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Fremantle Diabetes Study Phase 1:  
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Westernised Aboriginals taken back to a 

traditional lifestyle 
O’Dea K. Diabetes 1984;33:596-603 

• Study performed with co-

operation of the 

Mowanjum Community, 

Kimberley 

• 10 adults with type 2 

diabetes taken to coastal 

then inland environment 

over 7 weeks 

• Serial measurements made 

through study period 
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Since FDS Phase 1 was started, health initiatives 

such as government-subsidized diabetes-specific 

care plans and improved delivery of primary care 

services to diabetic patients have been designed 

to improve outcomes and reduce racial/ethnic 

inequalities  

Had the situation improved in the 15 years 

between 1993-1996 and 2008-2011? 



Phase 1 Phase 2 

Aboriginal 

(n=19) 

Anglo-Celt 

(n=796) 

Aboriginal 

(n=106) 

Anglo-Celt 

(n=796) 

Age (years)  51.2±11.4 64.9±11.4 54.3±11.9 67.2±10.6 

Age at diagnosis (years) 45.6±13.1 59.2±11.6 43.5±14.4 57.7±11.2 

HbA1c (%) 9.6 [7.8-10.7] 7.1 [6.2-8.4] 8.4 [6.6-10.6] 6.7 [6.2-7.5] 

Insulin  oral hypoglycaemics 16.7 10.3 22.9 20.0 

FDS  Phase 1 vs FDS Phase 2 

Diabetes Care 2012;35:2005–11 
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Aboriginal patients were still younger at diagnosis,  

had worse glycaemic control than Anglo-Celts, and 

were not treated as intensively including with insulin   
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Aboriginal patients were as likely to be hypertensive as 

Anglo-Celts, but were more than five times more likely  

to be current smokers   
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Aboriginal patients were more likely to have albuminuria  

than Anglo-Celts, and there was a trend to a greater  

prevalence of retinopathy in Aboriginal patients 



 Phase 1 (mean ≈19 years f-u) 
Aboriginal  

(n=18) 

Anglo-Celt  

(n=819) 
P-value 

Deceased by 30 June 2005 (%) 

From cardiac causes (%) 
44.4 

27.8 
36.0 

14.4 
0.47 

0.16 

Age at death (years) 59.88.7 77.79.3 <0.001 

Internal Medicine Journal 2007;37:59-63 

FDS  Phase 1 vs FDS Phase 2 

 Phase 2 (mean 4.3 years f-u) 
Aboriginal  

(n=18) 

Anglo-Celt  

(n=819) 
P-value 

Deceased by 31 March 2014 (%) 

From cardiac causes (%) 
13.3 

28.8 
10.4 

8.0 
0.40 

0.049 

Age at death (years) 59.1±14.0 78.7±9.6 <0.001 



• After adjusting for confounders, Aboriginals were four times 

more likely to have died than ACs (HR (95% CI: 4.70 (2.23-

9.89), P<0.001) 

• Seven (58.3%) of the 12 Aboriginal deaths were due to 

cardiovascular causes vs 28.0% of AC deaths (P=0.049); 

deaths for 6 (8.0%) AC and one (8.3%) Aboriginal were due to 

renal disease (P>0.99) 

• There was still approaching a two decade difference in 

longevity in FDS2 vs FDS1 

 

Mortality in FDS Phase 2 



Adapted DESMOND for 

indigenous Australians 



Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Develop and implement community-wide, culturally relevant awareness 

programmes (including school education programmes) that communicate the 

seriousness of diabetes and its complications. Education should be provided in a 

culturally and language appropriate manner, which includes translating materials 

and services 







Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Promote pre-conception, pregnancy and early years programmes that enhance 

the education and health of Indigenous men and women; detect gestational and 

previously undiagnosed diabetes and manage it through pregnancy; and 

coordinate follow-up and postnatal care for mothers and babies 

 

Enhance the pre-conception education and health of Indigenous women, 

including through targeted efforts to reduce the use of alcohol, tobacco and 

other drugs and to promote a healthy diet 

 





Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Develop and implement community-wide interventions to increase the 

availability, affordability and consumption of fresh foods and reduce the 

consumption of sugar-sweetened beverages and high-fat, high-sugar, high-salt 

and highly processed foods 





Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Promote access to necessary specialist support through strategically located 

regional networks of care, optimising telehealth services and linked facilities for 

the treatment of the serious complications of diabetes — in particular, kidney 

and eye disease 









Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Encourage primary health care services to better identify and manage diabetes 

(including among adolescents and children), incorporate risk calculators and 

electronic decision support mechanisms and increase opportunities for 

Aboriginal and Torres Strait Islander patients to better self-manage their 

diabetes 





Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Consider the adequacy of the diabetes educator workforce working with and 

within Aboriginal and Torres Strait Islander primary care settings and support the 

capacity development of the workforce to improve access to essential, high-

quality, evidence-based diabetes care 





Goal 5: Reduce the impact of diabetes among 

Aboriginal and Torres Strait Islander peoples 

Potential areas for action 

 

Provide stimulating early years education and intervention programmes which 

help address developmental vulnerabilities and address the social and 

environmental determinants of Aboriginal and Torres Strait Islander peoples’ 
health 

 

Encourage uptake and use of the My Health Record among health care providers 

in rural and remote locations, with online access to the individual’s medical 
history and prescriptions 





• There seems to be a range of programs covering all potential area for 

action but these are state-based/regional and not well co-ordinated 

nationally 

• There is a difference between publishing information sources and 

guidelines and ensuring their implementation – this can be challenging 

• There is a paucity of objective data relating to indigenous diabetes that 

might be addressed, in part, by My Health Record 

 

Some reflections 





Thank you for your attention 


