.10 EPPECWIVENE%% or EXISTING HEALTH CARE PROGRANS
JAND THP ADEQUACY OF WESTERN BUROPEAN-TYPE
HEALTH SERVICES '

'-268._ - In asse981ng the effectlveness of any health serv1ce,_'

- it lS necessary to consmder 1ts acceptablllty and acce551b111fy,

_'the avallablllty of funds,_the env1ronmenta1 condltlons in whlch
1t_operates, and_the socio-economic ercumstances Qf 1ts.

clients. -

269 . The Committee believes that no matter hew much time,

'monéy, or Wellwintentioned éfforf is put into a health Service,.

_1t will not be fully effectlve unless 1t is readily acceptable
and thlS depends 1arge1y on the degree of sympathy and underw

-'standlng the S@TVlC@ offers.

'278 f: - The 1njectlon of 1ncreased funds for Western European—_
tyDe curatlve health serv1ces for Aborlglnals may not
necessablly result in a Slgnlfloant 1mprovement in the standard
_of_Aborlglnal ‘health. The Commlttee 8 attentlon was drawn to
the “Many Farms Proqect" among a Navajo populatlon in Arlzona,
United States of Amerlca, where, six years after the '
'lntroductlon of a soph1stlcated WQstern medlcal serv1ce, few
‘gains in the ;mprovement of health had been made. SDe01flcally,
illnesses which wefe'amenable to medication ftuberCUIOSLS and
'OtltlS medial had decreased 1n 1n01dence, but the incidence of
'dlseases caused predomlnantly by poor 11v1ng condltlons such as

trachoma, gastroenterltlu and pneumonia remalned hlgh

.partlcularly among chlldren._ The Commlttee understands that 1n__

'more recent years the emphasis in the prov151on of health
services to. the Navajo natlon has been dlrected toewards

. subStant1al1y 1ncreas1ng the Dartlcipatlon of the local _ :
¢ommun1ty 1n_the design and delivery of-health_serv1ces. For

_instance, the Navajo Health Authority has developed a family
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medicine program and is actively involved in training Navaio
© people as health workers at professional and para professicnal -~

Clevels.

S 271 _.- Health ‘care programs have been partzcular]y effective
in reduczng the prevalence of dlseases ‘such as smallpox,
typh01d dlphtherla, whooping oough malarla, meas1es, rubella
“and policmyelitis which reached ep_demlc proportions among many
'Abowlglnalo in the past. However, they'havé not been as effect-
ive in recu01ng the prevalence of recurring respiratory and
intestinal diseases which constitute a maior health problem
among Aboriginals, nor the socially related diseases gsuch as _
alcohélismg_trauma and venereal disease which are increasing in .

incidence. -

272 '  The Commlttee attrlbutes the 1ack of success of the
preseﬂt programs not only to thelr hnacceptablilty to ‘
Aborlg:nals but also to. the poor phy51cal env1ronment and soclo—
- economlc conditions in whlch many Aborlglnalu liVE4 In this
regard the Commlttee belleves that the Department of Aboglglnal
- Affairs ignored the Importance of non- medlcal environmental

- Ffactors when, in evidence to. the Committee, it ﬁointed'to th

' i1l health of Aborlglnals and concluded that Mhealth programs
have generally been 1nadequate aﬂd _nd@proprlate for

'-Abprlglnals

'Hospltals, Ceneral Practﬂtloners
_and Spec1alasts :

273 _'The Commit%éé ﬁéiieves'that ﬁhese'serviCES generally
provide aﬂ.effectiye and adequafé service for fﬁosé'Aborigindls
who are iﬁ{egréted into Australian society. Por_examplé; in
Adelaide, of 450 Aboriginal homes visited by Aboriginal health
workers it waS'thablished that less than ban requlred

' aSSLStance to use fhe general health servaces
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274 On the other hand, many other'urban and traditionally
'_orlented Aboriginals are reluctant to use conven+1onal medical
_services. Factors 1nvolved 1n fhis are A ' '

- Aborlglnai apprehensmon of strange

surroundings and procedures found
in doctors' surgerles and hospltals,

_+ . European professmonals unfamlll&rlty
with and lack of sensitivity to
Aboriginal cultural bellefs and
practlces, .
experience of Aboriginals of being -
misunderstood and dlSClelnated
agalnst and

'dlstress arlslng from Aborlglnals

poverty and- 1nablllty to pay.
The result lS that often Abormglnais do not present themselves
and their chlldren-for treatment and.when_they do present- it is
“often very late. This strbngiy Suggests that the health service
offered ig not effectlve or adequate as far as’ thls group of

Aborzglnals is concerned

State and Northern Territory
_Aborlglnal Health Unlts :

T275 s The State Aborlglnal health serv1ces and the Northern
”Terrltory Medical. Servxce all clalm that thelr programs are.
effective and adequate where they operate., In general they
claim that their preventlve programs, whlch involve gettlng out
into the communlty, have prevented mlnor lllnesses from
becoming more serlous - The follow1ng 1nformatlon has been
provided *o the Commlttee to support their claim that their
preventive programs and curatlve services have contrlbuted to
an 1mprovement ln Aborlglnal health :

- In New South Wales in some-towﬁs the number

of Aboriginal admissions to hgspital has
been halved since the program began in 1973,
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"In Queensland

. the infant mortality rate of 1u
Aboriginal communities where the
Unit has been active, fell by
41.8% to a rate per 1000 live
birthe of 46 between 1972-74 and
1875-76, whereas it fell in seven
Aboriginal communities where there

" hag been no health unit by only
ZH.B% to a rate per 1000 live
births of 76.7 in the same period;

perinatal mortality rate per 1000
births, has been reduced from 58
to 51, or where the Aboriginal
Health Program has been active
there has been a reduction from
65 to 29 while the other areas
show an increase from 58 to 62

there is z downward trend in
prevalence of discharging ears;

', incidence of bacterial skin
infections, scabies. and head
lice is falling;

severity of malnutrition and its
prevalence are decreasing;

anaemia amongst children has been
reduced in frequency and severity;
and

hookworm and roundworm have been
controlled to levels approachlng
eﬁadloaLlon.

In South Australia
haemeglobin surveys of Aborlglnalsr
on remote reserves show 1o
signif cant anaemias
. the average birth weight has

increased due to Improve antenatal
cares; and . .
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.. infant death rates have shown a
© definite reduction while the
 number of births has remained

constant.

- In the Northern Territory

. T.B. and leprosy are but a
-fraction of the problem they
were a generation ago;

", measleg, poliomyelitis and
. whooping cough do not occur in
" Aboriginal! communities as a |
‘result of qustalned 1mmunlsat10n
programs,

. V.D. has now become a major
problem which can be expected to
be brought under control as a
result of programs currently
under way;

as a result of access to surgical
-services, disease and deformities
~following injuries are now little
more likely than anywhere else in
: Austwalla,

. although mortality of children 1is
gtill well above Australian
levels, 1t is substantially less

“than it Wwas a generation agos; -

severe malnutrltlon in chlldren
fis now unusual and

. the Aborlglnal mother is no more
likely to die in childbirth than
a non~-Aboriginal woman elsewhere -
in Australia following the '
introduction of conventional
maternal health services.

276 While the Aboriginal Health Units in Western Australia
and Vietoria claim that there has been an improvement in
Aboriginal health, they did net prov1de supportlng éata to the

Committee.
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279

A1l the State-services and the Northern Territory

Medical Service claim that their serice'wQuid'be_more effective

if it were not for

The poor physical environment in which Aboriginals
live, They point cut that they have no functicnal
respongibility to provide the necessary environ-

‘mental fac1lltles_and that their role is advisory

- only

Insufficient funds for the State programs. This,
together with uncertainty of. the future level of
funds, precludes long-term plannlng-' In particular,
the Queensland Aboriginal Health Unit could employ
an additional 1?2 health teams which would bring

“the number ¢f teams to thirty-four. ' In New Socuth

Wales an additional $8G60,000 per year, an increase -
of about 50%, was . reaulred to max1mlse the_'-

: effectlveness of the Serv1ce..

278

that the
would be

Insuff1c1ent funds for and staff celllngs in the

'Northern Territory. Medical Service. This applied .

to. the end of 1878 when the Service was .transferred
to the Northern Territory Government. The present
position regarding funding and staff{ ceilings is
unknown. * The :constraints as they applied to the
end of 1978, had particular implicatiens for the

recruitment and tralnlng of Aboriglnal health .

workers S

The Commltiee ﬂecelved evldence from other sources
States and the Northern Terrltory Medlcal Seerces_

more effectlve if 1t was not for

Public Service procedures ‘which do not allow .

flexibility in the hiring and - flrlng of staff

to maximise. the service to Aboriginal
communities. There are problems in
communlcatlon, high. staff turnover, and lack
of eo- ordlnatlon, etc ' :

Lack of sen81t1V1ty ﬁo the special problens
of Aborlglnals by some profe551ona1 staff.

Reluctance on the part of SOMe. profe551ona1

"staff to recognise the role that Aboriginal-

traditional healers and health workers can play
in the improvement of Aboriginal health.
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- Over- professionalisation of medical services
< that are inappropriate to the baSlC needs -and
life sty*es of Abormglnals.

- Trend towards central sed rather than tin-the-

' fleld‘ services.

AboriginalmControlled'
Medical Services

279 -The.Committee was'informed that medical services
controlled by Aboriginéls-tﬁemselves aré'mofe'efféctive than
conventional departmental medical services because Ab0r1g1nals
have confldence in’ such serv1ces, relate to them more casily
and use them more frequently than They would use government
services. It was argued that servmces which are Controlled by_

Aboriginals ;_

(a) “employ stap” Wwho , haV1ng been TDTETVleWed by
: __Abowlglnals themselves and being answerable
to their Aboriginal employvers, are likely to
be genuinely interested in cross-cultural
- work, to be’'dedicated to Aboriginal causes,
to have a - goed rapporL with Aborlglnaﬁ DEOpl@
-and to stay longer in emnioymenta

In Central Australia some non-Aboriginal
employees of Aboriginal medical serv;ces
spoké the languages of one or nore grouns
fluently. They were deeply interested in
Aboriginal culture, velated to Aboriginals
perscnally, worked very long hours without
extra pay or concessions, and were, in
‘addition, highly qualified in thelr '
professmonal flelds ’

(b prov1de earlier firet conLact and S0 prevent
- minor lllnesses becomlng more serlous,- :

(¢) Theilghten the awareness and lnvolvement of
Aboriginals -in their own health problems and
programs as -a result in part of 'peer group'
pressure and word-of-mouth recommendation.
This in turn promotes service utlllsatlon and
communlty preventive health actlon, -
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(&) arve eongruen* w1th the orgarlsatlonaT
' infrastructure of the community. and. take
into ‘account different norms and values
and rates and types of change, unlike the
. State-wide models which are usually appliled
o without modification to all communities
l_wregardless of d ferences between them,_

(e} are dynam;c and flex1b1e and can be changed
: and restructured according to ccommunity .
wishes or_accordlﬂg to re51dent1ai_o“ :
2rorganisational shifts in. the community,
- -such-as the movement to outstations;

(fy " are immediately responsive to socio- -

©ooomtructural fand other imperatives, '
“unhampered by the deLays which often

occur when decisions must be taken by

A centrallmed bleparchlcal orgaﬁlsed

'(g) are. able to deDloy EuroDean apc Aborlglnal
staff ‘where most needed,. : :

(h} -ensure that-Abor;glnal-healthzworkers can
and do take an active and responsible part
in ‘the running of the health service and =
‘advance . in skills and reSDon81b11:ty as
qu1gk1y as Dossmble, .

(i) ©co- operate open?y and w11h edage wzth tht__g”

- Ctraditional ‘healers and reintroduce R
“indigencous medicines and health practlces:i
Las. an; 1ptegral part of the health program‘

(3) develop to serve a populatlon whlch deflnes.'
: ~itself as- alogical bounded unlt rather
than serving a unit which dg défined by an
outside agency and does not reflect fam31¢al
-clan or trlbal afflllatlons, :

(X .allay the fears of Aboriginal people about
: approaehlng conventlonal health SeerceS, as -
Outllmed Ain paragraph 274, and o E

(1) 'eXDand the amalf of thelr ac‘tlvz,twer to

: -lnclude pweveptlve and educational measures,
“that 'is, to promote a 1ife style whioh is
conducive to the:-contrel of debilitating,
infectious, paras:tlc and degeperative dlSeaSe .
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280

The Committee was informed of problems that can arise

.in the operation of'Aboriginal medical servicés

such

{a)

In urban areas Jt was argued by some wztnesses thaf
Services may

encour age Aborlgznal dependency on Separate

‘services instead of assisting them to utilise

existing services, or apprising conventional
services. of the rneed to adapt to Aboriginal

" needs and fears. Ag Aboriginals become more

(b)

()

that

(d)

(el

Tamiliar with community medical services and

the latter more actively aware of their
Aboriginal clients., there should be a
diminishing role for special services;
funds were used for services unecessary in
Drlmary health care such as mis-use of
patﬂert transport

'peer group' pressure may prevent some

dindividuals from making a free choice;

In remote areas it was argued by some witnesses

Sdnstitutions which aftempt to bring together

different tribes and clans, as at Papunva
and Hermannsburg, are likely to fail because
of differences between them and because

‘traditional authority rests with each local

group. Although, as stated by several
witnesses, ceremonies invelving large groups

‘of people belonging to a variety of clans or

tribes, are frequently held in central and
northern Australia, there is no evidence
which guarantees that these indigenous
organisational and administrative mechanisms
will or could be relied on, or allowed to
operate on the same scale for an Aborlglnal
medical serv1ce,_

in many cases Aboriginals are still nct
sufficiently familar with, nor do they have
the necessary knowledge and understanding
of modern medical techniques and systems to
make an informed decision on health matters
which affect them; : :
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&)

(g

(h)

(1)

often the only people in a community with
the mecegsary skills. and knowledge are
non-Aboriginal health professionals. . Their
advice .is normally accepted and in fact
contral of the service rests with them and
not the community; :

most ¢f the grass roots health professionals
who -remain for considerable periods. in
departmental services, are just as dedicated
and qualified as those employed by Aboriginal-
contyrolled medical services, have a good
rapport with Aboriginals, are fluent in
languages and work long hours;

many of the non-Aboriginal proLe551onal staff
empioyad by Aboriginal medical services were
not initially interviewed by the Aboriginal
community concerned but transferred from
another Aboriginal medical service.. In
addition, some non-Aboriginal staff were
interviewed by non-Aboriginals employed by
the Aboriginal medical service;

services which are imposed from ocutside by
pressure groups and do not arise from a
genuine community need are likely teo fail.
Evidence was received that the three

recently funded Aboriginal-controlled medical

services in central Australia may reflect the
aspirations’ and designs of non-Aboriginals or

_Abor1g1nals not closely related to the

community in question. There are difficulties
for non-Aboriginals -to determine whether a
stated decision or desire by Aboriginals is
genuine and informed or whether the
Aborlglnals are responding Ffavourably to a
suggestion made to them. This could be
because,; according to Aboriginal custom, the
Aboriginals are seeking to establish a
relationship with the non-Aboriginal designer
or decision-szeeker - or simply because they
have no altevnative with which to make
comparisons within their exverience. In
addition, it could be because they agree with

- a suggestion on the assumption that it then

becomes the regponsiblility of the person
making the suggestion o see that it is
carried outs
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(1) the introduction of essentially curative

- services which are outside ‘the. ¢ontrol of

. the State or Northern Territory héalth
~authorities, result in the fragmentation of
the delivery of health care to"Aboriginals.

