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Introduction

Aboriginal and Torres Strait Islander peoples represent a minority
population in Australia, comprising approximately 2.5% of the total
Australian population in 2011. [1] There are a number of challenges
faced by Aboriginal and Torres Strait Islander peoples, due to social,
economic and health differentials as a consequence of the history
of marginalisation. [3] Despite improvement in detection and
management of chronic disease, Aboriginal and Torres Strait Islander
peoples continue to have higher incidences of chronic diseases such as
cardiovascular disease and diabetes mellitus. [2,4]

A contributing factor to this gap in health statistics is a low rate of
adherence to medication amongst Aboriginal and Torres Strait Islander
peoples. [5] While this problem is not unique to this population, there
is global evidence that the rates of adherence to medication are lower
amongst marginalised groups. [6] In order to help reduce the burden
of disease amongst this group, it is important to explore some reasons
for non-adherence that are unique to Aboriginal and Torres Strait
Islander peoples. In particular, this article will focus on the impact
of cultural insensitivity and problems with access to healthcare and
medications amongst this population. It will suggest how adherence
can be improved through improving cultural sensitivity and access
to healthcare, in order to reduce the gap in health statistics between
Aboriginal and Torres Strait Islander peoples and non-Aboriginal and
Torres Strait Islander peoples.

Impact of non-adherence

The World Health Organisation (WHO) estimates that, in developed
countries, 50% of patients fail to comply with advice given by medical
practitioners, including both medication and lifestyle advice. [6] Non-
adherence with medication is a complex problem that is multi-factorial,
and can contribute both to the failure of treatment [5] and increased
costs to the healthcare system. [7] Often, this lack of adherence is
intentional due to side effects, perceived drug effectiveness, and cost.
[8] The implications of these barriers to adherence for Aboriginal and
Torres Strait Islander peoples will be discussed below, with an emphasis
on cultural barriers preventing adherence. [9]

Chronic diseases require adherence to medications and lifestyle
modifications, in order to slow disease progression and prevent
complications. [10] Therefore, non-adherence to either form of
treatment can contribute to the perpetuation of this gap in health
statistics. For example, in general, Aboriginal and Torres Strait Islander
peoples have higher rates of cardiovascular disease than non-
Aboriginal and Torres Strait Islander peoples. [3] Given that medication
and lifestyle modifications reduce risk factors of cardiovascular disease
and improve mortality, failure to comply with these treatments can
result in exacerbation of disease rates. [3] Similarly, diabetes mellitus
is a condition that is more prevalent amongst the Aboriginal and
Torres Strait Islander population, and its morbidity and mortality are
also disproportionately higher amongst this population. [10] Poorly
controlled diabetes mellitus, through lack of adequate pharmacological
management, can have serious vascular complications. This
perpetuation of health inequality would in turn have a negative impact
on national health expenditure, leading to increased costs to the
health system. [9]

Surabhi is a graduate-entry medical student with a strong interest in global health issues. She
is particularly interested in global health inequities, including issues surrounding Aboriginal and
Torres Strait Islander health, refugee health, and health and human rights. In her spare time, she
enjoys travelling and practising her French and Spanish language skills.

Barriers to adherence

According to the WHO, there are five dimensions that can impair a
patient’s adherence with medication. [6] These are the healthcare
team or system, socioeconomic factors, the nature of the therapy, the
patient and the medical condition. [6] The first four dimensions are
especially relevant to Aboriginal and Torres Strait Islander peoples in
both rural and urban settings, and will be discussed below.

Socioeconomic factors

First, as stated by the WHO, socioeconomic factors play an important
role in the low rates of adherence amongst Aboriginal and Torres
Strait Islander peoples. Aboriginal and Torres Strait Islander peoples
have a lower income status than non-Aboriginal and Torres Strait
Islander peoples, and also have a higher unemployment rate. [11]
This may therefore affect adherence to long-term, expensive medical
treatment. Geographic location has previously been a barrier to
accessing medications for some Aboriginal and Torres Strait Islander
communities [3] and is within the WHO's healthcare system dimension.
However, the Australian Government has, in recent years, initiated
national programs and legislated to improve access to prescription
medications for Aboriginal and Torres Strait Islander peoples. This will
be discussed below.

