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18 Factors affecting human
wellbeing

18.1 Overview

Some people in the world have a better life than others. What are the reasons for this inequality?

18.1.1 Introduction
Measuring wellbeing can mean making subjective judgements of
how people perceive their quality of life or can mean using objective
indicators such as life expectancy, education, income and population
growth rates. Analysing these indicators across our society, we come to
see that the distribution of human wellbeing is unequal. This inequality
can be due to factors such as geographical location, access to natural
resources, the experience of conflict, and the prevalence of poverty and
disease. In this topic, we will explore some of the variation that exists
in human wellbeing and the factors that underpin these differences.

Resources

eWorkbook Customisable worksheets for this topic

Video eLesson The other side of life (eles-1715)

LEARNING SEQUENCE
18.1 Overview
18.2 Gender as a factor in wellbeing
18.3 Poverty as a factor in wellbeing
18.4 Rural–urban wellbeing variation in Australia
18.5 Indigenous wellbeing in Australia
18.6 SkillBuilder: Using multiple data formats
18.7 SkillBuilder: Understanding policies and strategies

18.8 Thinking Big research project: Improving wellbeing in a low-HDI ranked country

18.9 Review

To access a pre-test and starter questions and receive immediate, corrective feedback and sample responses
to every question, select your learnON format at www.jacplus.com.au.
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18.2 Gender as a factor in wellbeing
18.2.1 Maternal mortality
Rarely would women in Australia consider that pregnancy and giving birth could threaten their lives.
For most women in Australia and other developed countries, childbirth is something that occurs without
significant health complications for either the mother or the baby. Unfortunately for a huge number of
women around the world, this is not the case, and child-bearing can have a negative impact on their health
and wellbeing.

Less economically developed countries (LEDCs) generally experience worse human wellbeing than
more economically developed countries (MEDCs). For example, women in low-income countries have
a 1 in 36 lifetime risk of maternal mortality, whereas this risk for women in high income countries is
1 in 3300. It is also true that within LEDCs, the health and wellbeing of women is generally worse than
their male counterparts across most age groups. For this reason, ending gender discrimination, achieving
gender equality and empowering women and girls are key elements of the United Nations’ Sustainable
Development Goals (SDGs). SDGs 3 and 5 clearly outline targets related to the health and wellbeing of
women. Reducing maternal mortality rates is key among these aims.

Every day approximately 830 women die from complications related to pregnancy or childbirth. Most of
these deaths are from preventable complications: severe bleeding, infections and complications from unsafe
abortions. The incidence of maternal mortality and related illness is interconnected with poverty and lack of
accessible, affordable quality health care.

FIGURE 1 shows the global distribution of maternal mortality. Eighty-six per cent of maternal deaths are
in sub-Saharan Africa and southern Asia; sub-Saharan Africa accounts for two-thirds of all these deaths.
Highest maternal mortality rates are recorded in Sierra Leone and Chad, where mothers have, respectively,
a 1 in 17 and 1 in 18 risk of dying. At a national scale, two countries account for one-third of total global
maternal deaths: Nigeria at 19 per cent (58 000), followed by India at 15 per cent (45 000).

FIGURE 1 Global scale distribution of maternal mortality
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The Millennium Development Goals (MDGs) — the forerunner to the SDGs — set a target of reducing
the maternal mortality rate between 1990 and 2015 by three-quarters, and the achievement of universal
access to reproductive health by 2015. While maternal mortality fell by 45 per cent during the MDG period,
globally the 75 per cent target was not met, particularly in countries in sub-Saharan Africa.

FIGURE 3 indicates progress in terms of access to reproductive health. Most indicators fell well short of
universal access (considered to be 80 per cent). While use of contraception has increased, wealthier women
continue to have the best access to contraception. The unmet need for contraception among poorer women
remains at levels similar to 1990. In sub-Saharan Africa for example, this figure was 28 per cent in 1990; in
2015 it remained high, at 24 per cent. Providing access to contraception is a means of empowering women
to make choices about family size.

FIGURE 2 Child-bearing: a
threat to wellbeing

FIGURE 3 Global reproductive health indicators, 1990–2015

15

12

12

55

61

64

35

48

52

59

65

71

0 40 6020

Percentage

80

Unmet need for contraception

Use of contraception 

Antenatal care, at least 4+ visits

Deliveries by skilled health

personnel

1990 2009 2015

Source: Data from The Millennium Development Goals Report 2015, United
Nations. pp. 39, 41.

The SDGs have set a target of a maternal mortality rate below 70 per 100 000 by 2030. This will require
an annual drop of 7.5 per cent — more than three times the reduction that occurred under the MDGs.
However, Cambodia, Rwanda and Timor-Leste all achieved this type of reduction rate in the 15 years from
2000 to 2015, proving that this goal is achievable.

18.2.2 Maternal mortality in India
As noted previously, India accounts for a large percentage of global maternal deaths. Although, on average,
maternal mortality rates in India declined 68 per cent between 1990 and 2015, there is substantial variation
within India, as FIGURE 4 shows.

Maternal mortality is strongly interconnected with poverty in both rural areas and urban slums: places
with poor sanitation and a lack of affordable health services are associated with high levels of maternal
mortality. In addition, women are likely to be less well-nourished than males in a household. According
to the 2011 Indian Census, women also have much lower literacy levels — a 65 per cent literacy rate
compared to 82 per cent for men — so they are less likely to be able to access information on health and
contraception. Unlike Australia, where census data is collected every five years, India only conducts its
census every ten years. While it is important to use the most recent data available, we are often forced to
use and analyse data that may not fully reflect current trends and patterns. The release of the next census
data in 2021 will allow greater analysis of progress made in this important area of wellbeing.

