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Despite tremendous resilience shown 
in the face of extreme adversity, First 
Peoples of high-income countries 

such as Australia, Canada, New Zealand and 
the US continue to have poorer mental health 
and wellbeing than their non-indigenous 
counterparts.1-3 Self-harm and suicide rates 
among Aboriginal Australians, First Nations 
Canadians, Native Americans/Alaskan Natives 
and Māori are between 1.4 and 7 times 
the respective national rates.4-6 Similarly, 
psychological distress rates are consistently 
higher among Indigenous peoples in these 
countries.7-9 

Addressing disparities in mental wellbeing of 
marginalised groups, including Indigenous 
Peoples, is a stated World Health Organization 
priority.10 Despite this, the factors underlying 
them have not been quantified. It has been 
suggested that discrimination, poverty, 
marginalisation and other effects of 
colonisation are responsible.2 However, it is 
not known whether there are factors specific 
to First Peoples that are driving higher distress 
levels, or whether distress levels can be 
explained by variation in known risk factors.

Objectives

In this study, we investigate factors relating 
to high psychological distress among 
Aboriginal and Torres Strait Islander and 
non-Aboriginal older Australians, and present 

the findings as an example relevant to other 
First Peoples in similar circumstances. Our 
aims were: 1) to examine the relationship of 
psychological distress to socio-demographic 
factors, health risk factors, illness, physical 
disability and functional capacity among 
Aboriginal and Torres Strait Islander and non-

Aboriginal older Australians; and 2) to identify 
contributors to the difference in the observed 
prevalence of psychological distress between 
the two groups. This study is unique in having 
large-scale data on both Aboriginal and 
non-Aboriginal participants within the same 
population-based cohort study. 
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Abstract

Objective: To explore factors associated with high psychological distress among Aboriginal 
and non-Aboriginal Australians and their contribution to the elevated distress prevalence 
among Aboriginal people. 

Methods: Questionnaire data from 1,631 Aboriginal and 233,405 non-Aboriginal 45 and Up 
Study (NSW, Australia) participants aged ≥45 years were used to calculate adjusted prevalence 
ratios for high psychological distress (Kessler-10 score ≥22) for socio-demographic, health and 
disability-related factors, and to quantify contributions to differences in distress prevalence. 

Results: While high-distress prevalence was increased around three-fold in Aboriginal versus 
non-Aboriginal participants, distress-related risk factors were similar. Morbidity and physical 
disability had the strongest associations; high distress affected 43.8% of Aboriginal and 20.9% 
of non-Aboriginal participants with severe physical limitations and 9.5% and 3.9% of those 
without limitations, respectively. Differences in distress prevalence between Aboriginal and 
non-Aboriginal participants were essentially attributable to differences in SES, morbidity, 
disability/functional limitations and social support (fully-adjusted PR 1.19 [95% 1.08, 1.30]); 
physical morbidity and disability explained the bulk.

Conclusions: The markedly elevated prevalence of high distress among older Aboriginal 
Australians appears largely attributable to greater physical morbidity and disability.

Implications for public health: Addressing upstream determinants of physical morbidity and 
improved integration of social and emotional wellbeing care into primary care and chronic 
disease management are essential.

Key words: psychological distress, social and emotional wellbeing, disability, mental health, 
Aboriginal and Torres Strait Islander Australians

PSYCHOLOGICAL DISTRESS



146 Australian and New Zealand Journal of Public Health 2018 vol. 42 no. 2
© 2018 The Authors

McNamara et al. Article

Methods

Study design and participants
The Sax Institute’s 45 and Up Study is a cohort 
study of NSW residents aged ≥45 years,11 
involving follow-up via repeat data collection 
and linkage with routinely-collected health 
data. Potential participants were randomly 
selected from Australia’s universal national 
health insurance database (Medicare 
Australia), with oversampling in regional areas 
and of those aged 80 years and older, and 
with complete enumeration in remote areas. 
The overall response rate was 18%, with a 
total of 266,848 participants, (approximately 
10% of the NSW population aged ≥45 years) 
included in the October 2010 data release. 
The current study used cross-sectional 
data from baseline postal questionnaires 
distributed from 1 January 2006 to 31 
December 2008. 

Participants self-reported on the 
questionnaire whether they were of 
Aboriginal and/or Torres Strait Islander 
origin or non-Aboriginal. Data on Aboriginal 
and Torres Strait Islander participants have 
been combined due to the small number of 
Torres Strait Islander participants, and the 
term ‘Aboriginal’ has been used in keeping 
with advice from the Aboriginal Health and 
Medical Research Council of NSW.

