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Abstract
In remote Indigenous communities, people with end stage 
kidney disease have limited access to dialysis services and 
the vast majority of patients contend with urban displace-
ment in order to access treatment. Through ethnographic 
encounters with Yolŋu renal patients and other actors in 
Northern Territory healthcare systems, this paper explores 
how the threats posed by end stage kidney disease are mul-
tiply conceptualised and imbued with different forms of 
moral and political value. Drawing on Mary Douglas’ cul-
tural theory of risk, I consider how Yolŋu, health profes-
sionals and health policymakers construct topographies of 
safety and danger. I argue that medical risk is deployed in 
Northern Territory healthcare systems to perform the ‘dirty 
work’ of governing uncertainties and threats to renal pa-
tients’ health and of distributing treatment amongst patients 
and over space. The ‘dirty work’ of medical risk recasts 
questions of value and the distribution of resources into 
matters of safety and liability.
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1 |  INTRODUCTION

‘Can you explain that word risk?’, my interlocutor requested. ‘Well … it’s when something might 
or might not happen in the future …’ I fumbled, launching into a discussion about possibilities and 
probabilities, bashfully aware of the inadequacy of my explanation. My interlocutors were two Yolŋu 
co- researchers, one an experienced Yolŋu language consultant, the other a renal patient well versed 
in biomedical explanations of disease. They were helping me translate informed consent materials for 
our research into Yolŋu matha, including an explanation of the risks and benefits of our work. After 
a lengthy discussion we settled for a very indirect translation about where participants ‘might find 
difficulties’ or ‘assistance’.

I had not anticipated that this task would raise metaphysical questions about the nature of knowl-
edge, causality and free will.

The concept of risk in the English language, although originating from Latin roots, can be his-
toricised within European modernity (Beck, 1992; Giddens, 1990). Probabilistic analysis of devi-
ance from pre- defined norms of health and behaviour within populations emerged as a technique of 
governance in the nineteenth century. Such analyses, describing new kinds of threats to people and 
societies, was critical to the development of modern health and social policy and ultimately advanced 
state power (Wilkinson, 2010). The term ‘risk’ evidently had little resonance with my Yolŋu interloc-
utors, despite their frequent subjection to health interventions and medical advice based on medical 
risks. The metaphysical questions that arose in my attempts to translate research materials with Yolŋu 
co- researchers led me to direct analytical attention in our subsequent research into Yolŋu experiences 
of end stage kidney disease to how Yolŋu renal patients conceptualise and experience threats to their 
health. The historic and cultural embeddedness of risk in Western thought also caused me to con-
sider how threats to the bodies and lives of renal patients are constructed in Northern Territory renal 
services through the concept of medical risk, and to what ends. In this paper, through ethnographic 
encounters with Yolŋu renal patients and other actors in Northern Territory healthcare systems, I ex-
plore how the threats posed by end stage kidney disease are multiply conceptualised and imbued with 
different forms of moral and political value. I show how the concept of medical risk is imbued with 
the moral and political value of patient deaths and adverse events that occur in or near a hospital, and 
how it makes legible or obscures threats to patients.

2 |  RENAL SERVICES IN REMOTE INDIGENOUS 
COMMUNITIES OF THE NORTHERN TERRITORY

While Indigenous Australians living in remote areas suffer from extremely high rates of end stage 
kidney disease,1 dialysis services2 in remote Indigenous communities are vastly insufficient. Dialysis 
is a highly technical and expensive treatment, and nurse- supported dialysis services in remote areas 
of the Northern Territory are estimated to cost 30% more than dialysis administered at urban satel-
lite units (Zhao et al., 2014). In the Northern Territory, 80% of all dialysis patients relocate from re-
mote communities to the urban centres of Darwin and Alice Springs in order to access life- sustaining 
treatment (Gorham, 2001). For Yolŋu, displacement to Darwin implies a physical journey of around 
500– 1000 km or more, which entails travel on poor roads that are often inaccessible during the wet 
season or expensive air travel. Patients contend with the intersection of disadvantage, displacement 
and illness (Devitt and McMasters, 1998).