The government of India launched the National Rural Health Mission in 2005, with a specific focus
on maternal health. This was reinforced in their 2013 Call to Action. Efforts have been focused on those
districts that account for 70 per cent of all infant and maternal deaths. Under this program, community
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workers have been trained to deliver babies, and 10 million women have been provided with a cash
incentive to enable them to give birth in clinics rather than at home. Maternal mortality has fallen, but
Human Rights Watch reports that many women are being charged for services as they are unaware of these
entitlements.

FIGURE 4 Maternal mortality rates in India
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A related issue for pregnant women in India is the pressure to produce a son. Census data in 2011
revealed the number of female children (0–6 years) has decreased from 927 to 914 girls per 1000 boys in
the past decade, despite some overall improvement in the sex ratio across all age groups (see FIGURE 5).
By comparison, the natural human sex ratio at birth would see around 952 girls born per every 1000 boys.
Males are traditionally preferred over female children: sons are seen as the breadwinners who carry the
family name, while daughters are often perceived as an economic burden. Although female infanticide is
illegal, use of ultrasound for sex-determination tests has led to sex-selective abortions, with an estimated
500 000 girls aborted each year (although sex selective abortion is also illegal). The pressure to produce a
son means that many Indian women have multiple pregnancies, thereby increasing their risk of maternal
mortality over their reproductive years. FIGURES 4 and 5 suggest an interconnection between the places of
high maternal mortality and those with a large imbalance in the sex ratio.
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FIGURE 5 Variation in sex ratio within India
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FIGURE 6 Son preference has resulted in an imbalance in India’s sex ratio.
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18.2.3 Comparing India’s maternal mortality with Australia
Stark differences appear when the maternal mortality rates of India are compared with those of Australia.
In 2015, India’s maternal mortality rate (deaths per 100 000 live births) was 174 (45 000 Indian women
died), compared to Australia’s rate of just 5.3 (16 Australian women died). The major reason behind this
difference is poverty. India’s poverty rate in 2015 was 21.7 per cent compared to Australia’s poverty rate
of 13.2 per cent. Poverty limits the access and affordability of maternal health care, leading to a higher rate
of maternal mortality. Australia’s smaller population size, greater wealth and higher levels of geographical
accessibility to medical services all contribute to its lower maternal mortality rate.

DISCUSS
How have cultural norms, religion and world views within Indian culture contributed to a lack of fairness and
equality for females in Indian society? [Ethical Capability]

Resources

eWorkbook Maternal mortality (doc-32099)

18.2 INQUIRY ACTIVITY
Complete the Maternal mortality worksheet to investigate and learn more about maternal mortality and women’s
health throughout the world. Examining, analysing, interpreting

18.2 EXERCISES
Geographical skills key: GS1 Remembering and understanding GS2 Describing and explaining GS3 Comparing and
contrasting GS4 Classifying, organising, constructing GS5 Examining, analysing, interpreting GS6 Evaluating, predicting,
proposing

18.2 Exercise 1: Check your understanding
1. GS2 Refer to FIGURE 1. Describe the variation in maternal mortality on a global scale.
2. GS1 Explain how a lack of education may contribute to increased rates of maternal mortality.
3. Why do LEDCs generally experience lower levels of human wellbeing than MEDCs?
4. GS2 Explain why women living in developing places are more likely to have lower levels of wellbeing than

their male counterparts.
5. GS5 Identify three Indian states that have a sex ratio below the national average and a maternal mortality

ratio above 150.

18.2 Exercise 2: Apply your understanding
1. GS6 Predict the shape of India’s population pyramid if the trends in India’s sex ratio continue.
2. GS6 Suggest measures that could be introduced by the Indian government to help Indian parents see the

value of female babies as equal to that of boys.
3. GS5 Refer to FIGURE 4 in subtopic 17.7 ‘Variations in wellbeing in India’, showing the distribution of poverty

in India. To what extent is the interconnection between poverty and maternal mortality (as shown in
FIGURE 4 in section 18.2.2) evident?

4. GS2 Describe and explain the difference in maternal mortality rates in India and Australia.
5. GS6 Female infanticide occurs in some parts of India. Discuss the issues associated with this practice and

its affect on the Indian population now and into the future.

Try these questions in learnON for instant, corrective feedback. Go to www.jacplus.com.au.
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18.3 Poverty as a factor in wellbeing
18.3.1 The haves and have-nots of Rio
How would you like to live with spectacular views over one of the world’s most beautiful coastlines? The
only problem is that you could be living in a slum without running water and your only access in or out is
via hundreds of stairs and laneways. This is what life is like in a typical favela in Rio de Janeiro.

According to World Bank statistics, Brazil is the eighth-largest economy in the world. This ranking
places Brazil ahead of Russia, South Korea and Australia. Yet, despite the strength of Brazil’s economy, the
benefits of economic growth have not trickled down to the poor, resulting in large differences in wellbeing
across the nation.

In Brazil, some of the most overt inequality of wealth distribution in the world is evident. Almost 55
million Brazilians — a quarter of the population — live in poverty. Incredibly, the wealthiest 5 per cent of
Brazil’s population earns the same income as the remaining 95 per cent.

FIGURE 1 shows the variation in wealth experienced across Brazil’s different regions, as measured by
gross domestic product (GDP).

FIGURE 1 Distribution of wealth per state of Brazil
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There is considerable spatial variation in wellbeing between regions in Brazil. The majority of industrial
development in Brazil has occurred in the south and south-east regions, generating more wealth there. This
contrasts markedly with the agriculturally based north-east region, which has higher rates of poverty and
infant mortality and lower rates of nutrition.
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Impacts of Rio de Janeiro’s development on wellbeing
Rio de Janeiro is a well-known tourist destination in Brazil, famous for its beautiful beaches, spectacular
scenery and carnivals. However, for many local people, these elements are far removed from their daily
lives. Even within one of the wealthiest cities in the wealthiest region in Brazil, there is considerable
variation in wellbeing and living conditions.