Outcomes and exposures
Participants’ self-reported data on a range 
of socio-demographic, health and disability-
related factors have been previously 
published;11,12 brief descriptions of key 
variables are presented here.

Summary characteristics of Aboriginal and 
non-Aboriginal participants have also been 
previously published.12 

The primary outcome was high psychological 
distress measured by the Kessler-10 (K-10) 
scale. Logical backfilling and imputation were 
used to minimise missing data for individual 
items.13 A score ≥22 (out of a maximum 
score of 50) was used to indicate high levels 
of psychological distress, consistent with 
previous literature.14 

Socio-demographics

Age, sex, highest educational qualification, 
annual household income, marital status 
and work status were self-reported. The 
Australian Bureau of Statistics 2006 Index of 
Relative Socioeconomic Disadvantage (IRSD) 

and the Accessibility and Remoteness Index 
of Australia Plus (ARIA+) classification were 
used to classify area-level social disadvantage 
and remoteness of residence, based on 
participant postcode.

Health and social factors

Smoking status; alcohol consumption (drinks/
week); physical activity (less than/or greater 
than or equal to, the recommended 150 
mins in five sessions per week ‘insufficient’/ 
‘sufficient’); screen and sleep time (hours per 
day); vegetable and fruit intake (serves per 
day); carer responsibilities; and social support 
were self-reported. Social support was 
measured by the question: ‘the number of 
people, outside their home, but within 1 hour 
of travel, that a person felt they could depend 
on or whom they felt very close to’ (Duke 
Social support scale).15 

Medical conditions and disability-related 
factors

Participants self-reported from a selection 
of medical conditions (‘ever diagnosed by 
a doctor’) via checkboxes. Total morbidity 
was determined by the number of these 
reported conditions (excluding depression 
and anxiety from the count). Functional 
limitation was determined using the Medical 
Outcomes Study Physical Functioning scale,16 
categorised as follows: no limitation (score 
of 100); minor limitation (score 90–99); 
moderate limitation (60–89); and severe 
limitation (0–59). Major disability was self-
reported as regularly needing help with daily 
tasks because of long-term illness or disability.

Participants without a valid age or date of 
entry into the study (n=237), with an invalid 
response to the question on Aboriginal origin 
(n=4,688), or without a K-10 score (n=308 
Aboriginal, n=28,210 non-Aboriginal) were 
excluded. 

Statistical analysis
Examining factors related to high 
psychological distress

Crude prevalence of high psychological 
distress was calculated as the proportion 
of participants with high distress from the 
Aboriginal and non-Aboriginal groups 
separately – overall and for each socio-
demographic and health indicator. Log-
linear regression models using Poisson 
distribution with robust variances17 were 
then used to obtain unadjusted and age- 
and sex- adjusted prevalence ratios (PRs). 

Effect modification was assessed on a 
multiplicative scale by adding an interaction 
term between the variable of interest and 
Aboriginal status, then comparing models 
with and without the interaction term. 
Separate multivariate models adjusting for 
age, sex, education, IRSD and ARIA+ were 
used to assess the association of a factor 
with distress independent of these key 
socio-demographics. ARIA+ was omitted 
from the non-Aboriginal models due to the 
lack of a relationship with distress causing 
non-convergence. Missing categories were 
included in all models (data not shown in 
figures, but included in Supplementary tables 
where greater than 5%). 

Examining factors relating to the difference 
in distress prevalence between Aboriginal 
and non-Aboriginal participants

A series of multivariate models was used to 
explore factors contributing to the difference 
in distress prevalence between Aboriginal 
and non-Aboriginal participants. The age- 
and sex-adjusted model was adjusted for 
one of: socioeconomic status (education, 
IRSD); physical ill health (categorised 
number of conditions, physical functional 
limitation, major disability); or social support 
(marital status, number of close contacts), 
in turn, then the final model included all 
these contributors, in line with the work of 
Floud et al.18 The contribution of the known 
proximal risk factors to Aboriginal versus non-
Aboriginal disparities in distress prevalence 
was calculated using the percentage change 
in the PR for distress in each model from the 
age- and sex-adjusted (base) model. Given a 
degree of measurement error in the outcome 
and exposures, we considered a priori that a 
reduction of ~70–80% in the PR for distress 
from the base model would indicate that the 
bulk of the difference in distress prevalence 
between the groups could be attributed 
to those covariates. Participants were then 
stratified by education and the same model 
strategy employed. The analysis used all 
participant data with missing categories 
included. Sensitivity analysis was conducted 
including only those with complete covariate 
data for final model variables. Income was 
not included in the adjustment strategy 
as distress and/or illness may have a direct 
impact on current income. A 5% significance 
level has been used for all tests. All statistical 
analyses were undertaken using SAS version 
9.4 (SAS Institute Inc, Cary, NC, USA). 
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Results