Funding for nurse- supported dialysis services3 in remote Indigenous communities of the Northern 
Territory was long considered beyond the purview of public healthcare systems in health policy 
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frameworks (Gorham et al., 2018). Remote services have often been funded in unconventional and, 
at times, questionable ways, including through the sale of locally- produced art and philanthropic do-
nations (Rivalland, 2006), in exchange for the relinquishing of a land rights claim (Loff and Cordner, 
1998) and as part of a mining land use agreement (Kearney, 2017, p. 78). The governance of Northern 
Territory renal services, in circumstances of post- universal healthcare, is highly politicised.

In a recent announcement, the Commonwealth Government agreed to take greater financial re-
sponsibility for dialysis services in remote areas (Australian Government Department of Health, 
2019). The announcement brought to a conclusion several decades of disputed jurisdiction between 
the Commonwealth and Northern Territory Governments over responsibility for remote dialysis ser-
vices and an absence of recurrent funding. Aboriginal Community Controlled Health Organisations 
providing dialysis in remote areas can now claim reimbursement for the costs of employing renal 
nurses and renal- trained Aboriginal Health Practitioners. While this arrangement may see an expan-
sion of remote services in the coming years, it is contingent on Aboriginal Community Controlled 
Health Organisations accepting the risks and responsibilities of providing services in remote areas. 
Meanwhile, the Northern Territory Government's renal services continue to govern the distribution of 
remote dialysis chairs. Northern Territory renal service medical protocols continue to prevent certain 
patients defined as unwell from receiving treatment in remote areas. All patients are still required 
to commence dialysis treatment in Darwin or Alice Springs. Through reconfiguration of the risks, 
responsibilities and liabilities of remote dialysis services, questions about the ways in which medical 
risk is deployed in the governance of renal services emerge.

3 |  CONCEPTUALISING THE THREATS OF END 
STAGE KIDNEY DISEASE AND THE ‘DIRTY WORK’ OF 
MEDICAL RISK

In this paper I approach risk as a social construct historically and culturally embedded in a Western 
and biomedical ontology of health and disease, and as a normative concept that emerges when uncer-
tainties are attributed negative value in healthcare systems (Samimian- Darash and Rabinow, 2015). 
Risk factors represent particular configurations of temporalities, potentialities, practices and statuses 
in a particular regime of value and valuation (Szmukler, 2003). As Bell et al., (2019) argue, medical 
risk factors are technologies of clinical decision making that construct narratives around categories of 
genetics, biology, behaviour, culture, socio- economic circumstances and, we might add, geography. 
The medical risks ascribed to renal patients by medical protocols and health professionals, including 
the possibility of adverse events and patient deaths, can be approached as one configuration of pos-
sibilities. As I will show, the scenarios that risk discourses describe, of patient deaths and adverse 
events in remote areas, carry divergent implications for patients and healthcare systems.