. For example, in the Northern Terrltory

Cofive 1ndependent authorities are now
involved in the direct . delivery of Aboriginal
health care, namely the Northern Territory.
Government's. health service, the Central.

- Australian ‘Aboriginal Congress' medical
service, Alice Springs, the Lyappa Congress
at Papunva, the Urapuntia Council at Utobia,
and the Pitjantjatiara Homelands Service in
the southern regions. There are further
‘examples in Western Australla and South
Australla,“ and R ST L

(k) thére ‘is no comprehen81ve responsxblllty for
' health serv1ces in the area. .

281 Aborlglnal medlcal services are respons1ble to the
_communlty All States and Northern Terrltory health authorities
have overall constitutional respons;blllty_for the health and
maintenénpe of health standards in ‘their State ér'Territory.
While it is desirable that the expansion of exisfing Aboriginal
“medical services and establisﬁment of future services remain
flexlble, the tradltlonal constltutlonal areas of Tespon51blllty
remaln w1th the State or Terrltory, namely '

';'ﬂﬁhe malptenance of medlcal standards;

©+ the delineation of responsibility for
.more specialised back~up services; and -

. ﬂa851st&nce An cases of epldemlcs or
':major medmcal emergen01es
Task Forces

2872 . Task forces have been used in the past in an. attempt
to 1mprove the health of Aborlglnals
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283 Such programs are most effective in 'one~off'
situations such as the eradication or prevention of disease.
The Committee was Informed that task forces were succeésfui
recently in containing the spread of malaria in far north
Queensland and in eradicating smallpox in the eastern part of
the Northern Territory. Other areas where such an approach
would be successful are the mass treatment of yvaws where one
injection is all that is necessary, prevention of smallpox by

vaccination or the control of epildemic diseases.

284 The effectiveness of the task force approach is limited
in situations which require on-going health care and an improve-
ment in the physical environment such as respiratory infections,
bowel infections and skin diseases. The curvent Naticnal
Trachoma and Eye Health Program, describsd in pavagraphs U3

to 52,comes within this category. This program which mass
screenad and mass treated and which was well received,
undoubtedly brought immediate benefite to the people concerned.
These benefits, however, will be ercded in the long-term unless
there is extensive follow-up treatment and education programs.
In any event, trachoma will not be eradicated until the physical
envirconment is satisfactory. This is best illustrated by the
fact that the curvent trachoma program in the Northern Territory
is the latest in a series of three for the same condition since
the 1950s. ' '

285 The Committee was informed of proposals for task
forces in mental health, diabetes, venereal disease and
alcoholism, While such task forces would make the health
authorities aware of the extent of the problem, their
effectiveness is dependent on long-term care programs and a

change in life style as much as anything else. For example,
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diabetes requires careful management by the individual himself
for the vest of his life and would not be improved by a task

force approach.

286 There are preblems in regpect to communities arising
from the task force approach. The sudden injection of a large
team into a community not only completely disrupts the life

of the people but the normal programs. 1t overtaxes the
facilities and usually requires existing staff to make extra-
crdinary efforts. The morale of the staff could also be
affected as it may sesm to them that they have failed in their
task. '

287 . ° ‘The Committee therefore considers that a cautious
approach should be adopted when consideraticn is being gilven
to requests to support task forces. '

Evaluation

288 The Committee believes there is a need for all programs
(State/Territory, Aboriginal medical services, Missions) '
delivering health care to Aboriginals to prove their effective~

ness.

28¢ The House of Representatives Standing Committee on
Aboriginal Affairs appointed in the 30th Parlliament, was
informed by the Department of Aboriginal Affairs in August 1977,
that the Department recognises the need for evaluation of
projects, including health programs, and 1t is developing a
regular procedure for reviewing the progress made and
determining whether such programs differ from the original
expectations. It was proposed {hat teams visit each region

at least annually to examine the majority of projects, to test
whether ministerial priorities are being adhered to and whether

the organisations are effective within reasonable expectations.

107




Aboriginals' own assessment of programs needs fto be taken into
account. - The Committee was informed éf the results of reviews
of Aboriginal medical services conducted at Brisbane in 1977

and Gippsland in 1978. These reviews were more of a subjective

description rather than an indepth evaluation.

290 ‘As mentioned in pavagraph 267, the three newly
established Aboriginal medical 'services in Central Australia
gre be;ng evaluated. The evaluation is in twd parts w*th the
" Department of Health responSlble for evaluaticn of the dellvery.
of professional services, and the Department of Abcriginal
'Affairs_respon5ible for evaluation of its impact upon the

Aboriginal communities and its compatibility with the

. - Government's policies of enhancing Aboriginal self-management

and maintaining traditional culture to the extent sought by

'Aborlglnal communltles and individuals.

.291 The Department of Health appointed an evaluation team
énd in November 1978 the guidelines fdr the evaluaticn wevre
dlsoussed by the team with the three medlcal services. The
-Department of Abornglnql Affalrs had not commenced its part

of the evaluatlon by late 1978 and it may now be dlff;cult to

Carry out a Satlsfactory evaluatﬁon

292 'Th@_Committee_is.concerned that the evaluatioh is

~being éopducted.by two ihdépendent organisations. Tt believes

" that there should only be.dne study.which takes account of the
'requlrements of the World Health Organlsatlon s definition of
health. (See paragraph 19.) : '

293 | The Committee fu_lly supports the evaluation of all
programs as it is only by this means_that_the_eff@ctiveﬂess of
each can be assessed and comparisons made between the various

types of programs.
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29k : The Committee believes that an evaluation team, which
should inciude professionals in evaluaticn, health and
anthropology, should be appointed to develop evaluation eriteria
and standardise procedures within each program so.that their

effectiveness can be compared.

Conclusion

285 " Tn the absence of definitive information the Committee
has not been able to make a judgment on the effectiveness of

any of the Qarious health programs discussed in this report.

296 " However, the Committee believeés there are advantages
in both the major types of health services delivering health
care to Aboriginals. The State and Northern Territory health
units provide a necessary service in the provision of
preventive medicine and health education. The Aboriginal-
controlled medical services provide a valuable service in
fac111ta?1ng access te curative serv1ccs, mainly because of

their aeceptablllty to the cllent population.

297 " The Committee recommends that an independent evaluation

team responsible to the Minister for Aboriginal Affaips be

established to evaluate the effectiveness of.all'Aboriginal

health care services and programs in accordance with the World

Health Organisation's definition of health and the principies

of self-determination, and to establish suitable criteria so

that standardised information can be collated and that funds’

be provided for this purpose where programs are funded by the

Government.

298 The Committes further recommends that the full range

of choice of the various types of programs delivering health

care to Abcriginals be maintained and, where approprlate,

support increased.
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11  ABORIGINAL SELF-DETERMINATION
IN HEALTH CARE

239 Recommendations .are made in this chapter for increasing
Aboriginal decision-making and involvement in health care,.and
for planning health services to fit more closely with community
health needs and the wishes of community members. The Committee
believes that such changes would promote self—determinafion and
‘community pride, and reduce the burden of 111 health which

- presently besets most Aboriginal communities. .

300 The recommendations are based on the Committee's belief
that Abecriginals should have the fundamental right to retain
their Abecriginal identity and traditionally oriented aspects of
their 1ife style, or, where they desire, to devise or adapt to
new 1life styles. They should also have the right to determine
their own future and establish *their own priorities over a time
span of their own choice. Aboriginal communities have the

right to determine the type of health care service they require
‘and to be involved at all levels in the design and management

of curative and preventive community health programs.

International Health Care Policy

301 7_3 The Committee's positioh?.as outlined in the following
Dﬁg@S,»éCCOTdS with contemporary directions in health care in
the developing countries and among minority groups in the

developed countries. A great deal of literature 1s now avall~
able dn_the potentials and pitfalis of various organisational
arrangements and philosophies in health care delivery. Two
themes recur in recent literature. One is that communities
should, to the greatest extent.possible, be responsible for
their own health care. The seéond_is that health care should

be integrated with the planning and growth of prelated community
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services and projects.  The first of these themes is dealt with
here. The second is discussed later in this chapter under

"Community Development'.

302 The 1977 Report of fhe UNICEF-WHO Joint Committee on
Health Policy notes the world-wide shift which has been occcurr-
ing this decade from the techno-economic 'growth-oriented!
model of wcommunity development, which prevailed throughout the
1950s and 1960s, tc a 'people-oriented' model, -in which
community members are the key resource in development. It
affirms that "the group of people that make up a community have
the innate collective capacity.to make decisions, commit
rescurces, and ‘take responsibility for the conduct of activities
carried out by fhe group". - The degree to which this capacity
is exercised can vary. TIdeally, a Qommdnity'should participate
Mactively and meaningfully” in its own development. When the
purpose and content of development originates with the people

a unified sense of belonging and.dignity develeps.  This ideal
is not, however, neceszarily realised. Some communities
participate in development only in the sense that they are
'passive recipients' of benefits. In between these two extremes
are those which "share to a limited degree in'deéisionmmaking
and have marginel physical interaction with the decision- _
makers'". The report concludes that, in the area of health care
delivery., the basis for the design'and implementation of any
primary health wcare activity should be the aim of meeting the
community's needs. Success in this ‘aim ”calls for the involve-
ment of community members in all stages of planning and
implementation of such activities". The satisfaction of those
needs, "promctes the confidernice of the community for further

involvement .in developmental activitles”.
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aes ‘The Committee accepts:that-th@ approach of the
UNICEFP-WHO Joint Committee on Health Policy is .relevant to
Australia as a developed country with an Aboriginal minority.

requiring special needs,.

304 - - -The conclusions of the Report of the UNICEF-WEO Joint
~ Committee on Health Policy are echoed in. the recommendations of
the 1878 International Conference .on Primary Health Cave -
corganised by WHO and UNICEF and held in Alma-Ata, U.S.S.R. The
Declaration of Alma-Ata (Appendix 24) endorsed by delegations
from 134 governments, represenfativés of 67 United Nations
organigatidns, and-others states that "the pecple have the
right and duty to participate individually and collectively in
the planning and implementation of their health .care, and that -
effective primary health care "pequires aﬁd promotes maximum
community and individual self-reliance and participation in the
planning, organisation, operation and control of primary health
_care,'making fullest use of local, né%ional and Qtﬁer available

resources™,

:305 L Evbderce given during thls Inqu1ry and the v151ts of
the CommlLtee to Aborlglnal oommunltles, settlements and health )
: SQPULC@S shows clearly that the focus of responsibility and .
decision-making 1n Aborlglnal health care still lies outslde
most communltles The Wd1or health care netwerks for Aborlglnal
communltlea are de51gned and dwreoied by centralised
admlnxstratlons which are often physically, culturally and .
philecsophlically distant from thelr clients. .The developmental
ethos of the 19505 and 1960s which included reliance on out-
siders to_educéte and change communities and which involved the
client group only as 'passive reciplents' still'ﬁr@vailé in most
areas of Australia. The Aboriginals! perception that szt .
health programa do not belong tQItheir coﬁmuﬁity and ‘are only

marginally susceptible to community influence, causes a variety




of problems from low rates of utilisation or non-compliance to

distress and embarrassment,.and, less coﬁmonly, aggression

towards Eurcpean health personnel. No program can succeed in

its goals unliess those goals are understood, shared and valued

by its elients. Aboriginal clients are unlikely to have any
“real commitment to community health programs unless they have
" had the opportunity to define healith problems, setting goals

' ~and priorities, and directing the vresultant health-related

activities.

306 ~..The Committee considers that a significant change in
Aboriginal health and in the suitébility of health services
will inveolve a reorientation of policy and practice such that
the impetus and direction for community development can come

from the inside, not the outside, of the community.

Health Services

307 ' Self-determination implieg that Aboriginals should be
given the opportunity to choose or design a health service

which best suits their particular needs and available resources.
These needs vary according to the size and tribal composition
~of communities,'cultural factoré,'proximity to urban areas,
acceptance of Western values and concepts, degree of socio-
economic development and particular health prbblems. As
described earlier in this report, there are presently a number
of opticons available, including existing curative and preventive
gservices offered by the States and the Northern Territory and

by missions and Aboriginal-controlled medical services.

308 The Committee considers it fundamental that Aboriginal
communities have access to information concerning the full
range of health care options from which they might choose.

This information should be clear, objective and detailed.
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' Thus a community may, upon aongidering its needs, choose to
‘retain its present service, ask for modifications, opt for a
different but existing model, or design an innovative service.
Depending on the nature of the Aboriginal community and its
own objectives, the community's health service model would be
likelylto bé the composite result of a series of individual
decisions about such factors as: resident doctor/no resident
doctor, resident sister(s)/no resident sister(s), centralised
éervice (at settlement)/decentralised service (settlement and
outstations), mainly curative/mainly preventive/both,
responsible for public health pregrams/not responsible for

‘public health programs, and so forth.

