Health Agency as a standalone key priority area. 

 Resources be allocated for the implementation of National Injury Prevention Plan. 

 Increased resources be allocated for the funding of injury prevention research in Australia. 

 Resources be allocated for a nationally coordinated injury and falls prevention program to be 
delivered across Australia. 

http://www.phaa.net.au/documents/policy/FirearmsInjuries.pdf
http://www.phaa.net.au/documents/policy/20081006revisedFallInjuryPreventioninOlderPeople.pdf
http://www.phaa.net.au/documents/policy/20081002revisedHOTWATERTEMPERATUREANDSCALDBURNS.pdf
http://www.phaa.net.au/documents/policy/20081002revisedSMOKEDETECTORSIN%20RESIDENTIALHOUSING.pdf
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INTERNATIONAL HEALTH 

Background 
The PHAA believes that to improve the health of our region Australia has a responsibility for development 
assistance, international aid and effectiveness in dealing with asylum seekers. Australia is a key in our region 
(i.e. South East Asia and the Pacific) as very few other governments provide aid programs.   

The Australian Government is involved in negotiations for a Trans Pacific Partnership Agreement (TPPA) with 
the US, Chile, Peru, Brunei, Singapore, New Zealand and Vietnam to develop a multilateral agreement based 
on the bilateral agreements the US has with five of these countries as well the Pacific Agreement on Closer 
Economic Relations (PACER Plus) . Progress toward ‘free’ trade has been very uneven with the developed 
countries maintaining high levels of protection with respect to agriculture while pressing developing 
countries to remove barriers to the import of manufactured goods. This has serious implications for the 
health and development of developing countries including small farmers’ livelihoods (jeopardised by 
agricultural protection and dumping) and industrial development (jeopardised by inflow of cheap 
manufactured products).  

Key Commitments Sought 

 Development Assistance:  

o Lead international development assistance in the region by maintaining consistency, 
reliability and increases in development assistance, and aiming towards 0.7% of GDP 
allocated to foreign aid. 

o Focus on aid effectiveness in all modes of development assistance through a rights and 
gender-based approach in programs on health, education, economic development, 
environment, and human rights. 

o Ensure that development assistance reaches the target population groups in low and 
medium income countries, employs local staff, respects local culture and environments, and 
is about knowledge transfer and empowerment.  

 Asylum Seekers:   

o Seek humane treatment and equitable social and health services for asylum seekers and 
refugees, regardless of country of origin or visa category, and aim for ethical research into 
their health and social needs.  

 Free Trade: the Trans Pacific Partnership Agreement negotiations: commit to the following 
provisions to protect public health: 

o No further changes to the Pharmaceutical Benefits Scheme; no investor-state disputes 
process which would give special rights to international corporations to sue governments for 
damages; retention of the Foreign Investment Review Board, and of its powers to review 
foreign investment in the public interest; no weakening of quarantine regulations; 
purchasing and industry policies that support local employment; strong labour clauses that 
require signatories to enforce the core International Labor Organisation’s (ILO) standards in 
the ILO Conventions, with trade penalties for noncompliance; and, strong environmental 
clauses that require signatories to meet all applicable international environmental standards 
including those contained within UN environmental agreements, with trade penalties for 
non compliance. 

 Free Trade:  Negotiation of the Pacific Agreement on Closer Economic Relations (PACER Plus): 

o  Commit to ensuring that the health and human rights of Pacific island people are protected 
in the PACER Plus agreement; and 

o Refrain from holding further negotiations on PACER Plus until the Forum Island Countries 
have had time to conduct national consultations, and until an agreed structure and 
resources are in place for trade negotiations. 



PUBLIC HEALTH ASSOCIATION OF AUSTRALIA – KEY ELECTION PRIORITIES 

20 Napier Close Deakin ACT Australia, 2600 – PO Box 319 Curtin ACT Australia 2605                         11 

T (02) 6285 2373      F (02) 6282 5438      E phaa@phaa.net.au      W www.phaa.net.au 

MENTAL HEALTH AND WELL-BEING 
 

Background 
 
Mental health is the foundation for the well-being and effective functioning of individuals and communities.   
The World Health Organisation (WHO) defines mental health as more than the absence of mental illness, but 
as a state of well-being in which the individual realises his or her own abilities, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her 
community.  
 
The burden of mental health problems has been highlighted in recent years but there is no room for 
complacency, with much to be done for mental health in Australia. Unlike many other public health 
priorities, mental health continues to languish as an individual’s problem rather than a population issue for 
which governments have a significant responsibility.   
 