Cultural insensitivity

Of the Aboriginal and Torres Strait Islander peoples who do live in urban
centres, many report cultural insensitivity as being the main barrier to
receiving care from services that do not specialise in Aboriginal and
Torres Strait Islander health. [12] This in turn can influence medication
uptake and adherence. In particular, the non-Aboriginal and Torres
Strait Islander healthcare system can be seen as unwelcoming. [11] This
is a barrier under WHO'’s healthcare team dimension. For example, one
Aboriginal and Torres Strait Islander patient was unhappy because he
was told to go to an Aboriginal and Torres Strait Islander health service,
when he presented to a service that does not specialise in Aboriginal
and Torres Strait Islander health. [12] This attitude often fosters a poor
relationship between the clinician and the individual. [11]

Miscommunication between health practitioner and patient
contributes to a lack of adherence to medications. For example, the
services outside the Aboriginal and Torres Strait Islander system often
do not provide enough support for people who only speak traditional
languages within communities. [5] Cass et al. (2002) demonstrated
that communication by healthcare service providers to Aboriginal
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and Torres Strait Islander peoples who preferred to communicate in
languages other than English was often poor. [13]

Other causes of miscommunication were the health practitioner
failing to share control in the consultation with the patient, failing
to overcoming language barriers by not using interpreters, and using
too much biomedical language during the consultation. [13] When
the patient does not feel involved in decision-making, he or she
is less motivated to adhere to treatment advice. [5] Furthermore,
miscommunication is often unrecognised by the health practitioner,
meaning that concepts are never clarified. [13] While most
Aboriginal and Torres Strait Islander peoples are fluent in English,
such miscommunication can have a negative impact on adherence
to treatment for many people, leading in turn to adverse health
outcomes. [13]

Furthermore, services that do not specialise in Aboriginal and Torres
Strait Islander health sometimes do not accommodate Aboriginal and
Torres Strait Islander cultural practices, which may hinder medication
adherence. In some Aboriginal and Torres Strait Islander communities,
traditional healers can be the first point of call for health problems.
[14] Only when the traditional healers are unable to provide a solution
does an individual from such a community approach the Western
health system. [14] As a consequence, Aboriginal and Torres Strait
Islander peoples may be less likely to comply with prescriptions due to
unfamiliarity with Western medicine. [13] Furthermore, the concept
of prophylactic medication does not exist in some Aboriginal and
Torres Strait Islander cultures, so some community members may be
reluctant to take medications that are not for the treatment of acute
conditions. [15]

The family plays an important role in many Aboriginal and Torres Strait
Islander people’s health. [5] Therefore, the family itself can act as a
barrier to medication adherence in a number of ways. [5] First, there
can be a culture of sharing medications in some communities. [5] This
can result in under-treatment of the person who was prescribed the
medication. Secondly, some families can influence a person’s decision
to adhere to medication, by failing to support the person to adhere to
medication, or by encouraging the notion that medication adherence
is not cultural.[5] Therefore, educating the community and seeking
familial support is important to improve adherence rates to therapies
amongst some Aboriginal and Torres Strait Islander peoples. [5]

Healthcare practitioners’ role

There are a number of issues with adherence due to healthcare
practitioner behaviours. First, due to cultural differences, a lack
of flexibility when prescribing medication has been identified as
contributing to non-adherence amongst some groups. [12] For
example, health service providers are not always using long-acting
medication preparations where possible, nor appropriate combination
medications, to reduce the number of tablets that the patient has to
take. [15] This falls under the WHO dimension of the nature of the
therapy, and is something that health service providers should be
aware of when engaging in culturally sensitive medical practice.

Similarly, medical practitioners themselves can be non-adherent
to clinical practice guidelines when providing treatment to some
Aboriginal and Torres Strait Islander peoples. [16] The study by
Flirthauer et al. (2013) showed that medical practitioners may
deliberately deviate from a clinical guideline for a particular patient,
if they feel that the patient may not adhere to the treatment in the
long-term, due to cultural practices or socioeconomic background.
[16] This comes under the WHO healthcare team dimension, and is an
important cause of non-adherence that needs to be examined closely
in the Australian context.