The city has experienced rapid growth, starting in the eighteenth century when freed slaves who had
worked on plantations came into the city in search of employment. This rural–urban migration still exists
today, with thousands flocking to the city in search of opportunity and a new life. New settlers faced the
dual problems of low wages and high housing costs, thus forcing them to construct illegal shanties on
wasteland or vacant land. Over time, these have developed into full-blown suburbs, known as favelas.
Typically, these slums are located on steep slopes on the edges of the city, although, as the city has
expanded, it has wrapped itself around the favelas.

Ironically, the poorest citizens live on unstable slopes with spectacular million-dollar views
(see FIGURE 2), while the wealthier tend to live on the more stable flatter land closer to the city centre.

Brazil conducts its census every ten years. According to the census in 2010, 22 per cent of Rio de
Janeiro’s population of over 6.35 million people lived across some 763 favelas. Rocinha (shown in FIGURE 3)
is considered Rio’s largest favela, with its population estimated at between 150 000 and 300 000 people.
It is located in the south zone of the city, in close proximity to the famous beaches of Rio’s Ipanema and
Copacabana districts.

FIGURE 2 A favela located on a steep slope in Rio
de Janeiro

FIGURE 3 Street view of Rocinha favela, Rio de
Janeiro

The effect of favela-living on wellbeing
Living conditions in the favelas are extremely difficult as these areas have developed without any type of
planning or government regulation and the housing is generally substandard. The resulting issues have an
impact on the ongoing development of the city as well as the wellbeing of its citizens.

Issues affecting wellbeing include:
• lack of infrastructure such as sanitation and piped water. For example, almost one-third of favela

households lack sanitation, leading to higher rates of disease. Garbage has to be put in sectioned-off
dumping sites.

• vulnerability to weather extremes. For example, heavy rainfall creates landslides and floods on steep
slopes. Timber shacks are more vulnerable to collapse than houses built of concrete bricks.

• lack of access. There is often only one main road, so movement around the favelas is via narrow lanes
and steep staircases (see FIGURE 3).

• long commuting times. The average time to travel into the city centre of Rio is 1.5 hours by bus. The
cost of public transport also takes a sizeable proportion of the average worker’s salary. This in turn
limits both educational and employment opportunities.

• lower household income. The average household income for people living in the favelas is
approximately half that of those people living in the inner suburbs.
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• high crime rates. The incidence of homicide and other crimes is high. This is linked to the influence of
drug trafficking and criminal gangs who have established themselves within the relative safety of the
favelas.

• a sense of insecurity felt by residents. Most people do not have legal title to their land or dwellings and
can be moved by the government at any time.

Improvements to wellbeing in the favelas
In order to reduce crime and drug traffickers’ control over the favelas, and to improve safety, in 2008
the government introduced Pacifying Police Units (known in Portuguese as the Unidade de Polícia
Pacificadora, or UPP). By 2014, 37 UPPs were in place. These have had mixed success, with ongoing
violence still very much an issue in many areas.

To help improve access for favela residents, the government has installed cable cars to transport people
up and down the steep hillsides quickly and effectively, with local residents entitled to one free round
trip per day. It is also hoped that the cable cars will allow for expansion of tourism. However, one favela
community criticised the government’s priorities, maintaining that locals were not properly consulted and
that basic services such as sewerage and education should have come first.

As Brazil hosted the 2014 World Cup soccer tournament and the 2016 Olympic Games, the city
expanded infrastructure and built new facilities. FIGURE 4 highlights the major issue that many of the
planned Olympic Zones were located on existing favela sites. Many residents were very unhappy at the
prospect of being relocated to make way for new sporting venues. Over 3000 families were forcibly
relocated. Favela residents claimed that the financial compensation offered was insufficient for a new home
and that communities that had existed for generations were being destroyed.

FIGURE 4 Location of Rio’s favelas and Olympic venues
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Unfortunately, Brazil’s ambitious plan to improve the wellbeing and living conditions of the favelas has
been limited by recent economic uncertainty. After the hope provided by the Olympic Games upgrades, the
futures of people living in the favelas are much more uncertain.

Preventing the continued growth of favelas by providing adequate low-income housing is the most
cost-effective means of improving wellbeing. The cost of upgrading a favela with basic infrastructure is
estimated to be two to three times as much as the cost of providing new high-rise housing estates. However,
with 65 per cent of Rio’s population growth coming from rural–urban migration, it is difficult for authorities
to keep up with demand for housing and space.

Nationally, the government aimed to eliminate extreme poverty by 2014 with its Brazil Without Misery
Plan. It involved the expansion of cash transfer payments to low-income families in exchange for them
keeping their children in school and following a health and vaccination program. Improved infrastructure,
vocational training and micro-credit were also part of this plan. Although the plan reduced the numbers of
those living in extreme poverty from 10 per cent in 2004 to 4 per cent by 2012, it ultimately fell well short
of its goal; extreme poverty remains, with rates back up to 4.8 per cent in 2017. The challenge of improving
the lives of Rio’s poor continues.

18.3.2 The interconnection between poverty, water supply, sanitation
and wellbeing
In Australia most of us take it for granted that we can turn on a tap and get clean, drinkable water. We are
confident that when we drink our tap water we will not get sick from it. We assume that our waste water
and sewage will be treated and disposed of without posing a threat to our health. However, for many people
around the world, lack of access to clean water and lack of adequate sanitation has had a major impact on
their health and therefore their wellbeing.