Medical risk is deployed in healthcare systems to perform the moral and political work of defin-
ing health and illness. In Mary Douglas’ (1992) cultural theory of risk, risk is commensurate with 
sin and taboo. Douglas argued that all societies moralise and politicise dangers, linking disapproved 
behaviour, threats to people and threats to society in order to reinforce social values. Being ‘at risk’, 
according to Douglas, stands in for categories of abnormality, social deviance and vulnerability. In 
theorising risk as an ordering process based on constructions of threats to people and society, Douglas 
drew on her earlier work on purity and danger in ritual and secular life in which dirt figures as dis-
order, or matter out of place (Douglas, 2003 [1966]). Our ideas of dirt are premised on intertwined 
concepts of cleanliness and social order. Dirt poses dangers to people and societies. Our attempts to 
eliminate dirt work to reinforce ordering systems.
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Drawing on Mary Douglas’ theory of risk, I consider how medical risk is deployed in Northern 
Territory renal services to perform what I term the ‘dirty work’ of governing uncertainties over 
the bodies and lives of Yolŋu renal patients. Although Mary Douglas separated biomedical 
concepts of hygiene from other conceptualisations of dirt and cleanliness, I approach healthcare 
as an ordering system premised on particular constructs of threats to patients’ health. While I 
attribute health professionals, policymakers and patients with a greater degree of agency than 
Douglas may have, like Douglas, I understand the concept of medical risk as firmly embed-
ded in the structures of power and interests at play in Northern Territory healthcare systems. 
Through the concept of medical risk, healthcare systems and their agents undertake the messy 
and difficult process of governing dying bodies and bodies with uncertain trajectories in an 
intercultural space. Drawing on a second connotation of dirt as ground, or place, I explore how 
place figures as an ordering, organising principal in concepts of medical risk. I argue that the 
dirtiness of governing threats and uncertainties is also exhibited in the underhand ways in which 
medical risk is mobilised. The casting of remote Indigenous communities as high risk places, 
and of some Yolŋu with end stage kidney disease as high risk patients, legitimates treatment 
provided through urban displacement.

Again, drawing on Douglas, this paper also explores the threats that end stage kidney disease poses 
to Yolŋu, and how such threats work to reinforce Yolŋu social values. I explore how Yolŋu, like health 
professionals and policymakers, describe places of safety and danger in narratives of the threats of end 
stage kidney disease. I consider how Yolŋu instrumentalise the threats that end stage kidney disease 
subjects them to, in order to make claims for a different ordering of healthcare.

4 |  METHODOLOGY

In exploring the politics of remote dialysis in the Northern Territory, I undertook 16 months of 
ethnographic fieldwork from October 2017 to February 2019 in Darwin and north east Arnhem 
Land. My primary interlocutors were Yolŋu who were undertaking dialysis treatment in Darwin, 
together with their carers and families. Two Yolŋu co- researchers, Yinin Dhurrkay and the late 
Mr Muŋuḻpurr, were employed as advisors to this dimension of the study. I conducted semi- 
structured and unstructured individual and group interviews with interlocutors, in Australian 
English, Aboriginal English and Yolŋu matha, at their places of residence and in public places 
such as parks and reserves. I accompanied interlocutors, when invited to do so, to dialysis ap-
pointments, public events and hunting trips, and I became embroiled in people's life projects 
in responding to requests for lifts around Darwin. I conducted further fieldwork in north east 
Arnhem Land in three brief visits in 2017 and 2018, including in conjunction with the Galiwin'ku4 
trial of nurse- supported dialysis. I also completed qualitative interviews with 35 health profes-
sionals, health policymakers and housing department officials in Darwin and north east Arnhem 
Land. Ethical approval for this research was granted by the Human Research Ethics Committee 
of the Northern Territory Department of Health and Menzies School of Health Research (#17- 
2921), the Charles Darwin University Human Research Ethics Committee (#H17133) and the 
Australian National University Human Research Ethics Committee (#2017- 760).

This paper is shaped by the conditions in which it is produced. The new funding arrangements for 
remote dialysis commenced towards the end of my fieldwork. The historic moment that coincides with 
the time of writing prompts a greater focus on medical risk, where financial liability may have been 
foregrounded in the past.
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5 |  YOLŊU NARRATIVES OF THE THREATS OF END 
STAGE KIDNEY DISEASE

Through märr, Yolŋu derive vitality and power from being present on country and from the quality 
of one's social relations. Märr can be understood as one's life force, personal power, agency or health, 
and becomes embodied in people through sensory experience (Thomson, 1975). Märr is particular to 
individuals or family groups, and associated with physical and immaterial centres of Yolŋu identity, 
according to Yinin: ‘that märr, that märr sits with the family, the land, the people. The language, the 
memories, the inner being, the sights, the smells, märr is all there back home at our country’.