The significant injection of funding as part of the Health and Hospitals Reform process must be used 
effectively if we are to obtain optimal mental health outcomes for all Australian.  It is critical that mental 
health is maintained as a national health priority and that the Commonwealth works with the States and 
Territories to develop comprehensive mental health planning and service delivery.   
 
The reform process will require comprehensive planning focused beyond acute treatment, with an 
endeavour to change community acceptance of mental health issues and to target those most in need of 
help.  The processes and the funding at both the national and state/territory levels must be transparent, 
monitored and evaluated.  Monitoring and evaluation criteria must be developed nationally with service 
providers, carers, those with mental illnesses and with communities. 

Key Commitments Sought 
 

 Adequate funding: Only 6.5% of the total health budget is spent on Mental Health whereas it 
represents around 12% of the burden of illness in Australia and this imbalance is getting worse.  
Increase funding for translational research and suicide prevention. 

 Funding model reform to better reflect chronicity and spectrum of mental health problems and 
desires of consumers, rather than trying to fit to medical services models with episodic funding.   

 Whole-of-government, interdepartmental participation, with funding to promote mental health 
and well-being, especially in education, employment, housing.  Integration of mental disorders into 
the chronic disease prevention agenda, given high co-morbidity for chronic diseases will also reduce 
the risk for some mental disorders, e.g. public health interventions for smoking, weight loss, 
increased physical activity. 

 Consumer focus: services’ reform approaches based on innovation and evidence of what works, 
especially with strong consumer focus, and leadership, concerned to maximize strengths rather than 
pathologise difference. 

 Equitable access to services across spectrum of mental health programs in promotion, prevention, 
treatment, rehabilitation and disability support.  Equitable access by age, location and ability to pay. 

 Drug and Alcohol comorbidity issues are a key aspect of mental health that must be incorporated in 
mental health priorities. 
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NUCLEAR INDUSTRY 

Background 
 
There are health risks from the nuclear chain (mining, processing, nuclear power, waste and weapons 
proliferation) particularly from mining, milling, nuclear power generation and reprocessing. 
 
The links all along the nuclear chain - between the nuclear power industry, waste production and nuclear 
weapons proliferation - are inextricable as is the inherent increase in risk of nuclear war or terrorism with 
each new nuclear activity. In an age of increasing globalisation and political tension, nuclear facilities provide 
a source of nuclear material for terrorists to use in weapons. The threat of nuclear weapons makes nuclear 
disarmament one of the highest priorities for protecting humanity, complex society and the environment.   
 
The consequence to the environment of the nuclear chain is increased radioactive contamination of the 
environment. There is still no definitive nuclear waste disposal system for nuclear materials. The risks of 
radioactive spillage and environmental contamination, however low, are inherent in transporting nuclear 
waste. 
 
The nuclear power industry is not able to mitigate global warming. As well as being too expensive and taking 
too long to develop, the total greenhouse footprint of nuclear power is equivalent to gas fired power 
generation. 
 
The Medical Association for Prevention of War has demonstrated that Australia does not need a nuclear 
reactor to have access to nuclear medicine. There has indeed been no nuclear reactor operating in Australia 
for some months. 
 

Key Commitments Sought 
 

 That the Government rule out the option of developing a nuclear power plant or nuclear power 
strategy as an answer or partial answer to Australia’s contribution to green house gases. 

 

 That the Government develop and implement a process for closing Australia’s nuclear mining and 
export industry.  

 

 That a set of principles upon which decisions around all nuclear issues can be made, including 
principles relating to the environment and health, be developed and widely debated in Australian 
communities. 
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OVERWEIGHT AND OBESITY 

Background 
 
Obesity is one of Australia’s most important public health issues. Obesity increases morbidity and mortality 
due to insulin resistance and type II diabetes, high blood pressure, dyslipidaemia, cardiovascular disease, 
stroke, sleep apnea, gallbladder disease, hyperuricemia and gout and osteoarthritis   It is also linked to 
cancer of the stomach, prostate, breast, uterus, cervix, ovary, oesophagus, colon, rectum, liver, gallbladder, 
pancreas, and kidney.   