Of the total 233,405 participants included 
in the study, 1,631 (0.7%) reported being 
of Aboriginal and/or Torres Strait Islander 
origin (1,497 Aboriginal, 111 Torres Strait 
Islander, 23 Aboriginal and Torres Strait 
Islander) and 231,774 (99.3%) were non-
Aboriginal. Summary characteristics of the 
cohort are presented in Table 1. Aboriginal 
participants were generally younger and 
more disadvantaged than non-Aboriginal 
participants; they were substantially more 
likely to experience high psychological 
distress: 20.9% (95%CI 18.9-22.9; n=341) 
compared to 7.5% (7.4-7.6; n=17,337) of 
non-Aboriginal participants (age- and sex- 
adjusted PR 2.5 [95%CI 2.2-2.8]). 

Factors related to high psychological 
distress among Aboriginal and non-
Aboriginal participants
Socio-demographics associated with distress

Being female, having lower education 
attainment and lower income were among 

Figure 1: Socio-demographic factors associated with high psychological distress among Aboriginal and non-Aboriginal participants of the 45 and Up Study. 

the factors associated with high distress in 
Aboriginal and non-Aboriginal participants 
(Figure 1). Those that were unable to work 
due to disability/sickness had a particularly 
high prevalence of psychological distress 
(51% of these Aboriginal participants and 
36% of these non-Aboriginal participants). 

Health and social factors associated with 
distress

Being a current smoker, being underweight 
or obese, having less than the recommended 
fruit and vegetable intake or physical activity, 
and sleeping for 0–5 hours or 11-plus hours 
were associated with higher prevalence of 
distress in both groups (Figure 2), as was 
having fewer than four close contacts nearby 
or caring for a sick or disabled family member 
or friend. The relationship between alcohol 
consumption and distress was non-linear 
for both groups (U-shaped or J-shaped for 
Aboriginal and non-Aboriginal participants), 
with highest prevalence of distress in those 
who reported no consumption and those 
with the heavy consumption.

Medical conditions and disability-related 
factors associated with distress

Nearly all of the medical conditions examined 
were associated with increased prevalence 
of high distress (Figure 3). Reporting a 
diagnosis of depression and/or anxiety had 
the strongest association with current high 
distress, with a distress prevalence of more 
than 50% among Aboriginal participants. 

PRs for high psychological distress increased 
with the number of physical health 
conditions in a graded fashion. Aboriginal 
and non-Aboriginal participants with 
five or more conditions had 3.5 times the 
distress prevalence of those with no medical 
conditions (38.2% and 13.0% for Aboriginal 
and non-Aboriginal, compared to 15.1% 
and 6.9%, respectively, in participants with a 
history of none of the listed physical health 
conditions). Distress prevalence was strongly 
associated with decreased physical functional 
capacity among Aboriginal and non-
Aboriginal participants; 46.8% of Aboriginal 
and 29.0% of non-Aboriginal participants 
with major disability and 43.8% of Aboriginal 
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and 20.9% of non-Aboriginal participants 
with severe physical limitations experienced 
high distress (PR 3.0-5.4 compared to those 
without disability or physical limitations). 

Interactions with Aboriginal origin of 
factors associated with distress

Of the 36 tests for effect modifications 
between the variables of interest and 
Aboriginal origin (in age- and sex-adjusted 
models), eight were found to be statistically 
significant. Remoteness of residence was 
associated with increasing prevalence of 
distress for Aboriginal participants, but 
not among non-Aboriginal participants 
(pinteraction=0.017), and asthma had a 
stronger relationship with distress among 
Aboriginal than non-Aboriginal participants 
(pinteraction=0.014). Education (pinteraction =0.041); 
work status (unemployment, disabled/
sick; pinteraction <0.0001); insufficient physical 
activity (pinteraction <0.0001); sleep (pinteraction 
<0.0001); major disability (pinteraction <0.0001);  
and anxiety (pinteraction =0.030) were associated 
with distress in both groups but showed 

stronger associations among non-Aboriginal 
participants.