Approximately 840 million people do not have access to clean, safe drinking water, and at least 2 billion
people use a drinking water source contaminated with faeces. Over 2 billion lack basic sanitation. Safe
drinking water and basic sanitation are of crucial importance to human health, especially for children.
Water-related diseases are the most common cause of death among the poor in less developed countries —
they kill an estimated 842 000 people each year, nearly half of whom are children under the age of five.

Diseases such as cholera, typhoid, dysentery and worm infestations are directly attributable to contaminated
water supplies.

Global progress FIGURE 5 Trends in drinking
water coverage (%), by rural
and urban residency
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Remarkable progress was made under Millennium Development Goal
7 — to halve the proportion of people without access to safe drinking
water by 2015. The target was met more than five years ahead of
schedule, with 91 per cent of the global population using an improved
drinking water source in 2015 compared with 76 per cent in 1990.
Fifty-eight per cent of the world’s people now have access to piped
drinking water. Rural and urban coverage does vary, however, as shown
in FIGURES 5 and 6.

Progress towards the MDG sanitation target of 75 per cent was
much slower and was not met overall, although 95 countries did
succeed. Only 68 per cent of the world’s population has access to
improved sanitation. New targets for improved access to clean water
and sanitation have been set for 2030 under Sustainable Development
Goal 6.
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FIGURE 6 Proportion of the population using improved drinking water sources, 2015
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There are huge regional variations across the globe as well as within countries. For example, 90 per cent
or more of people in Latin America, Northern Africa and much of Asia have improved water supply in
contrast with only 68 per cent in sub-Saharan Africa. In terms of sanitation, most people who lack access
are again rural dwellers, even within locations where water supply has improved.

Success stories
Many non-government organisations (NGOs) have been involved in successful projects to improve access
to water supply and sanitation. The success of these projects hinges not just on provision of clean water and
toilets, but also on community involvement and education. Agencies such as Oxfam and World Vision work
within communities to provide access to water filters, safe and clean toilets, water pumps and rainwater
harvesting systems for collecting and storing water. In addition to the health benefits that they provide,
these facilities also free up women and girls from hours of work spent carrying water or finding additional
firewood in order to boil unsafe drinking water. Mothers now have more time to work on their farms,
potentially improving food availability and income, and girls have more time free from essential chores,
so they can instead attend school.

DISCUSS
‘Access to adequate sanitation is increasingly a problem in urban places in the developing world.’ Evaluate this
statement in small groups. [Critical and Creative Thinking Capability]
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Resources

Weblink Favelas

18.3 INQUIRY ACTIVITIES
1. Undertake research on one of the following to find out the role unclean water plays in its spread: cholera,

typhoid, dysentery, schistosomiasis, worm infestations. Examining, analysing, interpreting
2. Go to the website for either Oxfam or World Vision. Gather the following information on one of their current

projects involving improvements to the provision of clean water and sanitation: location of project, scale of
project, problems the project aimed to fix, what the project involves. Examining, analysing, interpreting

18.3 EXERCISES
Geographical skills key: GS1 Remembering and understanding GS2 Describing and explaining GS3 Comparing and
contrasting GS4 Classifying, organising, constructing GS5 Examining, analysing, interpreting GS6 Evaluating, predicting,
proposing

18.3 Exercise 1: Check your understanding
1. GS1 Outline the characteristics of a favela.
2. GS1 Refer to FIGURE 1.

(a) What is the average GDP for the state of Rio de Janeiro?
(b) Describe the distribution of Brazilian states with an average GDP per capita of more than $12000.
(c) What reason can you give for this pattern?

3. GS1 Refer to FIGURE 2. Describe how topography has influenced the development of favelas in Rio de
Janeiro.

4. GS1 With reference to FIGURE 4, describe the spatial distribution of favelas in Brazil.
5. GS1 How has the development of Rio de Janeiro had an impact on people’s wellbeing?
6. GS2 Study FIGURE 3.

(a) What difficulties would exist for people of different ages living in this street?
(b) Why would the government find it cheaper to build new high-rise housing rather than upgrading existing

favelas?
(c) Predict the changes people would face if they are moved from living in a favela like this to living in a

high-rise housing estate.
7. GS2 What impact does poor sanitation have on health and wellbeing?
8. GS5 Refer to FIGURES 5 and 6. How has the distribution of places with clean water changed over time?
9. GS2 Explain the interconnection between poor sanitation, unclean water, health and wellbeing.

18.3 Exercise 2: Apply your understanding
1. GS2 Explain the interconnection between the development of favelas and movement of people from rural

areas into Rio de Janeiro.
2. GS2 Discuss the government action to improve wellbeing in favelas on two different scales.
3. GS6 Visiting favelas is increasingly popular among tourists. Suggest some positive and negative impacts of

tourist tours of favelas. Formulate your own opinion: is such tourism exploiting or helping locals?
4. GS6 Why would the estimated population of Rocinha (150 000 to 300 000) vary to such an extent?
5. GS6 How might hosting the Olympic Games and World Cup have affected the wellbeing of Rio’s residents?
6. GS2 What impact does poor sanitation have on the natural environment?
7. GS6 Which countries and regions do you expect to make greatest progress in terms of improving access to

clean water and sanitation? Justify your answer.
8. GS6 What is the likely impact of improved water provision on literacy for girls? Explain.
9. GS6 If you were travelling to a place that does not have clean water or the level of sanitation you are used

to, what steps could you take to ensure you did not become ill during your visit?