The WHO states that patients should be supported, not blamed, for a
lack of adherence. [6] Therefore, practitioners should take an active
role to ensure that the healthcare environment supports adherence to
medication. [6] For example, practitioners should work with patients to

create a therapy regime that fits the patient’s lifestyle. [6] It has been
shown that a shift in attitude amongst healthcare practitioners to a
more empathetic, collaborative approach with their patients achieves
better adherence rates. [6] This includes the practitioner taking the
socio-demographic characteristics of the patient into account. [6]

History of marginalisation

In addition, some Aboriginal and Torres Strait Islander peoples feel that
health services should recognise the history surrounding racism and
discrimination against Aboriginal and Torres Strait Islander peoples,
in order to facilitate trust and improve service uptake. [12] This issue
is within WHQ'’s patient-specific dimension, and may eliminate any
feelings of ‘cultural shame’ for accessing Western medication due to
the history of marginalisation of Aboriginal and Torres Strait Islander
peoples. [3] This indicates that more research needs to be undertaken
on the psychological impact of marginalisation on Aboriginal and
Torres Strait Islander and its link to non-adherence.

Minimising non-adherence

There are a two main ways to improve adherence rates amongst
Aboriginal and Torres Strait Islander peoples. One is by improving
cultural sensitivity amongst health service providers to provide
appropriate services to Aboriginal and Torres Strait Islander peoples,
and welcome them to services outside the Aboriginal and Torres Strait
Islander system. The other way is by subsidising medications so that
Aboriginal and Torres Strait Islander peoples can have better access to
treatments.

Improving cultural sensitivity

In order to minimise non-adherence, it is imperative that the health
system be more culturally sensitive towards Aboriginal and Torres
Strait Islander peoples. [3] Service providers outside the Aboriginal
and Torres Strait Islander health system need to be trained in the
cultural values and healthcare beliefs of Aboriginal and Torres
Strait Islander communities, in order to provide culturally sensitive
advice and treatment. [3] Service providers should also be trained
in communicating concepts to non-English speaking patients. [4]
This involves the use of interpreters, which has been found to be
beneficial in improving communication between Aboriginal and Torres
Strait Islander peoples and health practitioners. [4] If required, these
individuals can also be educated about medications through the use of
pictures and anatomical models. [14] Similarly, medical practitioners
should be encouraged to adhere to clinical guidelines when prescribing
medications and to treat this group as they would any other group of
patients. [16]

Another way of creating a culturally sensitive environment in
healthcare centres is to better engage Aboriginal and Torres Strait
Islander peoples in this process. [5] While interpreter services clearly
fulfil this objective, [3] their role can be supplemented with other
culturally sensitive practices. For example, Aboriginal and Torres Strait
Islander peoples may feel more welcome if they see members of their
communities in brochures. [5] It has been suggested that pharmacies
displaying Aboriginal and Torres Strait Islander paintings and employing
more Aboriginal and Torres Strait Islander staff will make Aboriginal
and Torres Strait Islander peoples more likely to seek information and
participate in screening programs. [5]

Increased engagement of Aboriginal and Torres Strait Islander
peoples with health workers can be achieved by employing more
Aboriginal and Torres Strait Islander Health Workers (AHWs), who
have often lived in the region where they work. [17] AHWs act in a
variety of capacities to better liaise with Aboriginal and Torres Strait
Islander peoples in healthcare settings and facilitate a more positive
experience. [5] They undertake clinical work, such as providing health
checks and administering vaccinations, or conduct research and
implement community development projects. [17] One study found
that AHWs, together with pharmacists, have the potential to improve
adherence with appropriate funding and education. [5] However more



research needs to be undertaken to further evaluate the role of AHWs,
specifically in reducing non-adherence.