Yinin described the deficient märr of displaced renal patients as presenting an existential threat. Weak 
märr led to patients ‘fading, drifting away … because they know, they know that their body is going to 
change later on. In 2 or 3 years’ time they will change eventually. They will not be the same people.’ When I 
asked Wapiriny about what happened to patients without close relatives in Darwin, he replied that those pa-
tients had ‘already gone’ –  ending their treatment and leaving Darwin to return to their homelands, and gone 
from this world to another domain. Yinin similarly described patients in Darwin who lacked carers as being 
especially depleted of märr, leading them to take up drinking and miss or cease treatment. Insufficient 
märr, it appeared, cause patients to experience a loss of their personal substance and could make one's life 
no longer worth living. Patients receiving treatment in Darwin also complained of difficulties in obtaining 
hunted and gathered foods that made one feel well, and were subject to housing insecurity and in some cases 
homelessness due to extreme shortages of affordable housing in the town (Puszka, 2019). Low survival 
rates amongst Northern Territory renal patients (Northern Territory Government, 2017) may be attributable 
to the conditions of life in which displaced patients receive treatment.

The displacement of renal patients to Darwin could also pose broader threats to Yolŋu society. Mr 
Muŋuḻpurr suggested that displacement could dispossess Yolŋu societies of knowledge and leader-
ship, as well as patients of social status. He lamented,

When we get this sickness we feel like we nobody. That’s how we feel. Like we bin let 
down. We lose everything. We lose family, we lose the good time, we lose friends, we 
lose future. That’s what this sickness does … I look at myself, I say I was not like this 
before. I was huge big man. I used to work for community police for four years. I used 
to go hunting every day, on the weekend fishing, spearing, but this sickness bin slow me 
down. I used to be a tribal leader for the Djambarrpuyŋu clan, I used to lead them but 
not anymore, because this sickness shut down my future. Shut down the main transfer.

Mr Muŋuḻpurr had acquired particular knowledge of ceremonial songs that carried particular rom 
(law) and status. He had also been a member of a rock band in younger days, performing vocals and 
guitar. He enlisted my assistance to have some of his songs recorded. However, this life project was never 
completed after Mr Muŋuḻpurr passed away unexpectedly from complications of end stage kidney disease 
6 weeks after our initial discussions with the owners of a recording studio.

Patients who returned to Galiwin'ku for the dialysis trial experienced dialysis treatment in their 
community in distinctly different ways from treatment in Darwin. Mr Muŋuḻpurr, before his death, 
reflected being nourished through intersubjective connection to kin, country and ancestors during the 
Galiwin'ku trial, in what became his last visit to the community:

When I miss renal in Darwin I feel sick, but not back in Galiwin’ku. (In Darwin) I have 
pain, I don’t feel like eating, I don’t feel like walking. (In Galiwin’ku) that’s because 
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you’re home and you can feel the atmosphere and feel the voice of the wind talking to 
you and saying ‘I’m here’, and you say to yourself ‘I should be back here with my great 
great great ancestors because the spirit is talking to me… When we first flew in (to 
Galiwin’ku), I was feeling like my plane was shaking. It was smooth but I felt myself like 
that, the island was laughing for me, the island could hear that I was coming … the sand, 
the sea will laugh for us and we’ll talk to them and everything will be run smooth, no 
high blood pressure, no salt, no sugar. They’ll laugh every day (if we go back).

In Yolŋu narratives of end stage kidney disease, treatment provided through urban displacement re-
inforces their north east Arnhem Land communities and Darwin as places of safety and danger, health 
and illness. The value of feeling and hearing the wind, performing obligations to ancestors and kin and 
of reducing one's blood pressure are mobilised to make moral and political claims for a different ordering 
of healthcare.