Try these questions in learnON for instant, corrective feedback. Go to www.jacplus.com.au.
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18.4 Rural–urban wellbeing variation in Australia
18.4.1 Risk factor variations across regions
Geographical location is a significant factor in human health and wellbeing. In Australia, as in many other
countries, the level of health is lower in regional and remote areas than in major cities. According to
the Australian Institute of Health and Welfare’s (AIHW) 2018 rural and remote health report, people
living in rural and remote places tend to have shorter lives and higher levels of injury and disease and less
access to health services than those living in major cities. FIGURE 1 shows the remoteness classifications of
regions across Australia and FIGURE 2 shows the proportion of the population that lives within each regional
classification.

FIGURE 1 Australia’s population by remoteness classification
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FIGURE 2 Percentage of
Australia’s population by
remoteness classification
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FIGURE 3 Health services are less accessible for people living in
Australia’s regional and remote areas than for those in urban areas.

People from regional and remote areas tend to be more likely than their major city counterparts to smoke
and to drink alcohol beyond the recommended ‘safe’ levels. TABLE 1 outlines differences in various health
risk factors between people living in cities, inner regional areas and outer regional and remote areas.

TABLE 1 Rates of different health behaviours and risk factors across different living areas

Health risk factor Major cities Inner regional Outer regional/remote

Daily smoker 13% 18% 22%

Overweight or obese 61% 67% 68%

No/low levels of exercise 64% 69% 72%

Exceed lifetime alcohol risk guideline 16% 18% 24%

High blood pressure 22% 24% 22%

Notes:
1. ‘%’ represents prevalence of risk factor in each region (excluding Very remote areas of Australia).
2. Proportions were age standardised to the 2001 Australian Standard Population.

Shorter life expectancy and higher rates of injury and illness may be linked to differences in access
to services, increased risk factors and the regional/remote environment. More physically dangerous
occupations in rural areas lead to higher accident rates. Factors associated with driving, such as long
distances, greater speed and animals on roads, contribute to higher road accident rates in country areas.
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18.4.2 Variations in service accessibility
In general, people living in rural Australia do not always have the same opportunities for good health as
those living in major cities. Residents of more inaccessible areas of Australia are generally disadvantaged
in their access to health facilities staffed by skilled personnel. FIGURE 4 shows access to services is at least
partially affected by the number of available health workers per population. Medical personnel in rural areas
have a higher average age and face longer work hours than their city counterparts. Recruitment difficulties
in rural areas also affect the sustainability of such services. FIGURE 5 shows differences between regional and
remote areas and cities in relation to access to and experience of medical services.

FIGURE 4 Health practitioners per 100 000 people, by remoteness area

0

Major

cities

Inner

regional

Outer

regional

Remoteness area

F
u

ll
-t

im
e

 e
m

p
lo

y
e

e
s
 p

e
r 

1
0
0

0
0
0
 p

o
p

u
la

ti
o

n

Remote/

Very remote

Australia

500 General practitioner

Hospital non-specialist

Specialist

Specialist-in-training

Other clinician

Non-clinician

400

100

300

200

Source: Australian Institute of Health and Welfare

Where health services are provided, regional and remote residents also tend to face higher out-of-pocket
expenses. People with disability living outside major cities are significantly less likely to access disability
support services.

In addition to access to health services, access to healthy food options also affects health and wellbeing.
A government survey found that absence of competition in remote areas led to mark-ups of up to 500 per
cent on some foods, particularly fresh fruit and vegetables, which could take up to two weeks to reach their
destination. A typical packet of pasta could cost approximately five times more than in metropolitan stores.

Fewer educational and employment opportunities are other wellbeing challenges faced by those in
regional and remote places.

On the positive side, despite the poorer health-related wellbeing typically associated with regional and
remote areas, according to the Household, Income and Labour Dynamics in Australia (HILDA) survey,
Australians living in non-urban areas tend to report higher levels of life satisfaction. This may be due to a
greater sense of social cohesiveness, through community-based activities and higher rates of participation
in volunteer organisations, as well as general feelings of safety in their community. The Country Women’s
Association is one such volunteer organisation that forms a vital part of rural community life (see FIGURE 7).
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FIGURE 5 Access to and experience of medical services in the past 12 months, by remoteness, 2016
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FIGURE 6 The Royal Flying Doctor Service provides vital health care for remote
areas of Australia.
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FIGURE 7 Members of the Canberra Evening Branch of the Country Women’s Association held
a charity bake-off for the Women’s Refuge of the ACT.

Variation in wellbeing within cities
Although people in urban places generally have a higher standard of wellbeing according to many measures
than those living in rural areas, levels of wellbeing are not uniform across towns and cities. If you live
in a town or city yourself, you would be aware that not all parts of that location have the same access to
facilities or the same types of housing. Elements such as public transport links, access to schools, shops and
sporting and entertainment facilities have an impact on a place’s liveability and therefore the wellbeing of
its residents. Variations in wellbeing occur on a local scale as well as at national and global scales.

The cost of housing is a major expense for people so its affordability directly affects people’s living
standards. When more of an individual’s income needs to be spent on mortgage or rent payments, they
have less disposable income available for other activities. Thus, spending on wellbeing-enhancing activities,
such as social events with friends and family, gym membership or sports participation and holidays, will be
less, which may lead to a lower sense of general wellbeing. TABLES 2 and 3 list the top ten most affordable
suburbs in Melbourne for house and unit purchases, and the top ten most affordable suburbs within 10
kilometres of the city centre. As the tables demonstrate, in general, greater proximity to the city centre leads
to increased housing prices.