308 “ The Committee believes that detailed information about
the various options, their benefits, costs, and “*the means of
implementing them should be provided to communities by members
of an independent Task Force responsible directly to the
Minister for Aboriginal Affairs. The Task Force should be
gmall in number and consist of Aboriginal members and of non-
Aboriginal members who have appropriate professicnal ewxpertise
and qualifications. These members would be independent of any
existing services providing health care to Aboriginals. The
‘Task Force would require sufficient administrative support to
maintain a data bank of resource people and organisations
(technical, medical, anthropological and other) to whom it
could turn or guide Aboriginal communities for assistance in the
design and implementaticn of community health programs. Tts
budget should be adequate to ensure that it could retain these
people {or organisaticns) as consultants on behalf of the

communities seeking help.
310 ~The Task Force should, in its cperations, ensgure that

a community is fully informed and understands all the options

open to it and that its request for a particular health service
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genuinely constitutes a considered, oommunity based decision.
E The «costs of alternatibes should be presénted 50 oomhunities
can design the optlmum gervice within the constraints of '
available funds. - In tradltlonaily oriented oommunltles it is
:essential that 1eaéefs understand all the alternatlves and have
the opportunlty to dlSOuSS thelr 1mplloatlons, and adequate
time for thought an dlscu351on is given to ensure that any

" decision rofiects the consensus of the oommunlty

311 The Committes.recognises that this Drooosal requires .
the co~operation of “the State and Northern Territory
governments. To enable the Task Torce to provide a full range -
- of options it is necessary that State and Northern Territory
governments and their agenoles offer partial or full control

of existing or expanded'heaith services to.Aboriginal
communities. This would avoid;any.duplioation arising in the

provision of health services, .

312 ~Venturing_into‘newoterrain involves ﬁany risks>for :
those currently in positions of fesponsibiiity and few L
'_1mmed1ate rewards. However, the Committee believes rlsks must
.-.be taksn Af ohange lS to occur and that the co~ operatlon of
‘relevant . governments and departments is vxtal._ WLthout 1t the
number of optlons which a task force can offer to oommun1+1es

will be severely limlted

313 Under thls proposal the role whloh exlsflng departments
would play in prlmary health oare would vary from plaoe to place.
Where communltles choose to have an 1ndependent oommunluy based
service, State and Northern Terrltory departments of: health may
continue to train Aborlolnal health personnel to maintain
-hospltai and transport services, to-undertake screening and.

treatment programs in consultation with communities and to.
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' rénd@r_assiétahce in emergencies, such &s-during epidemics, and
 supervise~medica1'and professional standards as they do in the
wider community. ‘They would alse constituté.a source of advice,
{echnical information and manpower should communities wish to
cofisult departmehts, to retain, or to contradt their services.
They may also maintaln a pool of non~Aboriginal staff who could
either be Employed‘diréctiy by the ‘departménts or be Seconded -
to communities. Ultimately the role of existing departments

in primary health care must be worked out by each community.
Some may choose to 'go 1t alone', cthers to retain services as
presently offered and others to request a combinatieniof both.
~For example, no c¢ommunity should feel constrained: to ssek an
Aboriginal-controlled medical sepvide as the ‘only basis for

obtaining an acceptablé]medical practitioner.

3ih For. the attalinment of gelf-determination; the-

Committee recommends that Aboriginal communities be given the

oppertunity to determine the type of health service that will

best suit their needs and available resources and that a Task

Force. be established to ‘place the full range of alternative

hedlth care services beforeé them.

315 ¢ The Committee was informed that in attaining self=-
determination communities will make mistakes. Howéver, the
process of learning to take charge of an éntirve community and
its needs, is for any human group, fraught with the probability
of mistakes.  Learning cannot take placde without these pitfalls.
The  Committee believes that the activities of the Task Force -
and implementation of its proposals for built-in évaluative
procedures in all hedlth services wWill minimise such mistakes.
Nevertheless it emphasises the need for tolerance” and assistance
to Aboriginal communities which have chogen to control their own
services and considers that, should problems occur, the unsought

intervention of health authorities should be seen only as a.
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last resort. . Instead &1l support should be readily available
to help communities.to surmount any problems -and should not be.

‘withdrawn simply because of a2 downturn in expectations.

316 " Evidence was presented to the Committee that there is
& need to co-ordinate all current and future Aboriginal- '
contrclled medical services. . It was suggested thét the Central
.Australian'Aboriginal Congress might co-ordinate those in .-
central Australia, that co-ordination in all -areas might

be the responsibility of the National Aboriginal Conference,
-that each National -Aboriginal Conference area migh{ have its
own medical service, and that a separate Aboriginal Health. ©
Comnission might be estabilshed.  The Committee believes that
it is inappropriate to make recommendations on these proposals
because of the number of alternatives available to Aboriginal

- communities and the likelihood that different communities will
opt for different alternatives.. There is,.however, a need for -
an exchange of wviews and informaticn, and for discussion of
related organigational Quesﬁions These are matters. that Should
.be consmdered at aponsored confcrenceu OWganlsed at local
.State and/or national levels for medical services of all types

‘meeting the needs of Aboriginals.

Community DeveTOpmen+

317 As stated ear11er in thls report, ihe prov151on of
beaTth services alone, whatever their form of orgaﬂlsatﬂon,
will not be sufficient to have a marked effect on Aborlglnal
‘health. Any new AbOFAglﬂdj health initiative must be- based on
a clear recogﬂlilon that heaith and i11 health are mult;~‘

fao torlal and aré the vesult of the 1nteractlon of such factors
as lack of water, poor hous;ng, an unhygienlc env1ronment,

insecure tenure in land whether for physical or qurltual
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sustenance, domicile or economic self-sufficiency, personal
stress, cultural and social disintegration, malnutrition,

institutionalisation, and so on.

3ig. As stated in the Declaration maée bv the Interna+goﬁal
Conference on Primary Hesalth Care held 1n Alma~ ALa in 1978 '
(Appendix 24), a national health strategy must lnvo;ve
co-~ordinated efforts in all sectors relating to health and

. community de?elopmeﬁt such as food, éducation,'employment,
‘housing, public works, and communicatiohs. At present the
“approach to many of the factors whi@h influence health is
pieceﬁeal. Multiple departments and .agencies, even those
solely within the.health_gare-arena; are resgponsible for over-
._lapplng medical, social and énvjrormental gervices and develop-
ment. | Even .at the eommunlty level fragmentatlon of éefvices
exists. . In many Aboriginal communities several_orgaﬁisations
have been established to.ménage different functions, e.g. at
‘Papunya in 1978-79, $258,000 was provided to the housing
assoclation, $431,000 for a medical service, and $889,000 For
town management and public utilities. Much greater economy and
effecfiVEWess would be attained through co-ordination of all
services.' Comprehensive health care. for Aborlglnals requires

a broad, 1ntegbatec apprcach

319 In the past many attempts. to promote éo~ordiﬁation
have proved neither efficient ner effective. Aboriginals'must
appeal to a varlety of departments for a varlety of services,
w1th some_aSSLStance in co-ordinating these by the Department
.of-Abdriginaj Affairs. - They complain of delays, frustwations,
and’ 1nactlon in their attenpia to elicit responses and actlon

from large centrallsed organz%ailono.
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320 © “The problems of co-ordination arve appavent to all
" administraters and sre not likely to be ameliorafed by further -
exhortations te departments to work together more cloBely'and
effioiently In order to circumvent problems of co- ordlnailon
and in keeping with the policy of self- determination, the
Commlttee suggests promoting co-ordination not at & national

or State level but at the level of gach community, With
appropriate advice and technical expertise 1t would be
relatively simple for a community to devise and experiment with
integrated developmental programs tdallored to the needs and
stated priorities df'each'community"and designed to ‘fackle a
varietyv of community pﬁoblems_iﬁ a logical manner.. Such
programs would .have the additicnal advantage if arising from
within comminities, rather than being ocffered from without, of
being congruent with culﬁural beliefs and practices and with "
organisation or reqldentlal constrajnts net readlly apparent

te non- ADOnglﬁals

321  ° Although it is clear that Aboriginal health canfot
improve dramaticaily without ‘co-ordinated action on several
fronts, it 18 considered most practicable To promote a program
of community develobment which is spear-headed by a 'health
service' and associlated public health program (water,'housing,
sewerage, hyglene, héalth education). 'Health' is a logical
cornarstone for the progressive realisation of effective
‘community self-determination for two reasons. Fipstly, it is
an area in which, ‘as.shown earlier in this report, there iz a
profound and disturbing discrepancy between Aboriginals and
non-Aboriginals,  Secondly, the effects of 111 health rescnate
thrdughout all other areas of 1ife, affecting the ability:-of
t+the individual to learn, to work, to maintain imporfant
ceremonies and simplyv to mould a life style which is felt to’
“be satisfying and meaningful. It is reasonable to expect that

the process of taking control of even some domainsg of 1ife will
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fesult,in greater-selfeconfidence.apd_self—respect.which will .
inevitably end positively affect.bthers, such'aé alecholism. -
and petrol . snlfxlng In addition, as experience in health
programs in . other countrles has demonstrated control of .a
health service is dikely +to heighten the awareness of ' _
Aboriginals of the.precursors_df community-problems and to
'prdvide aeeollective momentum which will facilitate action on

other issues.

322 : Ideally, the development of a communlty should be undey
the control and management of one representative organisation.

The Aborlglnal Councils and Associations Act 1976 was enacted

for this purpose. The Committee recognlses, though that some
jcommunltles may not choose to integrate all functions under a
single body and that, since the same_lnfluentlal individuals

ere likely to serve on different formai'organisations, this
would probably not be a preoblem. Communities would receive
funding directly, on a commuﬁity_rather than sector.basis, to
enable them to budget, to eétablish.priorities and then to
coﬁtraet.the services they deem necessary either-from government
departments or_from the private sector. In this Way'communities
ZWOuld:be.able to act quickly_aﬁd with flexibility .in taking
decisions and acting On.them,'and-their dependence on. external
authorities would be attenuated. . Ideally, funding should be
.ﬁrovided-on an assured and 1ong*term-basis. Uncertainty in
fundlng from year to year not only frustrates programs, but
Severelv dlscourages Aboriginals from taklng initiatives. Some
commun;tmes.wmll have access to .independent funds, such as
royalties, but for those which are entirely or partially
' dependeht'on-the government purse; arrangements should be made
at first instance to gﬁarantee a specified level of recurrent
funding over a period of years (e.g. a triennium), later to be

developed to include capital funding.
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323 Under these circumstances, while the primary aim of

. the Task Force would be to provide information concerning
health care delivery and the merits of the various possible
épproaehes, its role could be expanded to assist communities
in identifying the major influences on health and ill héalth
and in planning and implementing preventive and environmental
programs to tackle the basic causes of physical 111 health.
The division which exists between curative, preventive and
environmental services, all of which directly affect health,
iz an artificial one which results from the division of
comaunity 1ife into funetional categories (housing, water, &tc.)
for purposes of public administration. Communities will need
"help in tackling these not as discrete but as inter-relatad
needs. Tt 1s encouraging to note .the statements of the
non-Abeoriginal emplovees of the Urapuntja Health Service, who
indicated to the Committee that they and their Aboriginal
emplovers see their role as assisting in the provision of both

medical and envircnmental requirements.

324 In view of the complexity of the issues associlated
with geif-determination in Aboriginal health care and in wider
aspects of community development, the Committee sees merit in
a study into how the policy of self-determination can best be
applied and realised at the community level. The Committee

recommends that an_inquiry be held into the implementation of

the policy of self-determination as it affects community

development.
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12 ABORIGINAL INVOLVEMENT IN THE
DELIVERY CI HEALTH CARE

325 The Committee found a consensus ameng representatives
of health authorities throughout Australia that Aboriginals
should participate to the greatest extent possible in their own
health care programs and be consulted on all matter concerning
their health. In practice, the level of such involvement is
generally low. This is due in part to the lack of training
programs, in part to the fact that programs, such as those for
Aboriginal health workers, are limited by staff ceilings ana
regtrictions on funds, and in part to the reluctance of health
péréonnel, both in the field and in administrative positions,

to confer greater responsibility on Aboriginals.

326 7 Three general categories of persons were considerad in
attempting to assess the degree of involvement of Aboriginals
in health care; non-specialist Aboriginal community members,
indigenous Aboriginal practitioners, and Western trained

_Aboriginal health personnel.

Aboriginal Community Members

327 . ‘The Committee considers that Aboriginal community
members {(as indlviduals or through their representatives -
leaders and council members) should be fully consulted and
invelved in decislons which affect their health and health care.
They should, for instance, contribute significantly to decisions
about the appointment of non-Aboriginal health personnel to
their communities. Frequently Abcriginals have little or no

say in the staffing and organisation of their services and must

accept the choice of staff made by departmental officers who
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are statiocned elsowhere and unaware of th@lr w1sh@s
Aboriginals rarely feei_abie to request. that unsaflsFacto“v
" staff be thansferred It. is also clear that programs and
facilities are deslgned acoordlng to. standard spec1f1cat;ons
within each State, not accordlng to the partlcular needs of
each communALy The conoultaTlon whlch takes place is often
rushed and does not allow Aborlglﬁals sufflclent time to

consider, dlscuss and reach a consensus._

Aboriginal Traditional Healers
and Lheraplsts

328 The traditional roles of Aborlgwnal healers and
'theraﬁists (men and_women)were_dlscussed_ln paragraphs 177182,
Aboriginal healers'provide cfucial éerviceé To.fheir communities
énd should therefore bé_recognised in their own fight. The role
of the healer is an amalgam of the roles of doctor, spiritual

adviser and psychiatrist In Western scciety.

329 There'shou{d'ba fu 71'Cofopérétion'betﬁééh_fhem and
non-Aboriginal pfﬂ|68510nalu."The Cormittéé is éf the opinion
that they should not be. tralned as health workerq unle%s They
.“ng_thewr_communltles SO chgose. ~They should not have Sdb—
:QWdinate”roles iﬁ health centres or hosw1tals. *However,'shduld_
@ healer ask to recelive tralnlng in Uestern methods of rmafm

ment, health duthor ties -should resaond to this recueSL

330 .'ﬁyefy effortfshouid be made to give Aboriginal patients
{(these, for instance, iﬁ.ho§pitals)-accéss to Aboriginal healers
if they so request. -The Committee_aléd cbnéiders_that medical
staff could be assisted in their workHWith Aborigiﬁais_by

consulting with and learning from thege individuals.
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Western Trained Aboriginal Health Persconnel .