In advancing claims for better access to dialysis in their communities, Yolŋu interlocutors drew on 
both Yolŋu and biomedical concepts of health. Mr Muŋuḻpurr's claims that dialysis in remote areas 
reduced his blood pressure were supported by research into remote dialysis services reporting that 
patients undertaking treatment in their home communities adhered more to their treatment, and had 
better biomedically- defined health outcomes and fewer hospital admissions (Gorham, 2000; Gorham 
et al., 2017; Marley et al., 2010). The threats that urban dialysis and displacement posed to Yolŋu were 
well known to health professionals and policymakers, and had been subject to decades of research and 
advocacy (e.g. Cass et al., 2011; Devitt and McMasters, 1998; Hughes et al., 2018). However, as the 
following section will explore, healthcare systems that attributed value to particular forms of health 
and safety failed to acknowledge these threats.

6 |  RISKY SOCIAL GEOGRAPHIES IN REMOTE 
INDIGENOUS COMMUNITIES

In mid- 2018 I accompanied some of the patients taking part in a pilot of dialysis at Galiwin'ku. The 
Galiwin'ku dialysis facility (renal ready room), which was usually unstaffed, and the two dialysis 
chairs inside it, which were usually unused, were filled with one nurse and four rotating patients for 
a 2- week period.

The morning sun was already piercing my vision through the trees when Marion, a renal nurse, ar-
rived to pick up Mr Muŋuḻpurr and me from his father in law's house for his dialysis appointment. We 
climbed into the health service's Getz and slowly made our way to the residence of Ŋathi,5 Marion's 
other patient for that morning.

At Ŋathi's house, Marion gingerly knocked on the door, without receiving a response. She tried 
again with slightly more force as Mr Muŋuḻpurr reached over to the driver's side and blasted the horn, 
and yelled Ŋathi's name repeatedly at full volume, but without success. When other enquiries did not 
lead us to him, Marion despaired, ‘where could he be?’, a hint of urgency in her voice. When Ŋathi 
eventually phoned Marion to tell her he had walked to the renal ready room and was already there 
waiting for us, she seemed highly relieved. She later confessed to me:

Well if some clients are diabetic and they come in, haven't had their breakfast because 
there was just nothing there and they have a low blood sugar level they could slip into, 
you know even before I pick them up at home. So actually I was thinking when Ŋathi 
wasn't there, not knowing Ŋathi well … I thought, oh not knowing this person, there 
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was when I knocked on the door, there was no response and I listened and you know the 
window was open and there was no breathing sounds, I thought what if …

The renal ready room was a small demountable building identifiable by its ochre and cream colour 
scheme. On the inside, two dialysis chairs faced a window looking out from the top of the hill, over clumps 
of pandanus and banana trees, affording a magnificent view of the sparkling water and the sandy beaches 
further along the island. Mr Muŋuḻpurr pointed out his mother's mother country across the bay, where we 
would later go to visit relatives and share a meal of turtle caught by our hosts, with rice.

After Marion had connected Mr Muŋuḻpurr and Ŋathi to the machines and recorded notes in their 
files, we shared a cup of tea in the mid- morning sun on the front verandah. Marion reflected on her 
work while keeping one ear trained on the patients, as the machines quietly hummed in the back-
ground with the sound of blood and water gradually washing through.

Marion described enjoying the autonomy and the pace of remote renal nursing. Stopping for a 
cup of tea would have been impossible at the hospital where she usually worked, she admitted, but 
in other ways, working in a remote renal ready room required more of her. Remote dialysis afforded 
much more freedom than the rigid policies and procedures of a hospital renal ward. However, with 
greater autonomy came greater responsibility; or alternatively, with the rigidity of bureaucracy came 
protection:

… Because you don't have the clinical backup you know, you don't have the button in 
the wall if you want to have a medical code to call. At the (hospital) clinic there's a red 
button, you press it, the team comes and you're rescued. But here there's no button so you 
have to always think ahead.

However, Marion also admitted that some things could not be predicted or mitigated— such as the 
heart condition of one of her patients, which she described as a ‘ticking time bomb’. Her underlying fears 
may have been heightened by the story told to me by several other renal nurses, of another renal patient 
who had a heart attack in another remote community, hundreds of kilometres from a hospital, and passed 
away.