TABLE 2 Melbourne’s top ten most affordable suburbs, 2019

Most affordable suburbs, houses Median house price Most affordable suburbs, units Median unit price

Melton $389190 Junction Village $303505

Melton South $404812 Bacchus Marsh $318393

Millgrove $419830 Albion $320234

Cobblebank $434888 Darley $325 919

Kurunjang $436026 Melton South $329168

East Warburton $439360 Carlton $329228

Melton West $445 522 Melton $330490

Warburton $447262 Notting Hill $332 055

Coolaroo $453602 Harkness $344225

Weir Views $462542 Werribee South $345024
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TABLE 3 Melbourne’s top ten most affordable suburbs within 10 km of city centre, 2019

Most affordable suburbs: houses Median house price Most affordable suburbs: units Median unit price

Maidstone $738813 Carlton $329228

Coburg North $750857 Travancore $355798

Bellfield $766227 Flemington $376069

West Footscray $800115 Footscray $415862

Footscray $804367 Kingsville $420 856

Kensington $869416 West Footscray $432156

Coburg $882328 Melbourne $439738

Collingwood $887392 Prahran $459113

Flemington $897218 Maribyrnong $469152

Preston $903583 Windsor $469 815

A comparison of urban wellbeing — Mumbai, India
Located in the city of Mumbai, India, the slum of Dharavi (see FIGURE 8) is home to more than one million
people in an area of around 220 hectares. Although this location has minimal formal infrastructure and has
poor drainage, its cheap rent, manufacturing activities such as leather tanning and its location between two
major suburban railway lines mean that it continues to grow. In contrast, FIGURE 9 shows a new residential
development in the eastern part of the same city. Mumbai’s population of more than 22 million people
includes India’s richest person, Mukesh Ambani, whose US$54 billion fortune, made via the textile
industry, also ranks him among the richest people in the world. The contrasts in wellbeing in India are
clearly seen by these two vastly different environments.

While in Australia we may experience variation in wellbeing across the various areas within our cities,
they are nothing like the scale of difference that is evident in these contrasting images of Mumbai.

FIGURE 8 Dharavi, a large slum in the city of Mumbai, India
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FIGURE 9 New residential development for the wealthy in Mumbai, India

18.4 INQUIRY ACTIVITY
Find an outline map of Melbourne in your Atlas or online and shade each of the suburbs in TABLES 2 and 3 using
a graded colour scheme to represent increasing price brackets (e.g. $300 000–$349 999, $350 000–399999,
$400 000–449 000). Write a paragraph to describe the distribution of the most affordable suburbs for house and
unit purchases. What reasons can you propose for this? Classifying, organising, constructing

18.4 EXERCISES
Geographical skills key: GS1 Remembering and understanding GS2 Describing and explaining GS3 Comparing and
contrasting GS4 Classifying, organising, constructing GS5 Examining, analysing, interpreting GS6 Evaluating, predicting,
proposing

18.4 Exercise 1: Check your understanding
1. GS3 Draw a table to show the advantages and disadvantages of rural versus urban areas in terms of

wellbeing in Australia.
2. GS2 Refer to FIGURES 4 and 5 to explain why people living in rural Australia do not always have the same

opportunities for good health as those living in major cities.
3. GS2 Explain why the information shown in TABLES 2 and 3 may be considered a measure of wellbeing.
4. GS5 Study FIGURE 4. For which type of health practitioner is access most noticeably different between

major cities and regional and remote areas?
5. Study FIGURE 5.

(a) On which measures are the differences least apparent? Suggest a reason why this is so.
(b) On which measures are the differences most apparent? Explain why this is the case.

18.4 Exercise 2: Apply your understanding
1. GS6 What is the long-term potential outcome of the contrast in wellbeing shown in FIGURES 8 and 9?
2. GS6 Why would it be difficult to measure wellbeing in a slum area such as Dharavi in Mumbai?
3. GS6 Suggest a strategy for improving the accessibility of health services for people living in rural Australia.
4. GS6 Suggest an alternative measure of wellbeing not mentioned in this subtopic that could highlight the

variation in wellbeing within an urban area.
5. GS6 Suggest the positive and negative impacts of the mining boom on levels of wellbeing in remote

communities in Australia.

Try these questions in learnON for instant, corrective feedback. Go to www.jacplus.com.au.
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18.5 Indigenous wellbeing in Australia
18.5.1 Are all Australians equal?
In a just society like Australia, we would expect that everyone is able to experience a similar standard
of living. It would be unfair for one sector of a community to experience significant disadvantage when
the rest of the community enjoys the privileges of a ‘good life’. However, many Indigenous Australians
consistently experience lower levels of health, education, employment and economic independence than
those experienced by most non-Indigenous Australians. These socioeconomic factors inhibit the ability of
Indigenous Australians, who make up 3.3 per cent of the Australian population, to contribute to and benefit
from all that Australia has to offer.

Why does disadvantage exist?
The inequalities may be attributed to three main causes:
• the dispossession of land
• the displacement of people
• discrimination.
Many generations of Indigenous people have experienced difficulties in accessing the same services

and opportunities as other Australians. Disadvantage in one area, for example, poor access to health
services, may affect a student’s ability to attend school, which may in turn alter their employment prospects.
Compared with other Australians, Indigenous people (as a group) remain disadvantaged (see FIGURE 1).