Adjustment for socioeconomic status 

Associations between distress and health 
behaviours, medical conditions and physical 
functional capacity (Supplementary Table 
1A, B, C) remained substantially unchanged 
following additional adjustment for 
education and area-level disadvantage, IRSD 
(both groups) and additional adjustment for 
remoteness (Aboriginal participants only). 

Factors relating to differences 
in distress prevalence between 
Aboriginal and non-Aboriginal 
participants
Most of the difference in distress prevalence 
between Aboriginal and non-Aboriginal 
participants was accounted for in the model 
by differences in physical health and disability 
(Figure 4, 68% reduction in PR from age- and 
sex- adjusted model). The importance of 
this physical morbidity and disability as a 
contributor to elevated distress was observed 

in all strata of education (Supplementary 
Table 2). In combination, physical health, 
education, socioeconomic environment 
and social support accounted for more than 
88% of the difference in the prevalence of 
high psychological distress between the 
Aboriginal and non-Aboriginal groups (PR 
1.19 [95%CI 1.08, 1.30]) in the final model. 
The inherent error with which each of these 
factors is measured means that the variation 
between the groups is essentially accounted 
for by these factors. Sensitivity analysis using 
participants with complete data did not 
alter the PRs substantially (data available on 
request).

Discussion

Levels of psychological distress experienced 
by older Aboriginal people are very high, in 
both absolute and relative terms. One-fifth 
of the Aboriginal participants met criteria for 
high psychological distress; more than twice 
the prevalence of non-Aboriginal participants. 
Poorer health (especially multi-morbidity 
and physical disability and functional 

Figure 2: Health and social factors associated with high psychological distress among Aboriginal and non-Aboriginal participants of the 45 and Up Study. 
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limitations), lower social support and lower 
socioeconomic status were the major factors 
associated with high levels of distress in 
both population groups. The patterns of 
association between psychological distress 
and the examined risk factors were largely 
similar for Aboriginal and non-Aboriginal 
participants. Differences in the prevalence 
of morbidity, physical functional limitations, 
education, area-level social disadvantage and 
social support accounted for almost all of the 
observed difference in distress prevalence 
between Aboriginal and non-Aboriginal 
participants; the vast majority was attributed 
to the higher prevalence of physical 
morbidity and disability. 

Despite much prior speculation and 
assumption surrounding the reasons for the 
elevated psychological distress prevalence 
of Aboriginal Australians, our study provides 
some of the first empirical evidence for how 
known risk factors relate to the prevalence 
of high psychological distress in Aboriginal 
compared to non-Aboriginal Australians. 

The elevated prevalence of psychological 
distress among Aboriginal people is 
attributable to differences in the prevalence 
of risk factors common to these two groups. 
The proximal socio-demographic, lifestyle 
and health risk factors related to distress 
were largely similar between Aboriginal and 

Figure 3:  Medical conditions and disability-related factors associated with high psychological distress among Aboriginal and non-Aboriginal participants of the  
45 and Up Study. 

Figure 4: Health and socio-economic factors underlying the elevated prevalence of high psychological distress 
among Aboriginal Australians compared to non-Aboriginal Australians - participant data from the 45 and Up Study.  

non-Aboriginal participants in terms of their 
direction and magnitude. Only remoteness 
of residence showed a demonstrable 
difference in the direction of the relationship 
with distress prevalence increasing with 
remoteness among Aboriginal participants 
alone. Ceiling effects (whereby it is impossible 
to have large PRs when absolute prevalences 
are high) are likely to partly explain six of 
the other interactions where PRs were lower 
among Aboriginal participants.

Greater physical ill health was found to be 
the major contributing factor to the elevated 

distress prevalence among the Aboriginal 
participants compared to non-Aboriginal 
participants, regardless of education. 
Combined with lower social support and 
lower socioeconomic status, these factors 
were able to essentially explain all of the 
elevation in distress prevalence among 
middle-aged and older Aboriginal people 
compared to non-Aboriginal participants. 
In this sense, the data suggest to us that the 
elevated prevalence of psychological distress 
among older Aboriginal Australians is a 
natural consequence of the health and social 

Notes: *Reference category is Aboriginal or non-Aboriginal participants without the listed condition.  ^Not included in Version 1 questionnaire (excludes 37,000 participants).