Marion's narrative demonstrates how health professionals, like patients, could experience renal 
services in embodied and affective ways. The ways in which threats to patients were conceptualised 
by health professionals and in healthcare systems, however, could lead health professionals to experi-
ence the dangers of dialysis in divergent ways to those in their care. Administering a specialist, highly 
technical treatment to patients with serious medical conditions in locations far from hospitals weighed 
heavily on many health professionals and health policymakers with whom I spoke. Medical risks seen 
to be embodied by patients could indeed be severe, including the possibilities of medical evacuation 
and death.

Health policymakers and health professionals described medical risks in Indigenous patients’ bod-
ies, behaviours and geographies. The most significant risks were seen to inhere in the elevated risk 
of cardiac arrest amongst people with end stage kidney disease,6 the possibility that patients would 
not adhere to treatment and the likelihood that patients would be subject to frequent medical evacua-
tions. Further risks included the potential for patients with compromised immunity to be exposed to 
infectious disease as a result of crowded housing conditions, and practices of sharing in the context of 
poverty that were held to blame for patients’ inadequate nutrition. Risk narratives were animated by 
the dangers and instabilities of frontiers of governance: the absence of hospitals, other specialist health 
services and of adequate housing in remote communities, in concert with the risks seen to inhere in 
patient sociality, were argued to pose dangers to patients in such locations. Marion suggests that health 
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professionals administering dialysis in remote areas could experience enhanced professional auton-
omy, but could also feel threatened by such dangers to patients’ health, over which they had limited 
means of exercising control.

Discourses of medical risk that worked to locate disease in social geographies of remote commu-
nities often contained implicit narratives of the poverty and marginality inflicting patients’ health and 
lives. Narratives of risk were furnished by the concept of the ‘social determinants of health’. Offering 
an explanatory model of structural factors impacting biological health, the ‘social determinants of 
health’ concept has been popularised in Australian healthcare, and particularly Indigenous health 
(Carson et al., 2007; Kowal, 2015), and health professionals and policymakers frequently referred 
to the concept in interviews. One senior policymaker described the impact of social determinants of 
health on end stage kidney disease at length:

The high rates of kidney disease and the emerging rates of type two diabetes in young 
people, it's like the ultimate end game of incredibly poor social determinants, you know, 
the multiple causes of social determinants, the overcrowded housing, poverty, food in-
security, racial discrimination, low levels of education and disengagement which relates 
to overcrowding of the houses, that's a significant factor in terms of school attendance, 
low birth weight, high rates of smoking, you know multiple insults that are occurring 
obviously chronic stress, chronic inflammation, there's just multiple insults that are oc-
curring from you know when a child is in utero, early childhood, young adulthood and all 
of those are combining to then create this extreme rates of kidney failure and you know 
it's terrible … it's all about disadvantage, Aboriginal people in the Territory do have 
the greatest disadvantage with remoteness being a disadvantage … Ongoing multiple 
challenges and, without those issues being effectively addressed the health system is just 
gonna have to keep working with people to try to, you know, try and help them manage 
their kidney failure as much as possible.

In this narrative, through heartfelt concern, a panorama of remote Indigenous communities emerges 
as places of disadvantage and uncleanliness; and places in which biomedical health is difficult to govern. 
Notably, this interlocutor does not blame either patients or healthcare providers for these conditions. By 
locating the ultimate causes of illness in structural factors present in remote communities, however, resi-
dence in communities itself becomes a risk factor. Health professionals and policymakers who described 
risky social geographies in remote Indigenous communities drew an implicit contrast with urban hospitals 
as places in which risk was more governable.

