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Policy context and narrative leading to the Australian Indigenous Burden of Disease Study  

Jessica McGowan 

 

(SLIDE 6) Burden of Disease studies have been conducted in numerous settings, both globally and nationally, 

since the early 1990’s. Two national studies have been undertaken in Australia over this period, one in 1998 

and one in 2003, however neither of these estimated the burden of disease specifically for Indigenous 

Australians.  

 

In 2003 discussions were held between the Department of Health and Ageing Office for Aboriginal and 

Torres Strait Islander Health, and the University of Queensland to develop, in parallel to the national BoD 

study being undertaken, a separate estimation of the burden of disease in Indigenous Australians. This was 

commissioned in 2004, and took advantage of the well established and internationally recognised team 

working at the UQ. 

 

We’re currently working on an NHMRC-funded project, which examines the uptake of evidence to policy, 

using the IBoD study as the core case study. The paper I’m presenting on now is one part of that bigger 

study, and focuses on the lead up to the commissioning of the IBoD study, looking at the context and 

expectations of the study.  

 

(SLIDE 7) We had 4 questions or objectives we wanted to address: 

1. What were the contextual factors that led to the commissioning of the IBOD study? 

2. What were the expectations of different stakeholders in relation to the IBOD study? 

3. What is known about the commissioning of BoD research within population sub-groups, notably 

Indigenous populations? 

4. What can be learned from this case study about commissioned research within policy settings? 

 

(SLIDE 8) The methods we undertook to investigate this aspect of the study included a systematic review of 

the literature and key informant interviews. The systematic review, which is still underway, seeks to identify 

all literature focussed on BoD studies in Australia, with a particular focus on the IBoD, and assesses how and 

in what ways data have been used and/or taken up in policy and/or practice. We also interviewed 37 key 

informants, chosen for their familiarity or connection with the study – either through the Steering 

Committee, Technical Advisory Panel, relevant agencies such as AIHW & OATSIH, and researchers working in 

the Indigenous health field.  They included both Indigenous and non-Indigenous informants - researchers, 

policy-makers and statisticians. The key informant interviews focussed primarily on the relationship between 
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the IBoD study, and subsequent policy and practice (which is actually the focus of another paper currently in 

preparation). Aspects of the commissioning process were also canvassed and are presented here.  

 

(SLIDE 9) Findings show that the Indigenous health context, in the lead-up to the commissioning of the 

study, predictably included concern regarding longstanding Indigenous disadvantage, shown through high 

mortality and morbidity differentials, lower life expectancy than non-Indigenous Australians, and the lack of 

an adequate evidence base upon which to determine priorities for interventions.   

 

(SLIDE 10) It was within this context that the IBoD study was commissioned in 2004. An agreement was 

drafted between the Department of Health & Ageing and the UQ, and a timeline was agreed for the study to 

be undertaken and completed. Two groups were established – a steering committee and a technical advisory 

panel, comprising representatives from the National Aboriginal Community Controlled Health Organisation, 

the ABS, the Office for Aboriginal and Torres Strait Islander Health, and the UQ, to name just a few.  

 

Following our key informant interviews and initial analysis, and in keeping with the literature, we had 

anticipated there would be differing expectations of stakeholders, influenced by their respective institutional 

bases, their views of the value of commissioned research to policy decision-making, and their own role in 

relation to addressing Indigenous disadvantage.  

 

(SLIDE 11) Stakeholders, however, had somewhat similar expectations of the study, including the hope that 

it would:  

 

1. Improve the evidence base 

2. Contribute to setting priorities  

3. And inform policy 

 

(SLIDE 12 & 13) The quotes presented here from several stakeholders illustrate these expectations: 

 

1. Improving the evidence base 

 Around lack of good data - “What bedevils Aboriginal policy is the lack of data, constantly” 

(policy-maker) 

 Better data is needed -  “…for a long time been a strong will on the part of governments of 

either political persuasion to improve Aboriginal and Torres Strait Islander health… And we 
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knew that there was – the better the evidence base, the better armed we will be” (policy-

maker) 

 Importance of quantification - “You’ve got policy makers saying, ‘We’re not interested in 

your technical ifs and buts, give us the number’” (researcher) 

2. Second expectation around contributing to setting priorities - “It's about establishing and confirming 

priorities”  (researcher) 

3. And lastly, informing policy - “(Treasury) saw it as, even then, potentially useful for policy” (policy-

maker); and “I guess I hoped that it would be used as evidence in informing policies” (researcher) 

 

These highlight an approach to policy-making that emphasises data, numbers and various forms of evidence, 

in particular research evidence. It suggests a somewhat ‘rational’ approach to policy-making, seeing it as a 

technical activity in which numbers and quantification play a key part. The IBoD study, especially in concept, 

offered the potential to generate much desired ‘answers’ (in the form of numbers).  

It was clearly hoped that the results of the study would feed into determining priorities and informing policy. 

The ranking of a range of conditions was, and still remains, a prominent feature of BoD studies globally and 

nationally. So if we consider policy as reflecting the allocation of effort and resources to achieve a particular 

outcome, we can see the potential importance of such data in influencing Treasury and the allocation of 

funds to key areas of Indigenous health.  

 

From literature and theory we also know that research is often commissioned to serve or underpin a policy 

function. This may be in support of an issue which is already on the policy agenda, or to shed light on a 

question for which the answer is unknown. It may also help to select between different options, especially in 

terms of intervention.  

 

(SLIDE 14) In the context of commissioning the IBoD study, it’s clear that the different stakeholders involved 

had somewhat similar expectations and hopes for the study. It was commissioned at a time of significant 

challenges for Indigenous health, and although stakeholders typically hold different priorities, interests and 

areas of focus or concern, it appears that most  involved in this study were in agreement around the scope 

of it and their expectations of what it might produce to advance both their own agendas, and the Indigenous 

health policy agenda. It seems that hard numbers, and an assumed relatively ‘objective’ method, were seen 

as helping advance an area in which few significant gains had been made, that was contentious politically, 

and for which new thinking was required.  
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It’s also interesting to note that although burden of disease studies have been conducted on a global and 

national level for the past 2 decades, the IBoD study appears to be the first burden of disease study 

conducted specifically for an Indigenous or minority population. So to some extent the study could be seen 

to be addressing Kingdon’s three streams – problem, politics, and policy – coming together in the hope that 

the IBoD study would offer answers and help to progress the field.  

 

Our next focus after completing this paper will be to analyse the views of stakeholders around the 

usefulness of the IBoD study and its influence on policy, following its publication in 2007.   

 