Aborlgln&l Health frof6081ona1q

331 _. There are no Aboriginal doafors, few.nurses and nurse
trainees, and a limited number of nurse aides. One important
way of improving Aboriginal health is to have Aboriginals
themselves filling these positions. It is therefore necessary
that as many Aboriginales as possible be trained in these

professions in the shortest time possibie.

332 By comparison with developing countries and with
minority groups in Western countries, such as indigenous
Americans, Australian Aboriginals are grossly'under—represented
in the ranks of health professionals and para-professionals.,
The wmll and commltment to train 1nd1genous people which was
ev&denced by the Australian Admlnlstratlon 1n Papua New Guinea
prior to Independence, does not. seem to have been transferred
to Aboriginal Australia. _Papua New .CGuinean doctors and health
extension cfficers were being fTrained in their own country from
1960 onwards, nurses from 1958, and hospital orderlies, aid
post orderjjes and other healih aulelarles as early as World
War II. .They now conutliute the core of the health manpower
resources of Papua New Guinea. In Australia until recently, by
contrast, there haVe been_véry fewrspecialiefforts to recrult,

train and asslst Aboriginals to staff services to Aboriginal

communities ~ services which have long been staffed by non-
Aboriginals.
333 . The training of_Aboriginals as health personnel will

" require the complete support of training institutions and every
assistance for the-trainee.- The. Committee understands that the
University of N.5.W. admits students, including Aboriginals, to
its medical faculty without the normal academic entry reguire-

ments and that in special cases extra tuition is provided to
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ensure that-cand idates succeeu.'_Whiletthe position in the
other universities 1s'not.knpwn,:the Committee'believes that
the assistance and support_givéh by the University of N.S.W.

1s comﬁéndable, The Commitéee received evidgﬁce bf.Aeriginals-
Who bégaﬁ traihiﬁg courses in nursing but failed to complete
them. ihc reasons for this are many and incl ude 1one11ness,
lack of emotlonal &uDDort from thein communlt es, lack of
adeguate financial SquD“t,_dlSClelﬂathn, Droblems as50c1ated
with visiting their home communities, and the fact that unless
they are fortunate enough to train under exceptlona?ly under-
standing and dedleaied hospltal gstaff, %hey do not receive the.
extra tutoring whlch_would enable them tb complete thelr o

courses. .

a3y - The Committee believes that if Aboriginals are to be
trained in these areds, recognftioh needs to. be given to the
ec1al needs of Aborlglnalo and that those selected for

-Lrazﬁlng COUrses must be g van every JJPDOPT.

335 ThefCommit{ee Was infpfmed that Nﬁu?unbuy and Katherine
Hogpitals had not'éstabiiéhed rurse aide tralnﬂng schools
because “they had:feWéf than 50 bed'. The Commithee con31ders
that any pcghldilong whlch stand "in the way of greater access

of Aboriginals to vocatlonal tralnlng in the hea?th Drofesalons

should be reviewed ¢mﬂedla EAy

A%crlganai Hea th Workers

33e CWhile gome trajrﬂn? of . Aﬂarxglnal people in health
éare celivery commgnced zome . 30 years ago in Missions and some
government settlements, if:is_only.in recent years that
Cgovernments have taken tﬁe.initiative and developed health

. . L
WOTKQP trulﬁlﬂg progﬁamsﬂ
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327 © “The training of Aboriginal-health workers is being
conducted by the Stafe and Northern Territory Aboriginal health
unite (with about 500 in training) and by the Aboriginal
‘medical services (about 80 in training). .Training_is.both_
~through formal tuition and in-service training under the

supervision of non-Aboriginal staff.

338 " The Committee conéiders That the Aboriginal Health
Worker Training Program developed in the Northern Territory,
‘should be the model upon which the State training programs are

based.

839 - The main features of any training program should be

{(a) communities select their own trainees and

" .support them.  Consideration might be given
within each community to the establishment of
a committee which would be responsible for '
‘the interviewing and selection of frainees
and for liaison with the health authority:

{b) .at least one male and one female, regardless
. of age, be trained in each community;.

(¢) - female health workers be given special
training in obstetrics and gynaecologyy. and

2 {d) as experience is gained, greater responsibility
7 be placed on the Aboriginal health workers with .
non-Aboriginals having a diminishing role.: All
first. contact by Aboriginal health workers the
rachieved as soon as possible with the Sister's
main responsibility being teaching and support.
This change should be reflected in commensurate
financial rewards for the Aboriginal health
worker, C(onsideration should also be given
to recrulting nursing sisters with the aim of
preparing the Aboriginal health workers to
take over the runnlng of the health centre.
" In some cases this could be achieved within
one or two yvears. Again, their FWnanc1aT_
rewards should be commensurate w1th "working
- themselves out of a ]ob' : -
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ug The Committee sees a need for a rapid :increase in the
number of Aboriginal health workers in training so that each
community, regardliess of size, 'hag at least one person in

training.

aui it is particulariy important, however, especially in.
isclated communities, that Aboriginal health workers have
access to rapld communication Cair, road and radic) to seek

advice and, 1f necessary, order evacuation.

~ Aboriginal Public
. Hygiene Officers

R - As dllustrated in paradgraph 161, the general standard
of public health in most Aboriginal communities is - B
unsatisfactory. Until Aboriginals themselves are given urgent
training in the management, installation and maintendnce of
hygiene facilities and Sérvices (water supply, sewerage and
sanitation and garbage disposal) and are employed expressly for
this purpose, it will be difficult for communities to take
:responsibility for the upgrading and maintenance of environ-

mental services and standards.

33 eIt isaliso imporﬁant'that-traiﬁing promotes the ability
of public hygiene cofficersy in cenjuncticn with Aboriginal
health workers, +to lead and educate other community members in
hygiene practices and ‘that they be given the necessary
authority by thelr communities to enable them to carry out

their duties.

3uy The Committee was impressed by the role of hygiene

officers in ABborigindl communities in (Quéensiand.
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Aborzglnalq Eleoyed o
An Hosplials :

345 .. The number of Aboriginals emploved in hospitals is
very small. . Tor example, the Committee waé'informed that at
Nhulunbuy hosplLal where B0% of the Datlents ares Aborlglnal
not one Abor*gjﬂaT was emuloyed 1n any casdclty When
Aborjglnals are employed it 18 mainly in unski l*ed éreas 'Eof
example, the Alice Sprlngs hosplta] emnloys 39 Aborlgjnals and
of these 3% are Jndustrlal siaff

346 o The Commlttee cons;ders that greater eaforts shou1d

be made to 1ncrea¢e the number of AborlgLnals employed in
.hOupltalo. In thls regard, Aborlglnalltv should be régarded as
an meortant oudllflcatlon for embloyment This is'particuiarlv
the case in the’ support roies of lnteppreter (to translate and -
'explaln medical procedures and hospltal routlnes) receDtlonlsT
gocial worker, nurses, nurse aideés and orderlles, to case o
stress experienced by Aboriginals who often_flnd_hospltals

forbidding and alien places.

Aboriginals in Planning
“and Adminlstration .

C3LT Thére is.a great need for‘én'in:reased number 5f.'_
Aboriginals in ‘health ﬁlanning and administration at all levels
of the health-care system. . -While Aborlglnal cormunltles may
be consulted on matters that affect them, they are rarely seen
as equals, let alone lnvolved as the primary planners and.
managers._ The Peasona often given for such lack of Abhoriginal
1nvolvement in p]annlng and admlnlstratlon ig that thev lack
the necessary experience and skills. The only way that
experlence can be obtalned is through Dart1c$patlon and the
Committee belleveu that Aborlglnals should be glven every

opp@riunlty to obtaln skillg in management and admlnlstrailon
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3usg The Committee considevs that appropriate training in
management and administration should be available throughout
Australia and, in this context, welcomes the recent establish-
ment of the Aboriginal Training and Cultural Foundation Ltd

in Sydney for the training of Aboriginal community leadervrs.

3hg One important area in which Aboriginals could be
immediately involved is in policy making and the running of
hospitals as members of hospital boards. This is particulariy
relevant where the hospital serves a population which includes
Aboriginals. The Committee sees merit in a board membership
of Aboriginals propoerticnate to the size of the Aboriginél
gegment of the population which the hospital serves. The

2

board and of one being contemplated for appointment.

350 During its vislt to Queensland, the Committee was
informed that the hospital at Cherbourg was under the control
of the Kingaroy Hospital Board, and the hespital at Palm Island
was under the control of the Townsville Hospital Board. At the
time it visited these communities, the Committee was informed
that there were nc Ahoriginals on either Board but that the
appointment of one was contemplated to the Kingaroy Beoard. The
Committee questions the effectiveness of such Beawrds and their
ability teo consider effectively and provide for the special
needs and problems of the Aboriginal patients and believes that
the hospitals at communities like Cherbourg and Palm Tsland

ghould have their own board.

Conclusion

351 In this chapter the Committee has suggested ways and
means by which Aboriginals can be involved in the delivery of

health care to their people. It is only by this means that the

130




effectiveness of Aboriginal programs can be maximised. The

Committee recommends that Aboriginals be involved to the

fullest possible extent in all stages of the provision of

health care services and that the Minister for Aboriginal el

Affairg assegs the number of Aboriginals required, the time it

will take *to train them to assume responsibility for the health

cf their own pecople and, to this end, develop, in consultation

‘with relevant Ministers, suitable training programs.
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13 INTEGRATION OF AND CO~-OPERATION BETWEEN
' ' EXISTING SERVICES '

352 The Committee received considerable evidence that the
~effectiveness of the existing health services. for Aboriginals
could be improved by integration of, and greater co-oberation
between the services. Aspects of particular'concern to the

Committee are discussed below. .

353 In some States there is only vertical integration with-
in different branches ¢f each State Department of Health. The
© Committee was made aware of many cases where there was no
intégration between various branches of the one department
operating in an Aboriginal community and that each branch was
responsiblg to its own branch head in the department's central
office. In Wiluna (W.A.), for example, officers of the Medical
Department and Community and Child Health Services represented
different areas of responsibility of the Public Health
Department, while in Cherbourg (Qld) the hospital, Aboriginal
Health Program team and the Child Welfare Unif all operated
independently. A diffevent kind of example was found at

" Hopevale (Qld) where the operation of the Aboriginal Health
Program depends on it providing its own premises while the
hespital is greatly under~utilised. While it is recognised
that functions vary and that there is usually co-operation on
the ground between the different branches, the Committee sees
advantages in the full integration of all the activities of the

Department of Health in each Abcriginal community.
354 Fach of the many health services operating in an

Aboriginal community maintains its own patient records. The

Commlttee sees merit in the amalgamation of these records
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;Or, where appbopriate, duplication.of-them provided that

‘confidentiality and privacy are maintained.

855 . "While there is some consultation between the Depar“ment
of Aborlglnal Affairs and the States with TESDeCt to prog%ams

“financed by the Department of Aborlglnal Affaive such as

Aboriginal medlcal %erv1ces and alcohol PehabllTTHZlOD programs,_

the effectiveness of these programs could be enhanced by greafeb

consultatlon between tThe PaPTLPS concerned
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CPART DY
EMPLOYMENT OF PERSONNEL CONCERNED WITH ABORIGINAL HEALTH

In its terms of réference the Committee was requested
to report on e . :
Ways and means by which -

{2)(a) perscns with appropriate qualifications
. can be ‘encouraged to assist Aboriginals
achieve a better standard of health.
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1t EMPLOYMBNT OF PERSONNEL CONCERNED -
' WITH ABORICINAL HEALTH

358 B Parﬁ ‘D' of the report deais prlmarlly w1th the
employmenﬁ of Nnon= Aborlglnal personnel by Federal, State and
.Terrltory health authorltles and other non~Abor1g1na1
organisations. in the fleld of Aborlglnal health. The employment
':of AborlgLnal personnel in health servlces is discussed 1n
Chapter 12, It is stressed that the Commlttee regards the
.employment of Aborlglnals as essentlal to the successful deszgn,
administration and dellvery of health care programs and
con51ders 1hat major. efforts should ‘be made towards prov1d1ng
'them W1ﬁh expertlse in all. flelds of health 80 that they can:

assume greater respon51b11lty 1n thls area.

357_- lg.The_Committee considers there are a number of way_and
means by which non-Aboriginéi personnél with appropriate
qualifidations.can be encouréged-to assist Aboriginals.in

_ achleV1ng a better standard of health. It has become apparent
to the Commlttee that, untll Aborlglnals can assume pgreater
'respon51b111ty for: the:r own health care, as. dlscussed in
Chapter 12 there is an- urgent need to atiract suitably
motlvated medlcal ‘and nur51ng ‘personnel to. the field of
Aborlglnal health through the 1ntroductlon and development

o of undergraduate and graduate pourses in Aboriginal health. by
”unlver51t1es, hospltals and health authorities. The spec1al

~ health needs of Aboriginals should be empha51sed in . such

programs The Commlttee also con31ders that comprehen51ve_g
”orlentatlon and in-service tralnlng programs are an essentlal
”requlrement for personnel taking up appointments in Aboriginal
ccommunities, pdrtlcularly in remote areas, 'Pinally, the
Commlttee sees a need to further compengate Employees working

in Aboriginal communities for the hardships they may suffer -
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" as a result of their physical, social and cultural isolation
and to provide additional incentives for personnel engaged in
this upe01a115ed field of health. ' ' '

Need for Special Courses
on_Aboriginal Health

358 Staffing problems, and particularly the initial select-
ion of suitable personnel, arise partly from the fact that few
medical personnel have more:than a very basic knowledge of the
special health needs of Aboriginals., TFrom evidence received

by the Committee, it is apparent that thére is a need to
introduce into uﬁdergraduate and graduate médical and nursing

" courses a component which deals with all aspects of Abofiginal
health including.relevant socio-cultural factors. For these
courses to be realistic field work must be an integral pért of
the training of undergraduates. The Committee believes that
funds for this purpose Shoﬁld be earmarked by the Tertiary
Education Commission. At the present time, very few courseé

on Aboriginal health of suitable content or length are provided
by training hospitals for nurses, or by university medical
faculties and other tertiary institutions. - The Committee
believes it is dimportant that adequate information on Aboriginal
health be made available to various health professicnals during
and after their traiﬂing so that those with the necessary.
motivation for and commitment to this field of health are

better prepared to work with Aboriginals. The Committee

recommends that training hospitals Ffor nurses, university

medical faculties and other tertiary institutions introduce

inte their curricula, both at undergraduate and graduate level,

a _component which deals with Aboriginal health.