Notes: Model 1-5 are age- and sex-adjusted with additional adjustment as follows: a highest educational qualification; b morbidity (no. of conditions), major 
disability, physical functional limitation; c marital status, close contacts (no. outside the home within 1hr travel); d all previously listed covariates.

Psychological Distress  Psychological distress and health in Aboriginal Australians
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ages and with greater frequency among 
Aboriginal Australians than non-Aboriginal 
Australians.12,21

The high prevalence of psychological distress 
among our Aboriginal study participants 
is consistent with reported prevalence 
in population representative samples for 
Aboriginal Australians in these age groups: in 
NSW, the prevalence of distress in Aboriginal 
people aged 45–54 years, 55–64 years, and 
65 years and over was 28.0% (95%CI 19.6-
36.5), 21.3% (13.0-29.7) and 9.3% (3.6-14.9), 
respectively,3 and nationally it was 29.4% 
(95%CI 24.4-34.5) and 23% (18.4-27.5) for 
those aged aged 45–54 years and 55 and 
over, respectively.22 Similarly elevated distress 
prevalence has also been reported for Native 
Americans, First Nations Canadians, and 
Māori New Zealanders, with the prevalence 
of high psychological distress in these groups 
1.5–1.7 times that of their non-Indigenous 
counterparts.7-9 We purport that the findings 
presented here for Aboriginal Australians 
are likely to be relevant to other Indigenous 
peoples from these high-income countries 
given the broad similarities in the historical 
experience following colonisation1 and the 
similarities in health profiles (with earlier-
onset of chronic disease and the greater 
prevalence of health and social risk factors) 
among Indigenous peoples from Australia, 
New Zealand, Canada and the US. A number 
of studies have described associations 
between socioeconomic disadvantage and 
high distress among Indigenous peoples,23-25 
yet very few have quantified the relationship 
between physical health and distress. Only 
a national study in the US examined this 
and found that compared to non-Hispanic 
Whites and other minority groups, Native 
Americans had the highest mean distress 
scores, and that the effect of chronic illness on 
psychological distress was most pronounced 
in this group.25 

Addressing the underlying causes of 
physical morbidity, and thereby much of 
the psychological distress among older 
Indigenous individuals, will take time and a 
sustained effort. Broad-reaching change in 
line with the UN Sustainable Development 
Goals26 will be needed. Reducing the high 
levels of distress of Aboriginal Australians and 
other First Peoples will require action across 
multiple domains. First, action is required to 
address the underlying causes of ill health 
and poor mental health, these include social 
disadvantage, and the discrimination and 
marginalisation of Indigenous peoples. 

Table 1:  Summary demographic and health characteristics of the 45 and Up Study participants.
Study participants characteristics Aboriginal  

n=1,631
Non-Aboriginal 

n=231,774
P-valuea

Sex 0.002
 Female 938 (57.5) 122698 (52.6)
Age <0.001
 45-54 years 789 (48.4) 70254 (30.3)
 55-64 years 540 (33.1) 78806 (34.0)
 65-74 years 241 (14.8) 49739 (21.5)
 74+ years 61 (3.7) 32975 (14.2)
Education qualifications <0.001
 None 427 (26.2) 23440 (10.0)
 Secondary 467 (28.6) 72100 (30.9)
 Trade/Diploma 450 (27.6) 75674 (32.4)
 Tertiary 248 (15.2) 58028 (24.9)
Low income <0.001
 <$20,000 annual household income 472 (28.9) 41366 (17.7)
Marital status <0.001
 Married/de facto 1005 (61.6) 175619 (75.2)
Residence <0.001
 Major city 494 (30.3) 104708 (44.9)
 Inner Regional 594 (36.4) 81678 (35.0)
 Outer Regional 440 (27.0) 40735 (17.5)
 Remote/very remote 103 (6.3) 4463 (1.9)
Work status <0.001
 Paid work 596 (36.5) 77804 (33.3)
 Home/family 120 (7.4) 15719 (6.7)
 Retired 314 (19.3) 78147 (33.5)
 Disabled/Sick 218 (13.4) 7675 (3.3)
 Unemployed 76 (4.7) 3264 (1.4)
 Other 296 (18.1) 48164 (20.6)
Health risk factors
 Current smoking 364 (22.3) 16613 (7.2) <0.001
 Heavy drinking (15+ drinks per week) 231(14.2) 33958 (14.7) 0.58
 Obese (>30 kg/m^2) 555 (34.0) 47994 (20.7) <0.001
Morbidity (no. of conditions) <0.001
 None 414 (25.4) 65585 (28.3)
  1-2 809 (49.6) 120875 (52.2)
  3-4 301 (18.5) 37503 (16.2)
  5-6 78 (4.8) 6583 (2.8)
 7 or more 29 (1.8) 1228 (0.5)
Major disability <0.001
 No 1334 (81.8) 212191 (91.6)
 Yes 205 (12.6) 10762 (4.6)
Physical functional limitation <0.001
 None 410 (25.1) 73661 (31.8)
 Mild 291 (17.8) 61740 (26.6)
 Moderate 360 (22.1) 50918 (22.0)
 Severe 397 (24.3) 28222 (12.2)
a: Chi-square test