FIGURE 1 Indicators of Indigenous wellbeing
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18.5.2 Improving wellbeing — closing the gap
In 2008, the Close the Gap program was launched with the aim of eliminating health and wellbeing
differences between Indigenous and non-Indigenous Australians. It set out six key targets:

1. to close the life expectancy gap within a generation
2. to halve the gap in mortality rates for Indigenous children under five within a decade
3. to ensure access to early childhood education for all Indigenous four-year-olds in remote communities

within five years
4. to halve the gap in reading, writing and numeracy achievements for children within a decade
5. to halve the gap for Indigenous students in Year 12 attainment rates by 2020
6. to halve the gap in employment outcomes between Indigenous and non-Indigenous Australians within

a decade.
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An additional target relating to school attendance was added in 2014. In the ten-year review of the program
in 2018, it was noted that only two of the targets — early childhood education and Year 12 attainment —
were on track to be met. The remaining target areas, although showing some improvements, were falling
short of the desired levels. In the Closing the Gap Refresh program outlined in 2018, further targets were
outlined in the key areas of:
• families, children and youth
• housing
• justice, including youth justice
• health
• economic development
• culture and language
• education
• healing
• eliminating racism and systemic discrimination.

FIGURE 2 Closing the gap for Indigenous Australians will take generations of
commitment.

How can we measure Indigenous wellbeing?
Indigenous peoples are culturally and linguistically diverse, but Indigenous culture differs markedly from
non-Indigenous Australian culture. Concepts of family structure and community obligation, language,
obligations to country and the passing down of traditional knowledge are all viewed and practised very
differently by Indigenous cultures in comparison to non-Indigenous cultures. These are important factors
that contribute to both identity and wellbeing, yet as indicators, they may be difficult to measure.

The National Aboriginal and Torres Strait Islander Social Survey (NATSISS) is a six-yearly survey
conducted by the federal government. It aims to measure the health and wellbeing of Aboriginal and Torres
Strait Islander communities. Some of the data gathered from the survey are highlighted in FIGURE 3.

The data reveals some of the key wellbeing issues facing Aboriginal and Torres Strait Islander people,
but also highlights the strong cultural and community connections felt by many Indigenous people
and the importance of these connections in relation to overall sense of life satisfaction and wellbeing.
FIGURE 4 summarises the extent of this participation in family and community life.

634 Jacaranda Humanities Alive 10 Victorian Curriculum Second Edition

UNCORRECTED PAGE PROOFS



“c18FactorsAffectingHumanWellbeing_print” — 2019/9/14 — 16:14 — page 635 — #22

FIGURE 3 Some findings from the National Aboriginal and Torres Strait
Islander Social Survey (NATSISS) 2014–15
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FIGURE 4 Indigenous Australians’ participation in aspects of family, community and cultural life
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Programs to close the gap
Recognising the divides that exist at home, Australian governments and other agencies such as Oxfam are
continuing to push initiatives aimed at tackling some of the problems that many Indigenous communities
face. Ultimately, all Australians benefit from a united effort to address Aboriginal and Torres Strait Islander
disadvantage. When disadvantage is overcome, the need for government expenditure is decreased. At the
same time, Aboriginal and Torres Strait Islander peoples will be better placed to fulfil their cultural, social
and economic aspirations.

The following initiatives are examples of how both government and non-government agencies are
working to improve the wellbeing of Australia’s Indigenous peoples.
• The National Partnership Agreement on Closing the Gap in Indigenous Health Outcomes. For

example, the Many Rivers Aboriginal Medical Service Alliance in northern New South Wales brings
together ten Aboriginal-controlled health organisations that share resources and programs servicing
35 000 people.

• The Australian Government licensing scheme for community stores in the Northern Territory. This
scheme requires store managers to offer a range of healthy food and drinks and to make these attractive
to customers. Prior to this, people in remote Indigenous communities often had little choice. Goods
and food were of poor quality and basic consumer protection was lacking. More than 90 Northern
Territory stores, such as the one pictured in FIGURE 5, are now licensed, with reported improvements in
management, hygiene and employment of Indigenous staff.

• The Wylak Project builds the leadership capacity of Indigenous youth by offering grants in three key
areas — cultural projects, advocacy/campaigning and learning events.

FIGURE 5 New food store at Ngukurr, Northern Territory

Lombadina Indigenous community program
Indigenous communities themselves are also working hard to improve their wellbeing. Lombadina is
an Indigenous community inhabited by the Bardi people. It is located on the north-western coast of
Western Australia (see FIGURE 6). Lombadina and the neighbouring Djarindjin community are home to
approximately 200 Indigenous people. The Lombadina community is working towards self-sufficiency
through ventures that include tourism operations, a general store, an artefact and craft shop, a bakery
and a garage. The tourist ventures centre on sharing knowledge of an Indigenous lifestyle. In addition
to providing serviced accommodation, many tours are offered, including cultural tours, fishing charters,
kayaking and bushwalking. Lombadina has received a number of tourism awards. The considerable success
of these businesses has contributed substantially to the wellbeing of this community.

Lombadina is also involved in the EON Thriving Communities Project. EON is a non-government
organisation operating by invitation in Indigenous communities in Western Australia. It aims to close the
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gap in terms of health; for example, via the provision of practical knowledge about growing and preparing
healthy food in schools and communities. The project has community ownership and is designed to be
sustainable, thus improving wellbeing in the long term.

FIGURE 6 Location of Lombadina, Western Australia
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Resources

Weblink Lombadina

18.5 INQUIRY ACTIVITIES
1. Conduct internet research into the Closing the Gap Refresh. Create an infographic poster outlining the new

targets relating to each of the key focus areas. Classifying, organising, constructing
2. Another factor contributing to disadvantage may be the remoteness of Indigenous communities. Investigate

the proportions of the Indigenous population who live in urban and regional areas compared with those who
live in remote and very remote areas. What differences in wellbeing may result from these differences in
location? Examining, analysing, interpreting

3. National Close the Gap Day is held in March each year to improve community awareness of the issue of
Indigenous disadvantage and to publicise federal government action. Use the internet to find out what
activities are taking place in your state and/or local area for the next Close the Gap Day.