Orientation and In-Service Training

359 The Committee considers it is necessary to provide

comprehensive orientation and in-service training courses for
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all staff taking up health appointments in Aboriginal
communifies, rarticularly in disolated areas. . Such courses
should aim to deal not only with the diagnesis and treatment
‘of diseases common among Aboriginals, but alsc with socio-
cultural aspects of the Aboriginel way of life including
Aboriginél éoncepts of health., disease, death and the nature
and hiétory of Aﬁoriginal/nonwAboriginal relationships. ~The
significance of these factors to Aboriginals is discussed in
Chapter 8. Programs should also aim to reduce the initial
'eultural' shock experienced by medical personnel taking up
appointments, help them to understand and behave in ways
acceptable to Abériginals, and prepare them to provide health
care and assistance which will also be acceptable to the
Aboriginal people. Basic training in an Abdriginal language
is also considered desirable and proficiency in a language

should be encouraged at all levels.

360 . The Committee sees considerable merit in the use of
in-gervice training. This training takes place to a 1imited
extent in the Northern Territory where each region has the
responéibility for organising suitable programs for field
staff. Medical personnel also undertake courses conducted by
institutions such as the Darwin Community College and the
Institute for Aboriginal Development. The courses are
genérally.of one week's duration and are held two to three
times a.year. Topics.covered include professional methods and
techniques, cross-cultural studies and languages. The
-Comﬁittee'believes that orieﬁtation and in-service training

courses should be increased in length, scope and frequency.

361 . The Committee considers that there is a need for a
formal gualfication, such as a diploma or certificate, in
Aboriginal health care. This could be provided by a tertiary

institution such as a university or a college of advanced
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education._ The;qualification_would be open to medical, nursing
-.gnd other_héalth staff acfive1y_inﬁo1ved in providing health
care fo'Aboriginals. It could be offered either.at the.
-institution,:as a correspondence éoﬁrse, orn both-énd would

B 1nvolve course work, field work and formal assessment.  Such

a quallfloatlon should, constitute a ba is for Drof6551onal_

'advancement

'_362 .-+ - The Commlttee recommends that comurehen51ve

orlentatlon Courses be conducted for all non- Aborlglnal staff

-recrulted to serve.in Aborlglnal communities before commencjng

: duty, that they recaive regular din-geprvice training, and that

& formal dlploma or certificate be provided by a tertiary.

'-;notltutfon for: pro fegsiconalg actlvelv involved in providing

'health care to Aborlglnals

Remuneration, Special Allowances
. aﬂd Incentlveg . .

363 . Beneflts avallable to medlcal personnel worklng in
:remote areas 1nc1ude special. rates of remuneration and
1ncent1ves such as zone and travel allowances and spec;al_leave
. entitlements.. 'The Ccmmittee'has réoeived eﬁide nce that o
.although medlcal staff receive some Lompensatlon for worklng

. in remete Abor;glnal commun1t¢es,.;solatlon remains the most
cimportant facfor affecting +he recruitment and retention of -
medical ﬁersonnel. Medical personnel employed in fraéi#ional-
'communities often work undér difficult conditions and endure
‘not oniy geogfaphical igolation but also_sbcial and culturai‘
“isolation. - ‘They must contend not only with living in.a.h5f$h_
‘and uncomfortable physical envivonment and working long and
Iirregular_hours,.but most ovepcome.language barriers and cope
ﬁith=unfamiliar customs, beliefs and ways of 1ife, In. their |
aftemptS'to provide medical care to the client population,

. they must be prepared to cope with a variety of emergency
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situations due both to medical problems and accidents occcurring
as a result of fighting and excessive drinking among some .
Aboriginala.':The equipment and assistance available to -staff
‘is often inadequate, particularly when emergencies occur and
working in isolated areas often precludes discussion with

medical colleagues of diagnoses and/or treatment techniques.

364 Allowances and other entitlements set by the employing
agency, generally State, Northern Territory aﬁd;COmmqnWealth '
Public Service Boards, which are available to medical personnel
working In isclated and predominantly Aboriginal COmmunitiés,.:ﬁ
- are. comparable to those available to employees working in
isolated but essentially non-Aboriginal communities. The
Committee considers that the socio-cultural isolation and
difficult working conditions often experienced by medical
personnel employed in remdte Aboriginal communities and the
adjustments demanded of them warrant increased compensation
© either in the determination of salaries, in the granting of
special allowances and benefits such as extra leave, study or
tfavel, or in opportunities for promotion. The Committee
further considers that compensation should be provided for
‘nursing staff who take up appointments in traditionally:
brieﬁfed:communities on the understanding that the aim of
thelr job ié to.effectively 'work themselves out of the
position? by training Aboriginals to assume fﬁll'responsibility'
for the running of health centres. These should be recognised”
as special categories and should not be used as a basis for °
arguing for extended benefits. for those working in isolated

areas which are predominantly non-Aboriginal.
365 | In some areas nurses are entitled to svecial awards.

For example, several years ago nursing staff empléyéd in rural -

areas of the Northern Territory were promoted to the position
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of Senior Slster although thelr senlowlty and eXDerlence were
equivalent to the p051t10n of Sister in hospltals in. larger
'Qentres. ‘However,. this promotlon 1ncent1ve is cqunteracted
to some extent.by the fact that Slsteru employe@_in.isolated
areas are not entltled to th@ DenaTty rates avaiiableifq |

hospltal staff

366 : The Commlftee sees a need to develop a new amproach
tTo the employment of ‘health pewsonnel in remote Aborlglnal
communltles‘whereby a condltlon of employment_w0uld_be _
Qontinualjappraisal byzﬁhe;cgmmunity itself, through its
‘Council, of the employeés. “Ideally, this condition ghould
ehsure that dnly thsé peféons ﬁrepared to relate effectively_

“to the client population would be attracted to the appointments.

367 ' Thé:CQmﬁittee_further believes_that medical‘persbnhei
employed in Aboriginal communitiés éﬁould be rewarded at the
conclusion of * helr term of . employment in that area for '
Speclal efForts made in the performance of their duties and
for malntalnlng a succeosful worklng rejatlonshlp with the -
.AborlglnaT COmmunlty - The 1nt%oduct10n of this type of. ..
incentive should also help To overcome the problem abparent to
-:fhe Commlttee durlng_lts visits to many communltles that too
"often employees whose.wofk pefformaﬁée.aﬁd‘reiaﬁionship with_
“an Aberiginal dommunify.were unsatisfaétory,fwere transferred
"or promoted to other poéitions sd_that poor performance in an
: appointmént dbuld in fact achieve the desired result for the
appointee at no cost to himself but at con51derab1e cost to

the Aborlglnal communlty concerned

368 - ‘The Commitfee recommends that gOverhments introduce

" spacial allowances and entitlements which recognise the unusual

working conditions and the geographical, SOCLaI and Drofessmonal
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isolation experienced by p@b%onnel worklng in predomlnantly

Aborxglna¢ communities in remote areas.

otaff Selectlon Crlterla

569 . ' Many factors afxect the selection of Aborigiﬁal health
‘personnel including the duties of the pOSlthﬂ and character~
dstics of the client population. ?ormal academlc
qualifications may not bE-sufficientf The nature of the work,
particularly in ﬁso ated communities, demands SDe01al persopal
attributes such as mozlvatlon, independence and self-
sufficiency, the ablllty to adjust to a remote and unfamlllar
_.communlty and the ablllLy To understand and accept otherp
standards and attitudes. The success Qf many health care _.
_pragrams depends largely on the .capacity of pebsoﬁnél fQ
fespond_to and work successfully with-ABoriginal health workers
~at all levels. It is alsoc important that they be preparec to
‘develop a satisfactory WOrking relationship with tfaditional

. Aboriginai practitioners based on mutural respgét{

370 . Personnel need to be acquaintéd with socic-cultural
_factors peculiar to Aboriginals and partlcu aly those whlch
contribute to socially related illness. The tra¢n1ng of
medical peFQOﬂT@l as communlty health educators is also'

con51defed Pecessarv.

371 ~“The high vate of sfaff turnover in isolated Aboriginal
communities results from unsatisfacto“v selection prbcedures,
.Day and aiiowances and other condltlons of employment. The
continual changes in staff, staff %hortages ‘and PeIOC&TlO“ of
personnel places greater strain on the remaining stafF and
ingfeases'théir disillﬁsidnment with what they regard as

'maﬁagement's failure to recognise the difficulties'fhey
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encounter and the Importance of the services they are expected
to deliver. This leads to a diminution in the effectiveness
of health services and a reduction in the confidence of

Aboriginals In identifying with and utilising the service.

L - . P.M. RUDDOCK
(Date) I _ : Chairman
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SCRAGG, Dp R.T.R. = .  ‘Ppivate Citizen, Unley Park, S.A..

SCRIMGEOUR, Dr D.J. . © Medical Officer, Pitjantjatjava .
' R e Traditional Homelands Service,
"Pipalyatiara, Via Alice Springs,

SEMPLE, Mr D.L. S Senior Social Worker, :
: ' ' . E . s Supervisor -~ Social, Department
Tfor Communliv Welfare, Perth,
W A. i '

SKUTA, Mrs N.M. : - 'breQident, Gippstand and East -

: S R “Gippeland Aboriginal
~Co-onerative Ltd, and Executive
Member, National Aboriginal
Conference, Bairnsdale, Vic.

‘153




SMITH, Mr D.R.
SMITH, Mr J.

" SMITH, Dr L.R.
SHMITS, Mrs M.L.

SOMERS, Ms A..

STACY, Miss §.J.G.

STOLL, Mr G.
TAYLOR, Mr J.C.
THORPE, Ms M.

| TOM, Dr H.

TONKINSON, Dr M.E.

TONKINSON, Dr R.

" Field Officer, Aboriginal

Dental Service, Victorian
Aboriginal Health Service
- Co-operative Ltd, Fitzroy, Vic.

- Ewecutive Director, Eastern

Goldfields Section Inc., Royal -
Flying Doctor Service of
“Australia, ¥Kalgooriile, W.A.

Health Research Group, Australian

National University, Canberra,
A.C.T. - S . .

" Private Citizen, Llizabeth Downs,

S.A.

Assistant Secretary, Policy
Branch, Department of
-Aboriginal Affairs, Canberra,
A.C.T.

Private Citizen, St Kilda, Vic.

Superintendent, Hermannsburg

Mission, Via Alice Springs, N.T.

Acting Lecturer, Department of

.+ :Behavioural Sciences, James

Cock University of North
~Queensland, Townsville, Qld.

Office Manager, Victorian

Aboriginal Health Service
Co~operative Ltd, Fitzroy, Vic.

Medical Offiger, Angarapa Health
" Sepvice, Utopia Station,
" Via Alice Springs, N.T.

Anthropologist, Garran, A.C.T.

Anthropologist, Garran, A.C.T.
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TREGENZA, Mr J.D. SRR Administrative O0fficer,
: ' o S0 o o Pitjantiatiara Traditicnal
‘Homelands Health Service,
Pipalvatjara, Via Alice Springs,
N.T. : o .

TURNER, Dbr G. S . Mediecal Officer, Aboriginal and

R : B 1 . " Islander Community Health
Service Brisbane Ltd, South
Brisbane, Qld.

UDECHUKU, Dr J. .. - "Acting Regicnal Medigal Officer,
: : “Eastern Coldfields Region,
Community and Child Health
Services, Department of Public
Health, Boulder, W.A,

VANTHCYF, Mr G.N. : Firgt Assistant Commissionernr,
S : Pay and Conditions Division,
Public Service Board, Canberra,

ALCLT.
VINER, The Hon. R.T. Minister for Aboriginal Affairs,
L M.P, : Parliament House, Canberra,
) ‘ ' A.C.T, .
WATT, Mrs M, _ .. Private Citizen, Alice Springs,
: i : N.T.
- WALKER, MPVD.B._ Chairman, ¥cloured Kids Xompany,

Tagle Heights, Qld.

WALLACE, Mr C. . : Senicr Tutor, Social Work
L Department, University of -
‘Queensland, St Lucia, Q1d4.

WALTON, Mr R.G. Assistant Director-General,
. : ' ' Aboriginal Health Branch,
“Department of Health, Canberra,
A.C.T.

WANGANEEN, Mr S.M. Senior Field Officer, Aboriginal
: L Cemmunity Centre, Aboriginal
Medical Service, Adelaide, S.A.
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. WARD, Dr J.A.
‘WARD, Mrs R.M.
WATSON, Mr 5. Jnr

WEBBER, Mr D.L,.

- WHITE, Mr N.G.

© WHCP, Mr J.

WILLTAMS, Dr P.C.

WILSON, Mr W.T.

WINCE, Mrs. M.J.

WISDOM, Mr S.K.

.WISE, Professor P.H.

'3%en10r Medical OfFlcer, Aborlglnal

Health Section, Health
. Commission of New Scuth Wales, =
Sydney, N S.W.

Secretary, Glppsland and East
Gippsland Aboriginal '
Lo- oaeratlve itd, Bairnsdale,
~“Vic, : n '

Researoh and Programmlng Offlcer,
Alcoholic Rehabilitation
Program, Aboriginal and
‘Tslander Community Health
.Service Brisbane Ltd, South

B Brisbane, Qld.

.SEHlOP Psychologlst Woden,_

A C.T.

Lecturer, Department of Genetics
and Human Variation, La Trobe
University, La Trobe, Vic.

Senior Behavioural Health

Technician, Townsville

- Aboriginal and Islanders
“Community Health Serv:ce,
Townvalle, Old '

: Abor1g¢nal Medical Se“Vlce,

Perth W.A

Senior Project Officer (Aleshol),

‘Regedrch and Cverview Branch,
Divigien I, Department of
Abopﬁglndl Afldl?g, Canherra,
A, C T. ' :

" .Byivate Citizen, Coolbellup, W.A.

Director, Sccial Policy Section,

‘Department of Aboriginal
Affairs, Canberra, A.C.T,.

Department of Mediciﬁe, Flinders
Medical Certwe, Pedford Park,
S.A. ‘




YARRAN, Miss L.N. . o Private Citizen, Maylands, W.A.