problems they currently face. In other words, 
theoretically, if Aboriginal Australians could 
have the same lived experiences leading to 
the same level of these risk factors as non-
Aboriginal people, their distress levels would 
be at a similar level to their non-Indigenous 
counterparts. Yet, the lived experiences of 
Aboriginal Australians clearly differ, as do 
those of other indigenous peoples. Centuries 

of discrimination and marginalisation of 
Australia’s First Peoples following colonisation 
are the likely drivers of the current poorer 
health outcomes, of the social disadvantage 
and of the intergenerational transmission of 
these health and social risks.19,20 Aboriginal 
Australians have a greater prevalence of 
risk factors for chronic disease,12,21 and 
these conditions are occurring at earlier 
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Secondly, immediate measures are needed to 
reduce the physical ill health burden. Chosen 
strategies need to address the proximal 
risk factors for CVD, diabetes, and cancer 
to prevent and effectively manage these 
prevalent chronic conditions, and thereby to 
reduce the distress associated with this excess 
morbidity and disability. And lastly, effective 
health services and programs are required 
to address the current mental health needs 
of Indigenous peoples. Greater availability 
of holistic and culturally safe programs and 
services that acknowledge the importance 
of kin, community and country to social and 
emotional wellbeing are needed.20,27 Effective 
integration of appropriate mental health 
services into all chronic disease management 
for both Aboriginal and non-Aboriginal 
people is essential, where this does not 
currently exist. Further, given the very high 
prevalence of distress across the Aboriginal 
population, we suggest consideration be 
given to mainstream integration of screening 
and management for social and emotional 
wellbeing into all primary health care for 
Aboriginal people, and greater attention 
given to ensuring availability and access to 
culturally secure specialist services to address 
the additional levels of need identified. 

Our sample is healthier, better educated, 
more likely to be partnered, and less likely 
to be disabled than the total Aboriginal and 
non-Aboriginal population of NSW12, with 
an 18% response rate typical of this type of 
cohort study. Prevalence ratio estimates and 
other internal comparisons from this study 
are considered reliable (an expectation that 
is strongly supported in the literature28-30 
with such heterogeneity of exposures); 
however, the absolute prevalence estimates 
themselves are likely to underestimate the 
true prevalence of distress,28 despite the stark 
findings of high distress prevalence among 
participant groups. While elevated distress 
among older Aboriginal participants was 
found to be largely attributable to proximal 
risk factors of physical ill health and social 
support, the more distal, possible upstream 
contributors to this poor physical health, 
including racism, discrimination and the 
intergenerational effects of trauma, were 
not measured in this study. Further, it is likely 
that there is a bi-directional element to the 
relationship between physical morbidity and 
distress through the physiological impacts of 
earlier-life chronic stress and distress31,32 and 
impacts of comorbid distress on prognosis 

and management of chronic conditions.33,34 
Longitudinal data on psychological distress 
extending to before the onset of chronic 
disease and disability is needed to explore 
these aspects.

Conclusions

The prevalence of high psychological distress 
was markedly elevated in older Aboriginal 
people compared to non-Aboriginal people. 
Risk factors for distress were similar in both 
groups and disparities between the groups 
were largely attributable to differences in 
the prevalence of the proximal risk factors 
examined, especially physical morbidity. 
Efforts to reduce psychological distress 
need to concentrate on prevention of the 
primary causes of morbidity by addressing 
the broader factors driving these health risks 
among Aboriginal Australians and other 
indigenous peoples. Improved screening for 
psychological distress and more effective 
integration of social and emotional wellbeing 
care in primary care and chronic disease 
management are needed.
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