The risk discourse that health professionals and health policymakers engaged in, however, did 
not represent a preoccupation with prolonging life at all costs. Those I interviewed were generally 
supportive of patients who decided to cease treatment, as an enactment of patient choice. Maureen, a 
renal nurse, articulated the sentiments of other colleagues when describing supporting patients who 
refused or decided to cease dialysis treatment, telling me, ‘my aim is quality of life … not longevity 
so much, and (my aim is also) the patient choice’. Northern Territory renal services, in fact, assisted 
patients who had decided to cease treatment to return to their country and enter a palliative state. Renal 
services’ moral and social responsibilities were constituted differently in patient deaths that could be 
attributed to patient choices, irrespective of questions about the conditions of life in Darwin that may 
have prompted such a choice.

The risk discourse of my health professional and policymaker interlocutors, like Yolŋu narratives 
of the threats of end stage kidney disease, constructed topographies of safety and danger for patients. 
My healthcare system interlocutors placed value on patient deaths and adverse events that occurred 
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in or near hospitals as places in which biomedical uncertainties could be stabilised. As with Yolŋu, 
the way that health professionals and policymakers cast the threats of end stage kidney disease could 
reinforce particular values of health and safety. Despite their liberal subjectivities and their concerns 
about structural inequalities in patients’ lives, the way that medical risk constructed threats and re-
sponsibilities in healthcare systems reinforced biomedical constructs of health and safety.

7 |  THE GOVERNANCE OF DIALYSIS SERVICES 
THROUGH MEDICAL RISK

Discourses of risky social geographies in remote communities and the value ascribed to patients re-
ceiving treatment in or near hospitals in healthcare systems worked to govern the distribution of dialy-
sis services in remote Indigenous communities. Patients were triaged through medical protocols that 
prohibited unwell renal patients who were considered ‘medically unstable’ from receiving treatment 
in remote areas. ‘Medical instability’ was a concept that remained undefined in protocols and open to 
interpretation; and its lack of definition could be mobilised to deny or grant permission to patients to 
undertake treatment in remote areas. The category of medical instability paralleled narratives of re-
mote communities as frontiers, in which stable governance was difficult to achieve; and both forms of 
instability were seen to create risks that needed to be managed. This task was operationalized in very 
particular ways. Some health professionals described advising patients against returning to remote 
communities for brief visits when they had underlying heart conditions or during influenza outbreaks 
in communities. Some patients were strongly advised to avoid ceremonies due to the increased risk of 
an outbreak of infectious disease that large gatherings could present. Health professionals at times un-
dertook the difficult and fraught dirty work of attempting to bargain with patients by offering to assist 
them to return to their communities for a few days if they better adhered to treatment and nutritional 
advice. Amongst health professionals and policymakers who invoked medical risk, place could serve 
as an ordering, organising principle of healthcare.

Contention over the expansion of dialysis services in remote Indigenous communities was ani-
mated by risk narratives, and the responsibilities and liabilities that risks were seen to create. Disputes 
over the risks and responsibilities of remote dialysis frequently played out between the staff of pri-
mary healthcare services in remote communities and specialist renal services based in Darwin and 
Alice Springs.7 Renal service policymakers related instances in which remote primary healthcare 
staff had registered their opposition to certain patients returning to their community and undertaking 
dialysis treatment there on the basis of patients’ previous low adherence to treatment. Through con-
tention over the distribution of risk and responsibility, remote primary healthcare staff were known to 
have obstructed the construction of remote dialysis facilities and had withheld permission for dialysis 
trucks to park on their premises. Medical risk could be instrumentalised to perform the dirty work of 
transforming questions over the distribution of resources and responsibilities to questions over patient 
safety and staff liability.