. L YOUNRG, Miss PO R " Community Nurse Practitioner,
' - : : - Aboriginal Medical Service,
Perth, W.A.
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HDIX

COMMUNTTIES VISITED BY THE COMMITTEE

New South Wales

Bourke
" Brewarrina

Northern Territory

Gangan

Hermannsburg
. - Hooker Creek
- Papunya '

Port Keats

- Wandawuy

Yirvrkala

Yuendumu

Queensland

Aurukun
Cherbourg
Hopevale
Palm Island

South Australia

‘Pipalyatiara

Western Australisa

Cundeelee
Fitzroy Crossing
Kalgoorlie
- Warburton

Wiluna
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‘(No. of Deaths of live born children Loy ' ' '
within one year of birth, per 1000 RN
live births.) _ ‘ .\{
o : : . Y
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- - - - - N.T. Aboriginal rate . oo Source - Annual Reports of Diractor-General . .

zzzzzzszs Old Aboriginal rate . . . of Health 1974-75 = 1977-78.







'ABORIGINAL VITAL RATES

APPPNDIX

.u

ABCRIGINAL BIRTH RATES AND DEATH RATES - QUEENSLAND (a), WESTERN AUSTRALEA
AND NGRTHERN TERRITORY - 1973 TO 1977, TOGETHER WITH CORRESPONDING RATES

FOR THE AUSTRALIAN POPULATION AS A WHOLE

Data have been drawn from a number of sources whlch may not be totally
comparable between States, and the figures may be subiect to_revxsxon.

1973 1974 1975 1976 S1977
Crude birth rate(b)-' S : o '
Qla. .. .. .. 37.8 34.5 32.6 32.3 - 29.2
W.A. L. . 32.5 32,1 31.5 26.8 n.a.
N.T. .. . .- 35.9 34.4 36.0 12.8 32.6
Average rate(c) . 34.6 33.3 33.4 29.8 31.6
 Bustralia .. . 18.8 .18.3 17.2 16.4
. Crude death rate(d)- : . ' R
ord. .. .. .. 14.6 13.2 9.5 11.7 9.7
¥.T. .. .. 12.2 12.1 13.9 15.8 13.3
‘Average rate(c) 12.9 12.4 12.7 ‘14.6 12.2
Australia ) 8.4 8.7 8.1 ‘8.1
Stillbirth rate(e)- . ' '
6ld. .. . 21.5 42,1 20.6 25.4 39.8
W.A. .. - . n.a. n.a. 17.0 20.2 n.a.
WM. L. .. .. 20.4 34.3 18.6 34.7 36.5
.Average rate{c) 20.7 36.6 18.2 26.9 38.8
Australia 11.7 11.8 10.3 10.4 '
Neonatal mortality '
rate(f) - . e
SQLlé.  u. .. .. 38B.5 46.9 21.1 37.7 12.7
M.T. .. w. .. 31,2 34,3 23,4 24.0 42.%
Average rate(c) 33.3 37.9 22,7 28.0 34,5
Australia .. .. 11.8 11.6 10.0 9.9
Perinatal death rate(g)~
o1d. .. .. 59.1 87.1 41.3 62.1 52.0
N.T. e .. 50.9 67.4 41,5 57.9 _77.5
Average ratel(c) 53.3. 73.1 41,4 59.1 70.6
Australia n.a. 23.3 20.2 20.2
Infant mortality rate(h)- .
0ld. .. .. .. 109.9 70,4 54.2 66.7 541
N.T. 79.7 55.6 50.1 52.8 74.%
Average rate/(c) 88.6 59.9 51.2 56.8 69.0
- Bustralia 16.5 16.1 14.3 13.8

Source : Annual Reports of the Director-General of Health 1973-78.
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{a}) The Queensland rates are for the following 14 communities: Aurukun,
- Bamaga, Bloomfield river, Cherbourg, Docmadgee, BEdward river, Hopevale,
Kowanyama, -Lockhart river,. Morlngton 1sland Palm lsland Welpa south
Woorabinda and Yarrabab : :

(b} The number of llve born Abexlgxnal chxldren per 1000 mean Abor1q1nal
"'populatlon . o . -

{e) Average of the Separate rates, welghted for the dlfferent numbers in
.. each State ‘or Territory. : : '

'ﬂ(d) The number of Anorlglnal deaths per 1000 mean Aborlqlnal populatlon

{e} The number of Abor:glnal stlllblrths per lGOO of all Aborlglnai blrths,
live and stlllborn ' . .

() The number of deaths of 1live born Aborlglnal chlidren w1th1n 28 days
. of blrth per lOOO Aborlglnal live births. o

~ {g) The number ‘of st;llblrths and neonatal deaths of Aborlglnal Chlldren “_
per 1000 total Aborlgzna] blrths : g : .'

{h) The number of deaths of iive born Aborlglnal chlldren within one year
_of blrth, per 1000 Aborlglnal live blrths .

ol




- CAPPENDIX 5

INFANT MORTALITY RATE%®

QLD% CONLT. . Australia

(Aporiginal) (Aboriginal) © " {Total)

L1985 | 197 C18.8
tess R BT 187
1967 S 1000 o - 18.3

1988 R ”-:;.',80!9 . 11.3
1959 . | ou.s e
1370 L 1151 17.9
1971 - i . 142.9 ' 17.3.
1977 o . 87.0 | 16.7
1673 109.9 79,7 16.5
1874 | 70.4 | . 55.8 16.1
1975 se.2 50,1 4.3
1976 66.7 . 52,8 13.8
1977 | 54,1 | S yyla

# Number of deaths of live born children within one year
of pirth,per 1000 live births.

%% For 14 Aboriginal communities. (See Appendix L,y

Source : Evidence, p.1332, and Annual Reports of the
: Dirvector-General of Health 1974 to 1978.
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- APPENDICES 6 - 11

HOSPITAL MORBiDITY, PRINCIPAL CONDITION

.WESTERN-AUSTRALIA AND NORTHERN TERRITORY
ABORIGINALS AND NON-ABCRIGINALS

Source : Department of Aboriginal Affairs’
Statistical Section Newsletter
No.&. ' '
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Hogpital morbidity, principal

APPENDIX &

condition, Western Australia 1971 to 1976 - Aboriginals

ICD Categories 1971 1972 1973 1974 1975 1978
Infective & Parasitic 2,524 2,188 2,275 2,348 2,205 2,424
Necplasms 72 91 105 g0 88 89
Endocrine, Nutritional,

Metabolic 260 293 368 363 351 388
Blecod & Blood Forming Organs B4 125 110 298 173 ic2
Mental Disorders 139 175 252 224 253 292
Wervous System & Sense Organs 1,220 1,203 1,215 1,194 1,199 1,301
Circulatory System 331 346 370 413 453 460
Respiratory System 3,094 3,782 3,691 3,398 3,624 3,468
Digestive System 448 467 493 522 540 524
Genito-Urinary System 515 535 559 591 662 678
Pregnancy & Childbirth 1,286 1,320 i,32L- 1,316 1,418 1,276
Skin & Subcutaneous Tissue 1,120 993 1,045 888 919 957
Musculoskeletal Systen 189 201 185 211 287 251
Congenital Anomalies 59 [33] 73 74 58 48
Perinatal Merbidity 75 56 60 48 72 63
Symptons & Ill-defined

Condition : 1,344 1,342 1,456 1,471 1,624 1,472
Accidents, Poisoning,

Violence i,868 2,015 2,220 2,447 2,473 2,476
Supplementary Classificatiqns 361 554 647 651 630 602

Total 14,989 16,445 16,347 17,099 le, 821

15,746
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APPENDIX 7

Hospital morbidity, principal cqndition,~Western Australia 1971 to 1976 - Nen-hAboriginals
ICD Categories ' 1971 1972 1973 1974 1975 1976
Infective & Parasitic =~ - - 7,158 8,021 : 8,495_' 7,711 8,500 - 8,837
Neoplasms . _ 7,307 8,003 8,368. 8,653 9,538 © 9,434
Endocrine, Wutritional, : . :

Metabolic . 2,051 2,392 2,571 2,617 2,846 2,705
‘Blocd & Blood Forming Organs 976 © 1,046 1,113. 1,198 1,150 1,211
Mental pDisorders 3,726 . 4,381 4,639 5,106 5,749 5,869
Nervous System & Sense: Organs 8,206 9,102 9,689 10,236 . ¢ 11,234 11,806
Circulatory System - .. 13,061 . 13,745 . 14,644 14,637 15,794 16,086 .
Respiratory System - c 22,064 25,919 . 27,523 . 25,592 26,360 25,292
Digestive System L 19,248 20,157 - . 20,698 . 21,532, 7 22,073 22,445
Genito~Urinary System - ) .19,526 22,039 20,926 22,551 - 24,596 - 25,884
Pregnancy & Childbirth B :_29,770 28,846. 27,295 . 27,5231 27,355 26,660
Skin & Subcutaneous Tissue -.,5,496~ 5,549 5,593 6,299_- 6,729 7,228
Musculoskeletal.SYStem ) 7,246 - - 8,479 . 9,027. 10,555 12,603 - .13,248
Congenital Ancmalies 1,699 . i,856 .. 1,870 2,061 2,156 2,457
Perinatal Morbidity S 676 596 597 - 882 176 533
Symptoms & Iileefined ) . : :

Condition P : 13,842 . 15,045 . 16,130 16,100 17,323 18,796
Accidents, Poisoning, i .

Violence ’ : 25,544 - 27,010 - 28,269 28,678 28,739 28,531
Supplementary Classifications 8,704 . 11,661 13,742 15,425 . 17,180 194,299

Total . 196,360 213;847 221,189 227,356 240,701 . 246,321
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APPENDIX 8
Hospital morbidity, principal conrdition, Western Australia 1971 to 1976 = Aboriginals

Rate per 1,000 population

ICD Categories 1971 1972 1973 1974 1975 1976
Infective & Parasitic 114 96 a7 a8 89 95
Neoplasms ¥ 4 4 4 4 4
Endecrine, Nutritional, Metabolic 12 13 16 i5 14 i3
Blood & Blood Forming Organs 4 5 5 4 7 4
Mental Disorders ' 6 8 11 9 10 12
Nervous System & Sense Organs - 55 53 : 52 " 50 49 51
Circulatory System 15 15 16 17 i8 18
Respiratory Systen i 139 166 158 141 147 137
Digestive System 20 21 21 22 22 21
Genito-Urinary System : 23 23 24 25 27 27
Pregnancy & Childbirth - 58 58 56 55 57 50
Skin & Subcutanecus Tissue 51 44 45 ' 37 37 38
Musculoskeletal System 9 9 8 9 i2 10
Congenital Ancomalies 3 3 3 3 2 2
Perinatal Morbidity : : 3 2 3. 2 3 2
Symptoms & Ill-defined Condition 51 , 59 62 61 69 58
Accidents, Poisoning, . .

Violence B4 88 95 102 10¢C 97
Supplementary Ciassifications E 16 24 28 27 ' 25 24

Total 676 691l 704 681 692 663"
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Hospital morbidity, principal condition, Western Austra;ia'l97l'to 1276 - Non-aAboriginals

Rate per 1,000 population

APPENDIYX 9

208

ICD Categories 171 1972 1973 1974 1975 L1976
Infective & Parasitic 7 8 7 8 8
Neoplasms. - ' 7 g 8 9 8
"Bndocrine, Nutritional, Metaholic 2 2 2 3 2‘
“Biood:&.sloodwfbrming Organs"“- 1 ~ 1 1" R 1
Mental Disorders . 4 4 5 5 5
Nervous System & Sense. Organs g 9 9. 9 10 10
.Circulatory System. 13 13 “14 13 14 14 .-
Respilratory System 22 25 26 23 24 . S22
Digestivé.System 19 19 - 14 20 20 20
Genito-Urinary .System 19 21 20 21 22 22
Pregnancy & Childbirth 29 28 26 25 24 23
Skin & Subcutanecus Tissue 5 5 5 6 & 6
. Musculoskeletal System 7 8 8 10. 11 1z
Congenital Anomalies 2 .2 2 2 2 _2.
Perinatal Morbidity 1 1 1 i i ..
Symptoms . & ITll-defined Condition. 14 -14 15 15 i5 1o
Accidents, Poisoning, . : )
Violence 25 26 27 26 26 25
.SBupplementary Classifications 9. il 13 - 14 15 17
Total ' 194 205 208 216

213
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. . APPENDIX 10
Hospital morbidity, principal condition, Northern Territory 1974 to 1976

. Aboriginals Nen-Aboriginals

ICD Categories 1974 1975 ) 1976 1974 1975 1976

Infective & Parasitic 430 432 476 355 321 275
Neoplasms 56 63 52 274 300 351
Blood & Biood Forming oreans. ) 259 220 213 210 200 242
Mental Disorders 81 © 107 107 557 711 720
Nervous System & Sense Organs 66 477 80 70 a0 65
Circulatory System 152 176 174 601 545 641
Respiratory System . : . 711 o 666 : 813 1,576 1,237 1,290
Digestive System ' (a) {a) : (a) {a) {a) . (a})
Genito-Urinary Systen ' (a} (a) {a) {a) {a} (a)
Pregnancy & Childbirth : 577 _ 627 . 660 2,745 2,015 2,629
Skin and Subcutaneocus Tissue : (a) (a) : (a) {a) {a} (a3}
Musculoskeletal System : (a) (a) (a) {a) (a} (2}
Congenital Anomalies - - {a) : (a} (a) (a) {a) (a)
Perinatal Morbidity - (a) (a) {a) (a) (a) {a)
Symptbms & Itl-defined ' . .