The National Preventative Health Taskforce identified that “In only 15 years, from 1990 to 2005, the number 
of overweight and obese Australian adults increased by 2.8 million” and “if the trends continue, it is 
predicted that almost two thirds of the population will be overweight or obese in the next decade”.  The 
Taskforce also identified that a quarter of our children are also overweight or obese.  This is up from just 5% 
of our children in the 1960s.  Almost a third of children do not meet national guidelines for physical activity 
and only about a fifth meet dietary guidelines for vegetable intake. Even moderately obese people have a 
life expectancy between two and four years less than those with a healthy weight with some research 
indicating up to a seven year difference (National Preventative Health Taskforce Report June 2009). 

A comprehensive approach is vital. As with other public health issues, some of the interventions to reduce or 
control overweight and obesity may bring about only modest gains when implemented in isolation, but 
when implemented in combination and over a long period, they can bring about substantial benefits. 

Leadership by the Federal Government is needed to establish a National Food Policy which is a truly 
comprehensive, multi-sectoral, adequately funded, long-term program. The Preventative Health Taskforce 
has described how such a program should encompass: economic interventions, organisational interventions, 
policy interventions, and education programs in schools and the community.  

Key Commitments Sought 
 

 Implement and provide adequate funding for the recommendations of the Preventative Health Task 
Force Report: Australia: the Healthiest Country by 2020. 

 Provide commercially realistic levels of funding for public and community education programs run 
independently of any food industry involvement. This should be funded to the level of at least 
$100m p.a., which is modest compared with industry advertising and promotional expenditure. 

 Implement rigorous legislated controls to protect children from the advertising and promotion of 
nutritionally undesirable or “junk” foods (those with low nutrient density and high in fat, salt, sugar 
or energy), with a special focus on preventing any form of promotion of these foods to children. 

 Implement a tax/levy on selected nutritionally undesirable foods (such as sugary soft drinks), using 
the funds raised for preventive programs and to promote and subsidise nutritionally desirable foods 
for disadvantaged groups. 

 Improve labelling of foods with a “traffic lights” system so that nutrition / health information is clear, 
and impose effective controls over direct or indirect health claims for nutritionally undesirable 
foods.   

 Commit to appropriately resourced Health and Physical Education (HPE) in schools in the first phase 
of the new Australian Curriculum 
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ORAL HEALTH 
Background 
Australians have experienced a long and painful wait for a fair government policy on oral health and dental 
services. While dental problems and policy directions have been well diagnosed, the political journey toward 
oral health reform has been ignored, much to Australia’s discomfort and shame.  

Two separate worlds of dentistry exist. Readily accessible, high quality dental services for higher income 
Australians are supported by a billion dollars of federal spending annually via insurance rebates and 
uncapped programs for baby boomers with the resources to negotiate Medicare funding. All other middle 
and low income Australians, a majority of the population, face either affordability barriers for private 
dentistry or a scarcity of resources for public dentistry barely maintained by state and territory governments. 
The consequence is poor oral health.  

This is an unfair and unjust situation. Policy directions have been proposed, the boldest of which is a 
universal social insurance scheme for dental services. While its costs and community or professional support 
might be debated, what seems irrefutable is, firstly, the need to decide on clear long-term directions for 
reform; and secondly, to make an immediate start on their incremental implementation.  

The PHAA proposes a 5 point plan to immediately address the dental needs of the most disadvantaged 
Australians in a way that is compatible with the comprehensive policy development and detailed long term 
implementation planning required for improving oral health and providing equitable dental care for all. 

Key Commitments Sought 

 Re-vitalise Oral Health through national leadership, with the Commonwealth setting policy and 
acting collaboratively with the States and Territories to implement it. The Commonwealth should 
appoint a Chief Dental Officer responsible for the development and monitoring of a detailed national 
oral health implementation plan.  

 Expand prevention: Implement population oral health promotion activities as proposed by the 
National Health and Hospitals Reform Commission (NHHRC), linked to the National Preventive 
Health Strategy, primarily targeting groups at high risk of oral and dental diseases. 

 Increase Equity of Access:  

o Reform the Medicare Chronic Disease Dental program through tight definitions on chronic 
conditions, means-testing eligibility and limiting the scope of services.  

o Provide greater access to timely and preventively focussed oral health care for those 
Australians most in need through the re-introduction of the Commonwealth Dental Health 
Program.  

o Agree with the States/Territories to expand universal routine care for children and young 
adults with funding that follows the client (absorbing the Teen Dental Program). 

 Improve Workforce: 

o Phase in a dental residency (foundation) year as policy, infrastructure and professional 
mentoring and support develop - creating a new and innovative community dental service 
program.  

o Introduce regional, rural and remote incentives to correct the maldistribution of the 
workforce.  
 