The risky social geographies of remote communities were argued to pose threats to patients as well 
as primary healthcare staff, as illustrated by one nurse working in a remote primary healthcare service:

(Remote dialysis) puts them (patients) in a bad position and it puts us in a bad position … 
We can’t force people to take their tablets, because that’s their right of choice. The issue 
here and everywhere is when things go pear- shaped they expect medical staff to fix it, 
sometimes it’s not possible if they’re not compliant. It’s on us because when it goes to a 
coroner’s case … the poor old nurse is under extreme pressure.
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The deaths of renal patients in certain circumstances, including from complications of end stage kid-
ney disease, could indeed be subject to coronial inquiries. This was the case in both Darwin and remote 
Indigenous communities. As Mary Douglas noted, risk reinforces norms and values as a system for cast-
ing blame. The concept of medical risk could be mobilised in healthcare systems to investigate and ap-
portion blame for patient deaths and adverse events in particular ways, and evidently in a manner that this 
interlocutor thought was inequitable. Coronial enquiries could threaten staff, even if staff were ultimately 
absolved of malpractice. Medical risk could also be deployed in attempts to manage threats to staff. The 
concept of medical risk and the way it was distributed and managed in healthcare systems could accentu-
ate biomedical risks while obscuring other threats to the bodies and lives of Yolŋu patients.

8 |  CONCLUSIONS

Mary Douglas described societies’ concepts of risk as working to impose order by moralising and 
politicising dangers. In the politics of remote dialysis in the Northern Territory, medical risk ascribes 
moral and political value to a certain conceptualisation of patient safety and a certain kind of patient 
death. Medical risk is mobilised to perform the dirty work of transforming concern amongst health 
professionals and health policymakers about the structural inequalities in remote communities into 
negative value and illiberal responses; and to recast contention of the distribution of healthcare and 
responsibilities of health systems into questions of safety and liability. It is deployed to mediate the 
distribution of dialysis chairs amongst patients and over space in neoliberal times of non- universal 
healthcare. Medical risk imposes order by displacing Yolŋu patients, dispossessing them of knowl-
edge, leadership, social status and agency, and of the ability to define their own bodily states of health 
and illness. It also creates threats to the professional registration and professional standing of health 
professionals.

The management of medical risks in healthcare systems is often thought of as striking a balance 
between quantity and quality of life; as a ledger of safety and autonomy; or an equilibrium of respon-
sibilities and rights (Clarke, 2011). In such conceptualisations, risks refer to an objective health status 
and can be readily measured, while quality of life is a subjective experience that is difficult to quantify. 
As Mary Douglas and others have expounded in detail, however, our concept of risk emerges from 
the historic and cultural particularism of Western thought, espousing particular ideas of a safety and 
danger. As this paper has argued, quantified or not, the way that medical risk is instrumentalised in 
healthcare systems may displace other values and create other threats.
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ENDNOTES
 1 In remote Australia, rates of end stage kidney disease amongst Indigenous people are 15 or more times higher than 

amongst non- Indigenous Australians of the same age and sex (Australia and New Zealand Dialysis and Transplant 
Registry, 2016; Cass et al., 2001).

 2 People with end stage kidney disease require renal replacement therapy (either kidney transplant or ongoing dialysis 
treatment) in order to sustain life. Few Indigenous Australians with end stage kidney disease receive kidney trans-
plants for reasons which are likely to include structural racism (Khanal et al., 2018).

 3 The Northern Territory and Commonwealth Governments have funded facilities for self- care dialysis, in which trained 
patients perform their own treatment, in remote Northern Territory communities since the mid 2000s. However, el-
igibility criteria exist for self- care dialysis including a level of English fluency and literacy, a level of mathematics, 
dexterity and vision. Uptake of self- care dialysis has been low in the Northern Territory and many facilities in remote 
communities have remained unused or under- utilised (Gorham et al., 2018).

 4 Galiwin'ku is one of the larger communities, located on Elcho Island in north east Arnhem Land. It forms a service 
hub for outlying homelands.

 5 Pseudonym.

 6 International scientific literature shows that cardiac arrest is a major cause of death amongst people with end stage 
kidney disease (Kim and Parekh, 2015; Zachariah et al., 2015).

 7 Remote primary healthcare staff were not generally trained in the specialty area of dialysis, usually categorised as 
tertiary healthcare. Although they were not responsible for administering dialysis to patients, which was performed 
by visiting or resident renal nurses or by patients and their carers, they were tasked with providing emergency and 
preventative care to patients.
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