Condition ..o ta) (a) {a} (a) {aj {a)
Accidents, Poisconing,Violence B 711' 745 866 2,373 2,375 2,382
Supplementary Classifjications {a) (a) (a) ' (a} (a) (a)
Cther COnditiéns ..._ 1,762 1,660 2,085 5,544 5,067 6,645

Total . : .-4,868 ' 4,743 5,496 14,405 12,831 15,240
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‘Hospital morbidity, principal condition, Northefn.Territory 1974 to 1976 APPENDIX 11

Rate pexr 1,000 population

‘ : Aboriginals - o Non-Aboriginals
ICD Categcocries _— 1974 1975 1976 1974 1975 1976
Infective & Parasitic _1? 17 . .18 : 4 5 4
Neoplasms o : 2 o2 2 . 5 5 5.
moceringutrivionsl veeliel o s s | s s
Mental Disorders B 3 : 4 : 4 L 7 11 1o
Hervous System & Sense Organs 3 : 2 3 . 1 1 1
Circulatory System: : ; . 6 o7 70 8 ' g 9
Respiratory System R 28 - 26 30 S20 - 20 17
Digestive System L ' {a) : (a)} - . -_(a) . ka) - (2} : (a)
Genito—Urinary System ) "'; ’ (a) (&) ’ (a} (a) ' (a)y . {a)
Pregnancy & Childbirth - 23 24" 25 | 35 32 oas
Skin & Subcutaneous Tissue . (a) L o{a) T H{a) (a). - o {ad (a)
Musculoskeletal System . .. {a) : (a) - o (a} S (a) {a) (a})
Congenital Anomalies - © . {a) (a). (2} (a) - (a) {a)
perinatal Morbidity - (a) (a) (&) | (ay (a} (&)
Symptoms & Ill-defined Cendition S (a) (a) S (af o (ay (a) = (a})
Accidents, Poisoning, Violence 28 29. 32 a0 _ ' 37 : 32
Supplementayxy Classifications o ay S (a): - {a) : (a) - (a) {aj
Other Conditions R ' o : 7O - 64 : 77 i 70 8y - 39 -
Total ' 190 182 205 182 203 204
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. (a) Not separately defined;.included'in "other conditicas”.






APPENDIX 12

'LENGTH OF STAY IN HOSPITAL - WESTERN AUSTRALIA 1971-786

CAVERAGE NUMBER OF DAYS

Aboriginal ﬁonwAboriginal
1971 9,6 . 8.6
1972 9.8 8.2
11973 | 9.6 8.0
1974 9.7 | : 7.8
1975 9.3 . 7.5
1978 9.7 7.6

Bource : Extracts from Annual Reports of the
Commissicner of Public Health,
Western Australia. :
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NORTHERN TERRITCRY HOSPITALS

APPENDIX 13

o LENGTH OF STAY IN HOSPITAY - NORTHERN TLRRITORY

1966-67 - 1977-78

.1966w67

196758

1968-69 .

11969-70

T 1970-71

1971-72 .

1972-73
1973-74
197#-75
1975~76
1876-77

1977-78

Source

'AVERAGE NUMBER OF DAYS

.Abopiginéls _ Non~Aborigina1s
Corgmy 7,95
1s.u3 7,82
 90.08 7.48

' _ 19.78 8.24
21,36 R
“19.29 7.23

14 .98 7,51
11.78 7.87
12.40 6.y
10.52 6.u5
10. 64 6.21
11.72 5.95

Unpublished, suppliled by Statistical

~ Beection, Northern Territory
Department of Health.
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- APPENDIX 14

: QUEENSLAND

AVERAGE PERCENTAGE OF TOTAL CASES (INPATIENT% AND OUTPATIFNWS)
-~ FOR THE 10 MOST PREVALENT CONDITIONS FOR ALL AGES FOR
- 14 ABORIGINAL COMMUNITIES AND MISSIONS (a) - 1876, 1877

~Condition . T % of Total Cases
1576 1877
CAll Other Conditions Seen _ g _ S22 0 25,9

Other Trauma S ' _— C 13 © 15,0
U.R.T.TI. s 1nclud1ng Influenza, ' ‘ ' B
- Colds, Ton81111tls, SlnuSltlS, B _ L
:Pharyngltls etc o 1T : 4.1
Bacterial Skin Infections - -

- e.g. Impetigo, Boils, CTelliulitis,

-Secondary Infection of Tlnea or. Lo

" Scabies . L L R A I

Dlscharglng Ears S o .- B ' 5.6_

Acyute Diarrhoea 1nc1ud1ng _
GCastro-enteritis and other acute

“enteric infections . : ' B 4.y
Acute Chest Infecticns including .
Pneumonla, Bronchltls ete. : s L
_Dlscharglng Eyes or Conqunct1v1t18 o 2 ' .1.9
"Anaemla o _ o S| ' .

_;Prlmary Fungal Skin Infectlons :
= g Tlnea, Monila o S 2 1.8

(a) Aurukun, Bamaga, Bloomfield river, Cherbourg, Doomadgee,
_Edward river, Hopevale, Kowanyama, Lockhart river,
S Mornington 1sland Palm 1sland Weipa south, Woorabinda
-and Yarrabah.

No returns for Yarrabah in 1976 and Aurukun for 1976
and 1977, ' Lo ' :

 Source : Extracted from Evidence, p.1939,
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APPENDIX 1%

PERCENTAGE OF TOTAL HOSPITAL ADMISSICNS FOR ABORIGINALS TO

.SEVEN HOSPITALSca) BY MAJOR DIAGNOSIS(b)— NEW SOUTH WALES
JULY-BECEMBER 1976
Diagnosis .. . % of Total Admissions
Upper and Lower Resplratory :
Tract Infection : S 2203
“Obstructive Airways Disease _ R Y
‘Gastro-intestinal Infections

-and Diarrhoea ' . . 6.2

‘Head Injurles, Other Injuries
and Burns ' ' '

Fractures and Dislocations

‘Alconol-related Problems o TS
-Otltls Media _

‘Normal Deliveries

Skin Infections

Complications of Pregnancy

Motor Vehicle Accidents

..Hypertenolon and Hyperten51ve
‘Heart Disease 1.5

‘Homicide and Injury Dellberaielj
by Another Person

Neurcses and Psychoses

_Coronéry Artery Disease

Complications of Deiivery

Drug Side Effects

Vitamin Deficiencies 1.0

(a) Bourke, Brewarrina, Wilcannia, Nowra, Moree, Kempsey and
Walgett.

(p) All'diggnbses which account for 1% and abeve of total
admissions.

Source : Extracts : 1976-77 Annual Report, Aboriginal Health
S Program, Health Commission of New South Wales.







S ] APPENDIX 16
~Method of water supply to Aboriginal communities (a),

second half of 1277

State

Most extensively used source -

or . : ) "Piped Piped Piped
- Territory- ' from from from Other
SR mains rain well or or no Total
" water other source
tanks source
(b)
New South Wales({(c)

- ecommunities 107 & 13 4 130

.= . population . 21,450 543 1,719 312 24,024

. .7- *

Victoria
- communities 20 4 . 24
- population 3,036 155 . . 3,191
" ‘Queensland .

- communities 114 6 3l 9 : 160
.~ population 38,043 577 7,698 528 46,546
-South .Australia .
© -~ gommunities . 1o 1 9 7 27

- population 2,615 388 1,242 616 4,861
Western Australia
" - communities 70 2 36 11 119

- population 14,210 191 6,211 1,249 21,861
Tasmania )

- gcommunities 5 2 . . 7

- population 1,034 111 .- - 1,145
Northetn Territory
" - communities 34 1 10l 72 208

- population 8,105 20 11,080 3,964 23,169
Bustralia

- communities 360 22 190 103 675

~ population 88,493 1,985 27,950 €,669 125,097

{a) Excluding communities in Sydney,
Adelaide, Perth and Hobkart.

(k) Including bore water sources.

Melkourne,

(¢} Including the Australian Capital Territory.

Brisbane,

Source : Department of Aboriginal Affairs' Statistical Section

‘Newsletter No.5.
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- RPPENDIX 17

Method of sewerage disposal in Aboriginal communities (a),
“'second half of 1977 )

- State

Most extensively used method

FPlush toilets Sanitary Other
or .. : Puplic ;Individual pan or no Total
Territery sewerage systems(b) collection method i
NOS.H. (e 3 : -
- .communities 62 t41 12 ‘15 1390
- Population _16,814 23,949 2,238 1,023 24,024
'Victoria :
~ communities 14 10 . 24
e population 2,560 631 .. 3,191
“ Queensland . -
- communities 54 _ 40 51 15 - 160
- population 26,478 6,539 12,846 .983 46,846
“South Australia
- communities . 7 9 . R | 27
"~ population 1,923 1,709 .- -1,229 - 4,861
Weste;ﬁ
" Australia
- communities 19 _ 73 1 26 119
~_popu1ation 5,530 '12,008_ 151 4,172 21,861
“Tasmania .
= -communities -3 _ 3 .- -1 7
- popglation : 916 178 - - 54 1,145
" Northern .
S Territory . .
" - communities 20 - 38 28 122 208
- population - 6,184 8,142 1,193 7,650 23,189
Australia C :
~ communities i79 214 _ 92 190 675
- population 60,405 33,153 16,428

15,111 125,097

'(a) Excluding communities in Sydney, Melbouxne, Brisbane,
""" Adelaide, Perth and Hobart. ' ‘ '

~ (b) Including septic tank systems. .

(c).Inqluding the Australilan Capitai Territory.

‘Bource

2191

Department of Aboriginal Affairs' Statistical Section
'Newsleiter Ko.5. - o o :
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APPENDIX 18

_Method of electricity supply to Abormglnal ccmmunltles (a),
second ‘half of 1977

' State Connected to

powey lines Locally Not

. a i1 .
Terrxitory Some ~Most ge:erate.. av:i Total
e T dwellings dwellings ©ORAY cTable

CNLS,W. (B) - : o - _
.~ communitiss 11 -107 c1 S i A - 130

- populaticn 2,131 21,148 : 115 . 630 24,024
~Victoria _ _ _ _

© .- communities . i 24 : . . “. 24
- PO_PU._.la.tiOII - e s . ) 3,19l . ) .. 3:191
-Queenslaﬁd : ] . : . :

-~ gommunities . 9 S .9 Co 31 160

—:pgpulatipn _ 854 39,577 3,632 2,782 46,845
“South -

‘Australia o .

- = communities 3 12 5 7 ’ 27
- population 460 3,032 842 . 527 . 4,861
'Westefﬁ

Australia . . _ .
« communities R ) 71 Co2z2 . 20 119
- population 1,666 13.673 ) 4,160 2,362 21,861
':ﬂTasmania_. .
C - communities T o4 : -3 : . : 7
< 'Population o . : 980 ) ’ 165 ) L . l., 145
"Northern -
Territory _ : o _ L
- communities 13 29 s ) 131 208
- population 3,662 9,169 4,900 © 5,438 23,169
Australia . .
- communities ’ 42 ) 358 75 . 200 &75
- population 8,774 20,770 13,814 11,739 125,097

{a) Excluding communities in Sydney, Melbourne, Brisbane,
Adelalde, Perth and Hobart. - : ) :

"{b) Including the Australian Capital Territory.
"Source : Department of Aboriginal Affairs' Statistical Section

Newsletter No.b5.
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APPENDIX 19

‘Shelter in Aboriginal communities (a),

saecond half of 1977

Type of private dwelling(b)

" {b)

(c)

@

(e)

State.
or . House Improvised Mobile
1 r g
Tgxrltory: flat dwelling ‘dwell- Other Total
' or o {e) o ing :
unit _ (a)

'N.S.W.(e). 2,998 . 457 - 110 4 3,569
Victoria _ - 259 29 - - 48 .o 1,026
Queensland’ 6,308 647 131 10 7,096
“South o o _

‘Australia | o 482 290 17 . 789
Western o _ ’ o

pustralia 1,766 - 1,121 76 84 3,047
Tasmania . . . 267 3 4 11 285

. Northern . i - : :

Terri;ory _ : 1,466 L 2,135 52 39 3,692
Australia 14,246 4,682 438 148 19,514
(a) Excluding communities in Sydnéy, Melbourne, Brisbane,

Adelaide, Perth and Hobart.

Excluding non-private dwellings such as hostels, boarding
houses, boarding schools, shearers® or stockmens'
guarters, homes for aged people, communal guarters,
prisons, hospitals and mental institutions.

Wiltja, lean-to, shed, shanty, car-body, etc. BY no
“means all Aboriginal families not in Buropean=-style
housing in fact wish to be so housed. This particularly
applies to centres from which Aboriginals are moving to
cutstations, apparently wishing to pursue a more
Jtraditional way of life, and in ocutstations themselves.
The numbers of improvised dwellings in use is therefore
“not a measure of housing need.

Caravan, car or bus. Car-bodies are included with
“improvised dwellings. :

Including the Australian Capital Territory.

Source : Department of Aboriginal Affairs’' Statistical Section

Newsletter Np.s. )
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APPENDIX 20

OUTLAY ON ABORIGINAL AFFAIRS BY THE COMMOWWEALTH GOVERNMENT

Total expenditure (a) under functional headings
$1000

Economic Legal

Housing Health Education ~.Cther Total

services ‘Aid
Ab) o (c) _ (d)__: _ _ ___'_{e} _ {(f)
_1958—69 ) 2,297 510 1,198 24 ... 4}766 8,796
' j1969»ﬁo 3,330 644 2,104 685 .. 7,186 13,949
'.i970~?l 4,906 643 4,117 1,100 24 7,996 18,786
-lQ?i%72 6,258 1,408 5,590 1,796 28 8,019 22,599
_i972;73 13,663 3,085 9,059 9,443_ 638 12,919 48,776
11973-74 . 24,797 G,355 12,687 13,600 1,190 21,307 82,936

- 1974-75 40,038 12,332 16,277 26,885 2,582 28,168 126,282

1975-76 45,301 le, 711 20,817 37,009 3,746 27,291 150,875

-1976~77 38,832 15,594 22,303 27,056 3,711 22,619 130,115

197778 36, 246 17,633 26,881 32,442 3,890 22,821 140,911

(a) Excludes, as far as possible, expenditure on services to Aboriginals

which are delivered as an integral part of services to the wider
community. The figures in this table are aggregates of expenditure
. ‘under appropriations which refer specifically to Aboriginal affairs,
" but excluding expenditure on salaries, administration, conferences
“and seminars. The figures shown inglude expenditure on the National
- Bboriginal Education Committee and on Torres Strait transport and
communications, and investments by the Aboriginal Enterprises Fund
‘in Aboriginal companies, '

(b)Y Inciudes expenditure on hostels.
(¢} Comprising education and training purposes.

(dy Comprising'employment, enterprises, town management and public
utilities purposes.

© (e} Including expenditure by the Department of Construction for the

Department of Aboriginal Affairs, genaral welfare and support
expenditure in the Northern Territory, research expenditure, and
" expenditure on cultural, recreational.and sporting activities.
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“(£) DlsczepanCLes between sSums of components and totals are due to
rounding.