 Strengthen research, monitoring and evaluation: Fairer dental services and improved oral health 
require well informed actions, ongoing monitoring and continuing quality improvement based on 
timely, quality information.  
 

These are fiscally responsible actions that invest in future oral health gains while improving the fairness of 
public subsidies for the dental services most required now. 
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PRIMARY HEALTH CARE 

Background 
 
Universal access to primary health care based on need and not on the ability to pay, is a fundamental human 
right.  This includes such fundamentals as clean water, adequate nutrition, sanitation, satisfying 
employment, adequate housing, safety and social support, and access to appropriate primary health care.  
The importance of community health and a multidisciplinary comprehensive approach to primary health 
care is fundamental to improving health outcomes for Australians and must be taken into account in the 
establishment of any primary health care organisation and particularly with regard to the proposed 
Medicare Locals.  An effective primary health service will include a multidisciplinary range of services and 
programs that is well beyond the current emphasis on the role of GPs.  Such services will be accessible, 
equitable, culturally respectful, safe, effective and efficient.  The approach will include prevention and health 
promotion processes and services which empower the population to prevent risk behaviours and better self-
manage chronic conditions.  It will also ensure local participation of the community in the planning, 
organisation, and operation of primary health care services and have strategies to address the health needs 
of individuals and communities by improving their health literacy and will include evidence-based services 
and programs delivered by qualified practitioners.  
 
Universal access to primary health care contributes to improving the health of disadvantaged and vulnerable 
groups and is an essential responsibility of governments.   
 
Maintaining good health is both an individual and collective responsibility.  Investment in primary health 
care promotes social justice and equity that protects and enhances the public’s health. A healthy well-
informed population also contributes to social and economic development.  This is why the social, cultural, 
political, legislative/regulatory, economic and physical context, and the characteristics of particular 
populations plus the population’s ability to participate are key elements in improving health. With respect to 
chronic disease care, we need a range of health care professionals who are well resourced to provide 
preventative care, ongoing care and are able to increase community health literacy so that appropriate self-
management occurs by people living with chronic disease. 
 

Key Commitments Sought 

 
 A reorientation of our health care services to ensure Medicare Locals or other forms of Primary Care 

Organisations (PCO) are focussed as much on wellness as sickness. 

 Such PCOs must be designed to provide a multidisciplinary, comprehensive approach to primary 
health care as fundamental to improving health outcomes. 

 The PCOs must provide care that is coordinated but not homogenous. Local solutions need to be 
truly local and flexible.  

 What is now considered “community health” ought to be carefully integrated into the primary 
health care and community “wellness” models rather than allowing them to become merely an 
extension of the acute sector that is dominated by GPs. 

 Chronic care must be supported by appropriately funded health care professionals with a 
multidisciplinary approach including health literacy and self-management support. 
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PRISONER HEALTH 

Background 
 

The high correlation between the use of alcohol and other drugs, violence, crime and incarceration is a 
public health issue of national significance.  It is important to understand that 60% of Australia’s inmates are 
convicted of illicit drug, or alcohol-related crimes.  Changes in sentencing policies have been responsible, in 
part, for imposing custodial sentences on the most vulnerable and disadvantaged people in Australia. 

Deprivation of liberty is the punishment of the courts.  Prisoners are still entitled to the same health care as 
non-prisoners.  The United Nations 1990 General Assembly Resolution on the Basic Principles for the 
Treatment of Prisoners (Article 9) states: “Prisoners shall have access to the health services available in the 
country without discrimination on the grounds of their legal situation” and the World Health Organization 
(WHO) has stated “All prisoners have the right to receive health care, including preventive measures, 
equivalent to that available in the community without discrimination” (WHO 1993).  

There is a pressing need for greater action and priority from the Commonwealth Government to prevent 
over-representation of Aboriginal and Torres Strait Islanders in custody across all jurisdictions. This situation 
is even more extreme in institutions of juvenile detention. It has resulted in an increasing prevalence and 
incidence of communicable diseases in the prison setting and the associated risk of transmission to the 
prisoner population and general community.  Some key health concerns relating to prisons include: 

 The increasing rate of female incarceration in Australia  

 The increasing prevalence of prisoners with mental illness  

 The unacceptable rate of post-release mortality of Australian prisoners  

 The lack of post release services for prisoners  

 Current policies related to incarceration impact unequally and unfairly on the children, extended 
families and communities, closest to prisoners. 