A difficulty, however, in building culturally-sensitive practices, is that
there are many Aboriginal and Torres Strait Islander cultures in Australia,
not simply one unified culture. Therefore, a strategy that works for one
group may not necessarily work for another. [5] Aboriginal and Torres
Strait Islander peoples should therefore be involved in the formulation
of policy strategies with health services to increase adherence. [3]

Subsidising medications

It is also necessary to consider the fiscal situation of individuals in
Aboriginal and Torres Strait Islander communities. Aboriginal and Torres
Strait Islander peoples have a lower median weekly household income
than non-Aboriginal and Torres Strait Islander peoples. [1] Therefore,
access to subsidised medication may be a way to improve adherence to
medication. There are a number of initiatives funded by the Australian
Government to try to improve adherence to medications.

As part of the Australian National Medicines Policy, a Quality of Use
of Medicines (QUM) strategy was introduced in Australia in 1992. [18]
This strategy included evaluating and improving Aboriginal and Torres
Strait Islander health in remote areas through a number of ways,
including the development of guidelines for culturally appropriate
pharmaceutical services and evaluating medication use. [18] On the
whole, it appears that the program achieved a number of its objectives,
including improving Aboriginal and Torres Strait Islander health. [19] It
was intended to complement a legislative change made around the
same time to the National Health Act 1953.

This legislative change was made by the Australian Government to
improve Aboriginal and Torres Strait Islander peoples’ access to the
Pharmaceutical Benefits Scheme (PBS). Section 100 of the National
Health Act 1953 gives the Minister for Health the power to make special
arrangements for the supply of pharmaceutical benefits to people
who are living in isolated areas, are receiving treatment for which
pharmaceutical benefits are inadequate, or for whom pharmaceutical
benefits can be more conveniently supplied. [20] If the Minister
exercises this power, pharmacies can supply remote Aboriginal and
Torres Strait Islander primary healthcare services with PBS-listed drugs
in bulk, and Aboriginal and Torres Strait Islander patients can access
prescription medication free of charge. [20]

The impact of this scheme on access to medications for Aboriginal and
Torres Strait Islander peoples in remote areas has been evaluated. [21]
It has been found that access to subsidised medications has significantly
improved due to the S100. [21] However, it has been recommended that
non-PBS medications commonly used by Aboriginal and Torres Strait
Islander peoples should be included under S100, in order to further
improve access. [21] In addition, there are limitations for people who
live just outside the geographic boundaries and are not able to access
the medications. [21] Therefore, it has been recommended that the
section’s scope be broadened. [21]

More recently, the Australian Government Department of Health
and Ageing began funding the Quality Use of Medicines Maximised
for Aboriginal and Torres Strait Islander People Program (QUMAX) in
2008. [22] The aim of this program is to improve adherence with, and
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In 2011, the Australian Government undertook an evaluation of the
QUMAX and found that there was a 14% increase in PBS utilisation
by Aboriginal and Torres Strait Islander peoples, especially for
anti-hypertensive, lipid-lowering and asthma medications. [23]
Furthermore, there was an 18% increase in utilisation among patients
who were not entitled to concessional medications. [23] Some health
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Conclusion

Non-adherence with medication is a significant problem. It leads to
negative health outcomes for the individual, and can result in the
public health system incurring high costs. Given that the rates of non-
adherence and chronic disease are greater amongst the Aboriginal
and Torres Strait Islander population, specific measures need to
be taken in order to minimise non-adherence. Healthcare workers
should be trained to be more culturally sensitive and to provide
clear, unambiguous treatment advice. They should also take care
when prescribing medications to provide treatments with the lowest
number of tablets appropriate. Healthcare services should be made
more welcoming to Aboriginal and Torres Strait Islander peoples by
including Aboriginal and Torres Strait Islander artwork, employing
more Aboriginal and Torres Strait Islander staff, and involving Aboriginal
and Torres Strait Islander communities in the policy-making process.
Policy-makers need to be aware that there are many distinct Aboriginal
and Torres Strait Islander cultures, not just a single homogenous one.
Finally, medications should continue to be subsidised to Aboriginal and
Torres Strait Islander peoples, to ensure that those most vulnerable to
chronicillness are able to access treatment.
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