Examining, analysing, interpreting
4. Using the internet, research one of the following organisations that have experienced success in combating

some of the health, social or educational disadvantages experienced by Indigenous Australians. Why have
they been successful? What outcomes will be changed for Indigenous people?
• Aboriginal Women Against Violence (NSW)
• MPower — Family Income Management Plan (Qld)
• Indigenous Enabling Program at Monash University (Vic.) Examining, analysing, interpreting
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18.5 EXERCISES
Geographical skills key: GS1 Remembering and understanding GS2 Describing and explaining GS3 Comparing and
contrasting GS4 Classifying, organising, constructing GS5 Examining, analysing, interpreting GS6 Evaluating, predicting,
proposing

18.5 Exercise 1: Check your understanding
1. GS1 What are some of the reasons that disadvantages exist for Indigenous Australians?
2. GS1 Refer to FIGURE 1. What is the average life expectancy for Indigenous Australians and non-Indigenous

Australians? What is the difference (in years) between these average life expectancies?
3. GS2 Explain how the National Aboriginal and Torres Strait Islander Health Survey might give us more insight

into the wellbeing of Indigenous Australians.
4. GS1 What areas are being addressed by the federal government’s Close the Gap program?
5. GS2 Why is the Close the Gap program necessary?

18.5 Exercise 2: Apply your understanding
1. GS2 Did any of the statistics about Australia’s Indigenous people surprise you? Explain your reaction to

them, and how they may have either changed or reinforced your own opinions or beliefs.
2. GS6 ‘Social justice’ means fair and equitable access to a community’s resources. Do you think Indigenous

people experience social justice in Australia? Explain your answer.
3. GS6 How might Indigenous tourism initiatives such as those run by the Lombadina community improve the

wellbeing of people beyond that community?
4. GS6 What do you consider the most significant wellbeing issue facing Indigenous Australians today? Use

data from this subtopic to support your view.
5. GS6 Suggest a way to address the issue you identified in question 4. How could wellbeing in this area be

improved?

Try these questions in learnON for instant, corrective feedback. Go to www.jacplus.com.au.

18.6 SkillBuilder: Understanding policies and
strategies

What are policies and strategies?
Policies are principles and guidelines that allow
organisations to shape their behaviour and decisions,
and to clarify future directions. Strategies ensure that the
key components of a plan are implemented. Policies and
strategies are particularly useful in large organisations,
where information needs to be spread to all employees.

Select your learnON format to access:
• an overview of the skill and its application
in Geography (Tell me)

• a video and a step-by-step process
to explain the skill (Show me)

• an activity and interactivity for you to
practise the skill (Let me do it)

• questions to consolidate your understanding of the skill.

Resources

Video eLesson Understanding policies and strategies (eles-1760)

Interactivity Understanding policies and strategies (int-3378)
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18.7 SkillBuilder: Using multiple data formats

What are multiple data formats?

Population (thousands)

80 8060 40 6020 402000
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70–74

65–69

60–64

55–59

50–54

45–59
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35–39

30–34

25–29

20–24

15–19

10–14

5–9

0–4

Multiple data formats are varied forms of data presentation, used
when a range of data needs to be shown. All the information must be
read before the data can be interpreted.

Select your learnON format to access:
• an overview of the skill and its application in
Geography (Tell me)

• a video and a step-by-step process to explain
the skill (Show me)

• an activity and interactivity for you to practise
the skill (Let me do it)

• questions to consolidate your understanding
of the skill.

Resources

Video eLesson Using multiple data formats (eles-1761)

Interactivity Using multiple data formats (int-3379)

18.8 Thinking Big research project: Improving
wellbeing in a low-HDI ranked country

SCENARIO
You will research and prepare a report on a country with one of the
lowest Human Development Index rankings. What is the country’s
current development status, what are its top three most pressing
problems, and what can the Australian government do to alleviate
the situation?

Select your learnON format to access:
• the full project scenario
• details of the project task
• resources to guide your project work
• an assessment rubric.

Resources

projectsPLUS Thinking Big research project: Improving wellbeing in a low-HDI ranked country (pro-0219)
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18.9 Review

18.9.1 Key knowledge summary
Use this dot point summary to review the content covered in this topic.

18.9.2 Reflection
Reflect on your learning using the activities and resources provided.

Resources

eWorkbook Reflection (doc-31779)

Crossword (doc-31780)

Interactivity Factors affecting human wellbeing crossword (int-7677)

KEY TERMS
favela an area of informal housing usually located on the edge of many Brazilian cities. Residents occupy the

land illegally and build their own housing. Dwellers often live without basic infrastructure such as running
water, sewerage or garbage collection.

female infanticide the killing of female babies, either via abortion or after birth
gross domestic product (GDP) a measurement of the annual value of all the goods and services bought and

sold within a country’s borders, generally discussed in terms of GDP per capita (total GDP divided by the
population of the country)

maternal mortality the death of a woman while pregnant or within 42 days of termination of pregnancy
micro-credit the provision of small loans to borrowers who usually would not be eligible to obtain loans due to

having few assets and/or irregular employment
poverty rate the ratio of the number of people whose income is below the poverty line
regional and remote areas areas classified by their distance and accessibility from major population centres
rural relating to the country, rather than the city
sanitation facilities that safely dispose of human waste (urine, faeces and menstrual waste)
sex ratio the number of females per 1000 males
socioeconomic of, relating to or involving a combination of social and economic factors
spatial variation difference observed (in a particular measure) over an area of the Earth’s surface
Sustainable Development Goals (SDGs) a set of 17 goals established by the United Nations Development

Programme, which aim to end poverty, protect the Earth and promote peace, equality and prosperity
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