One response to the problem of increasing incarceration and health issues arising from prisons is Justice 
Reinvestment.   This is both a methodology and a public policy response with its primary premise that a large 
proportion of offenders come from a relatively small number of disadvantaged communities.  Demographic 
mapping and cost analysis in the United States has identified ‘million dollar blocks’.  The Justice 
Reinvestment argument is that because of this concentration of offenders, there should be a commensurate 
concentration of services and programs to prevent offending in these communities. The second assumption 
of justice reinvestment is that imprisonment cannot be considered a success because it does not make good 
financial sense and does not prevent re-offending.  Although social concerns are a key element, the 
imperative for justice reinvestment in the US, therefore, has been economic. 

Key Commitments Sought 
 

 Access to Medicare and the Pharmaceutical Benefits Scheme (PBS) for prisoners who are entitled to 
the same health care as other Australians. 

 Embrace the concept of Justice Reinvestment as a concept for reducing Indigenous incarceration. 

 Increased funding for diversion programs for substance use problems. 

 Funding for research into the development of diversion programs and treatment for those with 
alcohol problems who come into contact with the criminal justice system.  

 Enhanced policy and funding commitment for transition to community programs for those exiting 
criminal justice facilities. 
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SOCIAL DETERMINANTS OF HEALTH 

Background 
 
There is now a significant body of evidence about the direct impacts of the social determinants of health 
(SDH) on individuals, communities and populations. SDH are the strongest predictors of people’s health, 
structuring our opportunities in life and lifestyle choices. Taking account of social conditions that underlie 
health and how they translate into health impacts is critical for overcoming the deep divide between ‘haves’ 
and ‘have-nots’ and the social unrest that arises from such disparities.  

The SDH about which we have the strongest evidence for action are the early years of life, education, 
employment and working conditions, unemployment, gender, health services, housing, income security, 
income distribution, incarceration and the social gradient, social support and social exclusion. These factors 
have specific and significant effects on health, underpinning behavioural risks such as smoking and 
substance use. Based on their social position, individuals experience differential exposure and vulnerability 
to health-compromising factors that arise from social and economic conditions. People closer to the bottom 
of the socio-economic scale more frequently engage in health-damaging behaviours and less frequently in 
heath promoting behaviours than do the more privileged. 

Sir Michael Marmot in his report for the World Health Organization (WHO) and more recently with the 
Whitehall Study has identified the linear relationship between socio-economic disadvantage and health.  Put 
simply, the wealthier an individual the healthier he or she is likely to be.  Many countries including the 
United Kingdom, Norway, Sweden, Finland and Canada have set benchmarks for tackling the social 
determinants of health through serious, pragmatic policies and interventions designed to increase social 
equity and reduce health inequality gaps through action on the social determinants of health.   

Key Commitments Sought 
 

 Decrease social stratification by raising minimum wages, the aged pension, welfare benefits and 
family support measures so that they are sufficient for people to be housed, clothed, fed and 
educated, using indicators of poverty, child poverty, homelessness and educational participation to 
measure progress. 

 Decrease the specific exposure to health-damaging factors suffered by disadvantaged communities 
by targeting programs to low-income groups and communities using indicators of improvements to 
built, social, cultural and physical environments.  

 Take action on health inequalities by increasing access to bulk-billing, strengthening the reach of 
public health programs including screening and health education, prevention, early intervention and 
community-based care, to prevent further socio-economic degradation among disadvantaged 
people especially those with chronic conditions. 

 Minimise the impacts of poverty on the criminal justice system (and vice versa). 

 Develop crosscutting initiatives to tackle inequalities through joined-up government approaches to 
policy, particularly strengthening education; focus on developing the economy to become more 
equitable and sustainable for social equality and increasing opportunities for all rather than just 
growing the economy for the sake of growth. 

 Commit to pursue the recommendations of the WHO Commission on the Social Determinants of 
Health.  
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TOBACCO 

Background 
 
Australia is a global leader in tobacco control – nationally, in the states and territories, and through the work 
of non-government organisations and researchers. As the National Preventative Health Taskforce has 
identified, “we have the opportunity to show the way to the rest of the world in terms of what can be 
achieved through a comprehensive, coordinated, evidence-based, long-term strategy that is conscious of the 
needs of the entire community”. 

Recent developments in Australia have given a very welcome impetus to the campaign on smoking – a 25% 
increase in excise duty on tobacco, a commitment to introducing “plain packaging” for tobacco products, 
significantly increased funding for both national media campaigns and a major Indigenous tobacco program, 
as well as action around the nation via state and territory governments. These measures place Australia in 
the forefront of international action to reduce smoking. 