' Source : Unpuklished, prov.tded by and subject to IeVlSlOﬂ by the
I . Department of Aborlglnal Affalrs
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APPENDIX Z1

GRANTS TO THE STATES FOR ABORIGINAL HEALTH

N.S.W.  VIC. .gggf WA, S.h. . TOTAL
. $ﬁ . . Sm .$m.. . Sm . . sm_ . .$m._ _ .$ﬁ
1972-73 -~ . 0.4 ... 0.03. 1.2 0;9 0.3 o.oi _ 2.9
j19§3;74 Lo 0.1 _ ' 2;2' | 4.i B O B 8.3
'1éi4f%5 | 1.3 0.2 2.0 61 1.0 0.02  10.6
1975-76 < 1.7 0.2 _.3.6 . 5.4_ 1 oo 14.1
1976-77 1.8 0.4 . 2.8 5.6 1.z - 0.02  1l.8
. 1977-78 N R A Y Ll L2 0.2 12.4

1978270 : _ o . | .

fest.) 1.6 0.4 . 3.1* 6.3 1.3 0.02 12,7

*Grants are made to the Aboriginal Health Program and the Department
of Aboriginal and Islanders Advancement. BAs an indication of the

| amounts to each, the amount appropriated in 1978-79 was $2,514,000
~to the Aborlclnal Health Program and $576,000 to the Department of
Aborlglnal and Islanders Advancement

Source : Budget Paper No.7 "Payments to oy for the States and Tocal
' Government Authorities 1976-77", and Budget Paper WNo.7
- "Payments to or for the States, the Northern Terrltory
and Local Government Authorltles 1978 79,
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APPENDIX 22

-ﬂDIRECT EXPENDITURE ON ABORICINAL H?ALTH

IN THE NORTH RN TERRI”ORY

~ &m
$1971-72 o T ues2
yeras7a 0 1.ugs
1973-74 . 1.eus
CleTye7s N e
1975-76 - . b.ses
1976-77 - . - 3.970
'1977 78  -' S 3,967

1978-79 (est.) oyl ee1s

. % Tncoludes $2.3m for the second half of
: 1978-79 which has been included in
“.the global alleccation to the Vorthern
Terrltory Government.

Source : Evidence, p.15, and unpublisched
' letter from the Department of
Health, dated .19 December 1878.
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APPENDIY 23

POLICY STATEMENT ON ABORIGINAL HEALTH WORKER TRAINING
' DEPARTMENT OF HEALTH, NORTHERN TERRITORY

'g'Introduction

The need for Aboriginal pecple to be involved in thelr own

S health care has been recognised by the Department of Health

- for a number of vears: in 1965 training of Hospital Assistants
-was begun at Darwin Hospital; concurrently a training course
for Paramedical Workers in the detection and .care of leprosy
‘patients was established at the East Arm Leprosarium. ' Both
0f these programs were discontinued in 1972 and the Aboriginal
Health Worker Training Scheme was introduced. TIn 1976 an
FEducation and Training Task Force was formed to review and
recommend policies relating to this new training scheme, and
to provide support for ongoing and future training pregrams

at all levels in the Northern Terrlitory. With the conclusion
~of the Task Force's activities in June 1977 the firm
establishment of Aboriginal Health Worker Tralnlng in the
Northern Terrltory wWas qchleved. .

.The Pollcy

The Department’'s major thrust in the rural areas shall be the
vigorcus development of a program of Aboriginal Health Worker
. Training which will be designed to enable Aboriginal people
“to manage thelr day to day health care problems as soon as
-possible., Tull implementation of this program means that all

. first contact health care shall be undertaken by Aboriginal

fHealtn Workers.

To enable greater comnunity involvement with health services,
- the Department belleves that wheraver possible Aboriginal
Health Workers should be employed by their own communities.

Role of the Aboriginal Health Worker

He/She shall be a primary health worker who shall be selected
by the community and trained in basic health concepts and
gkills, The Aboriginal Health Worker shall deal with most of
the day te day health problems within the limits of his
training and competence. When the need for referral arises
the Abcoriginal Health Wovrker shall refer/consult with the
immediate supervisor {(in most Iinstances a2 nursing sister) or
the medical emergency service {(AME or the nearest hospital).
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The Aborlglnal Health Horker shall be a mu1t1 purpooe health '
worker whase act1v1t1e% w111 lncludelm. - L
g _]tr@atmentuoifgommon slcknesses _
. ”impiemenfation'of'preveﬁtiVé'progfams
implementation of - communl?y health' .
edhcatlon programs. S

promotlon of env1ronmental sanltatlon
measures :

W collectlon of epldemlologlcal data.

',}2 'management of the healih centre_;g-:

- Selection of Persons for Tralnlng

as Aborlglnal Health Workers

;Aborlglnal communltlés Qhall be motlvated tor become :
“increasingly responsible for theilr own health services, and to
_Csupport those of thelr peoole selected for tralnﬁng as, health .
: workers : :

'Whllst the ch01ce of younger, ‘more 11terate people may be seen'
by the teacher ds making his task easier, it is to be
remembered that such people may in fact be too young or
'-otherw;se unacceptable for health work in thelr communltles.

Whenever and wherever pObSibie, each clan group within a
community shail be represented by both men and women health
workers., . Every effort shall be made to encourage councils

-and communities ~to ‘select suitable men for training as health -
“workers -and so ensure an. overall health service to the total

o communlty

‘The Traznlng Program

:Wherever p0551b1e, the pplnc1ple of 'on 51te ~training shall
be adopted.  .In contrast to training courses away from the
‘homeland, on site training is orientated to local problems
and closely invelves the community and its leaders in an
awareness of the 1ncrea5lng sk¢lls of the trainee health
worker._" : S _ .

Inserv1ce courses of short duratlon away from the homeland
health centre shall be encouraged te:énable health workers
“from-oa variety of aregs. to meet together. and to have access

to other Health Department.staff and facilities. - To facilitate
_this'and to provide support for the whole program Reglonal
traﬁning schools are be1ng estaz“lshed o .
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The Basic Skills Health Course is the first level of the.
training program, and all health workers should acquire the

- skills and concepts in this course. With a grade 4 level of

literacy and numeracy, accompanied by ongoing training in
thege skills, most health workers should become competent in
the Basic 8Skiils within a 6-12 month pericd. If the literacy
ievel is lower than .grade 4., this period may. be extended a

S further 2 years if necessary. ' : ' s

 The Post Basic Health Course 1s the second level of training
~and is breader in concept and content than the Basic Skills
Health Course. Ongoing literacy and numeracy shall be an
essential component of this course, which shall be taught

“according to loecal requirements. {(For example, teaching about

marine stings may be inappropriate for inland areas). With
© concurrent training in literacy and numeracy most health
workers should become competent in Post Basie Skllls Wlfhln a
'perlod of approx1mafely two yedro. :

 _Ii is envis aged that parallel’ spegﬁali ed courses will be
developed in the fields of hygiene and dental ‘health and that

. a promotional course tO ‘2 third managerial level will be

pursued

: 'Changes in Roles of Health Staff

_The emphaSLS shall be on teaching, rather than practice, by

~.all Health staff involved in the Aboriginal Health Worker

Training program. This is particularly relevant -in so far as

field nursing staff are concerned. The Department will .

- provide orientatiocn and inservice programs aimed at enabljng

staff to adapt to their new role.

:Field'nursing gstaff regquire to be aware of the necessity for
“involving rescurce people such as adult educators to enable

them to increase their teaching skills. The support of cther
- Health staff - Distriet Medical Officers, Health Inspectors,
‘Dentists, Health Educators, Dieticlans - is an essential

component of the training program and such staff shall give

o priocrity to thelr involvement and To dEVGTOplng a

co~ordinated team approaoh to the tiaining of Aborlglnal
- Health Workers.

'Evaluatlon

»The extcnt to whlch the objeotlveE of the program are beilng
achieved will be the subject of continuing evaluation.

Methods of evaluating the program shall be developed by the
Department and criteria for such evaluation shall relate to
the policy of the program as & whole and the role of '
Aboriginal Health Worker. . :







APPENDIX 24

DECLARATION - INTERNATIONAL CONFERENCE ON PRIMARY HEALTH CARE
ALMA-ATA, U.S.8.R., 1978 ~ WHC AND UNICEF .- o

The Iﬂternatlonal Conferenoe on Prjmary Health Care,

"“g'meetlng in Alma-Ata this twelfth day of September in the year

Nineteen hundred 'and seventy-eight, expressing the need for
“urgent action by all governments,-all health and development
~workers, and the world community to protect and promote the
‘health of all the people of the world, hereby makes the '
followmng Deciaratlon' : : . .

I
The Conference irongly reafflrms that health, whlch

Cdsa étate of complete phy51ca1 mental and social wellbelng,
and not merely the absence of disease or 1nflrm1ty, is. a .~

U fundamental human right and that the attainment of the hlghest

. possible level of health is a most important world- wide social
Cgeal ‘whose realisation requlres the action of many. other. soclal
-f'and economlc eectors 1n addltion to the healih Sector

f:II

o ‘The existing gress ihe@uéiity in the health status of
“the people particularly between developed and developing

countries as well as within countries is politically, socially

cand economically unacceptable and 18, therefore, of common
concern to all eountrles. : R .

T

“Feonomic and social development, based on a New
International Econcmic Order, is of basic importance +o the
fullest attainment of health for all and to the reduction of
the gap between the health status of the developing and
developed countries. © The promotion and protection of the
health of the people is essential to sustained economic and
j'soolal development and contrlbutes to a be"ttew cuallty of life
- -and to world peace

Iv
The peo?le have the right and du{y to participate

1nd1v1dually and collegtively ln the Dlannjng and 1leementatlon
of thelr health care. '
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v

Gavernments have a responsibility for the health of
their people which can be fulfilled only by the Drov1310n of
"adequate health and social measures. A main socilal target of
governments, international organisaticns and the whole world
community in the coming decadés should be the atfainment by all
"pecples of the worid by the year 2000 of a lével of health that

1.

will mermit them to lead a socially and economlcajly productive

‘1ife. . Primary health care is the kev o a%talnjng “+his targ@t
as part of d@velopmenL in the 5J¢*¢t of SOCl&i ;ustlce.
VI

Primary health care is esgsential health care based on
practical, sclentifically cound and sccially acceptable methods
and technclogy made universally accegsible to individuals and
. families in the community through theéir full participaticn and
Cat a cost that the community and country can afford te maintain
" at every stage of their development in the spirit of self-
reliance and self-determinaticn. "It forms an integral part
both of the country ‘s health system, of which it ig the central
“function and maln focus, and of the overall social and econonmic
- development of the community. It is the first level of contact
of individuals, the family and- community with the national :
. health system bringing health care as close as possible to
where people live and work, and constluutes the flr%t elemeni
of a contlnulng hea?Tb ‘care process : - '

VTT
Primafy_healthzcare'

1. reflects and evolves from the econcomic conditions
and socio-cultural and political characteristics
- of the country and 1ts communities and is hased
~on the application of thé rolevant ‘results of
social, biomedical and health serv1ces research
- and ‘publ lc health experlencea :

2. ‘addresses the main health problems in “the commumlty,
providing pwomotlve, preventlve, curative and -
pehabilitative services accordingly;

3. includes at least: education concerning prevailing
health problems and the methods of preventing and
“controlling them: promotion of - -food supply and
proper . nutrition, an adeguate supply of safe water.
and basic sanitation; maternal and child -health
care, including family planning; Zimmunisation
against the major infectious diseases; prevention
and control of locally endemic diseases; appropriate
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i treatment of common. dis seases and lnjurle%. and .
Tprov1s1on of essentlal drugsn-_. . s

wH. 'lnvolves, in addltlon to the health sector, a1l -
“.ooorelated sectors and aspects of mational and e
acommunlty development, in particular. agr¢cu1ture,
‘animal husbandry, food, industry, education,
hou81ng, public works, communications and other
- .sectors; and. demands the coordlrated effortﬂ oF
,-all those sectors : : :

5. 1frequ1res and promotea-max1mum communluy and
- individual ‘self-reliance and participation .in
“+he planning, organisaticn, operation and S
control of .primary - -héslth care, making fullest -
use, of, 1ocal ‘national . and other available - '
Desources; and to this end develops through
approprlate educatlon the ablllty of communltles
_-to partLCLPate, : : :

6. 3éhould be sustained by 1ntegrated functlonal

o “and mutually_suppgrtlve referral systems,
leading to the progressive  improvement of.
“comprehensive health care for all, and glvjng
fprlorlty to those moSt. in need o

Z?.EZ”relles, at 100&1 and reFerfal levels, on h@d;th
L wWorkers, 1nclud1ng physicians, nurses, midwives, '
Cauxiliaries and community workers as applicable,
-as well as traditional practitioners as needed,
. suitably trained socially and technically to
.~ work as a health team and to respond to the
: -expresseé health needs of tne commuﬁlty

VIII

. All govepnments should formulate natlonal pollc1es,
strategies and plans of action to ‘launch and sustain primary
~health care as part of a comprehensive naticnal health systenm
and in ccordination with other sectors. To this end, it will

be necessary to exercise political will, to mobllise the
country's resources and to use avallable external webources
ratlonally :

All countries should cooperate in a spirit of partner-
ship and service to ensure primary hedlth care for all pecple

"gince the attainment of health by people in any cne country
directly concerns - and benefits every other country. In this
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-context the joint WHO/UNICEF report on primary health care
constitutes a solid basis for the further dévelopment and
operation of primary health care Throughout the world.

e
. An acceptable level of health for all the people of
“the world by the year 2000 can be attained through a fuller and
better use of the world's resgources, a considerable part of
“which is now sgpent on armaments and ml]ltarv conflicts., ~A
- genuine policy of independence, peacs, adtente and disarmament
could and should release additional resources that could well
be devoted to peaceful aimg and in particular to the acceler-.
ation of social and economic development of which primary
health care, as an essential part, should be allotted its
proper share. : S . L : s

The Internaticnal Conference on Primary Health Care

wecalls for urgent and effective national and international

action to develop and implement primary health care throughout
the world and particularly in developing countries in a spirit

of technical cooperation and in keeping with a New International

" Economic Order. It urges governments, WHO and UNICET, and
~other international organisations, as well as multilateral and
bilateral agencies, non-governmental organisations, funding
agencies, all health workers and the whole world community to
support national and international commitment to primary health
care and to channel increased technical and financial support
to it, particularly in developing countries. The Conference
calls on all the aforementicned to ecollaborate in introducing,
deve?oulng and maintaining primary health care in accordance
with the splrlt and content of 4‘h:s_s Declaratlon :

Cat.No. 79 7333 X
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