It is vital to ensure that this momentum is maintained. Cigarettes cause the deaths of one in two regular 
smokers, half of them in middle age when children and grandchildren depend on them and they are in the 
most productive years of their working lives. Since the dangers of smoking were first clearly identified, in 
1950, nearly one million Australians have died from smoking, and over 14,000 Australians die each year 
because they smoked. Smoking is responsible for 12% of the total burden of disease and 20% of deaths in 
Indigenous Australians. The dangers of passive smoking to adults and children are now also well recognised 
as major cause for concern.  

The main opposition to action on smoking comes from the international tobacco industry. The tobacco 
industry in Australia is entirely controlled by companies based overseas (British American Tobacco, Philip 
Morris and Imperial Tobacco). The tobacco companies have a long history of opposing and undermining 
action on smoking at all levels of government. While cigarette smoke contains some 4000 toxic components, 
there is no requirement for tobacco companies to make a list of all product ingredients available to smokers 
or the public. 

The Preventative Health Taskforce, the World Health Organisation and other authoritative health and 
medical organisations have all recommended a comprehensive approach to reduce smoking. This should 
include a combination of legislative, educational and restrictive measures, with support for smokers who 
wish to quit.  Public opinion surveys consistently show very high levels of support for all such measures, from 
controls on tobacco company activity to protection from passive smoking. 

Key Commitments Sought 
 

 Preventative Health Taskforce: Implement and appropriately fund the recommendations of the 
Taskforce.  This includes in the first instance by 2013 implement interventions such as: 

o Making tobacco products significantly more expensive to $20 per pack (at 2008 levels) 
within three years 

o Increasing the frequency, reach and intensity of social marketing campaigns 
o End all remaining forms of tobacco advertising and promotion 
o Eliminate exposure to second hand smoke in public places 
o Regulate manufacture, packaging and supply of tobacco products – with a strong 

commitment to support the plain packaging initiative 
o Support and encourage all smokers to quit 
o Partner with Indigenous groups to boost efforts amongst Indigenous Australians and other 

disadvantaged groups 
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Background 

 
The PHAA understands that gender is a significant component when describing patterns of morbidity and 
mortality; life expectancy; quality of life; access to health care and health promotion resources; and 
expectations of physical, mental and emotional wellbeing.  
 
Gender is more than biologically determined sex difference, and also refers to the inherently relational 
practices that constitute individuals as men and women; organise the distribution of power and resources 
among men and women; and generate the physical and behavioural expressions of masculinity and 
femininity.  Gender forms the basis of power and inequality in the organisation of relations between and 
among men and women. 

Opportunities for health and vulnerability to illness are shaped by the gendered material and social realities 
of everyday life.  The complex relationship between gender and health exceeds the limiting definitions of 
biologically sex-specific health conditions, and is only partially represented by quantitative sex-based 
difference in health status.  

Key Commitments Sought 

 The establishment of a National Framework for Sexual and Reproductive Health.   

o The Framework to include such issues as: contraception and hormone replacement therapy 
(HRT) on the Pharmaceutical Benefits Scheme (PBS); availability of RU486; legalisation of 
termination services; access to sexual health services for rural women; pregnancy and 
childbirth issues including antenatal education encompassing nutrition, smoking cessation 
and alcohol; reducing caesarean sections (promoting natural birth); human papillomavirus 
(HPV) vaccination for men; birthing choices, including private insurance for midwives and 
well women midwifery; postnatal care; and, the funding of a surveillance system for HPV. 

 Development of a National Policy for Health Services for Women 

o The Women's Health Policy to provide funded women's health services and implementation 
plan to include primary health care and women's health services that are funded and 
publicly affordable with a particular focus on Indigenous, refugee, immigrant, disability and 
aged care sectors.  These services to include: women's ehealth services; prevention and 
holistic services; more women providers, including nurse led and GP services; universal 
dental care; well-funded health and health promotion and disability services; and services 
for women with chronic Hepatitis B. 

 Addressing violence against women 

o With a particular emphasis on prevention; e.g. education in schools; integrated approaches; 
emergency department responses; and non-professional mentors. 

 Ensuring gender perspectives in health 

o This includes equal pay/economic wellbeing; affirmative action; gender inclusive policies 
across government; gendered analyses across all government departments and agencies. 

  Addressing mental health of women 

o Particulars to be addressed include specific funding of areas such as prevention, early 
intervention in ante and postpartum; health/depression/trauma services and reduction of 
bullying and harassment in workplaces. 


